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I would firstly like to thank all my colleagues, friends and all those who supported us to make the
1% International SDG Conference a success and helped launched the open-source knowledge platform

https://sdginterventions.org

A special thanks to The Ministry of Agriculture & Farmers’ Welfare, Government of India, as well as the
Government of Madhya Pradesh, especially the Ministry of Panchayati Raj & Rural Development for their

unstinting support for the Platform and to make this Conference a success.

The United Nations Resolution “Transforming our World: the 2030 Agenda for Sustainable Development”
had been endorsed by all member nations of the UN in September 2015. Our Hon ble Prime Minister Shri
Narendra Modi in his speech at the United Nations General Assembly had stated that much of India’s
development agenda is reflected in the SDGs. The concept of sustainability — the holistic conception of the
symbiotic relationship between man and nature — has been foregrounded in India’s Vedanta philosophy,

including the Dasavatara chronicles.

In 1968, at the 14th General Conference of UNESCO, the Indian delegation, along with others, proposed a
new and major programme entitled “a design for living”. Subsequently and until today, India has been at

the forefront of global dialogue on sustainable development.

Today, the challenge of climate change, inequality, conflict and pandemic have combined to create a
“polycrisis”. In order to tackle this, we must again learn to invoke the energy of growing things and to
recognize, as did the ancients in India centuries ago, that one can take from the Earth and the atmosphere

only as much as one puts back into them.

Il of I forama &1 Teftr Jgg | 7 fooafy a1 o gt | |

“What of thee I dig out, let that quickly grow over, Let me not hit thy vitals, or thy heart”. (Atharva Veda,
Kanda XII, Prithvi Sukta 1)

Today, as India successfully straddles the intersection of modernity and tradition, poised to become a USD
5 trillion economy, the achievement of appropriately localized Sustainable Development Goals is of the

essence.

As is amply clear not only in the UN resolutions, but in the continuous Indic tradition since the Vedic Age
and the credo of “Vasudhaiva Kutumbakam”, action to preserve the planet and its people must be coordinated
across the earth, bringing together practitioners and leaders — not only governments but also private and
public sector, civil society, technical experts and anyone who wishes to contribute and join a global network

of doers, achievers - and learners.
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We at the Deendayal Research Institute (DRI ), propose to build the World SDG Forum into such a network
— as a worldwide community of practitioners who not only work in their respective geographies and
sectors, but also wish to be part of a global alliance of SDG Interventions. Our founder, late Nanaji
Deshmukh had found an articulation of this vision - renouncing political life — going beyond brave
resolutions and transforming a remote landscape in arid central India into a highly successful, globally

recognised model of rural transformation.

At Chitrakoot, Nanaji translated into practice the “Integral Humanism” vision of late Pt. Deendayal
Upadhyaya — a society based on cooperation and integration of each human being, where each is responsible
for the welfare of all others, where the distinction between self and society is obliterated and life is based
upon interdependence and complementarity. In a series of talks that Pt. Deendayal Upadhyaya delivered in

1965, the concept of integral humanism with an internationalist perspective was well enunciated.

“Having taken note of the progress of the world, can we add to the common store of knowledge? As a
member of the world community, we must discharge our responsibilities. If we possess something that may
prove helpful to world progress, we should not hesitate in imparting it to the world. In this era of
adulteration, instead of adulterating ideas, we must, on the contrary, scrutinise and improve upon them
wherever possible before accepting them. Rather than being a burden to the world, we must attempt to
resolve, if possible, the problems facing the world. We must also consider what contributions our tradition

and civilisation can make to world culture.”

DRI is committed to continue Nanaji's experiment to translate concepts into actual practice. The discourse
of Pt. Deendayal Upadhyaya — which drew upon Lokmanya Tilak and Gandhiji's precepts — inspires us to

build a global alliance of changemakers and decision-takers in the pursuit of SDGs.

Today the global pandemic has demonstrated how once again interconnected we are. Yet the Triangular
model with which we dealt with the pandemic — with governments bearing the risk, businesses coping with

the shockwave and people facing death and destitution — is fundamentally unsustainable.

We require to harness the power of networks — the world community — to make this a four-way partnership
and ensure social cohesion and a sense of the collective amongst all of us. The times require us to integrate
all stakeholders into a global forum for a ) sharing ideas and practices and b) identifying specific initiatives
for collaboration and cooperation. We need to move from governmental responsibility to stakeholder

accountability.

The central aim of the partnership is to support positive social and behaviour change with and for SDG
interventions with specific emphasis on going beyond simply delivering messages, to engaging practitioners
in self-reflection, dialogue, exchange and feedback in order to achieve lasting positive change on jointly

agreed priorities.

To achieve its objectives, the World Forum Strategies could take up the following strategies:

{(8)
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** High level advocacy at global, regional and country level, including the G20 process and

events currently underway in India.

4

** Generation and analysis of behavioural change and intervention-based evidence to

inform action.

R/
L X4

Development, dissemination and local customization of global guidance on key thematic
issues, including process mapping validated interventions and sharing them on an open

source knowledge platform.

g

** Periodic meetings and webinars at the different levels for sharing of knowledge, issues
and experiences.
+* Digital engagement and capacity development.
#* Tracking, monitoring and documentation of the results of the initiative.
The contours and modalities of the proposed World SDG Forum, will of course require more deliberation
and continuous instruction and change, based on the general will of the participants, donors, critics and
other interlocutors.

We would like to conclude with a clarion call for analysis, advocacy and action, quoting the following verse

from our Brhdaranyaka Upanisad (IV.4.5)

<& T a TR, eTehehH=T 3TRT | e el HrH:, Tk el S |
I el S, d8iel T ohH | T ddl ohA deT del o |

You are what your deep, driving desire is. As your desire is, so is your will.

As your will is, so is your deed. As your deed is, so is your destiny.”

At the conclusion of the Conference, a ‘Chitrakoot Declaration’ that covers the above intent, was

adopted.

— Vasant Pandit

Convenor
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The Chitrakoot Declaration

Preamble,

The Government of India launched the “Azadi Ka Amrit Mahotsav” initiative to commemorate 75
years of Independence and its achievements, growth and leadership across sectors over the last seven
decades. This celebration of ‘India @75’ has coincided with India taking over the G20 presidency
- one of the powerful international forums where 20 member countries discuss, deliberate and
resolve the pressing issues of the time, prioritizing global economic and developmental parameters.
During its tenure as G20 president, India aims to project the agenda of equitable and inclusive
development along with a shared future highlighting the principle of “Vasudhaiva Kutumbakam”

(One Earth, One Family, One Future).

While the G20 had earlier predominantly been a forum for discussion on economic and financial
concerns as witnessed during the 2008—09 global financial crisis, it has expanded its domain over
the years. One such key area of expansion has been the linking of its efforts to achieve the 2030
Sustainable Development Goals like Global Health and Wellbeing for All (SDG3). The resolution
adopted by the General Assembly on 25th September 2015 emphasises that ‘the interlinkages and
Integrated nature of the Sustainable Development Goals are of crucial importance in ensuring that
the purpose of the new Agenda is realised. If we realize our ambitions across the full extent of the
Agenda, the lives of all will be profoundly improved and our world will be transformed for the

better.’

The concept of “sustainable development” is a vital amalgamation of three interdependent
and mutually reinforcing pillars: economic development, social development and environmental
protection. The existing inequality in the capacity and capability to fund, manage and monitor
the actions are major hindrances. Thus, a combination of collective and individual action through
transformative policies by both developed and developing countries, is essential. While promoting
strong, sustainable and balanced growth as key agenda of the G20, its efforts in achieving SDGs

could act as a benchmark to steer the world order towards a positive direction.

The idea of “Integral Humanism”, based on Bharat's world view and propounded by Pandit
Deendayal Upadhyaya, was translated into action by Rashtrarishi Nanaji Deshmukh, with Chitrakoot

as its epicentre.
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The first international seminar on experience sharing process of SDGs was held at Chitrakoot
on 15th-17th April 2022. One of the outcomes of that successful conference was the decision to make
it an annual feature with a view to stocktaking of the progress in movement towards achieving

Sustainable Development Goals.

This second International SDG Conference was held on 26th—27th February 2023,
at Deendayal Parisar, Chitrakoot unanimously adopts the following “Chitrakoot
Declaration”:

#* Having realised the need to learn from experience and experiments on realising the SDGs, this

conference endorses the decision to hold such an international gathering every year till 2030.

A suitable decision can be taken thereafter on continuation of the conference series.

*» Having given the civil society sufficient space in determining the SDGs, it is now necessary
to provide a framework for the involvement of the civil society in the monitoring and

implementation of the SDGs.

K/
L X4

Realising the inadequacy of the present global economic binaries in the progression towards
achieving the Sustainable Development Goals, it is imperative for India and the global South,
to initiate efforts for a new and inclusive world economic order, which will hasten the process

of fulfilling SDGs in a cooperative economic architecture.

** Recalling the experiences and experiments of institutions such as the Deendayal Research
Institute (DRI), especially at Chitrakoot, it will be relevant to delve on a new narrative laying
emphasis on family as the fulcrum of solutions in the spirit of ‘Local to Global'— Gramoday
to Sarvoday (village to the universe ); from grassroots to global. Thus, the World SDG Forum
(WSF) will eventually transform into a global forum for all, with every stakeholder as a

partner, participant and beneficiary.
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Schedule for SDG 1- End Poverty in all its Forms.
9.30 am to 6.00 pm, 26th February, 2023.

9.30 am - 11.00 am

Targets 1.1 through 1.2 — Reducing Poverty in all dimensions

Speaker

Topic

Speaker 1:

Priyank Kanoongo

Child Poverty Reduction and Child Rights - A National

Perspective

Speaker 2 : Ramaswamy Sudarshan

Limitations of focusing on Income Poverty.

Speaker 3 : Hyun Hee Ban

Ending Poverty in all its Dimensions - Perspectives

for Girl Children

Moderator: Vasant Pandit

Discussion

11.00 am to 11.30 am Tea Break

11.00 am to 1.00 pm

SDG 1 — Targets 1.3 — Ensuring Social Protection and equal opportunity

Speaker 1 : Parul Soni

Social Protection in India -

Opportunities for Accelerating India’s Growth

Speaker 2 : Tejinder Singh Sandhu

Ensuring Social Protection - an Indian Example

Speaker 3 : Prashant Kumar Singh

Digital Architecture for Social Security in India.

Moderator : Amitabh Vashistha

Discussion

1.00 pm to 2.30 pm Lunch Break

2.30 pm to 4.00 pm

SDG 1 — Targets 1.4 and 1.5- Access to Basic Services and Building Resilience

Speaker 1 : Dr. Chandra Mohan Mishra

Universalisation of Water and Sanitation

(Swachh Bharat )

Speaker 2 : Rajiv Thakur

Resilience, Food Security and Nutrition in the context

of ‘Feed the Future':

Speaker 3 : Dr. SRK Singh

“Climate resilience in agriculture imperatives for a

Millet Revolution”

Moderator : Tejinder Singh Sandhu

Discussion

4.00 pm to 4.30 pm Tea Break

4.00 pm to 6.00 pm Joint Session for Conclusions and Discussion
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END POVERTY IN ALL ITS FORMS EVERYWHERE
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NO POVERTY:
WHY T MATTERS

©UN Photo / Eskinder Debebe_

The GOVID-19
pandemic
will push an

What's the goal here?

To end poverty in all its
forms everywhere by 2030.

Why?

In 2015, more than 700 mil-
lion people, or 10 per cent of
the world population, lived
in extreme poverty, strug-
gling to fulfil the most basic
needs like health, education,
and access to water and
sanitation, to name a few.
However, the COVID-19 pan-
demic is reversing the trend
of poverty reduction with
tens of millions of people

estimated

/1 million
additional

in risk of being pushed
back into extreme poverty
- people living on less than
$1.90/day - causing the first
increase in global poverty
in more than 20 years.

Even before COVID-19,
baseline projections sug-
gested that 6 per cent of
the global population would

people into
extreme
poverty

still be living in extreme
poverty in 2030, missing the
target of ending poverty.

Developing countries will
face a devastating social
and economic crisis over
the months and years to

(15)
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come, with the pan-
demic pushing millions of
workers into unemploy-
ment, underemployment
and working poverty.

Having a job also does
not guarantee a decent
living. In fact, 7.1 per cent
of employed workers
and their families world-
wide lived in extreme
poverty in 2019, a posi-
tive decline compared to
2010, but the number is
expected to rise in light
of the long-term conse-
guences of the pandemic.

Why is there so much
poverty in the world?

Poverty has many dimen-
sions, but its causes
include unemploy-

ment, social exclusion,
and high vulnerability

of certain populations

to disasters, diseases

and other phenomena
which prevent them

from being productive.

Why should | care
about other people’s
economic situation?

There are many reasons,
but in short, because as
human beings, our well-
being is linked to each
other. Growing inequality
is detrimental to economic
growth and undermines

(

\l

&) DEVELOPMENT

social cohesion, increas-
ing political and social
tensions and, in some
circumstances, driving
instability and conflicts.

Why is social protection
so important?

The COVID-19 pandemic
will have both immediate
and long-term economic
consequences for people
across the globe. Strong
social protection systems
are essential for mitigating
the effects and preventing
many people from falling
into poverty. Nevertheless,
55 per cent of the world’s
population - about 4 bil-
lion people - did not bene-
fit from any form of social
protection in 2016. Only
22 per cent of unemployed
workers were covered by
unemployment benefits.

So what can | do about it?

Your active engagement
in policymaking can make
a difference in addressing
poverty. It ensures that
your rights are promoted
and that your voice is
heard, that inter-
generational knowledge is
shared, and that innova-
tion and critical thinking

v” SUSTAINABLE

are encouraged at all ages
to support transforma-
tional change in people’s
lives and communities.

Governments can help
create an enabling envi-
ronment to generate pro-
ductive employment and
job opportunities for the
poor and the marginalized.

The private sector has

a major role to play in
determining whether the
growth it creates is inclu-
sive and contributes to
poverty reduction. It can
promote economic oppor-
tunities for the poor.

The contribution of sci-
ence to end poverty has
been significant. For exam-
ple, it has enabled access
to safe drinking water,
reduced deaths caused
by water-borne diseases,
and improved hygiene to
reduce health risks related
to unsafe drinking water
and lack of sanitation.

To find out more
about Goal 1 and
other Sustainable
Development Goals visit:

http://www.un.org/
sustainabledevelopment

LALS
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Child Poverty Reduction and Child Rights - A
National Perspective

Talk by Shri Priyank Kanoongo
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Shri Priyank Kanoongo, Chairperson, National Commission for Protection of
Child Rights, Government of India, New Delhi. He served as Member, National
Commission for Protection of Child Rights under the Ministry of Women and
Child Development from November 2015 to November 16, 2018 and handled the
Education Division of the Commission.

Appointed as Chairperson from November 17, 2018 and re-appointed on
October 17, 2021.

In order to achieve the mandate of the National Council for Teacher Education
(NCTE ), closely monitored the effective implementation of Right to Education, JJ
Act, POCSO Act, Child Labour (Prohibition and Regulation) Amendment Act,
1986 etc.

Shri Kanoongo, actively engaged in various consultations with stakeholders at
national and regional level and also undertakes various studies and special
investigations in the field of child rights.

He is recognized as a dynamic administrator who has given new dimensions
of good governance to the institute through innovations and administrative skills.

At present, under his leadership, the Commission has been recognized
nationwide and has digitizing the Commission and connected it with good
governance. Due to these efforts, today the Commission is successful in doing the
work of protection of lakhs of children in the country in a time-bound manner
through its various portals.

With the new monitoring system, an effective environment for protection of
rights is being created in the country today.

Major works done in the direction of Good Governance.
New system of monitoring children’s homes through technology, MASI App.
Bal Swaraj Portal to help Covid affected.

GHAR Portal to restore children living in orphanages to their families.

Organization of benches for protection of rights in backward districts of the

country.

wu

Grievance Redressal Mechanism made speedy and effective.
Dozens of tasks were done to decide the direction of development by researching
the backward communities in the field of education.

7. Quick Response Cell for quick action on complaints.
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Limitations of focusing on measures of poverty
instead of the causes of poverty

by
Professor : Ramaswamy Sudarshan
Dean, Jindal School of Government and Public Policy
O.P. Jindal Global University, Sonipat, Haryana

During the 1990s, when I worked in the United Nations Development Program at Delhi office,
there were many debates in India about measuring poverty. At that time, I was working with
Professor Raja Chelliah, an advisor to the then Finance Minister, Dr Manmohan Singh. Dr Chelliah
and I edited a book, Income, Poverty and Beyond (Social Science Press,1998 ). That book emphasised
the need to go beyond definitions of poverty to include various human aspects of the problem,
making a case for a comprehensive view of poverty as ‘the denial of opportunities and choices most

basic to human development'.

Poverty has declined in India regardless of how it is measured. The paradox is that poverty and

deprivation continue to persist.

Growth estimates are derived from the National Accounts, while poverty is estimated from
household surveys. There has always been a big, growing difference in consumption expenditure
measured in the National Accounts compared to that in the National Sample Surveys. The
inconsistency in the two data sources on consumption expenditure has generated the furious
debates I mentioned. Some people argued that we should rely on the National Accounts, while
others believed that people’s survey responses are a better indicator of their circumstances. Those
favouring the National Accounts argue that the surveyors ask respondents what they consumed
over the past 30 days, a time too long for accurate recall and recommended a seven day period
instead. A randomised control trial in 1998 (where half the respondents were asked to recall what
they had spent over seven days and the other half was asked about expenditure over 30 days)
resulted in reported consumption for the 7-day recall group being hugely more than that in the 30-
days group. This did not settle the debate because the surveys could not explain the huge difference
or prove which was correct. The next step was even more bizarre conducting a survey using both

recall periods simultaneously.

The methodology for estimating poverty followed by the Planning Commission has been based
on the recommendations made by experts in the field from time to time. The first official rural

and urban poverty lines at the national level were introduced in 1979 by Y. K. Alagh Committee.
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Later, in 1993, D. T. Lakdawala Committee extended these poverty lines to states, allowing official
poverty counts over time and in the states. In 2005, the Planning Commission constituted an
Expert Group under the Chairmanship of Prof. Suresh D. Tendulkar to review the methodology for
estimating poverty. The Tendulkar Committee submitted its report in December 2009 and computed
poverty lines and poverty ratios for 2004-05. They also compared poverty lines and poverty ratios
for 1993-94 with identical methodology. The Planning Commission accepted these. The following
Large Sample Survey of Household Consumer Expenditure was conducted in 2009-10. The Planning
Commission made estimates of poverty for 2009-10, released in March 2012 Many argued that
the Tendulkar Poverty Line was too low. So the Planning Commission, in June 2012, constituted
another Expert Group under the Chairmanship of Dr C. Rangarajan once again to review the
methodology for measuring poverty. The Rangarajan Committee report submitted its information
on 30th June 2014.

The Rangarajan Committee estimated that 30.9% of the rural population and 26.4% of the
urban population were below the poverty line in 2011-12. The all-India ratio was 29.5%. In rural
India, 260.5 million individuals were below the poverty line; in urban India, 102.5 million were in
poverty. Totally, 363 million were below the poverty line in 2011-12. The Rangarajan Committee’s

recommendations on how to fix the poverty line have not resolved the debate.

Measures of poverty based on proxies for income ( consumption expenditure ) remain discredited.
Official poverty measurement stopped in 2011-12. Leaked data from the 2017-18 National Sample
Survey showed a startling 3.7 percent decline in actual consumption over six years. The survey was
never released. Estimating poverty changes has become a free-for-all game, what with National
Accounts GDP estimates being revised upwards in 2018 by the National Statistical Commission and
the NITI Aayog (successor to the Planning Commission ) publishing new GDP, which implies that

growth in GDP and consumption before 2011 was more than a full percentage point lower.

The debate over India’s poverty estimates will continue. Despite their pretence of objectivity,
all methods for measuring poverty are inherently political. Economists can keep themselves
in business; statisticians can keep themselves in business. Yet, according to the World Bank's
Poverty and Shared Prosperity 2022 Report in 2020, the number of people living below the extreme
poverty line rose by over 70 million, the most significant single-year increase since global poverty

monitoring began in 1990.

Given current trends, 574 million people—nearly 7% of the world’s population—will live on
less than USD 2.15 a day in 2030, mainly in Africa. A working paper published by the World
Bank (by Sutirtha Sinha Roy and Roy van der Weidey, Poverty in India Has Declined over the
Last Decade But Not As Much As Previously Thought), uses a new household panel survey, the
Consumer Pyramids Household Survey conducted by Centre for Monitoring Indian Economy
(CMIE ). The results show that: (1) extreme poverty is 12.3 percentage points lower in 2019 than
in 2011, with greater poverty reductions in rural areas; (2 ) urban poverty rose by two percentage
points in 2016 (coinciding with the demonetisation event) and rural poverty reduction stalled by

2019 (coinciding with a slowdown in the economy ); (3) poverty is estimated to be considerably
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higher than earlier projections based on consumption growth observed in National Accounts; and
(4) consumption inequality in India has moderated since 2011.

In all these measures, poverty is regarded as a material condition where people are poor when
they have an income or consumption level that is too little to cover essential living expenditures.
However, moving away from the money metric to measure poverty, the UNDP and the Oxford
Poverty and Human Development Initiative have developed an index to capture the multidimensional
condition where people’s poverty is context-specific and dynamic.

The Global Multidimensional Poverty Index (MPI) is an international measure of acute
multidimensional poverty covering over 100 developing countries. It complements traditional
monetary poverty measures by capturing the acute deprivations in health, education and living
standards that a person faces simultaneously.

Professor Amartya Sen has advanced the capability approach to understanding poverty beyond
income. He stresses the whole range of means available to achieve human capabilities, such as
literacy, longevity and access to income. However, this discourse is yet to become mainstream
because the dominant discourse is the belief that economic growth is a tide that will 1lift all boats

and its benefit will ‘trickle down'.

How is Poverty Produced ?

Poverty seems to be a permanent phenomenon in most countries, rich and poor. So why does
poverty persist despite the slew of public policies intended to reduce its incidence? Could the
answer be that the international economic order (dominated by the Bretton Woods Institutions,
WTO and others committed to variants of the ‘Washington Consensus’) enables the production of
poverty alongside efforts to reduce it? The language used in descriptions of poverty alleviation
programmes suggests that conditions are created first to push people into poverty. Then the state is
expected to ‘target’ the poor with handouts or provide ‘safety nets’ when they fall off the precipice,
as is expected.

I contend that we must stop looking for silver bullets to eliminate poverty. Instead, we must
understand how poverty is produced daily. What are the causes of poverty? How is poverty
transformed and reproduced over time ?

The present international order believes that poverty can be eliminated by helping the poor to
help themselves. This is done by providing productive assets to supplement labour as their primary
asset, education, microfinance credit, titles to the land they are squatting upon, etc. The poor are

expected to become microentrepreneurs in a property-owing democracy or another polity.

Absolute and even relative indicators of poverty often tell us little about broader processes of
poverty production. Instead, poor people are blamed for factors that make societies more vulnerable
and insecure, including riots, crime, communal conflicts, civil war, etc. Often, the middle classes

are susceptible to insecurities that result in those elites fomenting riots and communal clashes.

How can we create conditions for what the Preamble to India’s Constitution calls social,

economic and political justice ? The global development agendas (SDGs are among them ) need to
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focus on substantive policy issues. Implicit policy biases and choices should be exposed.

In other words, we need to find the middle path between capitalism, in its present form,
which remains exploitative and dysfunctional versions of socialism that have resulted in tragic
consequences. Should we not begin to understand the nature of poverty by focusing on what happens
at the local level where people experience problems instead of relying upon top-down panaceas for

poverty that are continually being trotted out ?

Prof. R. Sudarshan has had distinguished career in the domains of research, development
programming and governance. After he obtained a Master's degree in Economics from the
Delhi School of Economics he was elected to a Rhodes scholarship. He joined Balliol College,
University of Oxford and obtained a Master’s degree in Politics in 1977. He was elected to a
research fellowship at St. John's College, University of Cambridge, where he studied judicial
review of economic legislation by the Supreme Court of India, specializing in the interface
of law and economics. In 1983, he was a visiting scholar in the School of International
Development, University of East Anglia.

In 1984 he served in the Ford Foundation's South Asia office in New Delhi as Assistant
Representative and Program Officer for Human Rights and Social Justice. In 1991 he joined
the UNDP in India as Senior Economist and Assistant Representative for Governance and
Public Policy. In 2000 he served UNDP in Jakarta as its Senior Governance Advisor. In 2002
he was appointed Policy Advisor for Justice and Governance in the UNDP Oslo Governance
Centre. In 2005, he was transferred to the UNDP Asia-Pacific Centre in Bangkok, where he
was Regional Policy Advisor for Governance, Human Rights, Rule of Law, Justice and Legal
Reforms.

In 2012 he joined the O.P. Jindal Global (Institution of Eminence Deemed To Be
University ) as the founding Dean of the Jindal School of Government and Public
Policy. He has an impressive track record of publications comprising books, articles
and UN policy reports, reflecting his inter-disciplinary research, teaching and policy
experience in development programmes, human development, law, governance,

institutions and policy.
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“Ending Poverty in all its Dimensions -
Perspectives for Girl Ghildren.”

Speech by Ms. Hyun Hee Ban
Namaskar. I am very sorry, ﬁ%ﬁ”fﬂﬁﬁ"ﬁ?ﬁél @?ﬂ‘-@?ﬁ‘ﬂ'ﬂ?ﬁﬁl So, good morning. I just

want to really congratulate Mr. Pandit. Thank you so much for gathering all of these champions
around SDG1. Thank you for the invitation. I would like to recognize Dr. Kanoongo, Shri Kanoongo
from NCPCR as well as the illustrious Dr. Sudarshan, who just spoke before us. And I am here
joined by my colleagues and I am from the Social Policy office doing communication and advocacy.
So we're very pleased to be here in Chitrakoot. And we just came by train and such a beautiful
place. Real honor.

So, you see how prepared I am. Even on my phone I have this logo because SDG, right now with
the Honourable Prime Minister who's prioritized SDG action as G20 priority, I think this
conversation today is very enlightening. We're at the midpoint of the SDGs 2030 agenda. And so, I
think all of our starting point is SDG1 because without eradicating poverty, we wouldn't be able to
have no hunger, we won't be able to achieve good health, we won't be able to achieve quality
education, gender equality, decent work and address the climate threats.

So, I just want to mention that in UNICEF after the COVID-19, but even before that, we have
been working across 100 countries supporting governments and different partners, NGOs, civil
society and academics around the issue of child poverty agenda. Our 2022-2025 strategic plan
which is global, has a dedicated outcome that starts with SDG1. First, we make the invisible children
who are poor, visible from SDG1. We have supported governments on setting up routine measurements
of measuring monetary poverty, child poverty, but also multidimensional child poverty. We do this
in our 100 country offices. But we work across 199 offices. And once we identify them in the SDG1
itself, it talks about convergent programmatic solutions with a social protection. So, I'm very glad
that after our session, our colleagues will be talking about social protection. Child poverty is a
global phenomenon. It's not only in India. In Europe, just last year or so they launched the EU Child
Guarantee program, where in 16 countries the governments have actually committed.

First, they have a kind of an action plan to identify goals that are for children that are poor
and they're linking them with social protection benefits. And you've seen in COVID times, like the
United States, many countries around the world have a Child Tax Benefit Program in high income

countries and middle income countries. This is a serious issue. And actually we have different ways
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of measurement. UNICEF talks about 1 million children locally who are poor. We are talking about
child poverty 1 billion. The recent WHO and UNDP study talks about 600 million. So, there are
different ways of measuring, but you can imagine globally 600 million to 1 billion children are
multi-dimensionally poor, which means they don’t have at least access to health, education,
nutrition, good education or shelter.

So, this is why we think it's a critical, I would say it's not an option, it should be a policy
choice. I mean it's a must policy option for all governments in principle. And in COVID-19... So just
to note that UNICEF estimates that up to 100 million to 150 million children fell into poverty due
to COVID-19. And now we talk about the three Cs. Who knows what the 3Cs are that we often say
about ?

COVID, conflict, climate change.

But most recently we also talked about 4Fs. Due to the war in Ukraine, we had the issues of
food... food and nutrition security issues, we had fuel, we had fertilizer crisis, we had feed crisis.
We actually came out with a call to action for all governments in the region, including in South
Egypt. Look at the issue of lifting people out of poverty to strong public policies and programs. And
children are twice as likely to live in poverty than adults. And that's why we need specialized,
dedicated, targeted programs to address child poverty. And just some climate change. Right now,
the G20 also prioritized, under the India Presidency, climate action to the Life Campaign. India in
many reports is referred to as the seventh most vulnerable to extreme climate events. There is
huge, not only economic loss, but lost livelihoods, that put people and especially vulnerable children
and women into poverty. You have floods, cyclones, droughts and this is a recurring issue. And
then UNICEF, as I mentioned, has done a review of who are the most vulnerable in terms of child
poverty.

So usually children in large families, World Bank and UNICEF did a study on the impact of
COVID-19 and those families that have more than two or three children, lost their income, some
adults have to skip a meal. So, this is a recurring issue that happened. And we mentioned, I think
before one of the speakers, children that are young. So, children that are under the age of five, they
are particularly vulnerable. Children living in conflict and fragile context. As Mr. Pandit mentioned,
I worked in many kinds of humanitarian situations, including South Sudan, so I've seen for myself
when I go, the kind of the aspiration of the children in the communities living in extreme poverty.
And also, children who are headed by female households. They're more poor. Children living in
rural settings. More children are poor in rural settings. But then now, we have to look at the issue
of urbanization. By 2050, we're going to add to the population 2.5 billion urban population in the
world. And we currently estimate upwards of 350 million children living in urban slums along with
this. So, this is an issue. And of course, we think the households of children with disabilities. They
need special attention because they have extra costs due to assistive technology, the learning needs

that need to cater to their special needs, additional care and responsibilities by the caregivers. And
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in terms of geographic distribution, as I mentioned, more children are poor in lower-middle or
lower- and middle-income countries, but in terms of extreme poverty, the concentration is in South
Asia. So, this is something to consider.

In terms of India, we talked about the recent report that was issued by WHO and UNDP. So, in
India, they estimated 228 million people are poor and of this, 97 million close to 22% of your
children and younger children between the ages of 0 to nine. So, we know that we need to target
this group. That's 64.8 million children in India that are in significantly higher levels, facing
multidimensional poverty compared to the age groups of 10 to 18. And then to talk about the girl
child, the woman. There’s not a lot of existing poverty data around two gender dimensions of child
poverty, but we know that 6-8% school-age girls are poor as compared to 6% boys. We have a World
Bank report that talks about higher poverty rate among children, particularly among girls we know
that in India, the girl-child mortality is an issue. We know anaemia among adolescent girls and
young women has actually increased. The recent NFHS showed that 90,000 public schools do not
have toilets for girls. And when they had met children themselves, a lot of the children talked about
issues of gender-segregated toilets not being available, sanitation conditions of schools and also
adolescent girls talked about early marriage. So, we have issues of early marriage.

Before they turn 18, there’s a lot of issues of early marriage. And then crimes against children,
they 're focused. You will see that 1/3 of all crimes against children being registered, a majority of
the victims are girls. So, they have a special vulnerability, girls.

And in terms of labour force participation, we know that the unequal division of labour starts
at a young age. So, there's studies that show in five or six countries with data, girls aged 10 to 14
years were more likely than boys of the same age to spend 21 or more hours on household chores
per week. So, this kind of impedes them from being skilled, going into the labour force. So, we
know that this is a particular issue we need to focus on. So, now policy options. SDG. Let me just
go down into the SDG itself. They have SDG 1.2, suggests we need to first explicitly, as governments
and stakeholders recognize that child poverty needs dedicated, specialized attention and different
policy options and programs to cover them. And the previous speaker talked about free programs
like mid-day meal, the ICPS, we have maternity benefits that target the 1,000 days of life. So, we
need to explicitly recognize children.

Second is, we acknowledge that we have monetary nature of probable poverty, but we need to
recognize a multidimensional nature of poverty. And third, at one point it talks about national
definition because it has to be owned, there needs to ownership in terms of how do we interpret
child poverty, because it's a very context space. And in terms of policy focus, we reviewed the six
indicators that are critical to address child property nutrition, sanitation, housing, school attendance
in rural schooling, contribute nearly 90% of the overall multi-dimensional poverty among children.
And obviously, nutrition in early years of schooling, needs more focus. It contributes to 50% of the

overall multi-dimensional poverty there. So, this is something we need to address.
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More and more after COVID-19, we had long school closures. ADB estimates that within the
countries in Asia, we lost 1.2 trillion U.S. dollars in terms of future earning potential. We have
issues of mental health among children and adolescents. So, they're emerging issues that we also
need to capture in terms of looking at multi-dimensional poverty. And the girls in India and many
countries, they're left outside of the labour force because they are getting married early. Teenage
pregnancy. They're dropping out of school. They don’t have the relevant quality of education or
materials to skill them. And now more and more the government has prioritized STEM and Al
Automation to girls in rural India and many parts of the world have access to those skills. Because
we're going into the green economy. Would they be able to join the green economy if there would
be more opportunity ?

So, let me just conclude by providing a few policy options. So, I would like to say ending
poverty in poor children is a policy option. If there's political will, there’s right policies, if there’s
the right programs and partnerships in which Deendayal Research Institute is trying to go around
this agenda, we can end child poverty. So, one. The second session will prioritize and I hope you
stay on for this most important session which is a solution - Social protection. And I would say
gender transformative social protection. It does have an emphasis on secondary education for
girls. It has certain, you know, linkage of cash transfers in kind with linkages with skills, the 21st
century skills that could get them to the green economy, the new economy and the future of India.
And we have to address, when we talk about social protection, the care economy. We talked about
the Rural Employment Guarantee Scheme. This was one of the largest global social protection
program that provided a lifeline to millions of women and families in India. It’s something that
we can actually as UNICEF are trying to learn. We're doing a multi-state study. They have a fresh
component. Can we make sure that all of those schemes really, really activate the fresh component ?
Can we consider flexible working arrangements for those pregnant or lactating mothers, who have
childcare and responsibilities, caregiving. Both are kind of the solution we need to think of. But
there are many good and amazing social protection programs like MDM and maternity benefit. If

we were to leverage, we can actually address poverty.

Second, early childhood development. So, when you talk about social protection, let’s focus on
the early years. There’'s many studies where the integral universal social protection benefits, child
benefits targeting zero to three, their GDP went up.

So, it has the highest return in economy. 13.7. There’s evidence. And it has up to 25% higher
individual-learned earnings if you address ECP. And then third and I think third, I would just say
localization of SDGs. And I don’t think we have a dedicated session. India is leading this. You have
a Ministry of Panchyati Raj and more than eating the vocalization of SDGs to gram panchayat,
which is closest to children. UNICEF is working with it Ministry of Panchyati Raj and they are

three in five on child-friendly villages and women-friendly villages. And this is a very good

{30)



platform to be able to address child poverty. And lastly data. And we need to first understand where
the children are and have complete information. Use the integrated technologies that India has to
ensure that we have a measurement. Routinely measure, analyze and ensure that policy is linked to
a very robust evidence data. Sorry, I took off, but you can see that I'm excited about this topic
because why is it called the first SDG ? Because without addressing SDG, we won't able you to

address all of the 17 points. So, thank you very much. &=diq |

Ms. Hyun Hee Ban is the Chief of Social Policy for UNICEF India since October 2021
overseeing the social policy programmes and social policy evidence agenda including in
13 UNICEF state offices, supporting government and partners in the areas of child and
shock responsive social protection, public financial management (PFM) and child
friendly local governance (rural/urban ) as well as SDG localization initiatives. She joined
UNICEF Headquarters in 2003 and her professional experience spans Headquarters (HQ )
and Supply Division, Regional Office and Field Offices and NGO including in the United
States, South Sudan, Sudan, Kenya (two tours in UNICEF Regional Office for Eastern

and Southern Africa covering 21 countries ), Jordan, Myanmar, Denmark and Switzerland.

She has also served in UN-Habitat and UNITAID based in Geneva. Prior to India,
Hyun Hee Ban has been responsible for leadership and managerial support in social
policy (social protection, PFM), strategic programme planning, monitoring and
evaluation (M&E ) areas as well as other cross-cutting areas such as civil society and
public partnership management in various capacities of the organization. Hyun Hee Ban
is a national of South Korea. She has an MA in International Trade Policy from Yonsei
University in South Korea and did her BA in International Relations from Yonsei

University.
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Social Protection in India - Opportunities for
Accelerating India’s Growth

Speech by Mr. Parul Soni

My name is Parul Soni and I am the global managing partner of an international firm

that we started in India.qgﬂﬁﬂéf Waﬁgﬁﬁﬁ% 2015 ﬁ@@%ﬁﬁmtﬁﬁﬁl'ﬁlmi’l&%
T A g o 3R 319 g IR, Iy, Hure, R, smfieh iR sreedH a% e g ¢ | FY fome
T 3R ST o dll TEH TR G o1 3HE € | 9 2000 © I H Faiferd i I foha o | 49 5, Siet 31K
T R B R € TSR 3R sheiees | | 3R F9 G W ORI | gH i | 949 gg 9e 9
TSR ATl 3R 3 I TR= o1 & | 99 Seorde iR 3 &5 | I § S[S ST ol THen § 3R 3
IO T SR e W T @ | Wit 1 erd i W Bl @ #IR G 39 Tl Bl I8 THe 8 S IR
H T bl e § 1

ST B gHH I <@, U ST WA SR R ST A SUH 3T wedl §, oifeh Il e Hed
ot TR AT 2 | S o STeh ™ i@l © o Tl H <791 Sh1 <73 ekl S~ Biell & 3R age W =S Seq=1 Bl
& ST @it =t foheiiet =Tél s & | W | o @ foR O | [ s et nfafafie € o aga € s
B Fehell € | T W [ S S[STe ¢ e e B U e 6, W 6 9 T 1 38 e W R o wee
F g X TR T, SRR ok oI Wfestali, ST i, g, TSI e oNfS | for u e ot g R 2
TAfTT I Uk g B Hewqul Sared ¢ R TRis Ted i ST Hehdl € | Wadt Sl G R i a1 HR @
€| SR & T Bl TEl S SR A 92 S e Sl gHR 59 ot i el e | R Rk 98 e @
IR # T TEHd €1 3R TH T I FHIG AT 76 7, A TH Wk THIEHT W HH HET S AR
Weh{creh SHIEAT TR S 4R U 8, S 9R B1 1 §, 39 dlieh T g WIS TI&I0T hl o1 hidl, wifeh I8
FEd Few@qUl ¢ | H ST Sgd-agd Y[R S 1S § | THR fRET WIS ohl QoA <A e § |
fren, MU i TN €, 95 3T ¢

S =€ ST TSTE T g3 ©, ek 31X IR 319 31T 31K R, o8l TRI M 9g §id 85K Tehe
3R el T gaN € | 9gd-9gd €~ |

EAd-9gd ¥IaTE | Tet d # Deendayal Research Institute ST Sgd 3R & $IR ORT dfed it <l
MR €, S I oA 3R ST T | T W vt 9 9 3 Sed gL, § 3 social protection

{(32)
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T 1 HEIE A1 Wi A1 WS el ©, TSR Ge i D™ | a1 €1 As a disclaimer, 1

would like to state that some parts of the conversation will be conducted in English as some
delegates may have a better understanding of it and I would like to cater to that audience as
well. So, continuing from the first session on poverty, I would like to further discuss the
social protection framework. Today, in India, there are various social programs being
implemented and it’s important to first define what social protection entails. Essentially,
any program that provides resources or monetary benefits to individuals, organizations or

institutions falls under the umbrella of social protection.

dl social protection = &2 IS 3den! el ff YR i 319, &= 1 DBT (Direct Benefit
Transfer ) i HeE fierdl &, ol 98 |l |EM Tk social security act 3 social protection act & 3idid
T 2 | 3T 9 A B, THRY Gt srefeee Ud v sawen fd Titg | SRt g, Block,
H%'Fﬁ?*f, district, state Sﬁ'{ Union W%, E'Flﬁ ST WW% SﬁT HTH I %I &tell STl
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schemes Bt & | 39 378 individual level 3R institutional level T *f 3% Hehd €| T 78 & &
TN 3refeqeee, BAN 31 % WX institutions, AR 60 ministries, 93 departments 3R 2,600

organizations which are working towards giving either resources or in kind or monetary

benefit to an individual.
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There are schemes which are present, available and accessible, but people are ignorant
about it. So, access EIRCIGRCTS 1% %, al access % but ignorance % | = o g o ﬁﬁ? At 9 'lY
33 o fIT e Tehdl & 3R el SHT WY o 9R ® AT €2 I am sorry most of the leaders are my
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framework in this country, which means a framework that can define, help and advise state
government institutions.
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This is the thinking that I am currently exploring- the need for a framework and an
authority at the central level. From there, we can establish similar authorities at the state
level, which can be designated as protection authorities. These authorities can assist in
designing and providing advisory, technical assistance, knowledge management and good

practices for all the schemes that can benefit our country.

o = ? foF # Teel 9 MUl |t el § fF A e =R 3R 39 <EW gAR Hiau | A 7th
schedule ® backward social 31 cultural setup %, 39 social protection has been specified
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My thinking is that we should focus on individuals, organizations, institutions and the
nation, as referenced in Schedule 7 of our constitution. This should be the approach for our
social development efforts, including the creation of a national social protection authority.
We can monitor and scale these social action measures through this authority. Thank you so
much. We can discuss this further offline during lunch and think about how we can deliberate
and create this type of mechanism with the help of Pandit ji and Deendayal Research Institute.

I would be more than happy to contribute to this effort.
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Creation of a Social Protection Authority

Speech by Mr. Parul Soni

Background

Social protection refers to the policies and programs enacted by the Government to reduce
poverty and economic vulnerability, improve access to essential services and promote Social
Inclusion among citizens. In India, social protection has been a crucial policy objective since
1947, due to its large population and significant vulnerable groups. The Government of India has
implemented various programs, including the National Rural Employment Guarantee Act (NREGA ),
which provides 100 days of wage employment in a financial year to rural households; and the
Public Distribution System (PDS) which offers subsidized essential commodities to economically

vulnerable households.

The NREGA has successfully created employment opportunities and increased rural incomes,
while the PDS has reduced hunger and malnutrition. Other programs in India include the National
Social Assistance Program (NSAP ), which provides financial aid to widows, elderly people and
disabled persons and the Pradhan Mantri Jan Dhan Yojana, which aims to offer universal access to
banking services for all households in India. Overall, social protection programs are essential for

addressing poverty and inequality and promoting sustainable development globally.

Need for Social Protection Authority

Having said that, due to the country’s diverse social and cultural setup, the concept of social
protection has been specified in the 7th schedule defining that the legislation pertaining to social
protection can be enacted either by the central government or various state governments. This leads
to various issues including insufficient funding, variation in implementations, lack of awareness

and inefficient delivery.

States in India develop schemes that cover districts, blocks and villages under the Panchayat,
aimed at benefiting citizens. However, there is currently no formal and organized structure to
monitor and evaluate the implementation of these schemes. As such, the establishment of a Social
Protection Authority in India is necessary to effectively monitor and evaluate the implementation

of these schemes.

Similarly, the Social Protection Authority of India would help in promoting consistency
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and coordination. It can ensure that different programs complement each other and work
towards a common goal, i.e., providing social protection to the citizens. It can further oversee
the implementation of social protection programs in India and ensure that they are implemented
effectively. It can monitor the program’s progress and identify gaps in its implementation, providing

recommendations for improvement.

Apart from this, the authority can also provide technical expertise in implementing
the programs and can facilitate public-private partnerships. These partnerships can
help bring in resources, expertise and innovation to enhance the effectiveness of
social protection programs. Therefore, the National Social Authority will help in

efficiency, efficacy and monitoring.

Parul Soni is a consummate professional with over 25 years of experience and
expertise in social development strategy, international investment, bilateral and

multilateral trade, cross-border policies at national and international levels.

He has driven major programs in areas of regional development, cross-sectoral
partnerships, institutional networks, social protection, women entrepreneurship,
women economic empowerment, edutech, digital health and e-commerce, across South

Asia, particularly in Bangladesh, Bhutan, India, Nepal, Sri Lanka and Afghanistan.

He is a Founding Board Member of Save the Children-Bal Raksha,
Indian arm of Save the Children International, Board Member of SafeLIFE

Foundation and Board Member for Standing Tall Handicap International.

Shri Parul Soni is Founder & Global Managing Partner, Thinkthrough Consulting
(TTC) and Founder Secretary General, Association of Business Women in Commerce
& Industry (ABWCI).
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An Indian Example of Social Protection -
Palanhar Yojana

Speech by Sh. Tejinder Singh Sandhu

Palanhar Yojana of the Government of Rajasthan is one of the most significant
cash transfer for non-institutional (both family and non-family ) child protection.
It is a state-funded family-based kinship care scheme of the Government of
Rajasthan. Since its inception in 2005, with a budget of INR 330,000 covering 368
beneficiaries, it has grown in coverage of intended beneficiaries and budget. Today,
it is one of the country’s longest running cash transfer social security scheme,
reaching out now to more than half a million vulnerable children from nearly 0.3
million Palanhar families. The scheme and its implementation mechanism have
evolved in terms of processes to identify, link, renew and transfer online cash
assistance to the beneficiaries. Palanhar is currently one of the country’s most
prominent models of family-based kinship care. The Sustainable Development
Goals (SDG) Indicator Framework lays considerable emphasis on ensuring social
security and child protection (SDG 1.b.1). The issue of effective alternative care
has become ever more important due to the devastating impact that the COVID-19
pandemic has on children, especially in cases where children have lost one or both

parents.

The objectives of the scheme are:
1. To arrange for non-institutional child protection, care and upbringing
within the family by the closest relative / familiar person/adult brother

or sister.

2. To provide financial support to the child to ensure socio-economic and

educational development.

3. To ensure the holistic development of a child by providing a familial

atmosphere.

The eligible children are listed as beneficiaries under one of the following

ten categories:
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Table 1: List of the Categories of the Eligible Beneficiary Children
S.No. Category of the eligible beneficiary child with definition

1. Orphan children

2 Children whose parents have been sentenced to death or life imprisonment by the courts OR
either of the parents have died and the other has been sentenced to death or life imprisonment

by the courts.

3, Children of widow mothers who are receiving pension for destitute widows under the Social

Security pension scheme.

4. Children who have been abandoned after their widow mother has remarried.

5. Children whose either of the parents are suffering from AIDS /are HIV positive and are registered

in Rajasthan AIDS Control Society.

6. Children whose either of the parents are suffering from Leprosy and have the medical

certificate issued by competent medical officer/board. (authorised by the Rajasthan Govt.)

7. Children whose father has died and whose mother has abandoned them for more than a

year after entering into a relationship elsewhere under ‘Nata Pratha’.

8. Children whose either/both of the parents are specially-abled and have a certificate proving 40%

or more disability issued by a medical office/board (authorised by the Government of Rajasthan.)

9. Children of mother who has been divorced/abandoned by her spouse and is receiving a pension

under Social Security pension scheme.

10. | Children whose either of the parents are suffering from Silicosis and have the medical

certificate issued by competent medical officer/board (authorised by the Rajasthan Govt.)

As per the scheme, a “Palanhar” is defined as a person taking full responsibility for the care and

upbringing, nutritional needs and education of the children enlisted under the defined categories.

A few important terms & conditions of the scheme are:

1. The annual income of the Palanhar family should not be more than Rs. 1.2 Lakh per annum.

2. The age of the Palanhar beneficiary should not be more than 18 years. If a child completes 18
years of age and is yet to complete class 12th, then the benefits of the scheme may get extended
by one more year until the child attains 19 years of age or completes class 12th.

3. The beneficiary should either be a native of Rajasthan state or residing in Rajasthan for at least
three years at the time of application.

The application process for Palanhar has been made entirely online and the application can be
filled out by visiting any e-Mitra Kiosk Centre. Every year the online application has to be renewed
and the following points should be followed:

#* TFor children aged between 3-6 years, updating the certificate of registration at an Anganwadi

Centre for preschool education / School every year in July is mandatory.

o

** For children aged between 6-18 years, updating the certificate of registration at a school every

year in July is mandatory.
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#» It is mandatory to submit proof that the Palanhar is alive either by Biometric or OTP every
year in the month of July.

The above renewal process can either be completed at the e-Mitra Kiosk Centre or the Block
Office.

Note: The updation of the Aadhaar number of the child on ‘Shala Darpan Portal’ or ‘Private
School Portal’ shall automatically ensure the annual renewal on the Palanhar portal regarding
the ongoing school education and a separate renewal on the Palanhar portal shall not be required.
Also, a separate renewal of the Palanhar on the Palanhar portal is not required if Palanhar does
the annual renewal on the Pension portal for receiving a pension or biometric renewal in the Public
Distribution System to receive the benefits.

The year-wise expenditure of the Palanhar scheme has grown from Rs 368,000 in 2004-05 to

Rs 456 crores in 2021-22. is given in Table 4.

Insights from the Best Practices
A quick review of good practices in non-institutional and family care approach, globally and
incountry, indicates that while Palanhar is itself unique as a large cash transfer program, it can be

further strengthened in the post-Covid-19 scenario.

Experiences from other states in India

Before looking into the Indian experience in this area, it is essential to highlight that Palanhar
is one of the older schemes and is well established. The policy architecture, rules and regulations
tend to embody the best of global and Indian practices.

In the public domain, limited literature is available regarding reviews, assessments and
evaluations of alternative care schemes across India. To understand the schemes and mechanisms
under implementation in different states and to enable learning lessons for Palanhar, an effort was
made to review the provisions of various schemes and rules in the states implementing alternative
care programmes. Only those provisions and experiences are mentioned in the document, which
could provide insights for evolving the Palanhar programme.

Eligibility Criteria. The latest amended rules for Palanhar scheme issued in June 2022 are
quite comprehensive in their eligibility criteria. The Bal Sangopan Yojana (BSY) of Maharashtra
makes provision for children whose parents are involved in constant fights and disagreements,
who have abused and ignored children and children involved in any police case. Similarly, the BSY
Maharashtra and the UP-Sponsorship rules make provision for coverage of children who have been
certified and released by the Department of Labour as the child-labour. The Chhattisgarh state
sponsorship guideline 2022 covers children who come under the ambit of the PM Cares for children
scheme and children in street situations.

Roles and responsibilities. Schemes of other states have outlined in some details about
roles and responsibilities of the key stakeholders. Section 7 of June 2022 outlines the roles and

responsibilities of the Palanhar and now there is also a need to outline the roles and responsibilities
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of other stakeholders of Palanhar at state/district and other levels. The Jharkhand rules make
provision for the role of the education and health departments. It might be helpful to extend
health insurance services to child beneficiaries of this programme and make provisions for regular
nutritional check-ups and subsequent management for children as needed.

Role of Non-Governmental Organizations (NGOs). The Chhattisgarh, Delhi and Jharkhand
rules also outline the role of NGOs in shortlisting the eligible children, preparation of care-plans,
child study report and home study report, counselling for the child, parents and extended families
as required, preparation of the IEC material and regular follow-up visits to children.

Role of Corporate Social Responsibility (CSR). The Jharkhand sponsorship rules have
made provisions for approval for private sponsorship. This is to create a list of persons, families,
or organisations interested in sponsoring a child, mainly in kind/services, et cetera. There is also
a window to mobilise funds from private donors, individual donors, organisations and through
companies’ programmes under the CSR.

Monitoring and evaluation. The Jharkhand sponsorship rules are detailed for the
arrangements for monitoring and reviewing the scheme. Similarly, the Delhi sponsorship programme
also provides a report on the child every two months based on home visits. The Palanhar is unique
in that it provides an independent evaluation every three years to determine how the scheme is

doing and what changes might be needed.

Key findings from the documentation of best practices in Africa and Latin America

#* Cash transfer schemes for destitute and orphan children are effective and improve quality of

children’s care and well being.

X/
°o*

Family separation can be prevented and family reunification supported by cash transfers.

R/
°

Not all children benefit equally from the positive effects of cash transfers on care and well-

being.

#* If the scheme is funded under “employer of last resort” programs, the caregivers’ abilities to
provide high-quality care may be compromised by making them to participate in public works.

** Positive impacts of cash transfers may be undermined by small transfer sizes and implementation
challenges.

Overall, cash transfer programmes for destitute and orphan children are a direct attack on child

poverty (under the rubric of SDG 1.2). These programs support care-providers in providing the

better quality of care, improving both children’s material and their non-material well-being. These

schemes can also help to prevent loss of parental care and support family reunification. It is

vital to address implementation challenges within programmes to optimise such positive outcomes.

Providing financial support to kinship or foster care providers can be crucial in enabling them to

care better and more effectively. Therefore, the key points for consideration are:

#* It is imperative to ensure that transfers represent a meaningful contribution to household

resources - to maximise positive and minimise negative impacts of transfers on children’s care
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K/
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and wellbeing, amounts need to make a significant contribution to household income and be
responsive to household size.

Convergence with social protection programmes is an opportunity for sensitisation around
care issues and referrals to social services for vulnerable children - to further maximise
the positive effects of cash transfers, programmes need to be accompanied by sensitisation
regarding transfer use and ways of supporting children’s care and wellbeing. This should be
embedded within broader programmes of social change to a) ensure maximum uptake and b)
within broader referral systems to ensure maximum coverage.

It is imperative to ensure that public works programmes appropriately integrate child care
services for participants. This can be done through provision of quality child-care services
nearer to homes or work-sites and making child care and early childhood development services
an element of public works activities - programmes should also relieve pregnant and lactating
women from work requirements, while continuing the cash transfer, particularly where work
is strenuous.

It is imperative to ensure that convergence does not lead to a situation where social workers are
not overburdened by the administration of social protection programmes and can carry out their
regular child protection responsibilities - social work is a specialised profession. Making social
workers solely or mainly responsible for administration and implementation of cash transfers
is a sub-optimal use of human resources. Accordingly, social protection programmes should
include an appropriate mix of well-trained staff sensitised to the programme for orphan and
destitute children and the specific needs and vulnerabilities of this target group. Programmes
also need a context-specific approach to identification and assessment to make programmes
responsive to children’s care and other more complex needs (including counselling for sexual
health and safety as desired under SDGs 3 and 5).

It is imperative to examine the targeting of transfers and associated support when creating links
between social protection programmes and child protection systems — in targeting transfers
and associated support and creating links between social protection programmes and social
services, it is critical to understand a) whose needs the programme should respond, b ) how to
respond appropriately to those needs and c) that orphans and destitute children are in more
need than their peers.

Further learning in this area through research and evaluation is needed - further learning in
this area is needed through large-scale research using quantitative methods, research exploring
the effects of social protection on different forms of care and evaluation in other countries

where links between systems are already established.

Areas to be strengthened

O
L X4

7
0’0

Technical Upgradation Issues — Capacities, Participation, Data, etc.

Systems integration— Monitoring, Documentation, Impact analysis.
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Convergence Vectors— Social Security, Skills Development, Vocational & Higher Education

More than one lakh children have benefitted from the Palanhar Scheme. However, there are no
mechanisms to monitor and track the beneficiaries, identify additional potential beneficiaries,
identify children eligible to enter the foster care program, counsel parents, etc.

Grassroots government workers lack the necessary resources or training to implement and
sustain provisions.

Very few training materials, IEC materials, or awareness materials are available to government
workers to utilise in educating the public. Many stakeholders are unaware of the child protection
context or the legal frameworks surrounding the Palanhar Yojana.

The documentation formalities before receipt of the benefits of Palanhar Yojana need
simplification.

The amount being given to the beneficiaries of the Yojana are meagre and doesn’t suffice to
meet the children’s basic needs.

The categories of children/beneficiaries under the Yojana need to be reviewed and the most
vulnerable need to be added to the list of beneficiaries.

Often the scheme benefits (actual financial payments) are delayed. For families needing this
money for livelihood, it places them further at risk.

Child’s rights are still not a focus. Palanhar yojana children are often treated unequally in
homes and do not receive the benefits intended for their care and protection.

Lack of trained persons/groups on non-institutional alternative care approach.

Lack of institutional orientation/training of District and Block level stakeholders/ structures -
clear outlining of roles and responsibilities of stakeholders at all levels.

Creating pathways for career development for children exiting the scheme after attaining the

age of 18 years.

Development of partnerships to ensure the success of the scheme - exploring linkages.

Looking Ahead

Palanhar is an exemplary cash transfer scheme that has benefitted more than 2 million children,

with political will and bureaucratic commitment to sustain it since 2005-06. The programme will

benefit from the following:

1.

Invest in Monitoring & Evaluation: More than 2 million children have benefitted from
the Palanhar Scheme, however, there is a need for mechanisms to monitor and track the
beneficiaries, to identify additional potential beneficiaries, to identify children eligible to enter
the foster care program, to counsel parents and provide for effective “graduation strategies”.
There is a requirement for Database Management and Community based Tracking System
(MIS)
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Invest in Capacity Development: There is a requirement for more training materials, IEC
materials, or awareness materials available to government workers to utilize in educating the
public. Many stakeholders have to be made aware of the child protection context and of the

legal frameworks surrounding the Palanhar Yojana.

Invest more per capita (and better): The amount being given to the beneficiaries of the
Yojana need to be increased — currently these might not suffice to meet the basic needs of
children. The payments system could also be made more effective so it can respond in a more

timely manner.

Invest in Convergence: There is a need for coordination/convergence at District, Block,
Ward and Panchayat level committees/structures and alignment with social security and

employability projects, especially for older children about to “graduate”.

Sh. Tejinder Singh Sandhu has over four decades of varied multi-country, multi-sector
experience spanning the social development sector in six South-western states of Nigeria,

Africa and the Indian states in the North-east, Rajasthan, Bihar, Jharkhand and Maharashtra.

A 17 years stint with the Indian Administrative Service, Government of India focusing
on governance and public affairs, especially in rural and urban administration, including
social development; and 27 years at UNICEF across sectors have imbued Tejinder with a

unique perspective on developmental issues, both at the national and international level.

He has strong experience in developing and nurturing large, transformative partnerships
for impact at scale in the government and UN system. He has also worked closely with the
academia, NGOs and corporate entities. In addition, he has led the UNICEF partnership for
capacity strengthening initiatives of country’s premier civil service training institutes, the

Lal Bahadur Shastri National Academy of Administration and YASHADA.

Currently, he advises several leading not for profit organisations, including Center
for Communication and Change - India, a Johns Hopkins Communication Centre affiliate;

Kalinga Institute of Social Sciences, Covid Action Collaborative.
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“Digital Architecture for Social Security in India”

Shri Prashant Kumar Singh, DDG RO Lucknow.

Aadhaar is 12-digit random number issued to residents of India against Demographic &
Biometric information of resident.

@ Protection of Individual's information is ensured by UIDAI through:

@ Collecting limited information

o Ensuring Right to privacy

@ No profiling and tracking information collected

@ Convergence and linking of UIDAI information to other databases

The De-duplication process ensure its uniqueness, in process we compare the captured biometric
details with all the existing biometric details in Aadhaar Database.

This mechanism has helped us in identifying duplicate thus we are using it in tracing back the
families of over 200 missing children and two dozen women, including the mentally challenged and
they have been reunited with their family. The above efforts were applauded by our honourable
Prime Minister at “Digital India” on 04-July-2022.

Since 1.34 crore Aadhaar have been generated and adult saturation % is more than 100 % so

implementation of Aadhaar Authentication has become an achievable target.

Aadhaar Authentication is the process of determining whether someone or something is, in
fact, who or what it says it is, using Aadhaar and combination of information. Its only purpose will
be to verify a person’s identity at the point of receiving a service and that too with the consent of
the Aadhaar number holder. Thus ensuring :

@ Curbing Leakages through Targeted Delivery

@ Improving Efficiency and Efficacy

Aadhaar has been linked with Bank accounts & PAN and is now being used as Financial
address as well.

«» AePS (Aadhaar Enabled Payment System) or APB (Aadhaar Payment Bridge) these two
mechanism are used to initiate financial transaction using Aadhaar.

Aadhaar has been a big success due to its citizen centric approach and ease of access. Unlike
any other identity this has a digital presence and one can easily verify its authenticity. Thus
linking of Aadhaar with Beneficiary database was done to identify Ghost Beneficiary.

Once all the ghost beneficiaries were identified and eradicated the Direct Benefit Transfer
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mechanism was put in place. In DBT the beneficiary was supposed to verify itself before receiving

services or benefit. Aadhaar played a vital role and became a key for conducting authentication.

% Why DBT ?

@ To ensure accurate targeting of the beneficiary

@® To curb pilferage

@ To remove middle-men

@ To transfer benefits electronically to the bank account of the beneficiary

Aadhaar Authentication platform is largely being used to facilitate “Digital Architecture for

Social Security in India” few case study are shared below:

CASE 1 - Food & Civil Supply Department

UP PDS is using Aadhaar Authentication to verify its beneficiary before delivering services,
over 67,000 rural PDS shops are equipped with fingerprint and iris device to facilitate Aadhaar
Authentication.

In UP PDS department was able to save Rs. 3900 crore since June 2017 till date through
Implementation of Aadhaar based Authentication.

Implementation of Aadhaar Authentication in PDS department has helped to achieve below
mentioned Sustainable Development Goals :

GOAL 1: No Poverty

GOAL 2: Zero Hunger

GOAL 12: Responsible Consumption and Production

CASE 2 - Family ID

For all ration card holders the ration card number becomes their family ID. e-KYC for Ration
Card beneficiaries. For rest of the families,12 digit Family ID to be made available through
online portal.

Objective: To provide adequate income generation and employment opportunities to all the
families residing in the state.

Implementation of Aadhaar Authentication for Family Id has helped to achieve below mentioned
Sustainable Development Goals :

GOAL 1: No Poverty

GOAL 12: Responsible Consumption and Production

CASE 3 - Health Department (COWIN App & NISCHAY Portal)

COWIN App is one of the biggest example of how health infrastructure can be made more
citizen-centric by using Aadhaar Authentication. The ease of access to services sought big
relief at time of COVID Pandemic.

Similarly Aadhaar based Authentication is being used NISCHAY Portal where a patient

suffering from Tuberculosis can avail medical benefits.
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@® Implementation of Aadhaar Authentication (OTP based ) has helped to achieve below mentioned

Sustainable Development Goals :

GOAL 3: Good Health and Well-being

GOAL 12: Responsible Consumption and Production

Aadhaar is being used by various departments for Authenticating its beneficiary and as arise
an emerging aspect to ensure targeted delivery of benefits and services. Not only this the provision
of using Aadhaar Authentication for Good Governance has been introduced as well.

The digital platforms of Aadhaar can be used in achieving various SDG Goals. As said above
currently also it is being used to curb poverty & hunger, to ensure good health and well-being and

also supports responsible consumption and production.

Lt Col Prashant Kumar Singh, the Indian Railway Service of Mechanical Engineer
(IRSME ) who is currently deputy director general of UIDAI, Lucknow region.

Lt. Col Prashant Kumar Singh was commissioned in the Indian Railways in 2001.
During his first posting in Lucknow’s Alambagh diesel locomotive shed, he was credited
for minimizing the breakdown of diesel loco crank shaft and for this, he became the
country’s youngest railway officer to receive Rail Mantri award in 2005.

Later in April 2006, he joined Indian Territorial Army(TA) wing of Railways
engineers’ regiment.

Lt Col Prashant Kumar Singh also conducted trials of Spanish train Talgo (Vande-
Bharat ), doubledecker train, country’s fastest and powerful 12000HP electric locomotive,
25 ton gondola wagon and metro trains of eight cities, including Lucknow, Delhi (Magenta
and Aqua line ), NCR (DLF metro ), Chennai, Bengaluru and Hyderabad.

Lt Col Prashant Kumar Singh as deputy director general of UIDAI, Lucknow region,
is credited for initiating Aadhaar verification program, which helped in recovery of over
200 missing children and two dozen women, including the mentally challenged.

He is also credited for implementing DBT for cash, mostly for scholarship, farmer
incentives, MNREGA wages, while DBT in-Kkind are for public distribution system for

ration, school uniforms, skill development training.
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Resilience, Food Security and Nutrition in the
context of ‘Feed the Future: Evidence-Based
Strategy for Good Practices

Speech by Dr. Rajiv Thakur

TR AT ST SR € | oA dl A S H € B | e T 3 U o 59 v e | o <1 iR SRt
S o TIE Rt W BHRT hiE el el € | 89 W ael [ o | fRren g ve, feeed sik US | i e
21 fee 3R feqm s 31T o akie o g9 579 foe o 91 & ST ® ® 98 © Social Security and Nutrition in

the context of in the future. But before I start talking, I want to thank DRI for the invitation to be

here today. It's a pleasure to be able to share what we do at the United States Agency for International
Development and of course, my own development experience, both in India and the United States.
The US Aid is the largest donor agency in the world when it comes to aid itself, development aid.
And Feed the Future is a major initiative of the United States government. And US Aid is only one
among several agencies within the United States government, including the US Department of
Agriculture. I quickly wanted to touch upon what exactly US Aid does in terms of information. I'd
also like to talk about some stories in general evidence, case studies.

To begin with, I'd like to quickly touch upon the purpose and the mission. US Aid is essentially
engaged in international development perspective is very holistic. This is something which has not
been cleared today. Over the years, an agency which started functioning way back in 1951, over
past 6 decades of experience, the agency has changed its perspective with respect to style. It
functions and looks at development from an International Development perspective. It respects the
idea of diversity, respects the idea of equity, inclusion. In fact, much of what US Aid does is very
much driven by the idea of inclusive development. But that’s not where things start. Let’s also look
at where in the world does spread out in terms of Geography or speciality. We do have a United
States Agency, World's Mission, which operates from New Delhi and it’s operating in the whole of
India. Even though more specifically Feed the Future is hot on the radar of India. India has a very
different position when we look at countries that require support, countries that require any
number of partnerships. And I am sharing with you all. I also want to talk about Feed the Future
Feed the Future is essentially an inter-agency conglomerate and supposed to be creative. It’s been
almost more than a decade now. The idea was to function, to end global hunger which has become

a great challenge. And it also presents opportunities of so many different kinds. Feed the Future is
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essentially working to solve partnerships, through innovation. We will be talking about this a little
bit more later in greater detail. The model on which Feed the Future initiative is based - it is
basically about understanding that business as usual cannot happen and that we need to create a
sustainable, long-term change, particularly if we are interested in trying to end chronic hunger
and poverty. And so Feed the Future world was established. One can go in great detail about what
exactly are some of the work that it does. I am talking about who exactly are some of the specific
countries where we are present. When it comes to Feed the Future, Bangladesh, next to it is of
course where we are present, Nepal & Pakistan. If we go to Central Africa, the Democratic Republic
of Congo, Ethiopia, Ghana, etc. There is both in Eastern Africa, or the modern Africa and sub-
continent as a whole.

Now, the initiative is one where the idea is to expand in India in the near future. When you are
looking at what exactly has been the future achievement in the last one decade and I show that
progress on ending hunger is certainly possible, but it's not something that we will achieve
overnight. Within the Bureau for Resilience in Food Security where I am stationed, there are
headquarters. Specifically, we look at solving hunger as not something which can be done by
anyone particular bureau. You'll say that has got many different wings, humanitarian assistance
being one of them. Water sanitation, food security, which of course, represents the large issues of
food prices, gender equality and inclusive development. But specifically at the Bureau where I am,
is interestingly looking at the intersection of nutrition, food and security and water sanitation as
a holistic lens through which we are trying to address the issues of the food crisis or the hunger
crisis that we face. As you can see from the images, these are being done across the world in
different parts of the world, Africa and of course Asia too. And we talk about evidence, I would like
to point out that when it comes to agricultural that grows itself, there are tools that already existed
on the ground, but there are tools that need to be created too. And we are working on that so that
people can be lifted up out of poverty.

In addition to boosting productivity, we're also trying to strengthen the capacity of our target
countries whether they are in Africa or elsewhere, to strengthen their market, encourage
investments, develop sound policies and of course, provide them the tools to become more innovative.
And the word innovation is very, very significant in this entire issue of trying to harness and
trying to grab control over hunger and poor.

A couple of examples that I'd like to talk about and of course, success stories brought to your
attention. In the Democratic Republic of Congo, thousands are benefitting from new techniques of
fertilizers in the midst of the COVID-19 and its impact, access to fertilizers has become a major
issue, thanks to COVID-19 and what he has done to us. In other places, in South Africa, Kenya, the
support that we are providing and the result of which there are farmers who are using the skills
that the Feed the Future electively provides. If you look at nutrition itself, something that USA

takes very seriously as we are talking about hunger and general food and security. We are
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recognizing that almost half of all the deaths of children are attributed to malnutrition. And those
who didn’t survive, have comprised or rather compromised hygiene and physical environment.
Feed the Future is striving to partner across the food and health systems, not just within the United
States, but also Africa and other parts of the world to access safe and affordable healthcare.

So by investing in nutrition, it is our idea that we are going to address a problem which needs
to be addressed and is collective. If I may provide another example of what US Aid is doing in
Zimbabwe, East Africa, right here even though Feed the Future itself is not present on the ground
in India, but the United States’ Agency for International Development is of course present here and
provide support as and when needed, even in India itself.

An important aspect of this entire discussion is resilience. Something that has been touched
upon. The way US Aid looks at resilience is that any community, any country should be ready to
address the issues. Issue of mitigation and the issue of adaptation, both are related to final change.
And until and unless communities are able to address both, we will not be a resilient country, a
resilient community, a resilient neighbourhood with respect to any number of challenges that we
face. Of course, technology and innovation becomes a very significant thing in all of this.

So, Feed the Future is trying to strengthen resilience, to help families survive. And of course,
NASA or the National Aeronautics and Space Administration is a greater partner in this whole,
similar other institutions in the rest of the world, in many other countries are contributing to the
process. Basically what they are doing is they are helping us manage risk so that we can adapt and
respond with shots and strength. The emphasis is essentially on stressing, you know, all kinds of
support that can be provided to marginalized and under-representative groups, poor households,
indigenous people, women, youth, persons with disabilities and of course, those affected by
migration which is a serious outcome of climate change. Of course, to that end, I would also like to
add that Feed the Future is investing in people and systems, resilient systems. How they are doing
this is through the use of this whole sweet of geospatial technology, which is just the tip of the
iceberg. Next one, in Bangladesh when the Amphan cyclone happened recently. US Aid was right
there providing support with all the technology and all the innovations we had. In Nepal, whose
sustainable development in agriculture has taken a bow out there, is requiring all the help. Of
course, Feed the Future is on the ground and it’s trying to do its level best to provide sample data
or using sample data time to achieve certain kinds of outcomes.

Now, when we talk about achieving outcomes through the sustainable development paradigm
that we talked about the entire gamut of the 17 goals which are very much an intrinsic part of US
Aid’s what the principle are, everything that it does. And so, specifically talking about any one
particular work cannot be something that we are going to do. But I hope this to the fact that, what
we are trying to do on the ground is being achieved, not just uniquely by US Aid in this situation,
but in turn with the help of other government bodies. As I mentioned, the United States Department

of Agriculture will be Environment Protection Agency. And there are a host of NAAC-ranked
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universities in the US, Pen. State University, few you name them, they are there. Non-profits,
NGOs have become a very significant part not just within the United States, but in other parts of
the world too. Volunteer that, of course, will... To that extent, it very much follows what many of
us may be familiar with. You know, the triple health squad, where community rules and social
capital has to come together if you want to achieve the idea of resilience in the long run.

To conclude, I would quickly mention, that innovation has come to have a new meaning. We
don’t really look at innovation as only something that happens in the lab, in a research and
development lab. Innovation has acquired a new meaning. It happens in communities like this.
What is happening in Chitrakoot, what is happening at DRI, is essentially a classic example of
social innovation which can go so far. And the United States’ Agency for International Development

is doing the same thing back home and everywhere else in the world. Thank you for the opportunity.

Dr. Rajiv Thakur is International Research Advisor/ AAAS S&T Policy Fellow in
the Input Systems Division of Centre for Agriculture Led Growth in the Bureau for

Resilience and Food Security at United States Agency for International Development
(USAID).

He has co-authored ‘Research Design and Proposal Writing in Spatial Science’
and co-edited ‘Resource Management, Sustainable Development and Governance:
Indian and International Perspectives’ (both published by Springer Nature).
Currently, he is engaged in a 2-volume book project titled ‘Environment, Development
and Culture in South and East Asia: Local, Regional and International Perspectives’

which is also a Springer Project.

He divides his time between home in Missouri and responsibilities at the USAID

in Washington DC.
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Universalisation of Water and Sanitation
(Swachh Bharat)

Speech by Professor Chandra Mohan Misra

The five tenets, the R’s of resilience, they are being talked about are Robustness,
Redundancy, Resourcefulness, Responsibility, Recovery. This system has to for its use. Be it
our country or elsewhere, deprived communities are living where these facilities are not
available. Its robustness is what matters. Each and every corner of the community where \
we are striving to work or as it should be covered. It should not become redundant. It should
always have meaning. It should always be clear and meaningful in the society or in the
country. And the community must have resources of its own to bounce back, to come back
if there is something available in adverse circumstances. Then we have Response. Quick
response time, how well we respond to the adverse situation. And we are determined to
recover, come out of the odd situation and bounce back on the path of qualitative growth.
So, these are the basics of resilience and in a broader term, we can classify economic
resilience, quality resilience, social resilience and environmental resilience. So, this is one
aspect of resilience. And then we come to Universalization fS&et Heeh! 39 WU 1 foman T %
a1 <7 R T 7 |

The drinking water and universalization which you have already defined, we have
understood. There is no need to elaborate on it. And then this in today’s assignment that I
will be giving is that this has to be related with Swachh Bharat and drinking water tampering
in India. Now Swachh Bharat as we all understand o 3147*3[ sanitation % part bl Ush part and
parcel & Sgd & WU i TEH g W & H e TR § gAw Ve, e < # oHawe & |
Public restroom ¥ e i | Open defecation free country Tl T A Teh Hahed foran| 3 3
& Y drinking water 1 ot a1 I TE o) Eﬁ:ﬁ feretrent 2l resilient community l develop
ET&eC %I So, all villages, =M9<kdl, universalization 3@ ST %Bl?lT %, 'E:I'Fl'ﬁ Tl <etdl %, [EaksIEl
district, R state, R villages, ESIEl) ti?lmﬁ, st corner I @5‘131 &1 A | This is what is imbibed
in the universalization. And in today's context, I would like to say, & 31 & T I | ey
FHHSAR T < RIHﬁT@ITTI'qT%, Wi universalization 1 Ueh dgd dSl role%lmﬁlﬁ? f SRIFT 3R
FedT 2, dl Tl 9 SR R aTo Rt o)W 1l §, it fOR a9 Sl § | S9IT universalization is
a very important concept. This is the progress in a nutshell T I€ Sm9ehar l @ %I TR
72, ¥ 74.6% had toilet facility in public places, 95.4% households had access to toilet. 95.4%

rurals are using toilets. There are still a few gaps which always will happen because it
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requires changes in attitude. HFeRdl H R sl SMIHRAT T8l W fe@rE <t & | 99 e W fewrs
T R | AARTeRT A1 W § AR URedA e €, R off Bt =i S Seetra  ufafid w5 smae e e
%, ﬁ\'{:ﬂ fears A el Drinking water T 17% ¥ 49% ek &H AN improve %Q%I §gd grey area I,
particularly with reference to UP, particularly with reference to MP. @éﬁ'@'s’ <l area UP <l
8, 98 same situation T {571 98l € d e et 7=l €, 13 7t 7o wewn 31K UP | fyeet 29 trend
T 3md %I ogd 2l crucial problem %\I Water sanitiation &l 9t problem 3@% HIY associated %I £
& | ot IR I gE | 3T Fal R § $ Te T since I've been associated with DRI for past
12 years. I€ Gl 1 URUTH € | 918 9 AHG SHEATersT 8, = el ¥ 9 | 37l S Ush approach
911, dg 3TST 3R 39 «eX... SDG 1to 8 El?rmapping EETT@'TT%, 3R Wméﬁlq’s’ﬁﬂﬁ%m
| tl%?f q 2l ol | Holistic development, resourcefulness, clean and green, self-reliant villages,
g Teh Holistic approachTfﬁzlﬁTEﬁEﬁ off STl @ % DRI EW%W%H@TWWW@%W%
ot I

g already 39 1to 8 Sl map % Power SDG, Q'H'ﬁ € in-built 21 Wﬁ@ﬁﬁ% 3R ELS) |
2l R © | aEast T8l o3 €, Tl | 9 | 531 @1 Drinking Water 1 &1d &{d @ & drinking
water S &l oSl challenge &1 I ff, estern side H arsenic & problem dgd SHIQl L]
ff, = & | water table %H %, 39 T = problem, Water contamination on ground water,
EW KETESCH TH point water line EIRGET ?Iﬁ, oSl i AT ?lﬁ, 9 $¥ challenges emerge
g

30 e W <T@ Y AR g 9 S o 3R we 7 off 7 aren o e e W 3 A % #d B
Al I8 |9 81 Tel foh SHeh! T © | f9eh! 89 economic resilient o a1d 9% & §, 98 S Th
MMM & | 98 THE el § 311 2 2 Toh 95 STeh! B2 o ol drel ST o 412 Universalization @i
3R @'ﬁ g fF ITH economic independence, IGHI economic empowerment, social

empowerment, that results out of these steps which gives him Il @IHM, which gives him
the economic resilience, which gives him the community resilience, social resilience and
then in turn results in community resilience.

I O 39! importance & TE Y deny =&l for ST Fehell | 38 TRE W 3= el foh 57 89 forel)
'eft'ﬂ%f%, ar tl%ﬁ a‘a’%ﬁ q1d &l HE é?lT, ﬂ'ﬂﬁ ﬂ%“fé?ﬂ | From the experience which I've learned over
the years in context to these two programs, that the first level is the introductory level.
Second is your Explore the Area. Villagers @ﬁ ¥, T8 1 311 2 T2 O R 311 2 AR |1 i A
HAT AR ? They try to explore. Then they start participating with you. d9 3-eh! TR RIES)
T’epl?ﬁ %\I SﬁT Er I T{ﬁﬁ‘_ﬁﬁﬁ, o Ush intimacy bl level 3Idl % 3ﬁ? 39 intimacy <l level Rl
development ¥ 3R sustained initiative % gR @il 21 2 | 38 &l ST A el fh sedi=ar s 21
That is the intimacy level where you work with the other and start working with them to
reach the goal of your business. So these are all thoughts which are in-built in the system
propagated by these great veterans and S'FIT*AI W DRI 31 =T @I 2 | §gd R experiences %, a
3 9T sessions ﬁa‘a‘ 3ok T T @Twﬁm o learning Bl

Now, let’s talk about few challenges which we have. Lack of pipe water supply. UP ﬁ%’q
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Fﬁ"ﬁef@ studyﬁ Ready Water 9| Hand pump d water supply@ﬁ%'ﬂaﬁl Hand pump éﬁ"iﬂ
T Kit © 8T T water quality monitor ¢ @ fTT | 318 ST basic need © 2R AFRIehar, 9=
IR T o foTT < <Sit ot STavdehdl € | Ueh, THifch Sk U el o, ST SH SHeR! adopt HIAT
I R {3, 39 W practice T adopt FAT IE X A1 98 ga1 in-built & TE & 98 3T r@=MT
TedT o1 | o HFRIhAT need i o5/8 © & ¢ o1 HHRIShT UHl 21 o, 39 91d Sl GHZA i a9Tehdl ¢ |

Hand pump H fEt NGO 9... Some NGO put a filter in around. So, if you pump it, water will

come into the filter and then you will get somewhat more clean, cleaner water. This was the
idea.

The first person who went to start the hand pump, it took him or her the longest time.

3Hh! GIH ST <IgH o, half an hour to bring the water up to the level of filter. Villagers
did not like it. 37'@%[ el foh E%'Fﬁ S ér | %ﬁ EE| ?HFETQ filtered water | For half an hour I'm not
going to pump it. mﬂﬁﬂﬁﬁmml We've got to touch those specific points in order
to get this inter-aligned. T I, water pipe line =T | & ©E &l supply TRt s forstelt o1 &
2l | forsTelt 31 @, chlorine ¥ 319 clean | 7 # TRA 9=t fiyemm, S S<1 9l firetn | 3R 39
@ﬁ?lﬁ%?ﬂ hand pump ﬁﬁﬁé, ql T | STl S tlﬁTﬁ:IFﬁT‘%l He gets cooler water in

summers and warm water in winters. And then pipe water supply means he is storing. He

is storing water means, more utensils. More utensils, more buckets. ‘cﬁ e g 3T, |
HIhT '{'@f, 3q4 ? fee =M 11 3 =S % practical problems | challenges create &t g ST%'
TH THSET T SR THE % BH S8 SR TR € S19 I ol ST ST wIell UL

Similarly, we take open defecation in India U toilet 3T washroom 9T latrine ERIHEEEEEE]
technology improve I 8, infrastructure improve [ @ 3R @d% & technology 3% 4 i
SHITST ! & BH NI = | 376 T toilet W, di=r Sedl & =1 <9 3MERE! 1 joint family €, they may not
be sufficient. TR sft g% few & a1 3l =1 ¥R bottle W field W fFieherd gT | SifehT S Tl wrgl
achievement, apart from all this, I still remember, our development initiatives 25 or 20
years back, S/ g8 IMH I 1 TR & off ML W village area H Feherd o, @ gH 1q TR b
Tet o | 3R 31T & 2 o WY e Feh & (% I8 URIET o1 T o ef €1 o1 UE g WHAT e H
L] 21 And thanks to water and sanitization programe has been =3 YRd firer e ded &H
3Tl Uk areed! feafer o ug™ € fob <7 <ifa 2, Fifeh 99 challenges §, €I sl THEM o 31 Seh! s
i TR & fof T 3o Tareed o foe st 7

Then come the benefits. When they get the benefits, T resilient community ¥t i E'Fl'@

1 benefits 3d %? One is that we are disease free. We are less prone to disease. We develop
immunity. There's better health. Better health means better productivity. Better productivity
leads to better savings and better income. Overall social resilient, economic resilient,
environmental resilient, this all comes out of these two basic programs. And not to miss,
other programs are also associated, Eﬂ% dg 3ol EISC) %Bf, ?ﬂ% 98 fire ST o BlhY EY
Isoqell T T o Hl STEd 81, Hieelsli % empowerment, ST TR & 3MEedHdl 81, 31K sanitation
o HI9-T1 S health & programs 9l 1% % GW%, Sl JTEH &I %l in-built T '{% % 3 T
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disease'{}la?lﬁ%,Wproductivityﬁﬁ'@ﬁ%l ﬁ?ﬂﬂa’ﬁ?ﬁ main problems IW & M %ﬁ
e o FerIal T WM ATl When we are moving out, ki request & DRI % stalwarts §
request ST foh 399 volunteers 1 9 37 schemes & R H ST&< aware &% (9 ST9 o &M o 919
¢, e Sa i feefy | 2 3 Si9-8 scheme ® 3R SHH o741 WE9M € 3R 3 379 fo7T 9 sq!
SYAIATAT € 3R 39 scheme T 1Y ISTHT ST ST 379 i, 39 UREAR i 2R THR THIS i SR T HY
9 YR ¥ Y3 F Thd & | Thank you. T2 Ieal o T & 0d M =M AR 3t 1 foor, &
TEErr § # e H Wai el | 39 W A == S WA | g |

Prof. Chandra Mohan Misra is Senior Research Associate working with IIM, Lucknow.
M A & PhD in Economics he has over 32 years of experience in Research, training and
consultancy in rural & agricultural development, monitoring and evaluation. Recently he
has completed studies on District Development Plan of Varanasi, Value Chain Study of
Makhana in Bihar and Evaluation of SFURTI and ASPIRE scheme of MSME. His other
contributions relevant to the subject today are studies on drainage system, rural roads,
farmers field school, health system development and rural drinking water in the state of
Uttar Pradesh. He has attended several national and international seminars/conferences

and has many publications to his credit.

g



Climate Resilience in Agriculture - Imperatives for
a Millet Revolution

Speech by Dr. S.R.K. Singh, Director, ICAR-ATARI, Jabalpur, M.P.
Abstract

Climate change is now becoming global issue and threatening agriculture and its allied sectors
in a big way. Extreme weather events like increase in temperature, frequent occurrence of drought
and flood, abruption in rainfall pose serious challenges to entire food production system. Rice-
wheat is still main cropping pattern and main staple food in India and is suffering from adverse
effects of climate change. Millet crops are hardy in nature and can withstand the changes in the
weather patterns without affecting the quality and quantity of the grains. They are nutrient-dense
crops in comparison to other cereals and having input costs low. These qualities make millets the

sustainable options for rainfed farmers for securing their livelihood and nutrition.

Introduction

In India, agriculture matters first and foremost, not least because the farmer holds a special
place in Indian hearts and minds. From an economic point of view, Indian agriculture accounts
for 16% of GDP (Economic Survey of India, 2017-18). Thus agriculture plays an important role
in social and economic life of people in India. It is now becoming increasingly clear that there is
a definite change in the global climate with an increasing trend in the average air temperatures
and change in the rainfall distribution pattern, due to which the crop growth period is expected to
shorten (IPCC 2008 ). It will also alter the stability of food supplies and create new food security
challenges for the India as well as at global level.

The climate factors like temperature and precipitation are expected to shift production seasons,
pest and diseases patterns and modify the set of feasible crops affecting production, prices, income
and ultimately, livelihood and lives. Extreme temperature shocks may reduce farmer incomes
by 4.3% and 4.1% during Kharif and Rabi respectively, whereas extreme rainfall shocks reduces
income by 13.7% and 5.5% (The Hindu 2018).

Rice-wheat cropping system is dominant and also main staple in Indian condition. An increase
in CO2 to 550 ppm increases yield of rice, wheat, pulses and oilseeds by 10-20%. A 10C increase
in temperature may reduce yield of wheat by 3-7% (Aggrawal et al., 2009 ). Losses will be more

with increase in temperature. The productivity of most crops decreased only marginally by 2020,
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but by 2100 it will be 10-40 per cent due to increase in temperature and rainfall as well as decrease
in irrigation water (Mahato, 2014 ). Some areas in India receive more than normal rainfall, while
some of the areas receive almost no rainfall. States like Bihar, Assam and parts of Karnataka are
experiencing dry spells, whereas Southern Gujarat, Maharashtra, parts of Bihar, Andhra Pradesh,
Ladakh and Western Karnataka were hit by the flood. Central, western and southern part of India
has inadequate irrigation and highly dependence on rain.

Millets crops are C4 plants, having mechanism to absorb and utilize more CO2 in comparison
to C3 plants. Thus their hardiness make them to withstand with drought and high temperature
conditions without affecting yield. These crops having low maintenance, disease and pest
resistance, nutritional benefits and meets demand of fodder crops. Also these crops are helpful in
reducing malnutrition due to their nutritional benefits. The present agriculture scenario demands
sustainable farming practices which are more resilient to climate change and rich in nutrients.
Millet cultivation and processing provides opportunities to secure not only livelihoods of the

farmers but also securing nutrition by making them available and accessible.

Adaptation strategies adopted in changing climatic situation in Madhya Pradesh
1. Late onset of monsoon situation
Crop: Soybean (Variety : RVS 2001-4)
b. KVK: Ratlam
c. Preventive measures
@ Seclect in-situ moisture conservation method.
@ Sclect short duration drought tolerant varieties.
@ Seced treatment.
d. Curative measures
@® Weed management.
@ Intercultural operation.
@ Life-saving irrigation.
e. Yield : Recommended practices 1.9 (t/ha)
Farmers practices 1.7 (t/ha)

f. Yield saving: 0.2 (t/ha)

2. Early season drought situation
a. Crop: Soybean (Variety : JS 95-60)
b. KVK: Jhabua
Climatic stress: At germination stage 27 to 28 SMW 28 June to 18 July 2015 (21 days)

o o

Preventive measures
@ Re-sowing the same crop.
@ Sclect in-situ moisture conservation method.

@ Select short duration drought tolerant variety.
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e. Curative measures
@® Gap filling.
Intercultural operation.
Weed management.
Soil mulch for conserving soil moisture.

Intercultural operations.

Life Saving Irrigation.

f. Yield : Recommended Practices: 1.38 (t/ha).
Farmers Practices: 0.95 (t/ha).
g. Yield saving : 0.43 (t/ha).
Mid & Late Season Drought situation
a. Crop: Paddy (Variety : MTU 1010, JRH 19, Indira Barani)
b. KVK: Balaghat
Climatic stress: At Ripening stage (31 & 37 SMW ) and withdrawal of monsoon at 39 SMW.

o o

Preventive measures
@ Select water saving cultivation method SRI.
@ Select drought tolerant variety.
e. Curative measures

@ Plant protection measures.

@ Intercultural.

@ Weed management.

@® Life-saving irrigation.

@ Avoid top dressing of fertilizer until favourable soil moisture condition.

@ Thinning.
f. Yield : Recommended Practices: 5.4 (t/ha)

Farmers Practices: 4.7(t/ha)

g. Yield saving : 0.7 (t/ha)
Water storage capacity (WSC) using rainwater harvesting structures.
Water storage capacity creation is promoted under NICRA project to enhance water storage and
increase availability of water at critical growth period of the crop to mitigate the adverse effect
of the climate change. Under this activity, KVKs are promoting and conducting demonstration
on rainwater harvesting structure construction and renovation of old water harvesting structure
to conserve rainwater and recharge ground water. KVKs also converge with MNREGA for

renovation of difunctional wells and recharging purpose.
Renovation & Recharging in Water level of wells

Millets cultivation: Super crops in climate change scenario
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Millets are one of the oldest foods, these are the small-seeded hardy crops which can grow
well in dry zones or rain-fed areas under marginal conditions of soil fertility and moisture. Millets

are cultivated in low-fertile land, tribal and rain-fed and mountainous areas. These areas include

Haryana, Uttar Pradesh, Chhattisgarh, Gujarat,

== ) biies G2@ 7

Rajasthan, Madhya Pradesh, Maharashtra :
Andhra Pradesh, Karnataka, Tamil Nadu and ILLETS OF INDIA
’ ' 3ed & fASea

Telangana.
Their thermophilic and xenophilic nature

is advantageous in changing climate situations.

These crops absorb and utilize more CO2 in conmet nﬁ’é‘ajn?fﬂw o
¥ e i T T

comparison to rice and wheat (Bera, 2021).
Due to their short growing season, millets can

develop from seeds to ready to harvest crops _ W ! | i _6 o
in just about 65 days. This highly beneficial FOXTAIL MLLET KOG MILLET u;r'}e‘r‘-ﬁifn Fn'.-:;;?ﬂ_gf:n

R e

characteristic of the millets is of vital
importance in thickly populated regions of the world. If stored properly, millets can keep well for
two years or beyond. Millets can not only grow in poor climatic or soil conditions and provide

nutritious grain as well as fodder, but these can also very well fit into multiple cropping systems
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under irrigation as well as dryland farming due to their short growing season. The prolonged and

easy storability of millets under ordinary conditions has given them the status of Famine Reserves

and this feature is of great importance for India, as the agriculture of our country suffers from

unexpected changes in monsoon.

iy S ms saen . l ) H“;LHEEM'.II"S "L ﬂﬂ = A —

il
ERALES WILFANE

Millets Are Now

Technology Application for millet cultivation

Millets has wider adaptability in resource poor areas and is most suitable in changing weather

patterns. Availability of the good quality seeds and approprite production technology of millets

is a prerequisite for millet cultivation to grow in different agro-climatic situation. Apart from

this, implemetion methodology is the
process by which millet cultivation is
promoted in the areas where it is not
grown and following suitable mechanism
to enhance the yield of these crops and
providing more remunerative benefits to
the millet farmers. Timely availability of
the inputs and machineries for cultivation
will facilitates timely completion of all the
farm operations. Although wheat and rice
are the main staples and growing in large
areas in comparison to millets, these crops
are not as nutrient dense in comparison

to millets. A shift from wheat and rice to

Implementation
Methodology

Materials
(Inputs &
Machinery)
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millets requires a change in the attitude of the farmers to adapt the millet cultivation and increase
the area under the millets production. In this whole process, Krishi Vigyan Kendras can play a
major role by brining awareness and capacity building of the farmers in scientific millet cultivation

and value addition.

Millets varieties and their adaptation area

Crop Varieties Developed By Area of adaptation
Finger Millet VL Mandua 347 ICAR-VPKAS, Almora |Bihar, Gujarat, Jharkhand,
Karnataka, Madhya Pradesh and
Uttarakhand
Finger Millet VL Mandua 352 ICAR-VPKAS, Almora |All finger millet growing

state except Tamil Nadu and
Maharashtra

Finger Millet VL Mandua 348 ICAR-VPKAS, Almora | Uttarakhand Hills

Finger Millet VL Mandua 376 ICAR-VPKAS, Almora | Andhra Pradesh, Bihar, Gujarat,
Jharkhand, Karnataka, Madhya
Pradesh, Odisha, Uttarakhand,
Maharashtra and Tamil Nadu
Finger Millet VL Mandua 379 ICAR-VPKAS, Almora | Uttarakhand, Bihar, Jharkhand,
NE States and Madhya Pradesh
Finger Millet VL Mandua 380, VL [ ICAR-VPKAS, Almora | Uttarakhand

Mandua 378,
VL Mandua 382
Finger Millet Indira Ragi 1 IGKVV Chhattisgarh
Barnyard Millet | VL. Madira 181 ICAR-VPKAS, Almora |Bihar, Karnataka, M.P. and
Tamilnadu
Barnyard Millet | VL. Madira 207 ICAR-VPKAS, Almora | All Barnyard millet growing
states except Tamil Nadu and
Gujarat
Kodo Millet Jawahar Kodo 137 |JNKVV Madhya Pradesh
Kodo Millet JK-98, DPS 9-1 JNKVV National
Kodo Millet JK-36 JNKVV Madhya Pradesh

o



Bio-fortified Varieties of millets and nutrient content availability

Crop Varieties Nutrient Content
Pearl Millet HHB 299 (Hybrid ) Iron 73.0 ppm, Zinc 41.0 ppm
Pearl Millet AHB 1200Fe (Hybrid) Iron 73.0 ppm
Pearl Millet AHB 1269Fe (Hybrid) Iron 91.0 ppm, Zinc 43.0 ppm
Pearl Millet ABV 04 (Open Pollinated Variety ) | Iron 70.0 ppm, Zinc 63.0 ppm
Pearl Millet Phule Mahashakti (Hybrid ) Iron 87.0 ppm, Zinc 41.0 ppm
Pearl Millet RHB 233 (Hybrid ) Iron 83.0 ppm, Zinc 46.0 ppm
Pearl Millet RHB 234 (Hybrid ) Iron 84.0 ppm, Zinc 46.0 ppm
Pearl Millet HHB 311 (Hybrid) Iron 83.0 ppm
Finger Millet VR 929 (Vegavathi) Iron 131.8 ppm
(Pure line variety )

Finger Millet CFMV1 (Indravati) Calcium 428 mg/100g, Iron 58.0
(Pure line variety ) ppm, Zinc 44.0 ppm

Finger Millet CFMV 2 (Pure line variety ) Calcium 454 mg/100g, Iron 39.0

ppm, Zinc 25.0 ppm
Little Millet CLMV1 (Pure line variety ) Iron 59.0 ppm, Zinc 35.0 ppm

Source : Yadav et. al (2020)

Conclusion

Keeping in view the changing climatic scenario in rainfed production situation, it is beneficial
for the farming community to change cropping pattern from rice-wheat, soybean-wheat to Millet-
wheat, millet-chickpea, etc. as millets happened to be more hardy, resilient, require less water and
can be grown even on marginal lands, that is plentiful in Madhya Pradesh and Chhattisgarh states.
Hence, there is great opportunity for making a new millet revolution by application of suitable
production and post-production technologies vis-a-vis millet-based value chain development
involving SHGs/FIGs/FPOs to secure income and employment among the farmers, rural youth and

farm income.
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SDG 1: Interventions on the ground in the

Chitrakoot area hy Deendayal Research

Institute volunteers and other grassroot
organisations and individuals.

Padma Shri Uma Shankar Pandey from Jakhani, Banda. He has been
associated with Nanaji and the Institute for a very long time. He
received his Padma Shri for his work in water scarce villages in the
Bundelkhand region:

TS ST & SR BT 9 | R A AR U 7 | TR e 9 € § SRae e €
it wier Tt # e € 1 vee st | Rrsiene i o | U Sier-| YA R 95 SISt o ssfate
| 9 T U@ M o TR Sl st o w9 W 9gd ofd qHT o W e |l g9
AT MY T ol T oA H e bl Iell €, h1H Y 1@ & | af gl Tfern o iy o
o @ AN A W B | BR-BIE WHH A T A | A S AT W R M F 7 | A S Il =l
foh STl & B 1 Al g5 AT A e {6 31 SMuen! el i TE A 8, SR B o S
Al Tel R 43 ek et 28 o | gou Al o smefiafe § 9@ e H e # R 1 HE NGO
el TS, ShIE TEAM & 1Y, hIE HEeTd ! a0, hig JMHT T8l S, IS daHEe e
FIE | S ok U % e, AT o feheR, STeT TRATUT 3B T ST TR ohl SR IR STet TReET0T
R o, Td WA 3R A W U | 39 3 il R o 9 T g A 1 Aniesi= add
TTET ol ATMEIE | Tee 9t 319 S g0 Hereh! ANTERi firetel Y@l | 311ST o T WRd ol STed shifel
% AT 1050 STERITT < STl TMid § STET | 31eet STel ST 1 S concept 31T, I8 Wi ST
T o | STt Sia fer 6t 3, 9 off S © S 3R HEE TerEs S A R 9 o e
o1 I foran i Head! Ufd WRNTT alich W ST Akl o WA FoRT STE | et o1 § 6 5/
e forer | ot 39 T 1 3791 Tk © 31X 291 % a1, S gHR THISe o 9 1l 7, Wid ©,
TYWCITT-I%, W%, m%, W%, \_TITCTF-T%I Wﬁﬁﬂ%ﬂ%?ﬁﬂﬁéﬁﬂa’water
conservation 9 &hTH ¥ § | 9 TR SN STEH! o1 ST STel T&q07 ot foifey 8, S8 wiier) o
€ 3IR I 3 € | U oI o 98 € | G, IS WIRT BT A e R | 5 At o sieiaig
T g1 0 SR Bl Tehell B foh T0 GEAM bl g7 IS o 3eiaie o fireln iR g2t e @
U 3R U I T Teel W R U 3R W i 2| 3 Ueet ol el kS qrH <o wiferd HATerd
3 feam o1 R 25 Tret 98 State Award et &, &t = AT ST % ameiafe @ R TR $w
Tel € ST | T AN A S % shriehdi ©, SIeaTel e TR % B U Hrdhdl § | g7 < A
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T ST W YRl | SfRAT B2 e ohl ShTH i o Teieh il & | § Uga T @l o | wifeh i
1 TS, T TG B <G, TR GH Dl T o, TP & &, 3T S ok W 6 & | e’ gl
WA g W TR S S AR rft f SRae i o R @l § 98 e A <9 1 g o
e /A1 ST T2 1 20 a6 § 25,000 foreieet srawdt o g6 fUse |rer e foan =11 10,000
fereieet @St e foman o7 | =18 R SiFearel Ty SR o Ted 3R Hriesi= 9 € a2 |
ST | HIeRTE! o fEad o fRrehe I 31T o | 319 el 91g ®, Skt @ St 278t & 7 1 34
e o TSGR o TIFCTHT i e & fSeh! AT = S9N, ST = S, 39 9 Teell 9
IR ARG fodeet ¥ TRAR = BRI FRET 6l | St 91 o1 36T & | 39 9IS el et v o
fordeet TR = 91 TleT fFAMT 1| 39 96 |Ia o fdee O Tl | 98 v e 7 2
TICT S T 1 | I8 W1 fSheeht € 2 59 ST o1 | 89 ST Yehel shiiehdl d9R g S
TV % W G €, R T W TIAR B BT hH fRE R 2 A | | A A /e
fer &l &1 39 & | 14,000 FAg F1 T8 et T a6 § TR A Direct fFamT @ @ler
3R ST SR Tl ST Ueh BIR, Al i © T ? SeTet T HE | 3k Heeh! Ul €, e
R T G § | el e T TS R e o, e Y Wi el et o, TSl Tl el
=it o, SR ST o g, e iR Tt 9 e, S | i R, qHer § wi S o,
ST H S 9e o O, 9 HiT-Hi o @rd 9 | 37k 91 o) 3791 S @ | 3Tk 9 St 10 W,
5 G A1 ook T Seld BT 1 10 IS W 31frer Senl T ST & o o1 | 39 T &1 5Tl & @
Mg % SRR o @ T S o | A S I S, B U 91 98 SHE SR | art
for TR IR g | SEEE 17% 1 ST S SR U @ 9% 3.75% © | 9 gHR O S e,
2% | ek ek hl St | 9 Ui o foT foha= =iy ? 80,000 ¥ 90,000 wie =f&y | T
AT & <9, I5F ST T8 S hed o, T 3R 1 o <1 H T frehe, o gd e fere,
iR ATt St S SRR et | Ueh 91 | SHA |1 ST hed o, 379 100 W a8l W@
€, STen! o Tk ik O H e =T 100 UH Heels 1 o1 ? Al S, TeTeh] =l
G, 50 U € I S | e | T, o 50 U € e o | 6 86 I8 Wrel @ foh e U
et I H T R € % 100 W H | Uk 91 | GO & | 9 ST e @ | O S
TRFR T M el &, Tg THS 1 10 € | TAR Tef Y& § 3o o9 &, el 5 o, T H oFf
0 ¥ | SHT WieHi ¥ SHR 919 FHIST drelld Sl 9, TRhR support St &, TST support
Fd 9 X EH 39 8 W S § Fel R, e queet ¥ 7 21 8 | Al Helfeh= i 31 | HeRTst
RIReT A T BT R 3T Y | [T ARIRY G I el o | <Afehet T s st e o
Tt AR i B | HERIST AT = redrel {2, <ifeh=T ot e s ot RHeR g9 2 | Torar
TR grfadt J drefs Y, T ifeees 3 drene U, Wfeh e s i e gerd
21 3T Ta gl el 37K <l 1 el firel iR Sgd-agd owIaTe e |

On 1.5 Acre Diversified Food and Nutritional Security Model — Shri
Anusuiya Kushwaha, a progressive farmer from Devra Village,

Majhgawan Block of Satna District:
H, S YaTT HIETET, WY Yol wrEiardt 3R & TF fRae 1 9er €1 O o A 6
URER B | UgE Tl Teel TR UE @ e o Tl 9 Su 6 el ot dl g Seer I gt
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oft, ST AT TSl o | UgE |t & T Y3 Searet INe S o S[S | §9R A &t st
S e 7 Tiia-Titel ST ek W-@ieTeT | ST AFIES e+ ol 31K meeting @ o1l 3 -
1 ST ST 8 2 el ST 2 2 hd el el 8 2 e | € 2 Sl e o1 2 39 SR W e
e feor foram=i = | TR O o1 & forw ok 3 v St e 1 29 9ud H e R
£ | U G TR U T e €, <ifeh @ 9 e o, @ 9 e o ok ol H wfestat |t
R H TIR AT | A Tosit IRE HEH b, § 1 IS SR | Tl §, 1 g Hel Haar g | § 9
Tital H S-S Teslt < & | T Tia 2R fRar 1 o ok Y, o & Teoft Raretren & oIk 3R o
T @S 7, d TN 98 SHeh! SISl 98E id ¢ | 3 Wi, d 3 Hay 318! sl 2 31 3 U
21 8 9 g | Teslt < €, -Hee gl €, o TR U et € g 31 e € | TR U $TeReh
3R 31aeh ret S | g, <k, Hewd, iidel, 31, Shefl, A < el €, Tiid i FfssTi, e,
e, THRY, ST, M, HeX, W, reteh, Gt i, Teg 3 S item B, 99 TOR A
% | ot Yokl STSTR T T8 o1 ISdl 8 3K 3 e < 9RaR bl o & =i €1 < M W €
TER T et €, Al 31 o U <A | | STh! ATl oh STTHR WA Wfestl <l €, o off T
£ | H ooft el olehY ST § o o Fosft off W1 oid € | hed ©, ST IR 3+7h] WHM TATH el €,
A TR TG FE UIer % oI efen =il € 3R A sl T ot Wheldl o foTe el el §

On Pattal Dona (Bio Leaf Plate) Making —
Smt. Usha Verma, SHG Member KVK Satna:

Tl A <l TR THERR | Y BT SO i 8, H wenmet ¥ § SR vl Srgean W FerHdl
e W W I R ¢ 3R FHR U HE € S1-eed S aTett | S 5 gHR! A i
2121 AR § 3R R 20 firetent o o8 Yd & | S Tifd o 319 |ieed St 21 =edl ©
T e oo Tl & T T &SIk SO & Uxiel ST o1 19 o3 & | 3R SAR 919 o &2
3R Tt € SHepl Tohgl Y € | TR 1 3 W 4 T G € | Y@ 3T & el 1 & |
ITeh! TS T od 7 | T 38k S1E 59 81 W At Sehel Bl © | 39 918 S g 3
B 2, W a9 o sz ol 8, Uk e § U o § 3¢ o S Bl § 3 SARI w9
1 f M 21 ged €, il @, afern B 30 9 R Bie-sie el | st @ e ok 51 O
ek SSTR | a9 © | i aeeR, ood! Usel o ofa el @ | S 1 hrd fRa ST ©,
gdlq |

Deep Narayan Pandey, a dairy entrepreneur from Dadhiya Village,
District Chitrakoot:

H Tl SRSAIR o1 | ST o1E i fe g Toiai o § S[er ) a6t W g6 59 9 6 g
IS ASTIR AT hIE STOT HATE =] B | Al 8 Hi Fori b o H1eom Y I ol HaE
o foTu Samen T | SHH €A starting | @ 1 S R o1 | 319 SEH ER UM 9@, TR,
*H, TE, T TR % I B € | 3 FHRT IV basic FA @I &1 A1 THR 8127 | S S ¢ |
799 =R ¥ i S §AR 9 regular S Fd € | 3R R 300-500 T T 7 i A5l
Teh SEH 1 St Tl € | SR o Ueh ot Serelie o1 Sredrelid fohe gAR WY S[S gu R | S
TEe o ¥ SRS HIShe B o i O IRl ot 3fId Ted el fern o7 | 31e 3Rl 3Tes rate
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e et ® iR e st oo firet @1 €1 3R 39 A8 T T 10T hTH hRd § SR T el
T U= &SR ¥9T monthly §H ¥t T &id € | ﬁ?ﬁ?ﬁﬂﬁ%@%ﬁﬁ%ﬁﬁproﬁt%ﬁm
21 31 S R el § THRI 3 Hd & 8 T A1 WA G- 1| ° I EH T g F
o g o Tk foRan R o1 Tt off AR U 1 B 1 o 59 <Nl i gk g9 o ot 39
220 T A g § W o AT S T o1 | W BER O S 3R = S B 7
A ST THA AT 1 HAT =] R | EHA 31O WS S | 7R T <hl &% SHTE Ygr |
A THH A R st A W % T el iR g6 gR ' % R 9 profit el |

On Revenue Camp — Shri R.S Tripathi, SDM, Majhgawan:

RH YT ST o =R <l YOTH 3 gC H ST S he ded & | T et 1 S
HerTat fyehre U9 2, o Snfeardt aTge § | TRt e § R g € 1 A % 37 ¥ Usel 9gd
& fuwer gan & o | Ead @ e o, wreey ffthen e @ i gfawrd @ of ok g1
& T Seha-TWTEl 7| @ S Government I Schemes &t | a it SR e forw 3
Scheme ¢ T8 ﬁﬁwﬁq@m ﬁlmm@maﬁ?ﬁaﬁﬁsﬂ@%
& T Taraets T S |

Sl % JeRIel W SR Teid U SMeETer vty SerT off QU &5 | i e age €,
S T Y el § ST SO B < o1 off e 2 foR g w wlnit et ot Seerer v e &
W1 1A T 1 Hiehl il & IR SHA A I ol 9gd WG <d © | 3nfieh &9 A <At Rl
TaTaets! S % fIT &9 <Al A Tk S =l | 984 oid 99 H Scheme =t W ofl, A
TR off g < ot oY Tel et o1 TeT o1 | Al §H @ A Teh meeting SHeAT I HEAH %
SHTdehdisT o WY, SMEXUNT U7 T o W1 FSR % Teol ST survey T, stez foman fom
TR TITal o ST okl TRl SUSTs U ol SIS © | dl U9 i Sra U 9=mad & i ol
2g O T ¥ | 25 9 Tiid 3R e U duEd 9 S Sfars sTged &5 € SHH srwaist %
Hqreqd W, Field SwHERET o W1eo® & 3 1T gl 3 Fet o it =i forsio & o gfererd <4
T BT & | dl 89 SN A S1ed W 9=l o fo1T TRE S Sl Uk O9eht SERAT | 4-4, 5-5
I o1 AR ST 3 TIRE camp AT fohu | 3nft fusel ©8 /e & 3idt W ™¥RE
Camp STARTA fFT | SHH! WS TIR-THR 1, TR-FR T S 8, S-earel e 9 &
HTdehdl 3 FAR Yea, |ive, S &sa HHER 9, 39 @Rl & JeTH 9 g S BR-51 G 0|
Fifeh el TS Sged € 3R SHH faeis ®q A 7awh i o < €, S g qHe 4 R
T&+ T HIFRTET R B | Tgd A 6 o, TR W weT Gush e e | A 39 e
INeT WX o g § Fiehdl € | 39 NI A 9gd & WeAT R, IR IH camp qF AH &
foTg 1 3R camp H &7 < A R forgier ®q W 5@ Aet13T 1 Target =, 51t 3 @i & st
% U sravas off | 9o Yool df T 3@ § T SieA o i R 3R o 9R 2SR 9
3IfreR ST 1 B9 AN A $9 TIRE camp % AIETH ¥ ¥R g9R H 31Rreh AT 1 8 TR 3@
T A i, e STSTohel TG i TR AN S €, TR 1l %! BPL g W & depend € |
fS1 BPL Tt o 3 ASrIsH 1 o el e o SR o e &, Wit R off s W
P =R T 3h! U8 =1 B o SRV 391 BPL gl § 98 =& e | af IR 89k o
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ST AT <1 §H <A A A9 ST | 39 % WY €, S Camp § STSAM I’ S 1 1Y
feralT | * ST 1’ o ST ot ST, S5 & STaIvaieh § S Sexdl ohl 1 R o forg shiifen
TOH Uie A e ol Yo 3arS Yeieh Tl e T TR o R8Il © 3R o T g &
FH o | TH AN A IS R | Igd | A b1 ‘I hie S| R 39k SIS A I
F off Tk SREM TRt SR-ER S e ‘SIS HIE’ 1= 3R 37T T 80 § 90%
A % S 1S 9 T E | WP WY MR 1’ 1 o TH <A A SHH 1w R,
80 HHl H, STIf-SHI0T 57 Wit ST, ferhetivT-SI0T O3 &1, Tarsed et o i o6l off &er o
@ A S o foam &, | R faMmT gehg B 1R 3 Tt o @i el S foh @l den A Sssh
T T UIT O, TG §F M A G MY T o WeAH U I A a1y
fopa, gEeh foIT Sieamer iy S ol Sgd-agd owae ¢ | 9 3 off T & amen s foh
TG o W1 fHetert & 3R Seaet Sl HE & We &6 < 1 off 39 &3 i 3nffer &g
Y ST S S WA i W | Sgd-agd Hee |

Vasant Pandit: o SEH €, 3fehell $© HH 1| 87 Fa T feieh s oid & o 9
result feRIeT Tehd 2 | O TRHR §H A o T19 H FeaNT H §H ThN hi Rtk g9 &3d %,
TR EH T Bl HeaRT helt € 1 3R Hoft e ety g off stiee 9erd § | 19 3 stigier
& o | o STees I U9 TS el o, SMUR IS 7 o1 A camp S H S gferen e ik
Tifer o NI ol ST oY e SEH W 31X TS S TR | 9 shael € sheiel TR 3 G Wiy
T I T o fIT result 2 | TR 3ehell 3 9 IS 3T result el 3TdT o7 | TR 3Thel
SHIFTST Tl A T result & 21l | A development A o foT 31X 3 Ul <1 < achieve
F % o B0 Hereh W o fetas e ol ogd ool 2|

On Social Protection Dr. Ashok Pandey,
Samaj Shilpi In-charge, Deendayal Research Institute:

STeTeT SiTeT XA % Shrdehdl AR W o 19 TR A <@l § | JHrt Rredt < &
IR ¢ 3R 3H! TRl Bl quf A H Heg Hdl ¢

ST &H T g S o1 R € o Tl W ST eH HIH B € 512 e ° 50 fharex
feTg o 3iaid S MEE) 3 & ST ot 89 T o9 Hid © | 98] T 9RY | S« 89 S o, 98
W AN Y S T TH AR RGP Tel 9 | 3R ' & o Fel gER-SER 39 S &) SR o 9
ot & AT Ted 9 | STl STl o1 o 9 o1 hel @ A BN 2 Afeh S T § €9 @ o
firer T e TegE gan f < difd €, Sufkid § 3 U g ST <R 3R 3 Tl SRl
Bl

ST ed o fop S difed €, SUfATd & STk I W81 3T ST ER- 2R 3ok W1l o8 o dl
ST 31 | ST & 11 Biell € 2 T8Il € | 519 §H |e oS € 9 Ush-GeR | T Biel
2| TN B o SIE TRER i §1d Yd © o1 &H 378 IRad= i il §1d &d & o1 S/ SeH-9eH
A € Sl T Bl ¢ | ST 3MEH-YSH St %1 el 8, 9 g6 3% J@-g@ § Heuri 2 €|
Q@ 3@ | 59 Teunh &1 €, @ HogTeierd i # oM 36 H Wreifeh ufad= o1 A et
& 1 foerr <1 At ot fAiehetal € | ST ek B9 43T T 31k W i 9 el N, TS T |
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Vasant Pandit: 319 5l <1 79 ot feafa o= 2 | o1=s1 ugell € 96l 9 I& o | g &l
feorfer it 3 < o, feoifey s/ 22 it & @t | 89 o, & Sed 92

T 93 o)

Ashok Pandey: 9 @I o Q11 -T&t 93 o | Tifd <l o0 feefer 2 2 wifer = Triga o | streor
o | T S qH AN WY W S & ? W H G T A ? 5 e o e ?

o ST AT € e o T Bl € Y o1 | - R g 3 AraAe o | i) Siga et
ST o 9 S Sfer ot | S e S 9, Ted R S B SR S e el sferst off 3 eaw o
g & YSITT oT | A S FW S =ed o | FH A derd & 1 9 S et o 9 &l follow FIA
o | 3Tk WIY-TTe IRt TNOT i =T ST o7 | & 31T follower T ORE W & | 51 =Ted & &
B o | 2R 3 3 feafd o6l S o T 50 < 2 o R 39 | & |t 9 I R
R A ST e I R df U 91 g H | A F anlt 9 fe-sere) wiftie iR wifies
FTIHH I fRT | enfifer Tikancer Srshal & ST ol Teh WY SIS HSRT 31, TTHE, G-
U1 3 o3 o | ST 3 ST Y 1 T U WY, df 8RR srae S oft geed et o g6 ue
T 93 ek TEl T L o | 9 el & AN The-he | 51 AT FHIAR o S = A o
3ok shadl follower 9}|-oham=ﬁam=|€rwm | Wﬁm%%m?ﬁ% 3T &1
T €| 3 HHSRET ol aTd 2 | SR H¥ a0 sheledi IR AUBRI o SR =l el &
STeR! qTet o Fehd © o Tl =il e et viie | |

3T AN A SR W 9 3ok drels S0 | 3 Hedd ol | a9 3R a9 Siee @it
1 2 & @ @ el Wi st wfesti firer onft 3R e St | Serered o | #R e
TS 3T B o fren € | o gererelt wene g ot SR it sifer e o o weveRt o1 @R A et
ST o Tifel STk G371 | 319 SMRIRI o Wifel, eheleat o Ufel, TSt o Wi, TS o Wfel 3R <70
qIReTReR Siter off GRRTer S= T |

Vasant Pandit: 30 St social session ¥ St aIId € SH o1 i1 € a1 I ol /% o
BIT €, SRR o T F | 7 = 81 o & I T F 39T 3 punishment e | ST
1 T ot foF U1 A o W1 AT Sgerd Té |

S T H fearerd Bial & 3IR TR need Fl social protection F&d & | 8 Sl 3111 2 SHifh
UG AT o Tite H S Sufid o sl o | fent wite aren Titg @ T T8 9 d s
ST T Sl T &Y | G ST B FEHFH % AETH W §H AN F1H 61| I R
Tie W | A TH A A SSHRR TSl IHR o I & g9 ff T o1 89 off g ¥ E 1 24 years
WH AU R | Tl T 9 377d & o T d95d &, 919 Hd A | §H AN Sk |19 SR H4l 87 e
Fd 979 T | ol TH IR TEN T SSH FSRT B | 4l S AT STeHoT AR Je1ga & o off gER
Y §3d o | TR ST ISl 7 | A S TeRexi IF 81 €, ° g o Snfewr- s e
T A 2 R SHH IS @El T8l € o o automatically Sk @1 it S € 1 O Seara
BIE-BIA = W B © | ST S70es ST A S0 | S EH @ Al SS9 aardt e 3 98 €
3R g a8 8 %, 37 @M process T involved =&l & | & HUSH § &l &1 o field
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meeting T 31 &l &1 A S W7 W F apart o1 g o S T | THAC IHR! protection
T ot |

i 3 I TS Y gace ok HIEIH ¥ el 9 9 part of the T S @ part of the
Tl &7 o o1 IRl social protection ! T&Xd & 7Tel | Because they are the part of
the village. i SE deh dl a part of the village %, apart from the village %I ar ?Ha?%ﬂl
JHg hI EIRS X %Iaﬁ‘iﬁﬁﬁ a part of the Villageﬁﬁ%ﬁquﬁﬁﬁgl arsi
T i1 ST U BT 3 ol IR hd & IR eI el € fF 3 social protection ® 1 3
arqd | =Nl SDG 1.3 and 1.4 1 achieve A B §H SRl bl @lieT o4 firet Tehel 2 |

On Women Empowerment —
Smt. Sadhana Tiwari, Director, Sohawal FPO:

H e foard AeTe 9 € 3R # v afeen fham 81 F Uk We =l € | R e |
all T | TR fRE e g% € S 7 9 22 uften g o €1 @ik # o wew & Wiy
fireTeRR &2 &1 T ohTH R &1 € | ST T TS Y& FoRa o, <l H e s STl oft R gER geA
% FEE & S | <l gHehl 98l ¥ W fere e o7 | SRifer We ot W S9 wgd %A &1 2016 |
Y WS I R o1 A 3 e s o 3R 3 o R o | wifeR B9 U TR | e o foR
SRl T8 Bl © 98l Te STel fiel STt @ | o S =8 Sl ekt H 9 9ee of § 319 S wiEdy
o U1 ¢ | S8 g HeS l 39 T el | R & |l fop o wftensti o ot ol €1 € weben
2 W 9y Hieed e FE w | A Hed Tee | STiear S M | @ 96t W # o1 A I
AT | TS < A e S T Al R gt <ieeerer S S o aR § Ul =l | e § e
% SIE ARTSH % Tk 31 THE I A WIg w1 T e | af A s 3 € e ot
31T AR U AiRensli o STged THe =erdl € |

2020 § & IR el H TR § € 9 & | T I 1 & B TRl AT | Wl HIS e
ST off | o9 off T S 21 A TH 39 FHA S 4 BT €, STk UehSIhR0T Sl ATl o off |
31l ST O S o AR THR W hIE 3N & el @1 € | Al Uee < H WS ol Ueh GIEaR Tl
2-4 Titg § fReFT § el foF 91 39 ST o o 9ol Bt 7, FTHeR! 319 STen °d 7 | gER
¥R AT S ST g7 &THaT € a off T B 1 379 SR e 81 A 3FR S UH I © A
39 T < < 1 ol Tk o femar A & o e | ol ST e SRt Ueheehtor foRan SR gER O S
I T o A Bl B O hiean T30 §Heh! Government o famT ot X 9 fired) off |

Fiifer F Foram oRaR o € 1 A SER SR H & o ot | A 1 B [>T A | 2R @ T
Fo fRar ol femn | at fFaFl 3 STt AT S IR SHRT @ o 1| @ S AR e S
ot fFa gAY S[ed Tél 9 S §Hel 9gd Helad ignore Fd ¥ dl a fFHH TAR =R 31 € 3K
et € o gHe! ot add R AT 3R BUR TR F ARl | i I & qHF S @ Al
3R SR <l q&F AT T&1 & S X W1 ¢ i SHY F 8 orell T8l € | 37 & Hfdel bl & &
H 3HHT AR MY 3R e & T FR et T Al T o8 ot il & § e 3701 T h1 el
& o o H iRt o o e A H e el € 1 TR Wre-ane TRt o 50-60 A o g #
Fifeh AeTd Sl T -1 F5 R hl fietal 8 1 3R o1 S Rl AT ST H1e ot S1AT Shell
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€1 3R 3 enfeardt wfeensdi o e & 2021 § 127 7 o9 ) e o @ | S 7R R
T T g1 EHA ST R § SR g el o HieAH W e Ueh 31 | TS 91 € 2021
o €1 IS AT R TE € R e UesT B eel MR St shy el W@ € | e fhae o
i ferell s TieR Tdie] STl @ 3R 36 ek ¥ WIE J9R fran Sl @ | 921 Wiehlas @t § &
A AT ST ot TR 3 &, F I F2 | T Sewedt § F 1o @l A set B e
o =g ot el B et Bre | ifer For &1 o g2 ot ol 42 wgA o ewd & fon O o el €
feRamT o =gl STt € | SEHYT URER § € df TR 3R & <R & sierd o 7R T i job w3
1 HY T 2 TRET o I SR | 37981 Shid il TIRT | Wik SHART I8 HIFAT o1 foh g off
1 Biel T8l BT | 83 HE ol = foel =it 9T § ! et | 88 HE 379 fou S Bl B |
T2 e % fIg § AT & <Rl S Jomg A § | 3R Sgd-agd SR e Rl § <He
INeT G AT | TG = THehl 31T el qeh T |

On clean and green village Sh. Jitendra Singh, Samaj Shilpi Dampati:

T A fS1dg R e €1 & "ot Rredt <y Fee & w9 ° ford s st 9 et
IS FEIT H A § | 3 ot 39 T Uit ®9 ¥ g H W h1H Y © | FERT fO € 51
W TS =S T |

1 &H T S 2003 W T YEe Tid firel o e, STel O H fos ohg € | 98l 'ER
T TET ST g3T o7 | 96l Tiid | ST 5 @ MY 3 e 6 A R 7 B R g R IR
SR Hueh foharT | Heh o SR 89 <, 981 Uis T8 i TeREl sHeh! femré & | ggen df 99
B Tifa o ferare o fohan | iR e o s=ii 9 firel vt gueh o &9 o S=ii o Gueh o
3T | 3 ITeh T o SR H SThR o, T8l =i § ol 1 {6 T o oieT Lo ST-3578,
T U B g, BT H BR-BIE TH ST 87 GoTel Ted €, e e~ i S o g
g faarer™ o U 3Td 9| o &9 N Sk SARIMTaeh] § feTeht o S+l s {3 319 o=
<1 & 55 TS B, <ifeh TIe iE Sgd 9 A e B 1 oieT-|1 R Yl 3henl R R T Tehell
2|

T 3 I ol 315 ¥ Teerdl-{[etdl R faner O, Siet et < off el o U ot 3k
YASTHR STk UG I off T8} € HH W Y I H B HUSH B HE d F Fohd €, o dR-R
F9 6 TEH B = W Hh YR 1 3R S o= 39 ¥ o A § difEd ®d o 9 3R
T, WIS, Golel! 3R TRe-aE i S @l ot 3 56 Whel T} 37 o foTu et & 3R <
a1 Stk B S ek TR R SAATTh! ¥ e 39 W eH F19 Hd 3|

T, 39 A9 Tid & R A W Tieit Sgd 3wt o | A1 Ieerd ST 80-90%
R A I o b © | ST T U e el o, S SIgReT i el & ROT IS &
fopT i fema oAl & | 1 ©F T TiTel o AT Bl ST I8 ST STesT <TEl & Aietal F qEs o
T B o S 9, Tife o fohR | W 4:00 51 W et SSIeT B qeh Tid o fepR-fehd
fortet TiehR &Y STTE el WIdt AR gY fHiehed < & | ot 3% Tifd o fopmR =it Tigeht gl oft =
FHH B ol 3R 98} THRI Haed Sl g AN Hed § O, ST € o s virererd el o
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3T 99 | 98 9 9gd HH 8 T |

319 TR TG oy o Tife B qfeor i WRew, et ST dueies | Tas Sl el S
% Ug B3 X o | 5 T el & foraner o </ vge o ol Uk o Foler e i o | 5 S
% T fireTeRy el TheleR Uiel STe oTe, o Tiid o] 59 9l freteht St Tl o T o 3iR &9
femrTera 31 9 | 89 Tifa areli ol SHEd o 3 I8 U 3R 319 SR U S1-e) WY o od dl Si9eh

Tite off Yer 3R T B |

T & qIeTH W BH Tedeh AaR o o e i feramer =2 ®ar, = ol e g9 A
e B T8 GOR X O, Tel % 0, Teish URaR 1 Tl o diel e qet fereimerd | et ol

3! T¢I 3R T TR H %l 1 U & T

Y & T A T U hreish T B © e SR wierefia | e 8 T o e o q it i
oSl o1 i hid € | Tedeh URaR W s H W Teh qordl ol Uie BT € =R | Tid o S5
IRER H =X & AE—Ghrs St Fafed gl =Ry, Sl T SHaRYd giHl <1y, 3% HIS
TSR T Aot 81 % @ B =R, SR foToT a1 WIh-HeRT e =Ry, Sar arh-ged e
T, Feieh =R o Tfectah ol 11T o141 B =8, U 3113 die W gH o T =R Wi
T ST X 2 9ol H§ U 9K | 399 BAR Tia 9t 9% 81 STd © | 38k o1 §F @ 3113 fe=i
T ST T A & ST A0 A 1 e foRe ST & & Ueh SR § S Uige °d ©, S
W < ST gl @ SHe! 15 SR 3R 26 SHad & 7 39 URER i gelreR e % amA
T A Tt off R €

T WM 1 M T | ol Wl 9qH W WA Tl 2 | 3 T SereRr § <A e
S = 9IeT S € o G G W Tee g1 G | U e W 59 Tél eI | §H T =i ol 5
G B % I g € 1 35 T @ € onft T, TF I ol o €S9 T e #
3Tl BT [eTaTe T 2 R 319 <’ TR o199 of 3 Tier o | 9= g € fon s
T HeHeA UT-t € il R STeh! T T 11T 2 | 3R Wiell o1 < foF 8127 Sl SIS o1 €
I TR TET BN | A §H W 39 Wodel B9 U ek feErd 8, el 98 i w9yl @
Y Heferd 2 ST | =rae |

Forest Right Act (FRA) —
Vasant Pandit, Volunteer, Deendayal Research Institute:

Indians H resilience S %, @ A S ‘Clean and green village' <1 TH AN e
ﬂ?ﬂﬁ%, to build health, to build healthy children, the first step is to get them clean.
ST resilience sl &1d Yd %, in the most vunerable portion of the society, which is
the tribal communities, 3q4 P9 _E?Iﬁ %I So, = &1 AN el resource, resource
resilience & id & | &1 98cl ST U resource dl 11 =8Y | Resource Tl &, d f &1
L AM? @l resource STH B o éef & fere Sgama e T, there is a Act % Indian
Government 7| ‘Forest Rights Act, 2006 . ST 3idiid Sl SIS &1, S§ ST &l tribals
EalGI o) éef i I F % | 34 T community rights and community resources %,
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S Tifa % U Ue 9, W SR SRl &l o T hl 37 o I Fd & | Al Seeard Y
YT T Tk SR =Tt T8 €, e & e sl 79 |9 & /remd © 99 individual rights
and community rights, community resources dM9d Tifq Al é éﬁl 31efl el 319 |EH
T A 1] g 7 % 72 tribal villages # R Model for tribal areas 3R el
ELSEIRILEIIRH B | ST Tgel &9 FRA &1 31K SHeh! community rights T community
resources IH%h k82 e STET | dl resources i value addition ST %I ar Teh HIhX <pl
TRIFED organization %, ST tribal communities & foTe s g1« Tsh Van
Dhan FISHT =l %, S/ forest community %! value addition of MFPs € i &I part
2 3R part 1 T 3T ® 3R 3TH marketing EY felt ATARI 9 CBBOs o HIeH © §H W
FPOs &1 ® %, 3R FPOs & ¥ market linkage 3R quality control T tribal
produce from tribal to market, we are trying to put this Scheme together. T WY
I 9 with 1.5, 1.6 T resources and resilience ‘%, W, a%l%m hY _{% % I Sk
T 1 4l 9 already, FRA o1 T8 =] @ 3R a1kt e o1 €9 =1e] R R & |

NICRA (A Case Study) — Ram Asre Yadav Progressive Farmer from
Bhargawan village, Majhgawan Block, Satna:

T TR 1S, TTH HRTE 61 T8 el & | 9K Tid 3R TeRTa & e Road ® 3R
S 9= Side ® TSl € | T B9 Road ¥ fererd 2, df g9R wi-aq fe@n o &, =i+ ogf
o T o | g ER TS H are b ofoor S o | g9 St o Uk el @ R e &) e S
of, T ol <9 it o o & & | e 9 gHR T | frerat el off 31 T T S g |
TS B H W Tia o e Bed rid wd & iR Y wE | wd A 9 s die ot
feremera aftog o eI wod §1 9 e Sgd Yo O ¥ | S 59 39 TG H S & @ Hehl
ST o B H 3R AfE TS gER T o et fedt g W@ <, O gER T @ ot qeheR 97
Hehell & | ST 9gd TR ¥ =it <8d 9, S1g W AT ¥ Tt o R R Al | gER i
o off TS Riedt <mfa T AR s gER Tifd 1 o fershr B S| A BHI hed o R
&, FHI 3T |

T 2000 H FOR Tiia H A RTedt Trfd uRar 9dw uig SR S aHue HHee e
3 | 3T THT TANT Tiid Sgd Ul g3 o | §URT U= off 95 fUsel g o 9o & Hawh
T | T 1 HET AT | SH ook G HIA AT | 9L % T Tl R 8 @R we
URER i BIEFR =ell TE | e I Fath T St o, el o et o1 | < o g uRar 8 1 g9R
el T uRadH, §0 39k - e & o | 59 q9g § TR o iR ot ot €1 &
G W o IR T Teel shi T el hleh 31X SeTehl SIarel] Y=o H hiddl | 98l el
Tt 1 I survey fHar 76 ara ® g # 95 G’ GEEd €1 S AFSH 1 B HA w5
ieh o1 fop Tife T IS SRR 7 TR, e T WH-FRI, B-9R @ o e % Al e T |3 9
T T, T T TN FeTehs o ISl ol Heg W ohid I foha, ifehT T § g6R Tife | 2013
T NICRA project 3131 31X 39 NICRA project 3 AR Tita sl fredd seat faan | sl gaR
W 1 ST 1 I S8R o TMie o T8 fFiehel STl o, 98l 99K Tl § SEId &l 9, Teh
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RN 1 e, Feeh QY- ST BT I+ EHR T o 37ER @ STl o | 76 §AR T 7 o fepamir
I Tl T T, A S EHR WA § SR HieAeTh eid o, ot TH §, g7 H Sefh T
B | ST TR W H TRIGAR el ¥, F 31eX 5 M| F3 TH o HROT & T 3R STt R i
3= AT Bl TS | SHeh 91E Sa gHR G § I S18 Hiehetdl o, o ©d S T, dredlsl s1e
T | AR T | FU H U TR % 91E e Wl 91| W Rudra Project % HRUT €AR S
FU o, I7h! St R T oIk <1 F3l 1 9 S €, SHad-wRed e UgH o Mitra
Project o HIETH ¥ 9 control tank o HI¥H W, SHR T8l el ©, STl gealld fohal T |
31T 39 Aol W 3R Tid &l T & 9 < fheiitiier | 39k Ared o 5UR Tia i = g
21 371 39 el | I 8 TRed) ek Teell € 3R 31! HEed Bl € |

mﬁﬂﬁaﬁaﬂwa@a@ﬁ 95IT, nTaﬁtﬁérﬁrqﬁr 9| W NICRA projectﬁv‘%iﬁ"ﬁ‘ff?}l
ST U | 3 o U, 37HTE o U 31 3fiael & U Wl o I oreT T oo s o1 &Ik wff o
U o § g 4R R S o ok 39 e ol eX 15 i W R S 3| o Wi B @1 S
319 ke Road ¥ S o, 1< AR Tid # Ug-de i @ ¥ | 5uRy g dg-wieli | o ga
2, T ESIed o A 7 | 319 T T dis-s Tl o H 7 SR SHR &S S I e
I B T 2, TH B S, IH HESA Sl W Hold ¢ o TI-91 X od & U T o
€, foh oo et dd € 3R 9 & o1g 511 8, ST $IR quality % 9e o & F79 oS 9 8 S+ehl
foenTet id B 31X U FiehTerent B9 310 Tife § sis-sieh ol oo oY 1@ ¢ 3N 39 &S] 310
Tig o e, ME-US % fRE €, 3R o g0 S 39 § | i Weiee o RO g ©X 9T
2eUee § Award "ﬂﬁ:ﬁﬂ%lﬁ%ﬁﬂﬁﬁﬁ@%@?ﬁﬁﬁﬁAwardW%l%ﬂﬁm
& Award fieT | g=rere |
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Lives and Promote Well Being for All. 9.30 amto
6.00 pm, 26th Fehruary 2023.

9.30 am - 11.00 am - Targets 3.1 through 3.4 — Reducing Mortality and

Ensuring Disease Control

Speaker

Topic

Speaker 1:

Dr. Sanjay Maheshwari

Challenges in the Healthcare Scenario Bundelkhand (Satna),
Chitrakoot, Panna - Personal Experiences for the last 33

years.

Speaker 2 : Dr. Satish Kumar

Key lessons from Covid and the challenges going forward.

Speaker 3 : Dr. Suraj Kumar

An Action Agenda for Reducing Mortality and Ensuring

Disease Control

Moderator:

Dr. Milind Deogaonkar

Discussion

11.00 am to 11.30 am Tea Break

11.00 am to 1.00 pm

SDG 3 — Targets 3.5 through 3.7 — New Issues in Public Health

Speaker 1 : Dr. Sameer Sharma

New Issues in Public Health - The AP Model of SDG

Implementation

Speaker 2 : Dr. Tapas Chakma

Emerging Issues in Tribal Health

Speaker 3 : Dr. Sanjeev Behera

“Millets as nutri-cereals” - Perspectives for Public Health

Moderator : Sh. Atul Jain

Discussion

1.00 pm to 2.30 pm Lunch Break

2.30 pm to 4.00 pm Targets 3.8 through 3.9 —Achieving Universal Health Coverage

Speaker 1 : Ms. Indrani Kaushal

Achieving Universal Health Coverage

Speaker 2 : Dr. Sanjiv Kumar

Human Resource In Healthcare - A Public Health Perspective

Speaker 3 :

Dr. Milind Deogaonkar

Integrating Health Systems: A Practical Approach.

Moderator : Dr. Suraj Kumar

Discussion

4.00 pm to 4.30 pm Tea Break

4.00 pm to 6.00 pm Joint Session for Conclusions and Discussion
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GOOD HEALTH
AND WELL-BEING

e

ENSURE HEALTHY LIVES AND PROMOTE
WELL-BEING FOR ALL AT ALL AGES

COVID-19

IS THREATENING DECADES OF PROGRESS IN GLOBAL HEALTH

INFECTED MORE THAN LED TO DISRUPTED ESSENTIAL HALTED
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GOOD HEALTH
AND WELL-BEING:

WHY [T MATTERS

e 3 GOOD HEALTH
- AND WELL-BEING

4

An additional

18 million
health workers

are needed,

What's the goal here?

To ensure healthy lives
and promote well-being
for all at all ages.

Why?

Ensuring healthy lives
and promoting well-being
is important to building
prosperous societies.

However, the COVID-19
pandemic has devastated
health systems globally
and threatens already

achieved health outcomes.

primarily in
low- and lower-

Most countries, espe-
cially poor countries, have
insufficient health facili-
ties, medical supplies and
health care workers for
the surge in demand.

middle income
countries,
to achieve
universal health
coverage
hy 2030

The pandemic has shown
that in rich and poor coun-
tries alike, a health emer-
gency can push people into
bankruptcy or poverty.

Concerted efforts are
required to achieve uni-
versal health coverage and
sustainable financing for

C



health; address the grow-
ing burden of zoonotic
and non-communicable
diseases, tackle antimi-
crobial resistance and
environmental factors
contributing to ill health.

What progress have
we made so far?

Progress in many health
areas, such as in reducing
maternal and child mortal-
ity, in increasing coverage
of immunization, and in
reducing some infectious
diseases, continues, but
the rate of improvement
has slowed down, espe-
cially during COVID-19
which is overwhelming the
health systems globally
and threatens health out-
comes already achieved.

How can we achieve
these targets?

Ensuring healthy lives for
all requires a strong com-
mitment, but the benefits
outweigh the cost. Healthy
people are the foundation
for healthy economies.

Immunization is one of the
world’s most successful
and cost-effective health
interventions. While vac-
cination coverage among
infants increased from 72
per cent in 2000 to 86 per
cent in 2018, an estimated

19.4 million children did
not receive the essen-

tial vaccines during the
first year of life. In fact,
since March 2020, routine
childhood immunization
services have been dis-
rupted on a scale not seen
since the inception of the
Expanded Programme on
Immunization in the 1970s.

Does everyone have
access to healthcare?

In 2017, only around one
third to half of the global
population was covered
by essential health ser-
vices. If current trends
continue, only 39 per
cent to 63 per cent of
the global population will
be covered by essential
health services by 2030.

The COVID-19 crisis has
disrupted essential health
services around the world.
Some services have been
suspended to free up
resources for COVID-19
patients and to reduce
the risk of transmission.

If universal health cover-
age is to become a real-
ity by 2030, growth in
the provision and use of

(’;J y SUSTAINABLE
s %) DEVELOPMENT

essential health services
must greatly accelerate.

What can | do to help?

You can start by
promoting and protecting
your own health and

the health of those
around you, by making
well-informed choices,
practicing safe sex and
vaccinating your children.

You can raise awareness
in your community about
the importance of good
health, healthy lifestyles
as well as people’s right
to quality health care
services, especially for
the most vulnerable such
as women and children.

You can also hold your
government, local leaders
and other decision-
makers accountable to
their commitments to
improve people’s access
to health and health care.

To find out more

about Goal #3 and

the other Sustainable
Development Goals, visit:

http://www.un.org/

sustainabledevelopment

LALS
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Challenges in the Healthcare Scenario in
Bundelkhand (Satna, Chitrakoot, Panna) - Personal
Experiences for the last 33 years.

Speech by Dr. Sanjay Maheshwari

A 9T i journey % | Wﬁ, eH address %l H mixed '{'@'ﬂ, because I felt that f& ST #R ﬁ’lﬁ EI|
Fﬁﬂ‘g, a‘faﬁf ?331}! EHFIEQ%I 39 |t A A, =T 3 T welcome you to this region which
is Vindhya region and B9 &7 & 9 f57ai sl cater d & |

Now, my talk which I chose because Vasant and Abhay Ji, Dr. Milind felt that we should be

relevant to what we are speaking for this region where we have been working and whatever

challenges and innovative ideas which we thought, I was lucky 3 IS & 12 Hgi i« T=Hg A
SHTH ST o1 HiehT TeT | T o 3R Teh UE 3T scientist i ) ST 710 it for S 9 3T e & si=
H et ot gl €, SRl St ST A9 Tehell o, T Gehell o1 | Tk A1k €1 o QT Teh =T Sl
off 91| S5 environment &l iy, 51 &9 9T Hehdl %, FR-A" ST ot conference =l W@l %, 3G o |
Teh 331 ‘vTéST %%TI I am in this hospital right from the day one Because we are less people, so I

can I think so we can all hear. So, this is a hospital and of course, rural based health care which
we all are talking about and we seek, @I@,T—W %9 data & @I % #4914 I am a cancer surgeon,
neurologist at Tata Memorial 3 T o training g‘s‘l I dlg, I chose to work in various role
models. First, initially, in Madhya Pradesh and in Guna and then Indore for very short span and
then Hoshanghabad & 9 Ueh S8 ? TR, Tl W Mission hospital 21 98f W I have been for last
32 years in this. It’s a beautiful hospital and how do we see the challenges in grooming health
care and 3HI future perspective 1 &l Fehdl © ? Because you are all come from different sections,
different places. R rural place S challenges %, 3kl Ueh 3= experience gH AN Al B R,
Sifen S 37T &1 scenario €, ST &S ! condition 8, ST 31 I decade, HaeTd 31T -s<id 9rel 41
ol ST, o 39 i Gehdl & S8 T Wl Gl ¥ F&f W 3 § Hla-shda i w2l o S o, S 31 o
<ol fore o o <7l € 1 @ Roads &l &1, G0 STt o1, dacoit-infested area &1 3, 3R =t e, i hde-
T TR U ' population, FTHR! T HFd & I AT 2 | o A ST S 3Rl 31 fog @1 §, W

3l g3l 2 3R this is a group of chain of hospital which I manage as the Trustee and Director.

We have Bombay hospitals in Bombay, Indore is the recent one added and then, what you are
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seeing here is Priyamvada Birla Cancer Research Institute, Eye Hospital, then in Birlapur, the
new clinic which is our very prestigious in North-east in Jharkhand. This is also very old
hospital where Mother Teresa, Satyajit Ray were treated. And we have established in 2008, a
state-of-art cancer care. Because I was in the specialty of Cancer. I thought that there is a need
for cancer and cancer treatment because tobacco-chewing and tobacco in all forms was consumed.
A, B GreX T H THR! R 3R LT 1= 51 2 & FAR H| for the first time in India, we
established a cancer care center on the ground and with lot of money Al 3T i %, ol 3R ﬁ'@
ﬁqﬂﬁ% | ST H 37 T, Wﬁqgﬁﬁ:lﬁ?@'@ block | 3R barren land. Fﬁ, wmm%tﬁ challenge
€, U] fohe e W T T ? o S 3 <& € 3, A A 39 ¥e W R 3 § S qE e 3R w91 e
el § B9 S A SHeh! e ek oehd 3T | ol 3119 3 2% W@ € SN aerial view €, T9H 31196kl Teh i oM
foF e T R US ol oFTHT 9T 3R T oxygen I cylinder e, S cement city & Fa=T 1 I,
T 3R S & T1Y-91e TS 3R TS ohl BReh Ueh 310dTel o141, i foh Teh 3197 3719 § U island
2, TS, T1 HH B, TLRIeT ToTehl & 31T THH HET STei-Set X Ui o1 ST 3K 48 degree temperature
ek T AR USH 1 ST o Uh 5B 91 hell € | =il <Kl UTei1 9l @ SHeh! | a, & SHfeTe Smaen! 3 e

e el "{ﬁﬁ as a cancer surgeon where we do lot of pancreatic work, we do lot of lung work and

Dr. Milind is kind of, witness to the new neuro-surgical unit which we have started. We are
starting a cancer cardio-thoracic surgery and cancer <hl state-of-art, S 1 é’@ ®E THRT
solar plant %, 3R A aerial o, 3eft == drone-photography <l HIED el g3l % 113\1 | 3R ek ogd R
2, Aifeh 2, Tiieh 1 8 complete a1 ST €, & ot Tk important 91 & | a1 & fyds smgen! A fewm & forg
for &1, 5o % o forw = femeln S, 37R 39 solutions, Adeid there are lot of problems and challenges
which we see in rural-based model and then, ST fof 4 39eR! s for 311 ¥ -9 916t 98
qrh b S BRI Qﬂ T 3R 378 doctors AT, 33! team I create CICIR 3 challenge %ﬁT ‘%I

3 innovative ideas ¥ o FWehd & | S, FHH 3N FIH AN S 2, A 39 HI bl THS Tohd @ % tribal
belts Fl challenges T SR W ¥ el oG & &! o, A & THT Wehell & b 7! difficulty 1 gl | T

1 89 tele-medicine center for the first time in North India, we started. 9HR 9TEd, T 3! S
redl iz this idea was from Dr. Pratap Reddy, I took. And way back, SId Aviation science 31, a
cardiac care % foT wamg i@ Hied chip [GETY 3T A1 dl I met Sangeeta Pratap and Preetha in
Hyderabad and thought that can it be brought to Satna ? 3R ST ¥ IgRE " tl%ﬁ, %‘?Fﬁ“ﬁ 4 ISDN
line TR tele-medicine ! Tgel cardiology conference Tl H il ot 3 ¥7&eh tele-medicine ¥
Dr. Daga el Apollo, Chennai T connect T o TH @ 1 And this was of its own kind, even
before Indraprastha. Pattern or outline presentation ar dgd e Ed| %, wfeR %T, P messages # é’ﬂ
H]%}]T, %Y challenges S face U S TH @ face YA %, 3IG% SR | 3 -1 carry-home
message B Fehd & | A {59 TRe ¥ §H @M training % program T&d €, 39k IR H § STl =1 W@ § fh
T= Y 3Md ©, THal class & §=1 S MR, e, WREH STH Hd ¥, child labor &=, 3kl &H i
4800 &= I health care ff, tele-radiology ff, tele-pathology 'Ef, radiation technician, pathology
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technician, front offices, Hddd ool feransti § Sl train foFa 3 7T 9 =9 Medanta | %I 3T S
CE] Elé‘-ﬁ% institute ﬁ% GﬁT ™ 3S I e ﬁ%\ 1 A g THhI experience share HER Sﬂﬁﬁﬂ
o | Ugg e iR =1ei Hret st Yarsii @i condense AT Milind 3 R &l 584 difficult task &= 21 ar, &
Milind ¥ 3 & 99 T A1 fh Cleveland T experience IR [BEETA % experience % ¥ Uge e |
condense o3 < et %? a E@ﬁ W, CANNETG] %&! And come to Satna and she appreciated this
program of child labor training program. We had done a lot of futuristic things much before
time. Probably, hope there are no politicians here. But yeah, people are connected to politics. Fﬁ,
P A Rl STod! THE T 1 A1 2, F <A 6l R W TH T AT 2 | AR &, THem i gt v s
TWE § S Wi 3 == TH Y Hehd %, 1 AN strength %? Rural health care & T | strength
is big data which goes into irrelevance because people don’t have time. And the worst part of
this huge data goes as a big waste when in 1996, for the first time, the UICC S g3, T Cancer
Congress ‘iﬁ?ﬁ %\ world =, dl Tata memorial # # 3R Dr. S K Shrivastav who was head of radiation
oncology and was 9igd then addressed head, who became later on after Director, al °H IR qa
data T compilation and digitalization f=T 1 And I can tell you one of the biggest task which was
already taken by any of the institute in India was Tata Memorial at that time. ifer famm
digitalization % world does not agree, world does not remember you and world will never
remember you to do anything on Earth. 37X 39 < digitalize TR ﬁ, data 1 319 ElﬂTQ"ﬁ =|€"T,
ar dgd difficult %‘l S and then, this slide I just put it fF knowledge i 3R 31 spread BT
?ﬂ%ﬁ, you don't want to dissipate knowledge or spread knowledge, then we are nowhere. We will
remain what we are and we will remain after 40, 50 years same and that is the biggest change
which has taken place with the information and technological uses of newer sciences and
documentation was also very important, which I will emphasize later on. Now, what we did in
our place and what are the things which play an important role now ? Sensor-point technology
has become very easy now. You are all using, EH% al WhatsApp g\T, ?H%Eﬁ?ﬁ off "&?l | ?ﬁ, 3G uses 3T
31l §H I U start-up T 3781 HH FR ® B, dl © virtual Hdeld 981 W pathologists Tl SEd & & |
And robotics, we demonstrated this to Government of Madhya Pradesh and Government of UP
also o virtually, 379 breast biopsy, liver biopsy ™R T 93 o Hehd ¢ | Patient need not come and
his histo-pathology report also will go to him after being diagnosed what it is. Fﬁ, man-less
pathology, man-less radiology you have seen it during COVID time. Man-less or doctor-less
hospitals, like what you had seen in tele-consultations. So, these things became reality but yeah,
3 W A S Gl 98, -9 A 9 € T Wehd o o 3R, SRR Wies @ €, @ gHeh! o S g
q@?ﬂl a Eﬂ% W 9 9 TETs ST, ool STY, =1 9a+1 81g, Fifeh we have lot of drainage from this
area. T Robotic surgery % sI€, 3R technology %l explanation ¥ FET AT =&\ =gl foh 319 2@ Toh

%3'{:@? applications during this Covid time. But yes, there are far-forged, much more applications

which we will have to see. Now, =1 81 -1 &Y Hehd ¢, 9% aR H § 3T just T S-G9 dif
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T =t & S TR Siae o S 7R, g S ST € SR R, | o ¥ tumor, 66 kg tumor which we

removed from a patient’s belly. So, 66 kg is an indication & people don’t have money and people

don’t have health care facility. This patient came to me from Sidhi and you can see, a, a huge-

sized tumor patient with 101 kg, I'll show you a small clip later on because FId T TG T=TT
&R surgery is digitalized € TR U | d data & TR pass ¥gd 51 WeR , 5@ f& IR generation T8
el €, @ Fehell © 3R surgery W science i 3 & ST Hehell B |

T T TR S 39 ORe & tumor i IHT IH Fehell 7, A T HRUT AT 7 6 & rural based
health care improve T A Uch %’qﬁ foTe 37t indicator ? A TSI time TRl g31l, 2005-2006 Ed|
Tq’lﬁ%ﬁ?a?ﬁ 3t ?}, Tﬁ Eiziical ﬁf%\, 3R she took me to Guinness Book of World Record. This is that
80 centimeters of huge tumor data. This was when I was slightly young and the tumor was big.
And you can see from the first time, she smiled on the second day, so that smile is the evidence
base. Not on second day, but she comes every seventh for a review and you can see that she is
there in that our hospital in Sidhi. Now, I call this as a Rubik Cube coin term. # HE 9R =t i
EASICER| IS h\'{:lT e S Rubik Cube Sl %, 519 3 = colors %, Th-Ueh facet WX, D% facet % 3R
A 88 Y3 S pivotal B, A life T SIHT determination & | G &M different fields ¥ €| THR Trea
health care 3R Tt care I G ok € 318l T H | 3R 31t i o1 @ € % he is advisor to CM 9red
of Andhra Pradesh. 1 3 %&1 &, T A AT € VAT & Fel-F-he! 37 ToR-aeR-TUerR 9t 8,
et T 319 gHeh! STEI © technology 1 3 o ST w1 3R WIE <gaTe A9 Tled = S technology 3T
T I Tt T 3R TSRISTS sheiieeh ol € | Al St S+ 1970s B {3 o1 36 weh wgel @€l drer g off education
3R professional & I, S &1&< 7T, TR a1 ¥ S 8l %4, lot of [ITians, [IMs, bureaucrats,
politicians, doctors, professionals, engineers, 94 IR RE Gy EX3) 27 I BT W S 1?|§"€|T€|T %, ETeee|
Tft T g TS T 3R T Sl S gt H 3R e w4 €, A Wl € SR AT B A 9 €, A o
T Wkl § foh bamboo i shoot ¥ el # submersible pump ¥ U ferer arer fadk 3 € et &
T B, SR HIE T o Tehall |

1 31T 3 hall H 37T I1E R U 3! TR i, A 31 Qe h7e foran €, g & oeh! <l @1 §
& 1 scientist F& ITCHT, ST ARG 1 11 A 376 T3 Tk R Scl, W, IR &l Wehell € 12 Al 379
‘SR O T S © 39 | 519 A 99 @ A1, 99 i o1 @ |l 5 a1, AN, 3" 39 SHE H 3
TIRE FS A Tl § | 379 g T tension H €, ITH slide H el e & anft 1 4 #4 2006 H first tele-
medicine center of North India EHFI\]%I?&IT g1 1 ISDN, =R ISDN line TR airport W inauguration &
AU 3T 9 AR CM Ured | 99 T4 39eh! uid e Ul 3R §7 wel-9ed | 3 78 technology ©, 319 J&f &
I T S Y Tehdl & 3 BEX1E ST hY Fehdl € | Al A oiet, Sfefed WEd, 379 time waste W R €, F9
TEI BI € | el STeal, TR ST SR SR Wil Shre @ | 8§ af S0-a1 off 78 7, e3-w o e | A et R 5w i
Eﬁﬁéﬂ,ﬁfﬁ?%ﬂﬁindustryaﬁwﬁﬁr@ﬂl We are cement makers of this country.?ﬁ?mw
@ < T, AR R o1e o 99 Al fera el ofR 69 e, sir, 319 9 o <ifST 39 technology |
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@ ot 9, SRR Wied, A Ua i 39 country T @l € 7El Wehdll AR 91ehE 5| B, A 2017 I 1 I WI T
3R, 3R S/ COVID ® | g doctors © firds &t & a1q o2 @ o, e 1, B oied R i1, 69 = 5719
w4 &t 2007 |, T ArEl-wh I o o, 3R drer-w forerst i s o A Rl g g

Science =1 3R 1T =&l T, =E o hrg ot &1, =¥e, i, @ 9 difficulty © 3R rural care ® af
agd hIHl g, agd Hed 1 TR, ¥ o1 9l scene & 5 {4 Apollo, Chennai o wEel 9R tele-medicine
ISDN lines, 3R <€t € 3ot aRe A [ laptop &1 319 €l G Apple TRE 31 T €| I Tk Falg & < 89
AN I % W training H A 2 3R Shs § IHH Teh hIE Hd 2 | Al 39 9= o, ST child labor 9 %,
3l RAM % SR § J@H1-sT, GHET 3R SHe& a1€, we started this skill-development program

where we trained youth and they celebrate, we have some good times with them, we share jokes.
Under-privileged T %, S % child labor 9= & 31 Hi« 4,800 T TH train I ﬂa? g BITS,
Hyderabad Ed| campus T g AT %Y, who was earlier here, she joined. AT A immediately

molecular biology <bl, she was in Ranbaxy molecular biology o 3 qHHA Hehdl & T Sl vision
ot foh =®T W molecular biology %nqs*l, AT H | Fﬁ, she was first one to join here. She was Suman
Maheswari, she was my relative, but she became Suman Kapoor and after, she was in BITS bio-
technology, Hyderabad campus. Now, she is no more. She died four months ago. She had a
Conidian tumor. ¥ al = & Sl Ygell 9 é=r T 93 91 ¥ 4R child labor S 5§ U8l A ﬁl*_(ﬁef, science
T ERl A S admission T @) Fﬁ, all the kids when they go outside, we take their personal
interview at my place f& 3TT9ehT HET T TGl %, T HAN Y ? Fﬁ, ot =INT T excitement ?f Hehdl
€, THHT ST 1Y A T Wehd & foh S0 57a BT T, ST 3 Ugell aR 2EeE § Y, i 39 1 T o 3
railway Teall IR é'@ﬁ g7 ar E@ﬁ qehs 4 train Teall IR é@ off | 3R gl 9K BITS, Hyderabad campus
T A @R T, I ST 3R Teh TR experience 3R 39 <@t W al smile 3Yeh! A drd 2 6 39 o= o forw
319 <l dggd S DIl %, Generation Next % fore e %, 3‘@5 HIY programs T %1 This is our
Cancer Care, a beautiful cancer care we have created. Gl Er R programs El'ﬁ'{'ﬁ' T % I = Fﬁ"T,

trained %ﬁ 7 community college ﬁ, different types of courses we run and we are running this

skill development program much before than it was declared by Government of India. 3R STl
3To1 T4 1 W8T © | 4,800 &= ol train 331 € 3R a1l 19 &SR =4 UP government, I e sit

ﬁﬂ%ﬁﬁﬁ‘&% | Fﬁsﬁfﬂﬁ, we are starting some 20,000 upscaling, €I program W%Wﬁﬂﬁﬁl Our
different sources are there. Of course, few of them have, we have added many more courses and
this is six months to one year and then, the subspecialty program which we do it. I have 5
minutes and I just run through the slides because I really don't want to, kind of, these are all
things which you have seen in various hospitals in nursing. But this is basically, not a nursing
course for skill development program which we are doing. And just running through, they
celebrate their victory of becoming graduate. It is through the ceremony, we give them and
various people from universities, ST 31 Vice-Chancellor ‘% Wffﬂ'ﬂ %h‘, al certificate % T%%, s st

These are the kids which are a new batch and this is with the certification program. And now,
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what I just few last, few slides are remaining f& how do we really pass on the weigh men of our
knowledge to the next generation. 3qH performance % Sl review %ﬁ 98T, it has to be done by
people those who are, Sl policy makers %\, EECISEC) f %, el EI%-EI% 3?!%% ELS %, IS HHA Hehel ??,
e n et request 31X 51 I humble submission '{%"IT f&k please include people those who are from
that local regional area also. Tifeh ST Sl experience %, EGCAS| challenges %, MK Ell | ElRG %I
T'ﬁ, %H% Dr. Milind ‘Eﬁ, ql Cleveland | 3R &t THY 3T TG %, G challenge 3R gap Ell Bl 3eH w9
bl €, S el 9 Tl T A1 81 Ui T IR | 3R S el TR 1 AT el 2 3R S i R W@l 8, S
R Y 93 I policy S Tehell €, AT ST TeU AR IUSH! dehelth 3R 3T challenges T THI,
ot firk oret 1 ST THE Tehdl €, Tel ol Tiid o | F SRt 31t Yeoe ST 8§ Reige S | IH @ o,
Fﬁﬁ%é@%@ﬂ@@ﬂﬁ@ﬁﬁ%ﬁ?ﬁ?@ﬁﬁﬁ 39 wife &l cataract @t surgery FHUF ITH €S
% TN G Y TR ST 2 |, T A BRI < 3N 7 | gd ot ¥ H Ief W E, O o H A ue A Uh-geR
Wﬁ%'@l%l SR important € ? o 3 21 fiak 3 A9 IR s o @ fF @ W over-emphasize
X TE E, M9 TH << ) THE qE | 3R S g generation W S €, S carry-home message €, @I
vision gd clear BT TRT 3R long-term BT =&Y | ST 1Y Fel TRT el W 43 g L ik I vision
transmit g3 from TSN 3R 394 Teet 4 3S=ei dRam e STt & & 70T, 3R Sqeh oG AT i
Generation Next ® =e o Vasant, =€ Dr. Milind, 9% Dr. Abhay Mahajan S €f o1 Se! e & =1
W%Wﬁ’ﬂ?ﬁﬂé, ST 3197 T Arl W@%I Fﬁ'&generation ST 319 pass WETQ"PI, a
IE B Hehell & o 89 Tk S8 WIaSH & ool o §ohd ¢ | 3R training ¥ S AR &84 rule a9 f%
3R G &= &l traind HE 2, A MYl HUE-F9 T cadre resource, 3T trainers o SEd Tl
Rule of thumb ‘%I 3 doctors <l =T ST S| LeH a ﬁ, ™ TR W # 9 TR surgeries hdl if} ™
department o every year, which is a heavy volume. I - 113‘1 Ueh leadership Ed| training
B! =8, leadership & quality Sl develop ST AT | A1 & THIS I S €, 3R 92-92 institute
S 2, 9 BF =18Y 3 medical hospitals § Wi € ol U6 FHM & WU-HY 304 39 o9 & 9k § ff
@ ST | Rigorous 3R A =St § S6fT St <1e @1 % foh el W 9ga R doctors &, T was expecting
there will be some, lot of doctors. 31X a1 3 2 3 ¥t 9t 3WR U result T analysis &, d TG TR
IIFT‘@'{'I 3, Fifeh most of the doctors, they don’t want to be evaluated. 3R 319 EECal Eﬁ?‘lé% S
37=S1 I el F ® ¢, dl 9 9 S 8 ST ©, 31K as a Director, I have seen 3 &l /-9 i 379 diel
T for W, 319 O case | infection B 71 ®, A dieill WIEs, 9 ol ST ® ¢ 3M9% institute H &
problem @ 3 39 S Director FHH! AMRT & &1 | Al T4 I g At +ff fg@rt gedt €1 Keeping pace

with technology, yes. We have with Illinois; we have with various IITs and we have developed

nano-particles made bras for cancer detection. For the first time in the world, we will be
distributing more than 10 lakh bras which a lady can wear and I H WY i %‘Fﬁ message 31
ST foh she has a nodular disease or not. This is a real latest technology because breast cancer
load in this country is increasing. 31X simulation planning, this is all over-emphasized. We have

everything now. 319 317 India H S policy makers €, 37! {9 & &1 =& o 911 &9 &1 research
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T $B Hd € A HT AT A FS allocations HIH TET 31 ST promote F 2 F ek T | Taerd et
S-S DST | Rl S[a-9d for e 3R Srqae vt <7t F off @R veet o, forsr ere aree @ oft o1 6,
3R 319 rural based model % doctors <l promote qﬁﬁ 3R 31 ﬁ:rﬁ?big cities § IITs 3N IIM <A1
?Tfundé?ﬂ%"}f, al W'&ﬂﬁ?ﬂﬁﬂl%ﬁ country 1éf<‘=v|§‘dimprovement%ﬁchances HHE TR periphery
T 3 & g2 | S R R R, IR S U= S9! | 3R AT o 96k U 9, S 3R 9R 9 9 o
& TR ! Y, BHR! <l Tel, A T 2@ §37 €, T 89 oied @ € | <l WI-HiTert ook T & 3R 32 forell
Tét | wIrg & € ek © o el TR 95 W research B € 3R TUR life  F® UG W wl W ? o o =i @
TTTHT%, W%@Wﬁ, IERC| ﬁm%%ﬂ@ﬂﬂ?ﬁrural base ﬁwwama%ﬁqm%, aa
fireren @ f% o1 technology @1 st #, collaborations I ot &, 3R STea! W Secl Y R gEd whorshi o
IR 39 31 €, oA H W st T €| A H W B ol ot 51 Wehell € 1R tumor o e e €|

A 3 2 AR TR WA R TR ASH 519 exam H 8 51 70 TRe o Wil € AR e o I feharait 1
T A1 8, ST Haerd o € o wrerct af S o R ot 8 3 g o e od § | 3R 39 @8 W notes o
o N ST o1 1 | A 3 R T 33T 2 31K TR Rl Ul € 31K Ge W @1 € ANl life goes on and my wife,
she is also a surgeon and lastly, I want to say, probably SDG T Sustained Development is one
life time and probably, is & 319 3Tkl TGS At il 3H T Ul & foF 3w € 3R Fel &7 T @ el e T,
of%h R % HIF o fh BH, AR a1e1 3% SHN R, BH stressed &1 7T & 3R h1H &l 81 91 @I 2 | 379 Tt <A
! B 39 99 1 G % Y, 3R patiently, IS time SIST-T1 FH o, Ak H THew § 3 3FR 319 ac
ar & W@ﬁﬂzﬁﬁﬁtumor T fe Hendl {Gﬁﬁﬁm a1l

-

Dr. Sanjay Maheshwari has been working in the field of Cancer Surgery, Urology and
Laparoscopic Surgery since 1983.

For the last 40 years have been mainly working towards developing health care in the
Rural Setup in Satna for the last 30 years as the Director of the Institute.

Great opportunity of working closely with Nanaji and his Health care Arogya Rural
Project.

Started State of Art Cancer Care about 15 years ago at Satna and Skill Development
program 17 years ago.

Involved in many Social Organisations and Innovative Initiatives in Health Care and
Cancer Genomic Research

Trained at KMC Manipal/ Mangalore and the Tata Memorial Hospital, Mumbai as
well as in the US and UK.
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KeyLessons from GOVID and the challenges going forward.

Dr Satish Kumar, MD; MNAMS; FIPHA
(Adjunct Professor, IIHMR-Delhi and Ex Chief UNICEF State office Rajasthan, Tamil Nadu and Kerala

and Ex Advisor (Public Health Planning) MoHFW, Govt. of India).

I deem it a privilege to participate in the Second International Conference on Sustainable
Development Goals (SDGs) being organized by “Deendayal Research Institute” in Chitrakoot and
speak on a very relevant and important subject related to the lessons learnt from Covid 19 and
SDGs. I consider it my auspicious duty to pay homage to the memory of Bharat Ratna, Sh. Nanaji
Deshmukh on his 13th death anniversary today. He was a great patriot and social reformer who
founded this Institute inspiring millions of human beings to work for the larger societal cause.

The subject of today’s discussion is not only relevant but also extremely important. In a brief
period of last three years, the Covid pandemic has adversely affected all dimensions of development
- economic, social, cultural, health, education, travel, trade or infrastructure. The adverse impact

of the Covid 19 pandemic are apparent at all levels in society - international, national, regional or
local. The progress of all SDGs was affected, but the Health related SDG (3.1; 3.2; 3.3 and 3.4.) were
worst affected. Broadly, these Health related goals commit to achieve the following by 2030:




— Improved maternal health and reducing Maternal Mortality Ratio to less than 70 per 100,000

live births (SDG 3.1).

— Improved child health signified by reducing under-five mortality rate to less than 25 per 1000

live births and still births to less than 12 per 1000 live births (SDG 3.2).

— End the epidemic of AIDS, Tuberculosis, Malaria and Neglected Tropical Diseases (SDG 3.3)
and combat Hepatitis, water borne or other communicable diseases; and
— Reducing by one-third the premature mortality caused by Non-Communicable Diseases

(diabetes, hypertension, cardiovascular diseases, common cancers) through prevention and

treatment and promote mental health and well-being. (SDG 3.4).

The rapid spread of the Covid 19 pandemic in different countries disrupted delivery of routine
and emergency care of non-covid morbidities, exposed their health system weaknesses in terms of
poor disease surveillance, deficient human resources and supplies of drugs, diagnostic facilities
and equipment. More than 6 million people died worldwide on account of Covid 19 pandemic and
many continue to suffer from post covid complications. Routine maternal care services in many
hospitals were discontinued and safe hospital deliveries in a few countries like Burundi fell by 60%.
In our own country, beneficiaries under Janani Suraksha Yojana (JSY) dropped from about 10
million in 2018-19 to about 4.5 million in 2021-22. Even in developed country like USA, maternal
deaths increased during Covid pandemic compared to 2018 and 2019. Covid 19 contributed to 25%
of maternal deaths in 2020 and 2021 (CDC data ). The pandemic exacerbated the effects of social
determinants of health factors such as access to care, transport, technology, living environment
and employment on maternal health disparities. It may be pointed out that about 12% of pregnancies
worldwide are associated with complications which require specialized surgical and or medical care
which can only be provided in referral hospitals. During the Covid 19 pandemic, many hospitals
worldwide suspended or could not provide services required even for severe non covid morbidities
including emergency maternal and obstetric care, resulting in many preventable deaths and
sufferings. Also, Child health services, especially immunization coverage, experienced serious
setback. Measles immunization was suspended in 22 countries. In India as well, Child immunization
services suffered and a few studies report the drop in immunization coverage specially by MMR
vaccine by about 25% and decline of routine antenatal services by 22%. With all schools closed
indefinitely in 143 countries, 369 million children were denied their daily school meals. All these
events seriously affected the progress under SDG3.1 and SDG 3.2.

In the field of communicable disease control (covered under SDG 3.3 ), the essential medicines
and diagnostic facilities needed for HIV/AIDS and TB patients was disrupted. There has been a 25%
world-wide reduction in TB diagnosis within 3 months in 2020, which may increase the TB mortality
rate by 13%. In our country also, the active case detection and treatment of Tuberculosis came down
significantly. There has been interruption of about 6 months in the anti-retroviral therapy for
patients living with HIV in Sub-Saharan Africa in 2020 which could lead to an additional 500,000
deaths.

Routine and critical care required for patients suffering from non-communicable diseases
(NCDs ) were most seriously hit due to Covid 19 pandemic. It is well known fact that patients with

co-morbidities like diabetes, hypertension, cardiovascular diseases and cancers are highly
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vulnerable, with high case fatality rate due to Covid 19. NCD services in 122 countries were almost
closed during the Covid 19 pandemic with outpatient services severely disrupted in 59 countries
and stopped in about 4%. Patients with acute coronary syndrome, cancer care, immune-suppressive
therapy, tumor resection which required specialised patient care in hospitals could not get the
required care and faced serious and fatal consequences. During the Covid 19 pandemic, hospitals
worldwide cancelled more than 2 million surgical operations and indoor admissions in the All India
Institute of Medical Sciences Hospital in Delhi fell from 2.6 million in 2019-20 to 0.9 million in
2020-21. These events retarded the progress of work to achieve SDG 3.4 related to reduction by one
third of premature mortality due to NCD through prevention and promotion of mental health and
well-being. Routine population-based screening programs for diagnosis and treatment of NCDs
and common cancers rapidly declined in coverage during the Covid 19 pandemic in our country. It
may be pointed out that the age standardized NCD mortality rate fell from 613.3 per 100,000
population in 2000 to 478.8 in 2019. According to the United Nations SDG report (2021) in 2021,
if the rate of decline had remained stable, Australia, New Zealand, Europe and North America were
on track to achieve SDG 3.4 target of reducing premature NCD mortality by one-third by 2030.

The devastating impact of Covid 19 pandemic on human health and development, if expressed
in financial terms, has resulted in more than USD 16 trillion loss to world economy. In the recent
past, economists working on financing for SDGs revealed that different programmes launched
globally to achieve SDGs targets face an annual shortage of USD 2.5 trillion. These facts provide
compelling evidence to believe that SDGs may not be achieved by the targeted date unless we get
extraordinary financial and strategic inputs to bring about drastic but innovative course corrective
measures to remain on track in our journey in future to realise SDGs.

Although, the Covid 19 pandemic, in a brief period of 3 years that followed after the first case
was detected in December 2019, caused great damage to human lives, health systems and world
economy, it did teach great lessons to health professionals, political leaders, scientists, administrators
and ordinary citizens trying to face the challenges posed by the pandemic.

Very briefly these learnings belong to following broad areas:

Health System: The Covid 19 pandemic exposed the inherent but already known weaknesses
of health care systems in different countries This includes poor disease surveillance system,
inadequate human resources, drug supplies and equipment to timely identify and deal with the
pandemic. We began our fight against Covid 19 pandemic when the virus had already widely
spread. The disease surveillance system was found to be weak and health system was not able to
cope up with the additional load of patient care on account of pandemic. In other words, the health
system of any country was not found to be a Resilient Health System. In future, we need to set
up a resilient health system which is characterized by:

1. Strong primary health care principles governing delivery of care.

2. Robust disease surveillance system supported by essential lab and diagnostic facilities.

3. Adequate investment in health sector.

4. Improved infrastructure and human resource capacity to deal with shocks like disease pandemics,
natural and man-made disasters without disrupting the provision of routine services.

5. Equity focused approach in delivery of health care service. It is essential that pre-existing
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disparities and inequities in the society are addressed by the government while attempting to

develop a Resilient Health System. Also, use of technology will be critical to develop a robust

and resilient health system. Tele Health will play a dominant role in future to extend the
contents and coverage of health care to remote and difficult to reach areas and also to impart
quality training and capacity building of different categories of health professionals.

Covid 19 Vaccine: The pandemic demonstrated a paradigm shift and unique professional and
political capabilities to develop Covid vaccine in a record time of 326 days. It has never happened
before - the process ranging from genome sequencing to getting approval for vaccine use in human
beings merely took even less than one year. The process of vaccine development even during
emergencies usually take many years. The lesson that we learn in this context is that nothing is
impossible to achieve for larger interest of humanity under the competent guidance of professionals
and dedicated political leaderships. But we also learnt some important lessons related to unequitable
distribution and allocation of Covid vaccine to population in different countries. We also saw
politicization of Covid Vaccine leading to false advertisements of vaccine inefficacy and side effects
resulting into Vaccine Hesitancy amongst certain population groups. This adversely affected
vaccine coverage levels in many parts of the world.

Governance and Leadership: The Covid 19 pandemic provided very important learnings in
the realm of governance and leadership. It is the dynamic, people sensitive, flexible and evidence-
based leadership and governance system that can effectively deal with pandemic. Administrative
and governance policies related to travel, lockdowns, closure of schools, use of masks and booster
dose vaccine and priority groups for vaccination had to be frequently modified based on emerging
evidence.

Lockdowns and closures: It did affect the rate of disease spread, provided lag time to develop
hospital infrastructure and diagnosticfacilities but alsoled to economic downturn and unemployment.
The one important lesson that we learnt has been that there is no trade off between protecting
people from the virus and protecting the economy. No country kept the economy moving without
controlling the spread of the virus. The inverse is also true. Countries that struggled to control the
virus suffered worst economic outcomes. The size of fiscal stimulus did not matter much. The
ability to solve simultaneously both the problems -the virus and the economy — did.

School closures: Children suffered most during prolonged school closure, especially children
belonging to poorer section of the society. Online learning proved to be a poor substitute to direct
teaching and learning practices. Students learn more effectively if exposed to direct face to face
classroom teaching and interactions with teachers and friends. Kids have not still caught up with
lost learning.

Local participation and Communication: Programmes and policies to fight pandemic are
formulated by the Government at higher levels but find expression on the ground only if the local
community has trust in them. Large scale inter-state migration by the informal sector workers and
labourers from small scale factories during the lockdown would not have happened if these workers
were fully involved in designing and implementation of policies related to lockdown and closures.
The fundamental principle of Primary Health Care clearly mentions that participation of local

communities in working out plans to mitigate the impact of pandemic and disasters is necessary.
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This was not adhered in most cases while planning and execution of pandemic management action
plans.

Repeated interactions and communication: With the community is essential to develop
communication plans to empower communities to fight against the Covid 19 pandemic.
Communication is critical to elicit effective community participation and bring about desirable
changes in behaviour and attitudes of people related to Covid 19 management. Clear, evidence
based, action-oriented messages using appropriate channels of communication -electronic, print
and traditional or inter-personal were found to be most effective. Developing appropriate “Risk
Communication packages” remains a very important task for communication experts supporting
Covid control programmes. This will ensure that unnecessary fear and panic is not created in the
community related to the disease pandemic, vaccine administration and disease containment
guidelines issued by the Government from time to time.

If there is one overarching thing that Covid 19 pandemic has taught us, it is the need for
humility. Orthodoxies from past decades have been pended and the need to continually learn has
never been clearer. Whether we experience the problems again posed by pandemics in future will
depend upon the investments and institutions, we build. It is strongly urged that we need to

substantially increase our investments in health and the government must allocate at least 2.5% of

our GDP to health sector as recommended by the National Health Policy 2017.

Dr. Satish Kumar has more than 80 publications on maternal health, chilh
malnutrition, water and sanitation, Micronutrients programme, Urban Health and health
system Research and Health Policy. He is also a recipient of Dr B.C Das Gupta memorial
oration award by the IPHA. Dr. Satish Kumar has also served as a resource person on
many National and State Level Committees. He is also a member of Project Review Group
(HSR) of ICMR, Delhi.

Dr. Satish started his public health career in the year 1975, by contributing to the
WHO Small Pox Eradication Program in Bihar for which he was awarded a Certificate
of Merit. He joined Institute of Medical Sciences-Banaras Hindu University as Lecturer-
Preventive and Social Medicine in 1979.

In 1990, he joined UNICEF as a Project Officer, Health & Nutrition for West Bengal and
Assam. In Aug 2000 he acquired the position of UNICEF Chief for Rajasthan, Tamil Nadu
and Kerala in the year 2008. He served the organization for over 24 years. Thereafter, he
has been working as an Advisor Public Health Planning, in NHSRC, MoHFW since 2014
till his retirement from the post on August 31, 2017. As Advisor, Public Health Planning,
he was actively involved and led the process of developing the National Health Policy-2017.

Since October 2017, Dr. Satish Kumar has been serving International Institute of Health

KManagement Research, Delhi as an Adjunct Professor.
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An Action Agenda for Reducing Mortality
and Ensuring Disease Gontrol

Speech by Dr. Suraj Kumar

el 9 U =t T2 €, A H oliet Hald § e IR | A S Wi 7, 9! 918
o share & ST wfeh 30k St 9 q&A fig €, Rk 39 | & 1a wem | af 98t |
Wﬁ@ﬂﬁﬁmmé, reducing mortality and ensuring diseare control,
A SDG 3 I IF 1 f&Ed 2 | ek 56 A T 21 3 S W € SDG el e € 3R
STef TR BT BT §, S99 Al g8 € | 8 A United Nations Headquarter & ground ¥
o= g31 Wit @ iR URT 78 SN hie Afken &, S U tribal AfEe € iR S 7l W
o= <71 ¥eT 8, 3 3o o BT <o | 3 Uk TAR U forewa © | @ &, Teel ward ©
ﬁﬁ%ﬁ@aﬂfﬁ?{ﬁ action agenda aﬁaﬁiamaﬁ, action agenda Fﬁ% ﬁ@@%,
Board Committee report q %3[ el %I i suH o ?ﬁET @-?ﬁ selected initiatives o
IR T ST AT A e IETY T ® but T 379TE & HROT points wise discussion
3R action W ST | A 3 Teh S9IURT =1 & | 64 SIE1 § ot v forell © 3R 31 31
3 2@ Hehdl € foF A 78 A iron ore Tl 31 € U1 § 3R SEeh! Tarees W We g € |
STE] S ! ST6Yd 78l & |l e+ o o1d 3 8 {6 A S SDG 3 Teed ° 9wt §, SEH
TRl f U wgd € Siifed AEe §1 F 56 SE | %2 U1l 8l Tk SDG
vision ST 1, ql SHd ﬁ@ﬂ@ﬁﬁﬁwﬁaﬁﬁﬁaﬁmlﬁﬂsion 3[%
o6 B2 U Il BT aTost T fiyer =y difer s Uk 31 T[0T o TR ST Tt it
% %ﬂl éT 3ﬁ'{ o T\Fﬂl Haoid ST 39 fFﬂ{ afford =Y “v'l%, responsive 3 CEIRC
Wélﬁaﬂm%ﬁ?medmal system TR 3§ 3 AT ST respondm
% | SAfehT community base o responsive and sustainable people centered, 3 9ﬁ€[
% 919 ® but aim @ [ increased healthy life expectancy. Not just 31 El%,
TR ST Y T T[T €, T o A ¥ o 9% | 3 Uk Wl |, WR T8l W S A

%, Al el S 6 Sed el %, but these are the essential services for health

care that our health system is supposed to deliver 3R A delivery system ‘%I
Community health workers 9 A @ S e A SASIERRILCS e Tch dgl 3= 3QTa L0l
B3N 1 3R 3T o1 B9 primary, secondary 3R tertiary level, @fsh &H, firermn 3
B tertiary level %, AW a9 1T load B 1 A0 T LHERCE] pyramid 3¢l (]
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W2 3R W, 25 o7 571 Wit £, 3K S action plan &, 3MHAR W g4 3 2@ b
® f 92 & practical suggestions ® f& institutional safe delivery @, 3 BAR
UNICEF % colleagues = ST detail ¥ TS| a1 39k o) ® H S1GT =76} g |
SR Sl First Referral Units %Tﬂff CiCaR| operationalize foF3I ST | 3R Primary
Health Centre 24x7 M i, Adod STH 9 81, X 81, anaesthetist 8 X-ray
Machine &l 3R Tch BiE-E Dispensary IED TH level W A 311@ ITh FW
T‘@\_ﬂ:ﬂq@ Sﬁ'{ﬁiﬂﬁ%ﬁ%ﬁﬁ%ﬁﬁﬁf?ﬁﬂ ﬂﬁ@T abortion %@W‘Eﬁ@%éﬁﬁ
AR Supreme Court = 9 el & for AfRsi 1 3R & 3107 IR | fovdq o=t &
AT T8l & 3R conversions S 981 4 € 3R action plan H T € iR Seiiamg H
IR motorcycle based ambulance services &l 4t A AT HIE o7 | why
another action agenda? 31T %l A& H anyway, TdIsl Sit 3 36 T HH 3= 9
SR | @ 3 e IRM COVID-19 pandemic € 3R 31l & aia | el
crisis B € 31R Tk Bl © poly-crisis Haed Sgd | crisis T @ e ai st
39 2RAY oI5 €, ok ? TEIERIT © S STEEM €, 3 <=1 1 S a1 TE T U
3l %, a1 G- TUR Ty SHael I 31 &l % 3ﬁ'{ TR Y climate change. Fﬁ,
financial constraint 31l Sl 89 o@ @ € o6 o0 TR 3R Pl WHRI o I
I a1 Tel © i Sgd adent W ek 9f, 59 I 19 A g, Tl 3« 9 FE
T 2 foF GST H wormer Tt firet <71 2, but STk FROT 2 9K 2Ial € ok <k TR o I
o el B €, < R 3R % U @, Sk fore fareie e Rl ofR Wi T 3d € eIk
@@Rﬂ % political commitment. 3 TSI ST % e e S % E'Ha’fﬁﬁ HHAAT
for 3R I for W9 Ygel SfeeY Wevadl A el sustained institutional failure to
deliver. Tacts HIel ek TaTEed Hell YT i ol TEANTT T8I €, ol 7Tl g8 & 3R 5
§gd R Tk ‘E?lﬁ ? ®M | Uh ar @HT % lateral space. 39 NGO through
implementation <h{AT | WY T in community health, ol TRl @ﬁ W | User
groups B ® & | 19 fo §AN patient’s committees 2 | ¥ ot = ST @I & 3R Public
Private Partnership. Il @T, 3T &l dlE | T W W T Sl gl FORY g
Gradualist approach 57 aR o S TRY A SI%! w8l {3 THeh! g1 e I
3R steady Tl T A difh I sustained Bl | wfeh & &N ed © East European

hgldd % ‘If aquarium is turned into fish soup, then can you turn fish soup
back into aquarium ?’9aed g9 B1e-BI YR W I fafd already fore T8 8, 3!
WW%@IE@ S’H‘;l?aﬁﬁ“éhﬂ% ﬁ?%’ﬂéﬁma?ﬁ Big Bang Model %, HAAA
o T TR GEINT YR 31, Mission approach 9 €1l € 3R campaign 9t B €|
<fFT dl, case for reform ¥R ease of inertia. Tde YR & T a1 89 TH Ygo
case EF-H%%I AR inertia, HAAT 8 I Eh‘ﬁ, ﬁﬁ’iﬂ'ﬂ 39 ® reform el

4l & % ¥ public policy ST Tehdl & A1 I IE evidence based Bl 1 S §AR
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?\IST e power sector reform B3| EE| Gl large scale mobilization S Iu| S'{:I% TR
H i 3d § o S fF prohibition, RIS S 31y Wew § g2 | @ 3 S i o aR H
YR T ISl € | wifeh % IR $© -6l i1 @ Fieh bureaucratic neglect and
political apathy 3R & & GHIR € | wfeh qf¥ehet o1 € o T &9 9 et -
1, HAd 379 STR] i SIS ? d 31H IR T S classical situation gl 2 o g94
TS ! T 9 location H neutral & Adets TR g | 31 el off & Hehl, TH
AN T B | T9H T Tehiih! foeeiooT it ST © | ST market failure it € o T
exception Bl & | AeleTs | ST @ {96 market failure :FE?TE'SFTTHT%Q, politicization
feresprel T8l B 18T, institutions %I S effectiveness &, STl 89 given | oid &
3R TH 3 Hd % foF welfare 99 S El%’ | 3T &g W 7w policy-making fer
THRT é"%T is a country of third best policy choices. Hddd ﬁ'ﬁ first best option
%, second best option %, difficult to negotiate. AT 3R TH large scale
innovative policy change tll'éc\l %, Gl '5H<=h\| q'é@l &teHl ‘%% aﬁaﬁww% | gH
3 &l e Wehd oh Wt STEXAi | priority F BN 3R I T2 3 wHT & o @
W‘@HT?T%QI ﬁwfﬁ?ﬁ?ﬂﬁﬁﬁv_’ﬁﬂﬁanalysm WW@T&WE@W@H
ﬁﬁ, QRWW@W%I W%ﬂﬁa’%ﬁqﬁmmanalysm ﬁ, RISCAED
T analysis A B, T o THEN 3R TR B S IR eF o qHe1 80
market B < T8I © Wbl € | New market fails will always happened, we have
to have a focus on state-centered quality, because 3 arell change ql T TR
3R 29 ! TR & Tl B | A BH BIS-BIS Fazetwil | & o e € 3R W forg
&4 high politicization, 3T 9 T & politics i Teid THIAA & Wik 379 politics
o T o 781 &1 Fehell B | THIY political will Tgd S 2 31 g8eh oY FemTd gur
S € 1 A fopen o R, Wishe o GUR 3o W € foh TG YUR STET eI =y |
3R 3’8% foTu extensive study of implementation modality forer R H AR Ted
T TR A HIH FD FET 3R TG TEA A € professional ethos and policy
implementation review. 3 ST ST %I Ueh gH professional Tk ¥ 9 R Tq’é
HOH R I THENA Bl TH Y YR Hehd 8 | A alieh W 7 Al 3R ' 3 off
U BT foh hE SR BIA @ g A fail 3l € wife el &9 HI-=2rl =16l 2 =8,
Fifer Tl € 3 AN Terd! B | wifeh 81 3 THe 81T 3 policy &l W fail 5| Tk
HeTad ? foh 3R 2R deRR & o Sl 21 foh 2R B A 8 81, SR o 8 9kl 2.
You know, ‘If the try is flat, not necessarily the hole is at the bottom’ 3R

public health emergency H co-ordination sl TaH el TS 2 Breaking of
size. @I, €I-dIF action points ®. Four Antenatal check-ups, ¥ UNICEF = &g @reii
Tk T IR HH fRAT| First three years of the child’s life intervention, Elil'el B

ST ‘%I Innovation for children to develop evidence-based solution for issues
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concerning them. Sometimes, we do not ask children largely because, they
may not be voters as to what is it that they need and straightening spacing
methods, opportunistic screening and these are very important issues. Just
to say, % IR THP! Tl & foF TH F9 el R Fehd, TH o HHSHT €W, IF not now,
then when 7 And if not you, then who 7 3"R BH 39 slogan Sl HITHT ilﬁ, Ay
ATl T € GeTgl Tehd € THeR0T 3R Tareed &, Tk W | Thank you.

Dr Suraj Kumar is an expert practitioner on Sustainable Development Goals
and Governance Reform — has served SDG Advisor to Governments of
Chhattisgarh and Tripura and the national Ministry of Electronics & Information
Technology. He is International Partnerships Advisor to Kalinga Institute of
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development, women's empowerment and ICT for Development.

Dr. Kumar has written and lectured extensively on SDGs and is co-editor
and contributor for a book on Social Development and SDGs in South Asia,

published in September 2019 by Routledge UK.




Andhra Pradesh Model: Localizing and Upscaling
Implementation of SDGS

Dr. Sameer Sharma, PhD, DLitt

India is a signatory to the UN Development framework on Sustainable Development Goals.
The AP State is committed to achieve the 17 Goals by the year 2030 and has adopted this global
development agenda and aligned its annual budget with the SDGs. In order to bring SDGs from the
global to the ground level, a mix of top-down and bottom-up approach was followed. This was
made operational by relying on the 4+2 rule. As applied to programmatic work, the 4+2 rule states
four basic practices supplemented by another two secondary practices lead to goal achievement.
These four basic practices: strategy, execution, culture and structure. These four basic practices

are supplemented by another two (of four ) secondary practices: talent, innovation and leadership.

Strategy

The strategy was a combination of top-down and bottom-up approaches. The top-down
framework was implemented as follows: First, the SDGs were converted to indicators relevant
to Andhra Pradesh and this list of 475 indicators is called the State Indicator Framework (SIF).
Second, 115 key indicators were identified based on the flagship Navaratnalu programmes and the
Niti Aayog index used to rank states.

Third, on these 115 indicators targets were set - these were the achievement of the best state
or the target to be achieved by the year 2030. Fourth, different programmes were mapped to the
115 indicators. In turn, the concerned departments identified the programmatic activities that most
closely contribute to achievement of targets on the indicators and, Fifth, the departments decided
whether indicators (and targets set on them) would be monitored at the village or district or the

state level. This was the process of drilling down of the SDGs.

The highlights of the strategic plan is given below-

@® AP Ranked 4 (2021 SDG ranking)

@® 115 Indicators used by NITI Aayog

@® Mapping showed that monitoring has to be done for six indicators at the state level; 62 indicators
at the district level, 47 indicators at the Village and Ward Seretariat (VWS) level.

@® 20 Indicators at VWS level will impove AP’s ranking substantially. These consist of Priority 1
and 2 types. The eight Priority 1 indicators in areas connected to three focus areas - Anaemia

Management, Reducing Malnourishment and Reducing Dropouts in Schools; and
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Priority 2 indicators relating to Crimes and Road Accidents, Percentage Use of nitrogenous
fertilizers, Percentage of rural population getting safe and adequate drinking water within

premises through Pipe Water Supply (PWS) and Installed sewage treatment capacity.

Structure

The corresponding structure to implement the SDGs was the Village and Ward Secretariats

(VWS) at the ground level. This is part of five institutional structures established at the village

level - village clinic headed by a Family Doctor, Ryotu Bharosa Kendra (RBK ), Digital library

and village school (Nadu-Needu ). The Family Doctor plays a key role in the health interventions.

The VWS has the following objectives:

To provide various Government / other services at the doorstep of Citizens through single

window system and ensure delivery of Navaratnalu.
Enable convergence of all line departments that provide services at the Village level.
Preparation and timely implementation of village plans.

Mapping the field level functionaries with clearly specified roles making them accountable to

Gram Panchayats/Gram Sabha with a well-defined Citizen Charter.

Integrate the institution of village volunteers with village secretariat system enabling them to

provide citizen services efficiently.
The structure & composition of Village Secretariats is given below:
The office of Gram Panchayat will be termed as “Village Secretariat”.

Each Village Secretariat will be provided with a Panchayat Secretary who functions as the

Secretary/convenor of the Village Secretariat.
Subject to administrative convenience, functional Assistants working under a Village Secretariat
may cater to the needs of two or more contiguous Village Secretariats.

The Village Secretariats shall have such number of functional assistants working under the
supervision of the Gram Panchayat, inter alia not limited to the original list. These functions

are indicative only and as when required other functions may be added.

All the functionaries at the Village Secretariat shall act as an integrated workforce to deliver
multiple services.
The functionaries will be assigned any other Government work as and when required, even if

it does not pertain to their own department.

The Village Secretariat consisting of Panchayat Secretary & functional assistants shall be
responsible to aid & assist Gram Panchayat(s) in performing its functions, while preserving

the autonomy of Gram Panchayats.

The area of operation of functional assistants would be 2000 people.

Execution - Plan of action
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Based on the objectives of the Navaratnaluprogrammes it was decided to focus on eight Priority
1 indicators connected to health and education and, in the next stage, on another 12 indicators.

Figure 1 gives the three focus areas and the connected eight indicators.

s areas of Intervention = y Indicators

Anaemia Mailnourishment Dropouts
1. Percentage of 1. Percentage of 1. Adjusted  Net  Enrolment
Ratio (ANER) in element
adolescent females children under ato ( ) in elementary
education (class 1-8)
aged 10-19 years who 5 years who are 2. Gross Enrolment Ratio

are Anaemia stunted (GER) in higher secondary
(class 11-12)
3. Percentage of schools with

2. Percentage of 2. Percentage of access to basic infrastructure
pregnant women children under (electricity, drinking water )
aged 15-49 years who 5 years who are 4. Percentage of schools with

X ) functional girls toilet.
are Anaemic underweight

Figure 1: Three focus areas with the eight Priority 1 indicators
In this paper only the health interventions will be described.
Health - anaemia
Figure 2 gives the details of the Focus Area #1 relating to reduction of anaemia in teenage girls

and pregnant women. The targets are also given together with the key departments implementing

the interventions.

Adolescent Females aged 10-19 years who are Anaemic

Target — 9% (Kerala) Health & Family Welfare, School
Achievement — 60.1%

Education Department,
(NFHS 5)

Home Department

Pregnant Women (15-49 ) who are Anaemic

Target — 23% (Kerala)
Achievement — 53.7%
(NFHS 5)

Health & Family Welfare, Women
& Child Development




Figure 2: Focus areas, Health, targets and departments to bring about improvement in the
indicators.

Figure 3 gives the name of scheme driven interventions and activities within schemes connected
to indicators. The two indicators are — adolescent girls aged between 10 -19 years who are anaemic

and pregnant women aged between 15-49 years who are anaemic.

Scheme driven Interventions
YSR Sampoorna Poshana, YSR Sampoorna Poshana Plus, Village Health Clinics, Nadu Nedu in

Health, Jagananna Gorumudda, DISHA

Adolescent Females aged 10-19 years who are Anaemic - Attendance of Children to School,

Midday Meal Quality, Vaccination, Deworming & IFA Supplementation, Monitor Adolescent

Health Programme (RKSK), Hygiene Status of Schools and Child Marmages.
Pregnant Women (15-49) who are Anaemic | Pregnant Women Registered in RCH App,
Anaemia Screening & Testing of Pregnant women from ANM APP, Anacmia Cases

Management inYSR Sampoorna Poshana APP

Figure 3: Anaemia indicator, mapped to schemes, activities within schemes

Closing the loop -Integrating activities of department and activities

The concerned departments implementing the schemes/activities were brought together by
a process called consistent rhythms. Consistent rhythms consists of two steps, (1) creating a
framework to bring all the departments and functionaries together, (2) capturing all the activities
conducted by the functionaries by using digital technology and (3) monitoring the progress of
testing, consistent implementation of scheme activities, periodical assessment and making regular
changes in implementation from the feedback obtained from the feedback. This closing of the loop
leads to full cycle of consistent rhythms.

An example of the framework created in consistent rhythms for the indicator, anaemic
pregnant women, as given in Figure 4. The framework gives the scheme intervention and the VWS
functionary (called the secretary ) who has to perform the action, the detailed activity and actions
to be done by the VWS secretary, visit schedule to households and monitoring by supervisory

functionaries.
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Village Health | Health: ANM, = Anaemia = ANM -To do the ANM - DAWW/ CDPO — CDPO —
. Proper nutritious i
Clinics, MLHP and  Surveillance, anaemia Information . P At
. diet to pregnant AWWs to be
Jagananna Medical Testing and surveillance / regarding women & out of \dentified and
Sampoorna officer Management | Screening of PW, 1o o mia cases school adolescent improved
LW, 5-19 years girls
Poshana, WCD: of subcentre —
and 20-49 QO Al PW & LW MO
Jagananna AWW, CDPO available in consume one IFA red Monitor
WRA (Women in
Sampoorna . ANM App tablet, adolescent progress of
Poshana Plus Reproductive consume blue IFA Anaemia testing
’ age) tablets in ANM App
ANM -Data Entry RV QO Create awareness DMHO —
in RCH — PW & Information of among the public on Poor
LW NCD/CD app | Anaemia cases gRstiong cguses of Performance
. anaemia .
for 5-19 & 20-49 of Anganwadi ANM/MO — Secretariats/Sub
WRA will be available Ensure prophylaxis centres are
ANM/MO - in YSR treatment according tracked and
. el itored
Monitor and Sampoorna to AMB guidelines monitore
U Monitor & ensure District
ensure 100% Poshana A
19y treatment of severe Women &
testing is
. Gdenate Child Welfare —
SR gracHs Monitor Low
pregnant women U Refer to CHC/ e
and adolescent AH/DH/GGH for CDPOs. Stocks
transfusion ’

girls

Figure 4: Framework for consistent rhythms for anaemia pregnant women

An inter-department task force designed a 7-step process to make operational consistent
rhythms. The seven steps are given below —

Step 1: The health department tests all pregnant women once a month and details shares with
the women and child welfare department. Similarly, the women and child welfare department takes
the weight, height, etc. once in three months and shares the details of malnutrition in children
data with the health, school education and women SHGs. The health and women and child welfare
departments ensure that all women and children are tested. Importantly, this sharing is at the
VWS level and ensures coordination at the VWS level (cutting edge ) and prevents fragmentation
of efforts.

Step 2: The departments concentrate their interventions on the respective target groups — School
education department on providing mid-day meals to school going children (e.g. Gorumudda );
health department on medical and nutrition interventions; social welfare department on teenage
girls in hostels; women and child development on pregnant/lactating women and children under five
years of age; and SHGs on building awareness among the families of anaemia and malnourished
children/teenage girls.

Step 3: The first test is the baseline and thereafter the month/quarter tests are used to judge

the effects of interventions by different departments.
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Step 4: At the VWS level the number of women/girls/under five year requiring attention is
small (less than 20) so implementation is simpler, monitoring is more regular and changes are
made in real time. This ensures that effects of interventions are visible quickly.

Step 5: The village level secretaries work together, coordination by district level heads of
departments is more hands-on and this leads to synergy and rapid reduction in anaemia and
malnutrition.

Step 6: For cases where improvement is not happening, despite interventions being given
regularly, the district level heads of departments prepare additional customized interventions in
consultations with expert/local leaders/others.

Step 7: The State-level heads of departments prepare the standard operating procedures for
consistent rhythms, user manuals and monitor periodically. Based on the feedback, changes are
made in the standard operating procedures and user manuals.

The seven-step way is followed for all other indicators and the execution details for health

malnutrition are given in Annexure 1

Culture

The last part in the four basic practices is culture. This was done by a series and regular capacity
building programmes of functionaries at multiple levels in the State. Several rounds of orientation
meetings were organized in the presence of the Chief Secretary with the Secretaries/Heads of
Departments to Government at the State level and District Collectors/JCs/Mandal/Municipal level
officers and other staff at the District level. The focus of these sensitization workshops was on
understanding the SDGs, articulation of their connection to programmes (and components) to the
targets set out in the 475 indicators in the SIF.

Subsequently, capacity building were done regularly by the Human Resource Development
Institute (APHRDI ) and the State Institute of Rural Development (SIRD ). The APHRDI and the
SIRD were notified as the lead agencies for training of all officers and employees connected to
implementing of the SDGs. The APHRDI was made responsible for imparting training for the
State level officers, such as Secretaries to Government, Heads of Departments, District Collectors/
JCs and other State level Officers. The State Institute of Rural Development (SIRD ) shall impart
training for all other officers and staff — division, mandal, village/ward.

There were several unique features of the capacity building. First, all training sessions were
anchored by an academic and Secretary/ Heads of Departments of the department dealing with that
particular SDG. Each session would be for 40-45 minutes duration and were mapped to schemes
by the Planning Department. The Heads of Departments were tasked to develop logic model and
create teaching material based on the logic model. The Planning Department was entrusted to
independently assess the effect of capacity building being done by the two institutes. Second, the
capacity building was done on a large-scale virtually. Another unique part of the capacity building

methodology was to obtain feedback on the trainings from the participants and ploughing it back
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into capacity building. This was expected to lead to mid-course corrections in training as well
continuous alignment to the diverse training needs of the officers working at multiple levels. The
APHRDI and SIRD have developed a questionnaire containing feedback on usefulness of training in
making them perform their duties better, relevance of material to their job chart, need to further
upgrade their skills in order to perform their job, suggestions for inclusion of additional topics,

etc.. The aim was individualize and contextualize training or make it a Bespoke way of learning.

Conclusion

The above is an account of a mix of top-down and bottom-up approach made operational
by using the 4+2 rule. Innovation was embedded in the four basic practices. The best talent was
recruited by following a rigorous method of recruitment in which only the most qualified and the
right chemistry were appointed.

This approach has several advantages. First, collaborative policy-making happens and policies
remain focused on the SDGs. Second, dispersed governance is reduced and this addresses the
implementation deficit, so commonly seen during implementation of programmes at scale. Third,
the presence of VWS and digital infrastructure led to usage of comparative advantage of the
prevailing institutional structures in AP at the ground level. Fourth, digital technology was used to
build capacities and create a buy-in of the VWS-level functionaries on a large-scale and creation of
clarity about the eight SDG indicators. Week reviews were in the form of monitoring lessons where
the ‘why’ of the SDGs was communicated. Continuous changes were also made in the implementation
plans based on the regular feedback emanating from the ground level. The concern for the feedback
led to increase in confidence of the people working at the front line. All this enabled conversion
of competencies to capability of ground level functionaries. Finally, the novel way of review in
the weekly meetings was based on the questionlogist way in which the focus is on learning and

celebration, as opposed to criticism. All in all, this inspired the functionaries to give their best.

Annexure 1: Execution — plan of action for Health, Malnutrition

Percentage of Children Under 5 years Stunted

Target -20% (Tamil Nadu) Women & Child Department,
Achievement — 31.2% Health & Family Welfare,
(NEHSS) School Education Department

Percentage of Children Under 5 years Underweight

T t — 19% (Keral d
L ALY Women & Child Department,
Achievement — 29.6%

(NFHS 5) Health & Family Welfare,
School Education Department




i aﬁ'gaghment - Mapping to Scheme Interventions & Activities

Scheme driven Interventions
YSR Sampoorna Poshana, YSR Sampoorna Poshana Plus,

Village Health Clinics, Nadu Nedu in Health

Indicators and Activities

<> Percentage of Children Under 5 Stunted- Attendance of Children to School,
Midday Meal Quality, Vaccination, Deworming & IFA Supplementation, Hygiene
Status of Schools and YSR Sampoorna Poshana, Malnourishment among children —
YSR Sampoorna Poshna APP
Percentage of Children Under 5 Underweight — Attendance of Children to School,
Midday Meal Quality, Vaccination, Deworming & IFA Supplementation, Hygiene

Status of Schools and YSR Sampoorna Poshana,

.'r-‘/—‘.—‘_ﬂ_‘f‘_

~Malnourishment - Mapping to Scheme Interventions & Activities

Scheme driven Interventions
YSR Sampoorna Poshana, YSR Sampoorna Poshana Plus,

Village Health Clinics, Nadu Nedu in Health

Indicators and Activities

<> Percentage of Children Under 5 Stunted- Attendance of Children to School,
Midday Meal Quality, Vaccination, Deworming & IFA Supplementation, Hygiene
Status of Schools and YSR Sampoorna Poshana, Malnourishment among children —
YSR Sampoorna Poshna APP
Percentage of Children Under 5 Underweight — Attendance of Children to School,
Midday Meal Quality, Vaccination, Deworming & IFA Supplementation, Hygiene

Status of Schools and YSR Sampoorna Poshana,




Mahila Maint- Physical inspections | Mahila Police = Mahila Police @ Supervisor/
Sampoorna Police enance of Mahila needs monitor has to provide CDPO -
Poshana Women & of Sanrakshana and capture the @ feedback to the @ Analyze and
Child Clean- Karyadarshi/ Mahila | photos where supervisor on identify the
Development liness Police once a week to cooking area, maintenance of issues
= each Anganwadi food storage cleanliness. pertaining to
Supervisor Center in her safe drinking cleanliness and
& CDPO jurisdiction water, sanitation escalate the
in and etc. same to
supervisor.
YSR Mahila | QUALITY  Visit Anganwadi Mahila Police = Mahila Police @ Supervisor/
Sampoorna Police |OF FOOD  Center about the Ensure updation | has to provide CDPO -
Poshana Women & | STOCKS @ quality of stocks by of visit feedback to Analyzing the
Child MSK/MP and upload | observations supervisor on data in YSR SP
Department in the database Check | pertaining to quality of food app dashboard,
= the quality of food |quality of stocks | commodities. @ supervisor has
Supervisor stocks Check the shelf | in the database. to review the
& CDPO |11fe of each commodity quality of
and FIFO I stocks

Mahila
Police
Women &
Child
Development

Sampoorna
Poshana
YSR SP app

Supervisor
& CDPO

COOKED
MEAL

Physical inspection of
MSK/MP to
Anganwadi Centers to
supervise cleaning of
raw materials, cooking
is done in clean
utensils, vegetable/
leafy vegetables
procured are free from
odor, menu is being
followed and drawing
ration as per quantity
prescribed

Mahila Police -
Ensure updation
of visit
observations
pertaining to hot
cooked meal in
the database.

Mahila Police -
has to provide
feedback to
supervisor on
quality of hot
cooked meal.

Mahila Police
— Identify
issues
pertaining to
Hot cooked
meal and
escalate to
supervisor.
Supervisor - %
of AWCs
where menu is
not being
followed % of
AWCs not
being drawn as
per number of
beneficiaries.
CDPO - % of
beneficiaries
regularly eating
hot cooked
meal.




VSWS

Inter- . .. Visit Inspection . .
. Functio Activity Actions Monitoring
vention Schedule components
nary
Village Health: ANM, Vaccinati | ANM-Monthly ANM -Check ANM -Missing doses to | MO/DMHO -
Health ASHA and on, dewor- school vaccination status from be administer Coverage be
Clinic Medical ming and | visit along with Reproductive and | on spot and data updated = tracked for
officer IFA ASHA Child Health portal, in each child.
suppleme | and GSWS staff deworming and IFA portal and registers
ntation from school registers
to be maintained
Village Health: ANM, Malnouri Monthly Update database with Educate and ensure Check if
Health ASHA and @ shment of Growth Growth monitoring proper feeding at the situation
Clinic Medical Pregnant Monitoring data appropriate intervals | improves If not
officer & watch for on monthly basis Take help of Asha improving
Lactating signs of worker, consult
mothers malnour- ANM, Nutrition Nutrition
and ishment Rehabilitation Centre Rehabilitation
0-5 years and health (NRC) & PHC Centre (NRC)
children where needed & PHC
Village Health: ANM, Malnut- | ANM Monthly Height weight and Children with poor Monthly
Health ASHA and rition school growth indicators to be identified, improvement
Clinic Medical status of | visit along with  appropriate to age, and tagged to Head deterioration
officer children ASHA visible Master, SHG, GSWS staff measured
and GSWS staff signs of anaemia for monitoring. for each child

/

and has over 38 years of experience in public and private governance. This includes more

Dr. Sameer Sharma is a scholar-administrator who belongs to the 1985 batch of the IAS

than 17 years in the urban sector, where he has held nearly all positions in the urban sector
under the State and Central Governments. He has a Master’'s in Community Planning and a
doctorate from the United States. He is currently the Chief Executive to the Hon Chief Minister
of Andhra Pradesh.

He has worked as the municipal commissioner of the cities of Vijayawada, Vishakapatnam
and Hyderabad. During 1990-94, he was responsible for the financial turnaround of the municipal
corporations of Vijayawada and Hyderabad, implementation of neighbourhood committees in
slums, using digital technology to automate issue of birth & death certificates and designing
and construction of underground drainage systems in Vijayawada and Vishakapatnam.

As Chief Secretary to the Government of Andhra Pradesh, his three main accomplishments
have been - creating and implementing a State Indicator Framework to monitor Sustainable
Development Goals, resource mobilization for the state government, implementing the
village and ward secretariat system, starting a monitoring system call Feedback-Forward
Framework to ensure that Government programmes are implemented within set timelines and
connecting SDG indicators with geography (village and ward secretariat) by breaking silos

among implementation agencies and converging related programmes at the village/ward level

thorough a method, christened consistent rhythms. /
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Emerging issues in Tribal Heaith

Dr Tapas Chakma, Scientist G
ICMR-National Institute of Research in Tribal Health, Jabalpur
Introduction:
There are several emerging issues as far as tribal Health is concerned. However, I will discuss

only four issues in this talk:

Nutritional deficiency disorders:

Nutritional deficiency is mother of many chronic diseases. Several of them are already
known. Due to improve in the public distribution system severe grade malnutrition has become
less prevalent even in the tribal areas. Overall malnutrition in the form of underweight among
under five children was about 40 -60% among the tribal children as reported by the three major
studies in India i.e. National Nutrition Monitoring Bureau (NNMB ) tribal survey (2010), National
Institute of Nutrition Hyderabad, National Family Health Survey IV (2015-6) also recorded that
45% of the under-five tribal children were under weight and 44% were stunted indicating chronic
malnutrition. About 40 per cent of under-five tribal children in India are stunted and 16 per cent of
them are severely stunted. Severe stunting is higher (16 per cent vs. 9 per cent) in tribal compared
to non-tribal children (CNNS 2016-18).

Chronic energy deficiency measured by low BMI (<18.5), among tribal adults are about 9%.
There are two types of Nutrients. 1) Macronutrients: consists of carbohydrate, protein and fat.
They usually provide energy. 2) Micronutrients: are the nutrients which provides protection to
individuals against diseases, or they are known as protective foods.

Over the last decade due to improve in public distribution system there have been lot of
improvement in the intake of macronutrients. However, in the last two decades micronutrient
deficiency has become much more common among tribals. Millets like Kodo, Kutki, etc. which use
to be the major source of micronutrient have disappeared from the tribal food plate. Disappearance
of the millets from the tribal food plate is due to change of crop pattern by the govt, i.e. free
distribution of maize to improve the food security among tribals.

Micronutrient deficiency has aggravated the deformities among fluoride affected tribal children
of Mandla Madhya Pradesh (Chakma et al 2000). The micronutrients like, calcium, vitamin-C,
Iron, Zinc, etc. were grossly deficient among the tribal children.

What intervention suggested is improving the micronutrient intake by distribution of millets

through the Public Distribution system. Apart from this employment generating programmes may
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be converged with the health programmes in order to improve the health by improving their

economy.

Hypertension:

Hypertension is the next emerging problem among tribals. Hypertension is the silent Killer
as it does not cause any symptoms until it becomes very severe. It is the underlying cause of
stroke, heart attacks and many other chronic diseases. It was a myth that tribals do not suffer
from hypertension as they live in jungle and pollution free environment and away from modern
lifestyle. However, several report shows that hypertension is prevalent in same proportion as that
of Non tribals. NNMB tribal study 2009-10 carried out in 10 states of India reported prevalence of
hypertension among tribal adult population was 22.8%.

Later in 2015, Chakma et al reported prevalence of hypertension among tribals of Mandla
as 26%. What is worrisome is that 8% of the hypertensives were less than 30 years. Another
factor which draws attention is that 15% hypertensives BMI was <18.5 indicating chronic energy
deficiency. Another myth is that tribals do not suffer stress. Fact is that “poverty” itself is a stress.
Apart from this a migrant labourer also suffers from continuous “stress to keep currency notes
safe” when he goes to work specially after one week of working away from home. Tribals living in
the urban area has more hypertension as compared to the tribals living in the remote areas.

What is required is implementation of IHCI (India Hypertension Control Initiative” programme
in all the tribal districts of India. Focus should also be given to reduce the salt intake. Salt (Sodium )
is the main culprit of hypertension. We studied that average salt intake among tribals is about 8gm
per person per day. While WHO recommends it should be less than 5 gm per person per day. We
reported that 75% of the adult tribals are excreting excessive Iodine in the Urine indicating that
there is ample opportunity to reduce salt intake among tribals.

Recently high prevalence of stroke is also reported from the tribal area of Gadchiroli,

Maharashtra (Kalkonde et al 2015). One in seven deaths in adults are due to stroke.

Diabetes:

Diabetes is another chronic disease gradually increasing among the tribal adults. Our study
shows that the prevalence of diabetes mellitus is more than 10-11% in 2022 which increased from
7.4% in 2021 Vanishree Shriraam et al 2021. What is intriguing about diabetes among tribals is that
majority of the diabetics are thin diabetics which poses a challenge for the management. There is
scanty literature available on the risk factors, complications or disease progression on the diabetes

mellitus among tribals. Hence more comprehensive research is required on this aspect.

Sickle cell disease (SCD):
SCD has become a priority disease by GOI. There are about 20 million people suffer from
sickle cell disease. Sufferers were mainly tribals, schedule castes and other backward communities.

Prevalence of disease is about 0-40% among different communities. The disease burden is only about
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2-3%. The prevalence is mainly due to Consanguine marriage. In order to control we recommend

the following measures should be taken:

1. Medical Intervention: the following interventions should be implemented.

® Initiation of antenatal screening.

® Provision of Prenatal diagnosis at least in tribal dominated districts.

® Newborn screening should be initiated for early diagnosis and better management of cases.

® Availability of Point of care diagnostic devices in DH/CHC/and PHC's.

2. Apart from these medical interventions social intervention is also essential.

We recommend that SCD should be taught from the school and it should be part of science

curriculum among high school children.

There should also be networking of different NGO's, religious leaders, panchayat Raj system,

social scientist etc to work together in reducing the burden of the sickle cell disease.
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MILLETS AS NUTRI GEREALS: PERSPEGTIVES
FROM PUBLIC HEALTH WITH A FOGUS ON
AFRICAN-ASIAN COUNTRIES

Dr. Sanjeeb Kumar Behera, Head IEC Division and Kamal Dhameja, Technical Officer

African-Asian Rural Development Organization (AARDO)

The United Nations General Assembly at its 75th session in March 2021 declared 2023 the
International Year of Millets (IYM 2023). Millets are proven to be extremely good for health.
Being gluten-free they are fit for consumption by those who are gluten intolerant. They are known
to reduce the risk of heart disease as they keep a check on cholesterol levels. Children on a millet
diet have reduced the occurrence of asthma and other breathing ailments. It is highly beneficial
for postmenopausal women to keep their blood pressure and cholesterol under control. Recent
research studies have also indicated that the regular consumption of millet is associated with a
reduced risk of type 2 diabetes mellitus. With these established benefits, this paper makes an effort
to understand the importance of millet as nutri cereals from public health perspectives with a focus
on the African-Asian region.

Before going into the details of the importance of millet in public health perspectives, it
is essential to understand what is public health, its mission and its importance. According to
Charles-Edward Amory Winslow, the famous American bacteriologist and public health expert,
it is “the science and art of preventing disease, prolonging life and promoting health through the
organized efforts and informed choices of society, organizations, public and private communities
and individuals.” The prime aims of public health is to provide maximum benefit for the largest
number of people. Public health is the science of protecting and improving the health of people and
their communities. This work is achieved by promoting healthy lifestyles, researching disease and
injury prevention and detecting, preventing and responding to infectious diseases. Overall, public
health is concerned with protecting the health of entire populations. These populations can be as
small as a local neighborhood, or as big as an entire country or region of the world.

Public health professionals try to prevent problems from happening or recurring through
implementing educational programs, recommending policies, administering services and conducting
research—in contrast to clinical professionals like doctors and nurses, who focus primarily on
treating individuals after they become sick or injured. Public health also works to limit health

disparities. A large part of public health is promoting healthcare equity, quality and accessibility.
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Role of Nutritious Food in Public Health

Importance of Healthy Food in Public Health

Creating and supporting healthy food environments is an important part of public health work.

Many strategies can contribute to healthy food environments. These include: Applying nutrition

standards in childcare facilities, schools, hospitals and worksites. According to WHO.

® A healthy diet helps to protect against malnutrition in all its forms, as well as noncommunicable
diseases (NCDs ), including diabetes, heart disease, stroke and cancer.

® Unhealthy diet and lack of physical activity are leading global risks to health.

® Healthy dietary practices start early in life — breastfeeding fosters healthy growth and improves
cognitive development and may have longer-term health benefits such as reducing the risk of
becoming overweight or obese and developing NCDs later in life.

® Energy intake (calories) should be in balance with energy expenditure. To avoid unhealthy
weight gain, total fat should not exceed 30% of total energy intake. Intake of saturated fats
should be less than 10% of total energy intake and intake of trans-fats less than 1% of total
energy intake, with a shift in fat consumption away from saturated fats and trans-fats to
unsaturated fats and towards the goal of eliminating industrially-produced trans-fats.

® Limiting intake of free sugars to less than 10% of total energy intake is part of a healthy diet.
A further reduction to less than 5% of total energy intake is suggested for additional health
benefits.

® Keeping salt intake to less than 5 g per day (equivalent to sodium intake of less than 2 g per
day ) helps to prevent hypertension and reduces the risk of heart disease and stroke in the adult
population.

® WHO Member States have agreed to reduce the global population’s intake of salt by 30% by
2025; they have also agreed to halt the rise in diabetes and obesity in adults and adolescents as
well as in childhood overweight by 2025.

What is Healthy Food ?

Consuming a healthy diet throughout the life-course helps to prevent malnutrition in all its forms

as well as a range of noncommunicable diseases (NCDs) and conditions. However, increased

production of processed foods, rapid urbanization and changing lifestyles have led to a shift in

dietary patterns. People are now consuming more foods high in energy, fats, free sugars and salt/

sodium and many people do not eat enough fruit, vegetables and other dietary Fiber such as whole

grains.

The exact make-up of a diversified, balanced and healthy diet will vary depending on individual

characteristics (e.g. age, gender, lifestyle and degree of physical activity ), cultural context, locally

available foods and dietary customs. However, the basic principles of what constitutes a healthy

diet remain the same.

For adults

A healthy diet includes the following:

® Fruit, vegetables, legumes (e.g. lentils and beans ), nuts and whole grains (e.g. unprocessed

maize, millet, oats, wheat and brown rice ).
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At least 400 g (i.e. five portions) of fruit and vegetables per day, excluding potatoes, sweet
potatoes, cassava and other starchy roots.

Less than 10% of total energy intake from free sugars, which is equivalent to 50 g (or about 12
level teaspoons ) for a person of healthy body weight consuming about 2000 calories per day,
but ideally is less than 5% of total energy intake for additional health benefits. Free sugars are
all sugars added to foods or drinks by the manufacturer, cook or consumer, as well as sugars
naturally present in honey, syrups, fruit juices and fruit juice concentrates.

Less than 30% of total energy intake from fats. Unsaturated fats (found in fish, avocado and
nuts and in sunflower, soybean, canola and olive oils ) are preferable to saturated fats (found
in fatty meat, butter, palm and coconut oil, cream, cheese, ghee and lard) and trans-fats of
all kinds, including both industrially-produced trans-fats (found in baked and fried foods
and pre-packaged snacks and foods, such as frozen pizza, pies, cookies, biscuits, wafers and
cooking oils and spreads) and ruminant trans-fats (found in meat and dairy foods from
ruminant animals, such as cows, sheep, goats and camels ). It is suggested that the intake of
saturated fats be reduced to less than 10% of total energy intake and trans-fats to less than 1%
of total energy intake. In particular, industrially produced trans-fats are not part of a healthy
diet and should be avoided.

Less than 5 g of salt (equivalent to about one teaspoon ) per day. Salt should be iodized.

For infants and young children

In the first 2 years of a child’s life, optimal nutrition fosters healthy growth and improves cognitive

development. It also reduces the risk of becoming overweight or obese and developing NCDs later

in life.

Advice on a healthy diet for infants and children is similar to that for adults, but the following

elements are also important :

Infants should be breastfed exclusively during the first 6 months of life.
Infants should be breastfed continuously until 2 years of age and beyond.
From 6 months of age, breast milk should be complemented with a variety of adequate, safe and

nutrient-dense foods. Salt and sugars should not be added to complementary foods.

Practical advice on maintaining a healthy diet

Fruit and vegetables

Eating at least 400 g, or five portions of fruit and vegetables per day reduces the risk of NCDs (2)

and helps to ensure an adequate daily intake of dietary Fiber.

Fruit and vegetable intake can be improved by:

always include vegetables in meals;
eating fresh fruit and raw vegetables as snacks;

eating fresh fruit and vegetables that are in season; and

(117)
{117)



® eating a variety of fruit and vegetables.

Fats

Reducing the amount of total fat intake to less than 30% of total energy intake helps to prevent

unhealthy weight gain in the adult population (1, 2, 3). Also, the risk of developing NCDs is

lowered by:

® reducing saturated fats to less than 10% of total energy intake;

® reducing trans-fats to less than 1% of total energy intake; and

® replacing both saturated fats and trans-fats with unsaturated fats (2, 3) — in particular, with
polyunsaturated fats.

Fat intake, especially saturated fat and industrially produced trans-fat intake, can be reduced by:

® steaming or boiling instead of frying when cooking;

® replacing butter, lard and ghee with oils rich in polyunsaturated fats, such as soybean, canola
(rapeseed ), corn, safflower and sunflower oils;

® ecating reduced-fat dairy foods and lean meats, or trimming visible fat from meat; and

® limiting the consumption of baked and fried foods and pre-packaged snacks and foods (e.g.
doughnuts, cakes, pies, cookies, biscuits and wafers ) that contain industrially produced trans-

fats.

Salt, sodium and potassium

Most people consume too much sodium through salt (corresponding to consuming an average
of 9—12 g of salt per day) and not enough potassium (less than 3.5 g). High sodium intake and
insufficient potassium intake contribute to high blood pressure, which in turn increases the risk
of heart disease and stroke.

Reducing salt intake to the recommended level of less than 5 g per day could prevent 1.7 million
deaths each year.

People are often unaware of the amount of salt they consume. In many countries, most salt
comes from processed foods (e.g. ready meals; processed meats such as bacon, ham and salami;
cheese; and salty snacks ) or from foods consumed frequently in large amounts (e.g. bread ). Salt is
also added to foods during cooking (e.g. bouillon, stock cubes, soy sauce and fish sauce) or at the

point of consumption (e.g. table salt).

Salt intake can be reduced by:

® limiting the amount of salt and high-sodium condiments (e.g. soy sauce, fish sauce and
bouillon ) when cooking and preparing foods;

® not having salt or high-sodium sauces on the table;

® limiting the consumption of salty snacks; and

® choosing products with lower sodium content.

Some food manufacturers are reformulating recipes to reduce the sodium content of their
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products and people should be encouraged to check nutrition labels to see how much sodium is in
a product before purchasing or consuming it.
Potassium can mitigate the negative effects of elevated sodium consumption on blood pressure.

Intake of potassium can be increased by consuming fresh fruit and vegetables.

Sugar

In both adults and children, the intake of free sugars should be reduced to less than 10% of
total energy intake. A reduction to less than 5% of total energy intake would provide additional
health benefits. Consuming free sugars increases the risk of dental caries (tooth decay). Excess
calories from foods and drinks high in free sugars also contribute to unhealthy weight gain, which
can lead to overweight and obesity. Recent evidence also shows that free sugars influence blood
pressure and serum lipids and suggests that a reduction in free sugars intake reduces risk factors

for cardiovascular diseases.

Sugars intake can be reduced by:

® limiting the consumption of foods and drinks containing high amounts of sugars, such as
sugary snacks, candies and sugar-sweetened beverages (i.e. all types of beverages containing
free sugars — these include carbonated or non-carbonated soft drinks, fruit or vegetable juices
and drinks, liquid and powder concentrates, flavored water, energy and sports drinks, ready-
to-drink tea, ready-to-drink coffee and flavored milk drinks ); and

® cating fresh fruit and raw vegetables as snacks instead of sugary snacks.

What is nutrition and why is it important ?

Consuming food with proper nutrition helps to provide a sufficient amount of energy to our
body. It helps the proper function of our body and our body grows appropriately. But for this, we
must consume enough carbohydrates, fats, proteins, water, vitamins, minerals and other nutrients.
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Source: 2023 Health Article Built with Generate Press

Current Malnutrition Status in Africa and Asia

Malnutrition is a global challenge that continues to be a major factor to determine child health
and human survival in low and middle-income countries (Potami & Nandy, 2020 ). Multiple factors
including environmental challenges such as land and crop degradation, periodic droughts and
weather-related shocks and a variety of social disparities such as poverty, limited access to basic
food staples and essential services and population growth, can contribute significantly to emergency
levels of malnutrition in developing countries (UNICEF, 2021). Historically, malnutrition has
been related to different population sub-groups and the divide has mostly been by socio-economic
status; undernutrition was linked to resource-poor populations, while overweight and obesity were
associated with the affluent (Sheets, Tang & Woldu, 2019).

Africa: One of the major problems common to African countries is the scarcity of food
availability, drinkable water and malnutrition. This is a result of multiple social and environmental
factors like armed conflict, oil spillage, price inflation, overpopulation, political instability,
financial constraint due to poor governance and mismanagement of funds/resources, lack of health
and hygienic services and climate change conditions, which all these sums up to increment the
levels of poverty in the countries. (Oladipo & Ogunsona, 2020 ).

30.4 million people are currently facing severe food insecurity, which is slightly above
the same period in 2020 but a decrease from 33.3 million in March 2021, the latter due to
seasonality. This is in addition to 15.7 million at the risk of food insecurity in urban areas.

(East Africa Regional Food Security & Nutrition Update (August 2021) WFP )

Some facts on malnutrition in Africa
® Severe malnutrition affects over 30% of children
® Around 319 million people lack access to drinking water sources in sub-Saharan Africa
® Of all the undernourished inhabitants on the continent:

Around 44% live in Eastern Africa

27% live in Western Africa

20% live in Central Africa

6.2% live in Northern Africa

2.4% live in Southern Africa

Asia: In the Asia region, there has been modest progress towards achieving global nutrition
targets. The global target for overweight among children under 5 years of age has 29 countries
on course to meet it, stunting among children under 5 years of age has 21 countries on course,
wasting among children under 5 years of age has 14 countries on course, exclusive breastfeeding
among infants aged 0 to 5 months has ten countries on course, while low birth weight and diabetes
among women each have three countries on course. However, not a single country in the region

is on course to meet the targets for anaemia in women of reproductive age (aged 15 to 49 years),
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diabetes among men, obesity among men and obesity among women. 27 countries in the region
have insufficient data to comprehensively assess their progress towards these global targets.

The latest data shows that anaemia affects an estimated 33.1% of women of reproductive
age. Some 17.3% of infants have a low weight at birth in the Asia region. The estimated average
prevalence of infants aged 0 to 5 months who are exclusively breastfed is 45.0%, which is higher
than the global average of 43.8%. Although it performs relatively well against other regions, Asia
still experiences a malnutrition burden among children aged under 5 years. The average prevalence
of overweight is 5.2% - the lowest across all regions. The prevalence of stunting is 21.8%, which
is lower than the global average of 22.0%. Conversely, the Asia region’s prevalence of wasting is
8.9%, which is higher than the global average of 6.7%.

The Asia region’s adult population also faces a malnutrition burden: an average of 11.4% of
adult (aged 18 and over ) men live with diabetes, compared to 9.5% of women. Meanwhile, 10.3% of

women and 7.5% of men live with obesity.

Millets address to Malnutrition

Against this background, let us examine how millets can help address the malnutrition issue
as well as help public health concerns. For a better understanding of the issue, we have to study
the types of millets available in the Afro-Asian region and their nutritional value. Broadly, Millets
can be classified into three types, namely Major, Minor and Pseudo millets. Here follows a table of

different crops that fall into these three categories.

Major Millets Minor Millets Pseudo Millets

Sorghum (Jowar ) Foxtail millet (Kakum ) Amaranth (Ramdana/Rajgira)
Pearl Millet (Bajra) Kodo millets (Kodon ) Buckwheat (Kuttu)

Finger Millet (Ragi) Barnyard millet (Sanwa)

Little millet (Kutki/Shavan)

Proso millet (Chenna/Barri)

Nutrition value of Millets:

Millets are high in nutrition and dietary fibre. They serve as good source of protein,
micronutrients and phytochemicals. The millets contain 7-12% protein, 2-5% fat, 65-75%
carbohydrates and 15-20% dietary fibre. The essential amino acid profile of the millet protein is
better than various cereals such as maize. Millets contain fewer cross-linked prolamins, which may
be an additional factor contributing to higher digestibility of the millet proteins.

Similar to cereal proteins, the millet proteins are poor sources of lysine, but they complement
well with lysine-rich vegetables (leguminous) and animal proteins which form nutritionally
balanced composites of high biological value. Millets are more nutritious compared to fine cereals.
Small millets are good source of phosphorous and iron.

Millets contribute to antioxidant activity with phytates, polyphenols, tannins, anthocyanins
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and phytosterols present in them having important role in aging and metabolic diseases. All millets

possess high antioxidant activities. Here follows the details of nutritional value of different types

of millets:-

Sorghum (Jowar)

Major portion of sorghum protein is prolamin (kafirin ) which has a unique feature of lowering
digestibility upon cooking which might be a health benefit for certain dietary groups.
Sorghum proteins upon cooking are significantly less digestible than other cereal proteins,
which might be a health benefit for certain dietary groups.

It is rich in protein, fibre, thiamine, riboflavin, folic acid and carotene.

It is rich in potassium, phosphorus and calcium with sufficient amounts of iron, zinc and

sodium.

Pearl Millet (Bajra)

Pear] millet contains considerably high proportion of proteins (12-16% ) as well as lipids (4-6% ).
It contains 11.5% of dietary Fiber. It increases transit time of food in the gut. Hence, reduce
risk of inflammatory bowel disease.

The niacin content in pearl millet is higher than all other cereals.

It also contains folate, magnesium, iron, copper, zinc and vitamins E and B-complex. It has
high energy content compared to other millets.

It is also rich in calcium and unsaturated fats which are good for health.

Finger Millet (Ragi)

Finger millet is the richest source of calcium (300-350 mg/100g)

Ragi has the highest mineral content.

It contains lower levels of protein (6-8% ) and fat (1.5-2%)

Finger millet proteins are unique because of the sulphur rich amino acid contents.

The grains have excellent malting properties and are widely known for its use as weaning foods.

It has high antioxidant activity.

Foxtail millet (Kakum)

It is high in carbohydrates.

It has double quantity of protein content compared to rice.

It contains minerals such as copper & iron.

It provides a host of nutrients, has a sweet nutty flavour and is considered to be one of the most

digestible and non - allergic grains.

Kodo millets (Kodon)

It has high protein content (11% ), low fat (4.2% ) and very high fibre content (14.3% ).
Kodo millet is rich in B vitamins especially niacin, pyridoxin and folic acid as well as the

minerals such as calcium, iron, potassium, magnesium and zinc.
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It contains a high amount of lecithin and is an excellent for strengthening the nervous system.

Barnyard millet (Sanwa)

It is the richest source of crude Fiber and iron.
Its grains possess other functional constituents i.e., Gamma amino butyric acid (GABA ) and

Beta - glucan, used as antioxidants and in reducing blood lipid levels.

Little millet (Kutki/Shavan)

It is smaller than other millets.
It is high in iron content.
It has high antioxidant activities.

It contains about 38% of dietary Fiber.

Proso millet (Chenna/Barri)

It contains the highest amount of proteins (12.5% ).

Health benefits of proso millet come from its unique properties. It has significant amounts of
carbohydrate and fatty acids.

It is cheaper source of manganese as compared to other conventional sources like spices and
nuts.

It contains high amounts of calcium which is essential for bone growth and maintenance.

It reduces cholesterol levels and also reduce the risk of heart diseases.

Amaranth (Ramdana/ Rajgira)

High protein content (13-14% ) and a carrier of lysine, an amino acid that’s missing or negligible
in many other grains.

Consists of 6 to 9% of oil which is higher than most other cereals. Amaranth oil contains
approximately 77% unsaturated fatty acids and is high in linoleic acid.

It is high in dietary fibre.

High in iron, magnesium, phosphorus, potassium and appreciable amounts of calcium.

A rich dietary source of phytosteriols, with cholesterol - lowering properties.

Contains a lunasin - like peptide and other bioactive peptides which are thought to have cancer

- preventive and anti hypertensive properties.

Buckwheat (Kuttu)

It contains protein 13-15% protein and rich in the amino acid lysine.

Rich in carbohydrates (mainly starch).

Contains vitamins B1, C and E.

Rich in polyunsaturated essential fatty acids, such as linoleicacid.

Contains higher levels of zinc, copper and manganese than other cereal grains and the
bioavailability of these minerals is also quite high.

High in soluble fibre.
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® A rich source of polyphenol compounds.
® Contains rutin, a bioflavonoid thought to help control blood pressure and possess anti -
inflammatory and anti-carcinogenic properties.

Benefits of Millets from Health Perspective: There is a growing trend for preventing diet
related diseases by consuming functional foods. The concentrated bioactive compounds extracted
from foods known as nutraceuticals have also been used for the treatment of some diseases. In this
era of functional foods, millets have emerged as superfoods. Millets are naturally rich in health-
promoting nutrients and non-nutritive phytochemicals. The dietary fiber content of millets is
several times higher than that of staple cereals. Millet fats are rich in unsaturated fatty acids. They
are also a good source of essential minerals, such as calcium, iron, zinc and B-complex Vitamins.
Their phytochemical contents, that is, phenolic acids, flavonoids and tannins, are several times
higher than those of staple cereals. These non-nutritive components have been reported to possess
antioxidant, antidiabetic, anticancer, anti-cardiovascular, anti-microbial, anti inflammatory, anti-
ulcer and wound-healing properties.

Health Benefits of Millets: Recent research indicates that millet can be useful in several
ways. It helps the digestive system. Millet contains Fiber, which contributes to digestive health and
helps to regulate bowel movements.

It also contains prebiotics, which stimulate the growth of probiotics within the microbiome.
This is important for gut health and the immune system in general. Millet is very helpful and trusted
source for people with celiac disease or gluten intolerance because it is gluten-free. People with
celiac disease (resulting in damage the small intestine ) can eat this grain, which is nutrient-rich
and high in protein and Fiber, without risk of discomfort. Secondly, it supports the cardiovascular
system as millet contains magnesium, which helps to regulate heart rhythm. Consuming millet may
also elevate levels of the protein adiponectin, which can protect cardiovascular tissues. Millet also
contains vitamin B3 or niacin. This vitamin helps reduce certain factors of heart disease, such as
high levels of cholesterol and triglycerides and is effective in lowering oxidative stress. Thirdly,
it helps in improving mood due to the high concentration of the amino acid, tryptophan. Medical
research suggests that a diet rich in tryptophan can reduce symptoms of depression and anxiety.

Besides, a recent study (2021) suggests that millet can reduce the risk of developing type 2
diabetes. It also helps manage blood glucose levels in people with diabetes. Another study from 2021
investigated the effectiveness of millet consumption in managing obesity and high cholesterol. The
results demonstrated that this type of diet reduced BMI and, therefore, can help reduce the degree
of overweight and obesity. However, longer-term studies with larger sample sizes are required to
these benefits. Oxidative stress may cause various chronic conditions, including neurodegenerative
disorders, arthritis and diabetes. A high-fat diet is also a risk factor for the development of dementia
because it increases oxidative stress in the brain. Doctors consider antioxidants important in

reducing oxidative damage. Diets rich in antioxidants may protect against oxidative damage. Millet
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is a good source of antioxidants, which may help support the body’s ability to resist oxidative stress,
a factor in illness and aging. Consuming antioxidants could decrease the risk of chronic diseases.
The other health benefits of millets include: (i) suppressing cancer cell growth, (ii) promoting
wound healing, (iii) maintaining bone health and (iv) supporting antifungal and antimicrobial
activity.

Although millet contains many vital nutrients, it also contains compounds called antinutrients.
These interfere with the body’s ability to absorb nutrients. Different kinds of millet have different
levels of these compounds. For example, pearl millet contains phytates, which make it harder
for the body to absorb nutrients and goitrogenic polyphenols. Similarly, finger millet also has
antinutritional factors that include tannins, protease inhibitors, oxalates and phytate.

Both food security and food safety are now the prime concern before the entire globe. In
India we may have achieved food security largely due to the Green Revolution, which doubled our
production and at the same time taught us the use of pesticides, which are equally harmful to our
health system. On the other hand, the issue of food safety still far away from near satisfaction
and its absence are contributing seriously to our health. In this situation, Millet- the ancient and
traditional food of India and many of the African countries could be a better alternative for both
food security and food safety and that too in the context of climate change and growing population.
In the bygone pages, it has been mentioned that millet has several nutritional values which help
to address the malnutrition, obesity and some other public health issues and at the same time it
has some drawback also. A recent study indicates that different processing techniques can reduce
levels of anti-nutrients, which include: milling, parboiling, dehulling, fermenting and germinating

of millets.

/

Dr. Sanjeeb Kumar Behera is heading the IEC Division in the International Secretariat
of African-Asian Rural Development Organization and focusing largely on institutional
collaborations and transfer of affordable agricultural and rural development technologies
within AARDO member countries. He started his professional career as a Researcher at
Indian Social Institute, New Delhi three decades ago. Before moving to the African-Asian
Rural Development Organization (an intergovernment Organization of African-Asian
countries ) in the year 2002, he was associated with Prayas Institute of Juvenile Justice,
New Delhi and Project Concern International/India where he worked in the areas of
research and monitoring of projects related to children and health sector respectively.

He has coordinated several research studies concerning various aspects of socio-
economic development in different countries of both Africa and Asia, developed training

modules and identified new training centres for senior government officials working in
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Achieving Universal Health Coverage

Speech by Ms. Indrani Kaushal

The post-lunch sessions are always a little challenging. I will try to retain your interest. Surajji
has given me a good introduction in insights to what I am going to speak about. But I have, you
know, understood and we have been seeing that Nanaji has spearheaded this Deendayal Research
Institute and he totally believed in what is called as ‘Total Transformation through people’s
participation’ and we, the topic today what we are speaking about is ‘Achieving universal health
coverage - where are we in terms of reaching them ?’

So, I will try to be brief and we can head into any interactions if that could be after the
presentation is complete. So, I come from the Ministry of Health and there, you know, in the
Ministry, we talk about health €&y ol S & ST 31Tl | Bl 2 | T is not only merely curative
health. We talk about, the paradigm of health has changed. So, it is preventive, it is promotive, it
is, you know, in encouraging and educating, creating awareness to the public. What are the three

modules ? AdAd 39 tl%@f T T Hcha % GIIED Eﬁ e o1 1% and we don't reach a state of disease or

ailment. So, we have these ‘Sustainable Development Goals' and as we are aware, there was also a
National Health Policy, 2017 S fo et of it is very much recommending. COVID %maﬁaﬂaﬁgﬁ?ﬁ
ot fF ‘Do we need another health policy ?’ But 2017 4 targets 3 off 31 & 38 H &d %\ 3 targets. 3R
Harerd | ?H health policy q Th 3R paradigm-shift 4 a7 TFQ%, EIED ‘?ﬂTﬁaTF-[ IR’ o IH 9 Teh umbrella
%I W%ﬁ%ﬁ%‘q 3197 schemes ﬁ?ﬁmﬁﬁ align ?T'I%I I will come to that also. So, as we are aware,
health is a cross-cutting agenda across many of the sustainable development goals. There are 17 in
total and as we know, YRd is committed towards, you know, implementation of all of these SDGs
based on our nationally defined indicators the national health policy <l main ﬁl@ %, 3 % & to
improve overall health status through concern policy action in all sectors and expand preventive,
promotive, curative, palliative and rehabilitative services provided through the public health sector
with focus on quality. dl ¥ national health policy ﬁ?ﬁg and it is right there in public domain. So,
without getting into the details, but just to give you a glimpse, the objectives are to provide universal
access to quality healthcare which is affordable. Out-of-pocket expenditure is a major issue. iR
SER] T=hll'sc AR %ﬁT %, Tsh terminology ﬁéﬂ H W use %ﬁ?ﬂ % | Eﬁﬁ ol international organization use hXdl
21 ‘Medical poverty of capacitive expenditure’. Hdelsl % 4 ailment B, Teh TRIg IRER =1 7e ford qRar
éﬁf%ﬂl, Ell g4l drugs, doctor fees, surgeon, diagnostic tests, sometimes that I mean, I am witness to
such a case myself. My own "ﬁ‘FITvﬁ has recently had a paralytic stroke. He is a bypass-survivor.

ﬁ?ﬂﬁﬁ is a cancer-survivor. They have no issue, but he is fighting it for the last one year and it is
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very difficult because merely a pension does not take care of all the out-of-pocket expenses. So, this
is a live example and which pushes people to the, threshold of medical poverty.

So, TR I TR FSHN 514 ff TN R €, TART &9 Bl € fF ¥ whenever §H $7ehl sHI1d € and
make it through, we try to focus on how it reduces the out-of-pocket expenditure. So, to attain the
highest possible levels of health and make them for all at all ages and what are the major targets ?
That is to increase the life expectancy a lot from 67.5 to 70 by 2025. You will be happy to know that
we have already reached a life expectancy level of 69 as of now. Reduce under-5 mortalities to 23
by 2025. Reduce premature mortality from diseases. In fact, WF}%@T TR W%T@WE@W g7l But
31T 1 A | 89 | ¥ BT hIE A1 a6 stroke, diabetes, chronic kidney failure, cancer, AYHE; 3 He STAIE,
the cause of death is at least to the extent of 63% of deaths are due to TR-T=II AT and T8 Y,
roadmap TSF-I“\%T%I It is a major public health issue. The more important thing from the government’s
perspective is also health is a state sector subject. 3 AT state-list | figure W%I However, the
government is always supporting and therefore, have to increase the public health expenditure to
at least 2.5% of the gross-domestic product of the country. S H 39 I @ A R paradigm-shift
Sl Sl ‘% ‘HIEWH " umbrella & 3, I these are all designed to bring universal health coverage. Fﬁ,
‘311’5&3”:{ ' % umbrella % I E'lﬁ Teh first of all, health and wellness center &I %I I and we are
happy to share that last December | H3el H T target fom@m o f 1.5 lakh health and wellness
centers E|7-|TQT*|T®I What is a ‘Health and wellness center’ ? Sl gl TR EY IS W Teh-Ush sub-center
%ﬁ?ﬂ %I 31T ! drE | tl%ﬁ sub-centers 1 Primary Health Center libero-active of child health, Hddid
HIJ-HF X IR R~ 7oy = Rryy it Tameen I TR & T S W® &1 But the health and wellness center %
extended delivery of health services 12 package T ST @l %, SIRER Qﬁ?,:'[—'{:ﬂ G lecy) Wﬂ@l 3R FURY
umbrella & PMJ. ¥ 30 g B US ® &l Obama-care 2 | &1 &1 @M = defined title-based scheme %,
S f% 5 lakh insurance % aﬁﬁ ﬁﬁ, bottom 40% of the population is entitled to this. Sﬂﬁ Eﬁ'&‘ ot
involvement &l ST%d &l % 3R 31T &l aRIE | R states, IECRAED T Tt Bl Sﬂiﬁ already implement
on universal insurance coverage %X {31 2 | T I59 ¥, 1 think UP, ST & 59 e, we are sitting in
you know, boniest of hills. I think UP has, is running the PMJ scheme on a trust-mode. The next
pillar is ‘Ayushman Bharat’ digital mission. 3T H IHE H 9T o TR digital progress H I ded
Ed| %I We are all aware of ‘Adhaar’, UPIL So, Adhaar-ID is nothing but every patient will have a
‘Ayushman Bharat’ identity. ST 31 SR ? 3Teh, 579, S &H Ueh 1L © TE ST = €, ol o e
records, o %’ﬁ tests Ha Sire AT qsdi %, based on a consent architecture. ST 319 39 consent é’ﬁ,

@ health records will be available to the next level of doctor and that all will be, you know, possible

through this digital stack which we are already creating. E"Flﬁ health doctor registry %, R already
data populated (Gl ﬂ% %, Jgl W health care registry %, el R physio-therapists 3R nurses 3 health
care workforce 3 S Ids 3T '{% %1 This is work in progress and 3151 I dhE H 6*—|~3| capd progress
HISCRED %I T ‘Ayushman Bharat’ health infrastructure mission. 21st century <1 churnable
moment T A7 COVID oI % 1?7 And 3R B4 39 churn able moment of the 21st century E] é'@lﬁ g

3T public health infrastructure HTGE;T@, dl we will be subjecting our world to successive pandemics.
So, this is the time T‘iﬁ%ﬁ public health systems E] Al strong hIAl 2 difer 3 T T B 3R this is
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the scheme which was designed seeing the learnings from COVID. a Eﬁ e o integrated health
lab ST SIEI, Ueh-Ueh T‘ﬁ, T ften historically, Sidl public health <l systems % deficit %\, SR ﬂ% &
TU, i 3 qd-fameamee, 39 W R 9Igd w9t public health systems T, T focus 3Tl T §T FH 700
a;ﬁg W—@%I@f ¥ investment 3T 89 scheme * q8d | I8 Ui 9Tl ot scheme % and the total outlay is

64, 180 crores. Now, we will just come to ‘What are the existing schemes and new initiatives which

are aimed towards, which are aimed towards bringing universal health coverage and also achieving
the SDG goals ?’ qad BHRI AT flagship scheme % I e R | So, this is launched initially
as a rural health mission. 9§ o ‘slilff urban ot Trﬁ?aT T | S o slum & ﬂ'?fl, slum, slum areas T 3k
urban areas H 4t recognize fT 7T, there are many problems. So, 2013 ff, urban 9t T‘ﬁ@T T 3R ':’g'{:liﬁ
TOE ¥9 H U T fHRE Sl S 2 1 So, what are the key objectives of NHM is right in front of

you. In fact, Chitrakoot interestingly was one of our common review mission. %ﬂﬁ%ﬁwﬁ%ﬂ@
R 9l scheme I T%T%, Qﬂﬁ?m%ﬂ@ review mission ‘}I?lﬁ%, ST&f outsiders also join in. So, district
DEO, education officers, health officers, 39 Geror ST o | Then, there will be medical officers,
they all join and so, in Chitrakoot, we found some weakness points, but also, what we found was
that there have been some best practices also. So, the T @ iR is actually supposed to
help, take care of all these reproductive child health communicable diseases, non-communicable
diseases and also meant to be a human resource, 1 for e important RS 2] @EITQ T e ‘ZIT'TPI
STd 379k 91 HR 81 | So, NHM has been, in fact, able to bring in 3.6 lakh human resources for health
in states. 37T & a@ § HR 10 9 B4 & S 3 Tifa-7ifa § Ueh-Teh families § ST 2 o -1 st=a1, foreent
ST 2, foreet S @ €, el TB 2, fofwent aTd o €1 Nurses it 76,000 € and NHM % BRI 4,000 %
4 specialist doctors W ST MU B

?ﬁ, this is what I was telling you about the health and wellness center, the extended range of
packages. a Sﬂﬁ 31111%5, apart from reproductive and child health, we have -G ﬁﬂ, we have
palliative, we have 3t <hl, oral ENT, then we have physical as well as mental health issues which
has really assumed a large proportion after COVID. The interesting thing is also that now, we are
using technology, tele-consultation T T =31 W& fe=r 1= %, BRI Ehﬁ CHO, health and wellness
center Tfd H 43, 3R 390l IO H T 37 W1 7, A1 37! 3R specialist T T H A 7, o doH Th
hub and spoke model %I a9 ST <l health and wellness center will be connected to the district

hospital and further may be PGI, Chandigarh in this hub and spoke model and they can actually
take an upward specialist referral. So, this is one of the very tele-consultation during COVID, you
would remember. 3§ time H ggd A R ISl g31 because people could not go to the hospitals and
as, you know, Rl standees | foran % &6 COVID % time W normal health services were totally
suspended. Looking at some of the, HR § 8, Tl 7 ‘TST Tareed (e’ o eig- i 3Mqeh T o o
=Ed ¢ fF ‘what has it contributed to ?’

HIG-JY <X So, maternal mortality rate 3T ERGIREE] ﬁ, 1990 H 3 556 BIdl M, India <kl That has
come down to 97. Globally, the global rate of AI§-HJ <X is only 59%. India has done a 82% decline.

So, this is a great achievement which we have made and already, 8 I, 8 states have achieved their

SDG target which is that of 70. Under-five mortality rate. Under-five mortality, let’s see there will
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always be inter-state variations but we have to at least take a look and take a brief from what are
the best practices which the states are doing. So, U-5 mortality rate, I am sorry for the value etc.,
I think there is a technical problem but I will tell you the figures. U-5 mortality rate between 1990
to 2020, I India I 126 3T hdl o1 T TR 31T ot 9 | 32 @lTPJT%I The global rate of U-5 MR decline
is only 60%, India has achieved 71% and SR k| already SDG target which is of 25 by 2030 achieve
X forn %, o | feran g3 2 and the figures in the brackets also tell you how much they have
achieved. We are also achieving replacement level fertility. 9l Hdeld Ush couple, their tier-5 rate
is 2.1. As you see that we have already achieved the tier-5 level. There are some states like Bihar,
UP, Jharkhand, Manipur, STel fr 31S1 &t ai@ ¥ 9t tier-5 level exceed Bl %1 €, but we are providing
all the range of contraception choices and also basket of modern methods. In order to bring this an
awareness, gH hX “\% % qifer o replacement level W 31 W | So, what is the government exactly doing ?
The government expenditure, if you see, as a percentage of total health expenditure. Total health |
out-of-pocket ¥ 3Trar 2 | Household &1 expenditure G ST Bl %, I IS 3T O enterprises EY
B %, apart from government health expenditure. So, government health expenditure has
progressively been increasing from 29 in 2014-15 right across to 40.6 in 18-19. The figures for 19-
20 are also under publishing and they are also indicating an upward trend. Out-of-pocket expenditure
3Tk 62% § e 48% and latest figures suggest they will be going down to 47%. So, w@ﬁém‘m
2 for fTaT TR 319 Tareeg W @@= ol '%, 3d-T 319kl out-of-pocket, household <l bottom Id-l ¥l
%I 3R 3 i e %? I = o S fore %, PR under NHM %H free drugs services éﬁ %, 105 ﬁ\'ﬁ drugs
_iﬁﬁ % S sub-center H H¥ ?{EITQ & S %I Q‘@I 74 diagnostic tests % at the sub-center Gﬁ'{ P el g
figures %, ‘Eﬁ I HY 'Eﬁﬁ 9| These are ﬂ'@ Sie| % SN {3 sub-center H free of cost IS ?} | Ambulances
%, referral transport services & 3T 28,000 ambulances are made available. 3‘9”3@ ICU ambulance
_bplﬁ %, P conservate %ﬁ%l Plus, we have specialist doctors and offshore is also working and SHIGl
q FIIET 3R 9 community doorstep T, T 3R primary health care T &1 fSa=1 S91&T focus Eh"\f, ELEI
household expenditure ¥ =2t ® 3 3 load district hospital WX H BT ¢ as well as tertiary.

See, it should be that the community gets all their screening and their primary referrals at the
doorstep. Otherwise, you are overloading a district hospital and they cannot focus on the more
serious diseases. 3R S[hMH %, 39 foTe 89 district hospital o specialist <l time EEI Tﬁ, ql & 3ETen
patient 1 H <@ S o S Sorey TR situation W B ? So, this is also just showing that government EY
3R ot == B4 ¢ | Total kitty of government expenditure H health & %ﬁgT-'{:lT ded I fe@mn ST w12 | Last
year ﬁw—m downward trend 1, but this is also picking up again. Fife rate of growth Wﬁwa
SIGI %I Rate of growth 3R government expenditure ST IR 9 d¢ @l %, 3G TR 9 government bl
ar expenditure &l €1, TAOTT absolute figures o} a% gl Primary health care SHRI national health
policy bl Ush target %, 66%. Two-thirds of the expenditure should be on primary health care. So, we
are well on track. @H already 55 and latest figures are approaching 56-57%. So, we will be as per
the national health policy, we have to beat 66%. So, all the schemes, once they take-off, If igures
%ﬁ%, dated ‘tﬁﬁ © sAifer B9 actuals W TIeTd 2l ?ﬁ, there is always a lead time involved. But, - TR
PMJ scheme &1 TM 30t 39 scheme I effect T, A figure THA HH A ¥ Sgd g <M | SmsH=
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YRd' %’T‘Eﬁ ‘lﬁﬁﬁﬁﬁﬁﬂ, so I think you can skip this slide.

This is the just a recap of what all packages, the ‘3TFSAH YRd’ health and wellness centers is
providing. 31sT a8 | W 14 dRE %I health and wellness center H TUch Hell %Sl?ﬂ %, ik the rural
population actually understand. ﬂﬂ@f%ﬁ, wellness center qamﬁa"rmmﬂwm:ﬁ, Eﬂ?lTﬂ'{ﬁ inaugurate
EIRIE 3G o1 9 1.5 lakh 8949 & &1 ® and 3@3 ™V ﬁ?, you know, the kits, the TP kits, basically
IHH S food packets are also being dispersed at the health and wellness centers and these health and
wellness centers will become the focal point of the comprehensive primary health care.

So, total number of tele-consultation which have been done is 19.04 crores and these are not
just doctors talking to doctors but actually, there is an audit trail also, so we can also check that
these are actually referral sessions being made and not just doctors talking. X UX dld X &l %, ﬁ\'{:ﬁ
I o1 T B |

Universal health coverage. So, how does ‘Ayushman Bharat’ mend itself towards universal
health coverage? We believe in the concept of continued off-care. So, in the primary stage, you

have comprehensive family health, health care benefits of the scheme are portable if across the

counting and beneficiaries cared urban the any patient Tl STEL %% 3! ASTereh! district hospital 4
STl €, Wi foh 1Rl Uk Ul SiA g8 R S refer R T 3R PMJ ® S package H UgE fH &
hospitalization g3, d @l bills ¥R rembussement ¥ &1 | But what happens after 15 days ? a9 ol el
ST ? Y, SR-SR a1 o ATIMS, Delhi 31 ATIMS, =T ATIMS H ST =&l Hehd |

So, there is a system which is there again. He will go back to the health and wellness center for
his further follow-up. So, this is the continuum of care which we are trying to build. ifeh it is not
possible that PMJ scheme only comes into effect and it is only for 18, 18 days of reimbursement of
the in-patient tests and any doctor’s hospitalization costs. But after that, the referrals and follow-
ups are supposed to be taking place again at the health and wellness center. That is how there is a
closed loop. But now, the unmatched need has come. Okay. This is where I S IR €9 disease %%’é
T é’@ 1, R 379 it has increased. This is the new unmatched need which we are addressing
through health and wellness center. ‘Ayushman Bharat’ digital mission. This is inter-operable. g‘g’ﬁ
&Y HIE, COVID & time T o1 fo forelt doctor & 3TTeh! o1d T €, O TR 91 9§ zoom BT =fRT, patient &
T off zoom €F|T =fET, M Webex '@‘ﬂ 9Tl The ‘Ayushman Bharat’ digital system will be such that
any system can talk to any other system. So, it need not be that zoom only talks to zoom. That is
why, it is called inter-operable. They are very simple API-driven and there will be longitudinal
electronic health records for all citizens with due privacy because privacy is also very important.
So, the budgetary upgrade will be announced 1600 crores and approved for 5 years. At present, we
have populated the number of area, it is right there for you and how many health facilities have
been registered. Eﬂ'ﬁ private 3T¥dA ot %, privats hospital provides excrement care for patients,
public hospital are unable to provides high quality medical faculties after have minimum %3[ 1% % as
well as government hospitals and doctors, how many doctors have been registered and how many
successful interrogators % OR details are placed before you.

I have already covered in this critical catalogue. So, district public health labs have been set up,
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public health units as well as rural and urban health and wellness center and you have surveillance
mechanisms are being strengthened at Entry Points at airports, sea ports or the borders. So, this
is what, you know, the universal health coverage slide is showing. You have all the SDGs who are
listed on top. How do you address universal health coverage? It's truly a very comprehensive
family health care and that is where ‘Ayushman Bharat’ with its HR, with its community engagement,
with its health information digitization, financial protection is responding to all the SDGs. Apart
from, you know, Union Budget, there is also something called a 15 Finance Commission, ﬁ‘l@ﬁ%ﬁ
9, you know, health grants, EREXIEN they go to the, local bodies, be it urban or rural. 31?15! 70,000
crore i 317'%'%% 3ﬁ'<' e 18,000 e diagnostics %%ﬂl provide Ed| 11'% %I

So, my last line. What is the way forward ? Now, in the policy making, what we realize is that
mainly government, in fact, the conferences such as these, what Deendayal Research Institute is
doing, that is where the community engagement and a whole of society and a whole of government
approach is coming in. So, we need, you know, the community is also help us in increasing the
health seeking behavior, so to speak. Further, we are putting in all our efforts to increase the
government health expenditure as a percentage of GDP. 3ISI H dE H A 1.35% %, but ¥ 2.5% T
S-S TURI schemes &l effect 3T Tvrr'i"ﬂl Last, of course, is not but not the least, is to broaden the
use of technology. As we have seen investment in our HR as well as R&D have to improve the
quality and the equity as well as accessibility. So, tele-medicine has great potential in this and not
to, you know, this is my last line. I thank you for having given me the opportunity to present what
some of the, some of the initiatives which government has taken and I'll be happy to address any

of your queries. Thank you.

/
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SDG Health Goal and Human Resource In
Healthcare: A Peoples Perspective

Dr. Sanjiv Kumar, MBBS, MD, DNB (MCH), MBA, FIPHA, FIAMS, FAMS, FIAPSM
Chairperson and Managing Trustee, Three Domain Health Leadership Foundation, New Delhi

Introduction

The International Development Agenda has been led by the United Nations (UN) since its
inception. It was fragmented under various heads as poverty, peace, security, environment, health
etc. and spearheaded by different UN funds, programmes and agencies. The Millennium Declaration
and Millennium Development Goals in 2000 was the first effort by the member states of the UN to
integrate the development agenda as these are synergistic and inter related. The integration of the
agenda was further strengthened in Sustainable Development Goals (SDGs) to address economic,
social, environment and health in a comprehensive manner1. The UN goals under its various
initiatives are meant for the people and designed by its member states. We, the peoples of the
world, contributed to the drafting of the SDGs. The initiation of the drafting of the global agenda
started by listening to and documenting the ambitions of the people from across the world available
in the UN report, ‘We The Peoples, Celebrating 7 Million Voices’ 2. What the people wanted in the
SDGs is summarized in Figure 1. Learning from the experience of MDGs, many of its weaknesses
have been addressed in the SDGs. This was possible as the SDGs were developed in a participatory
manner over more than five years. We need to ensure a similar participation of the people in
implementation and monitoring of SDGs. This article explains SDG 3 — “Health and Wellbeing for
All” as the need to meet health needs of the entire population. The SDGs being tightly interwoven,
human resources become the main driver in achieving health targets. The article flags the family
as the core of healthcare and highlights innovation and scaling up as key factors for sustainable

improvement in health.
Fig. 1 What Seven Million People wanted in SDGs (2014)
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The Concepts of ‘Environmental Sustainability’ and ‘One World’ is deeply
rooted in Indian scriptures:
The concept of sustainability is deeply rooted in Indian culture as reflected in Atharva Veda,
recognized as more than five thousand years old by western scholars. It says,
“Tra u faramTa ferd aefy Teg ) | o v fagredt o 9 geemtiay 1
It means, ‘What I dig out of you (earth), let that quickly grow over, Let me not hit your vitals,
or your heart”. (Atharva Veda, Kanda XII, Prithvi Sukta 1). This verse was quoted by Mrs Indira
Gandhi at the Stockholm Conference, 1972. Similarly, the concept of one or interconnected world
is beautifully illustrated in the following Sanskrit verse from Mahopanishad ( Chapter 4, Verse 71)
3T T WRY Sife MO 7Y SEy | SERARAHT § agEa Fgred |
It means, ‘Narrow minded people look at things as mine or others. A broadminded person
considers the whole earth (including environment, animals, forests, plants etc) as one family
where everything is shared. This verse was quoted by Sh. Barack Obama in his address at the
Indian parliament on 08 November, 2020. And the G20 slogan adopted in India’s Presidency in

2023 includes it as “One Earth, One Family, One Future”.

SDG3 on Health

SDG3, ‘Ensure Health and Wellbeing for All at All Ages’ (Fig. 2), includes all aspects of
health. It is for all humans, young or old, in developed or developing countries, healthy or unhealthy.
It is more comprehensive than the MDGs which focused on the reduction of some diseases and
mortality among women and children. The focus of SDGs is on health and wellbeing of everyone.
MDGs ignored many common health conditions such as non-communicable diseases. However, the
SDGs covers all health conditions, it maintains continuity with MDGs as it includes the unfinished
agenda of the MDGs. Fig 2 gives the targets and subpoints for achieving SDG 3 and to monitor

progress while implementing SDGs.

Fig. 2 SDG 3 Health Goal and targets

Ensure healthy lives and promote well-being for all at all ages.

1. Reduce MMR to < 70

2. Reduce NMR to < 12 and U5M < 25 Sub-points:

3. End the epidemic of HV, TB,

Malaria. Combat water -borne, NTDs a. Implement WHO-FCTC

and Communicable Diseases.

4. Reduce by 1/3 premature mortality s | 0. Research & Developmen=- of vaccines
due to NCD and medicines

5. Strengthen Prevention and

Treatment of Substance Abuse c. Increase HCF and better HRH
6. Halve the number of deaths due to manageiment

road traffic accidents (2020)

7. Universal Access to SRH d. Strengthen early warning and risk
8. Achieve UHC reduction

9. Reduce the number of deaths and

ilinesses due to pollution

SDG goals are synergistic and inter related. SDGs address social determinants of health and
play an important role in keeping people healthy. Environment deterioration is contributing to
increase in vector borne diseases, water borne diseases, climate change, extreme weather events
etc. Addressing environmental issues through environment related goals will contribute to
sustainable improvement in health. Poverty is both an outcome and cause of ill health. The causes
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of inequality come from other sectors, the three inequality goals contribute to health goals. Similarly
peace is important for the health of the people, Fig. 3 illustrates how seven environment related

goals, four poverty goals, three inequality and two peace goals contribute to health goal.

Universal Health Care (UHC):

UHC is included as one of the indicators (3.8 Achieve UHC and also in 3.7 universal access to Sexual
and reproductive Health ). UHC is defined by the Steering Committee, 12th Five Year Plan, Planning
Commission 2012. It is, “Ensuring equitable access for all Indian citizens resident in any part of the
country, regardless of income level, social status, gender, caste or religion, to affordable, accountable
and appropriate, assured quality health services (promotive, preventive, curative and rehabilitative ) as
well as public health services addressing wider determinants of health delivered to individuals and
populations, with the government being the guarantor and enabler, although not necessarily the only
provider, of health and related services.” However, UHC is not new as is evident from its inclusion in
the following historical milestones in India:

1947: Sir Joseph Bhore Committee

1983: First National Health Policy: HFA

2002: Second National Health Policy and the National Population Policy

2005: Launch of the National Rural Health Mission (NRHM/NHM 2013 )

2008: Launch of the Rashtriya Swasthya Bima Yojana (RSBY )

2011: HLEG report (Planning Commission ) on Universal Health Coverage (UHC)

2018: Ayushman Bharat also referred to as Modicare has two pillars. 1). National Health
Protection Scheme. 2). Health and Wellness Centres.

1) Pradhan Mantri Jan Arogya Yojana (PMJAY ) or National Health Protection Scheme provides
social insurance for secondary and tertiary level care to about 60 crore population of up to Rs
500,000/~ for hospital care in both public and private hospitals.

2) Health and Wellness Centres: 150,000 Subcentres and Primary Health Centres are being upgraded
by expansion of services, infrastructure and healthcare providers to provide comprehensive

primary healthcare in the whole country as given in the Table 1 below:

Table 1: Services added to the existing package in the Health and Wellness Centres

Existing services New Services added in HWCs

1. Care in pregnancy and child-birth 1. Non-Communicable diseases: Screening,

Prevention, Control and Management

2. Neonatal and infant health care services 2. Care for Common Ophthalmic and ENT problems

. Childhood and adolescent health care services

. Basic Oral health care

Family planning, Contraceptive services and other

Reproductive Health Care Services

. Elderly and Palliative health care services

. Management of Communicable diseases including

National Health Programmes

. Emergency Medical Services.

. Management of Common Communicable Diseases

and Outpatient care for acute simple illnesses and

minor ailments

. Mental health ailments: Screening and Basic

management
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Synergy of all SDGs to Health:

To achieve sustainable achievement of health, it is important to address the social determinants

of health. SDGs include a)
Environmental factors are
becoming more and more
important for health. SDGs
include seven environment
related goals; b) Poverty is
both a sequelae and cause of
ill health. The four goals
related to poverty reduction
this c)
Inequity in the society also

address aspect;
results in inequity in health.
The three goals related to it
address inequity; d) Health
services cannot be provided

Social Determinants of Health in SDGs
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[Hnllﬂ'nﬁml 3: Ensure healthy lives and promote wellbeing for all at all ages ]
without peace and stability.

The goal 16 related to peace

and stability and; e) The world has become a global village, hence partnership (goal 17) is essential
for achieving health and other SDG goals. Fig 3 below illustrates the interconnectedness of non-
health goals to health.

Fig. 3 Synergistic role of SDGs in addressing social determinants of health

Human Resources for Health (HRH) for SDGs: Need to go beyond numbers
HRH is the backbone for achieving the goals and targets identified for achievement of SDGs.
Traditionally, the planners and policy makers look at the number of HRH available in a country or
in a geographic area against the sanctioned posts at various health facilities. Table 2 below gives
you the trend and vacancies of specialists, medical officers, Auxiliary Nurse Midwifes and

functionaries in primary healthcare.

Table 2: Trend and Number of Vacancies in various categories of HRH in
primary healthcare system in India

2005, n (%) 2000, n (%] 2015, n (%) 2000, n (%) 2022, n (W)
EHE Specialivts
[surgeona, OBGY, 1
hepsicians (4 3538{46.6) 4146(41.2)  78BL(67.5) m8401(63.3) 9343(67.8)
pediatricaans)
Doctors st PHCa 4282 (17.4) 6148 (20.7) 9389 (27)  geag (24.1) 9451 (23.8)
ANM at sub-centers snd fﬁﬂ[‘.ﬂ 10,214 '.'ﬁ-il M:.“ﬂ.ﬂ 33618 i

. 4 4

PHLs (14.1) 28800 (14,4}
Rasiographers st CHER 332 (19.8) 1260 (43.3) 2032 [4B.8) 1700{423) 1628 (40.3)
e CLLE L] 3380 (16) 4653 (19 5456 (19.3
CHCx 16) (19.9) jae3) 5648 (18.6) 7489 (21.5)
Laboratary  technicians B d) -3 0 L3 5183 (29] 6130 (358
it PHCs and CHCS 54 ) (s32) 7243 (28.2] 81456 (26.0)
e ] 5280 (15.5) 10289 (181) 11757 (158] 15335
and CHEs g3 fad (158) (18.8) 22950 (22.0)




WHO's The Global Strategy for Human Resources for Health: Workforce 2030 recommends the

following HRH objectives to be achieved by 2030.

1: Optimize performance, quality and impact of the health workforce through evidence-
informed policies on HRH, contributing to healthy lives & well-being, effective Universal
Health Coverage, resilience and strengthened health systems at all levels.

2: Align investment in HRH with the current and future needs to address shortages and
improve distribution of HWs, so as to enable maximum improvements in health outcomes,
social welfare, employment creation and economic growth.

3: Build the capacity of institutions at subnational, national, regional and global levels for
effective public policy stewardship, leadership and governance of actions on HRH.

4. Strengthen data on HRH for monitoring & accountability of national and regional strategies.

The report also emphasizes the need to look at composite HRH index as healthcare delivery is
a team effort and it cannot be delivered by one functionary, if other members of the team are not
available. This is directly related to achievement of healthcare goals measured with tracer indicators

as shown in Fig.4.

Fig. 4: SDGs progress is directly related to HRH Density/1000 population

Prevention is a must to keep people healthy and remove the causes which make
them sick “There I am standing by the shore of a swiftly flowing river and I hear the cry of a
drowning man. So I jump into the river, pull him to the shore and apply artificial respiration.

Just when he begins to breathe, another cry for help. So back in the river again, reaching,
pulling, applying breathing and then another yell. Again and again.

I am so busy jumping in, pulling them to shore, applying artificial respiration, that I have
no time to see who the hell is upstream pushing them all in.”

Mckinley J (1997). A case for refocusing upstream. The political economy of illness. In J
Garly (Ed). Patients, Physician and illness. A sourcebook in behavioral science and health (pp

9-25). New York. NY Free Press
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Home care is essential in providing healthcare to the whole population and is
vital component of healthcare:

The current healthcare system is disease oriented with negligible efforts on keeping the
population healthy. Health system in overwhelmed dealing with the ever-increasing heavy load of
disease burden that it has very little time to keep the healthy population in good health. For
sustainable improvement in health, we need to focus on health promotion while caring for the sick.
Textbox illustrates the need for preventing the diseases by closing the tap of diseases while caring

for the sick.
Fig. 5: Catering to the health needs of the whole population

Health for the Whole of population

Source: Kumar 5, Preetha GS. Health Promotion: An Effective Tool for Global Health. Indian ) Community Med 2012; 37, 5-12.

i 4 1 3

Healthy population | population with | Population

No risk factor, no | risk factors with disease

disease but not aware

* Promote healthy * Health + Early detection
lifestyle promotion and * Treatment &

* Prevent risk factors screening care
(Primordial * Action on risk * Maintain
prevention) factors healthy lifestyle

* Prevention of » Build resilience | * Disability
disorder and health |+ Maintain healthy | limitation &
problems lifestyle rehabilitation

The family plays a vital role in health and illness, recognition of this fact and capacity building
of the family needs more attention to improve their skills. Fig. 6 below shows the colonial mindset
of healthcare providers who believe that individuals and families are passive and powerless
recipients of healthcare. It undermines the family capacity. It is important to understand the role
of family in caring for family members for various health conditions. Health system usually comes
on the scene when health breaks down and a person becomes sick. The health system ‘patches up’
the patient and sends him back to the family. Family also plays a vital role in keeping those healthy.
Empowering family members is vital for sustainable improvement in health and proper care during
disease (Fig 5). Access to technology, its miniaturization and seamless availability from anywhere
has further empowered families to access credible sources of health-related information at home
both in health and disease. More and more diagnostics and treatment are available at home. It also
empowers them to access information on where to go and whom to contact. They are more aware
and ask which treatment options are suitable and why. Telemedicine for consultations online

received a boost during COVID 19 pandemic and it is going to continue.
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Fig.6:Empowering individuals and familiesis vital for sustainableimprovement
in health and development

Table 3 Role of family in care during health and disease

Healthcare Role of family in

components Health Disease
LT T Food, type, quantity, quality, frequency, cooking  Maintain desirable behaviors as non
pharmaceutical intervention in illness

Physical Activity: what exercise, frequently
. Prevention and early detection of

Alcohol, Tobacco, drug use et :
complications and other diseases

Primordial prevention of risk factors _
B ERCTEE R R ETE Desirablebehaviour and practices during pre Managing risk factors in those with ¢
generation care pregnancy, pregnancy, childhood, adolescence, diseases

youth, middle age and healthy ageing.

Traditional and Dietary and other practices often originating Managing traditional and cultural

sodiocultural ) from Ayurveda practices in diseases

Early Detection Diseases and seeking prompt treatment Complications & prompt selfreferral
in diseases such as Diabetes,
Hypertension, infections etc

Compliance Desirable health behaviours Treatment: Both non pharmaceutical
and pharmaceutical interventions

Care of Care givers and other family members  Engage in hospital and post hospital

Givers care including palliative care

Fig. 8 illustrates an example of maternal and child survival interventions. In the first category,
a large proportion of interventions are carried out exclusively at home where healthcare providers
have little role. The second category are interventions delivered by the system on fixed days at
institutions or in the community. It is family members who take a decision to avail these services.
The third category is individualized care in sickness or medical emergency which cannot be
scheduled. The health system must empower families to carry out interventions in the first category
and take timely action for interventions in the second and the third category by educating in the
family (Fig.1).

At family level eating habits, health seeking behaviour and physical activity are practiced.
After treatment at health facility, the treatment compliance and early identification of complications
and timely self-referral is also implemented by the family. Studies suggest that the level of family
involvement within health care also has a strong association with use of health services. Table 3

gives general health interventions done at home. Table 4 below summarises what families can do




in healthcare of hypertension and what can be done at community, primary, secondary and tertiary

level.

Table 4: Role of Family, community and health facilities in Hypertension

Family level care (1) | Community level (2) Primary care (3) Secondary &

Tertiary care (4)
Physical activities, (1) Plus Educate (2) Plus diagnose, (3) Plus Appropriate
healthy food, community for prescribe treatment management of
No tobacco use, alcohol | prevention & home identify and refer referred cases
intake, care complications and

treatment compliance, | Follow-up of patients [counselling.
Monitor cases at family

level through home visits
by ASHAs and ANMs

Early identification of

complications and

timely self-referral

Role of family in life saving interventions for maternal child health and in hypertension are
given as two examples. Similarly, family role can be identified in all health problems a family face.
This needs to be explained to family members. The treatment protocols for management of health
conditions should include family level care. Healthcare providers need to become health coaches to
build family capacity as well. The following are done at the family level for maternal child survival

interventions (Fig. 7) and for hypertension as examples (Table 4) :
Fig. 7: Lifesaving interventions for maternal child survival done at home

Role of Family in Maternal & Child Survival Interventions

Action at home are In red circles
[ Effective Lifo Saving Interventions for matamnal & child survival

System delivered & can [ Individualized care in HFs |
be scheduled | can nat be scheduled

ne axclusively at home

: Treatment of pneumonia,
Vitamin A, Immunization,

Early initiation & EBF, CF, ORT, severe diarthoea,
bt IRS, ANC, PNC,
Hand washing, Cont t fistributi malaria, newborn
ntrace ribution .
o P SR conditions, EmOC..

Iron folate, ITNs,
Coniraceptnves

Families identi
danger signs and
take decision to go
ta/not to go to
HWs/HFs

amilies take a decision
to go to outreach
sessions and repeatl visits ‘

Family can implomant
thesa provided they have
il supplios

Need to innovate and scale up successful innovations
Things are changing rapidly in healthcare. Most of these changes are taking place due to

application of technology in promoting healthy lifestyles, prevention of diseases, healthcare
delivery, precision personalized medical care. This pace of change is accelerating now. Many

innovations were done during COVID 19 pandemic. These include rapid development of vaccines,
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centralized vaccination services management (Arogya Setu), home care, home diagnostics,
teleconsultation etc. There are other innovations such as tele ophthalmology, tele-radiology, tele-
pathology, doctor-patient teleconsultation, doctor-specialist teleconsultation etc. There is a need to
prioritize the innovations to address burden of diseases by prioritizing priority diseases, point-of-
contact diagnostics, independent evaluation of promising innovations etc. There are many innovations
such as tele-ophthalmology in Tripura available for about last 15 years. Why this innovation which
addresses shortage of eye specialists in rural areas. Through this 95% of eye patients are treated at
primary healthcare facilities examined by an ophthalmologist sitting 100s of kilometres away. This
has not been scaled up in the whole country. There is a need for a serious effort in scaling up cost-

effective innovation to benefit the last beneficiary. Fig. 8 below illustrates this.

Fig. 8: Bottlenecks to health innovations to improve healthcare and their scale up

Need to Innovate and scale up successful
Innovations

Remember
i SEME I Lo We must
; - [ :
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. ulnerable Healthy?

N ) Lo
e __‘-..:b..-"' APy e

SDGs were developed with participation of all stakeholders including public. The inputs from
public, documented in the UN Report, ‘We the Peoples’ and included in the SDGs. There is a need
to engage public in implementation and monitoring of SDGs. SDG 3 on Health is comprehensive
and covers the whole life span of humans and all health conditions including the need to keep them
healthy. While implementing the SDGs, there is a need to focus on five aspects. First, for sustainable
achievement of health, social determinants of health must be addressed, for which SDGs offer an
excellent opportunity. The health sector should work closely with them to promote health. Second,
HRH is essential for achieving the health goal. Healthcare delivery is a team effort. Hence the whole
team must be strengthened rather than looking at each category of healthcare provider separately.
Third, there is a address the need of the whole population i.e. healthy, with risk factors, undetected
disease for early diagnosis and prompt treatment and treatment compliance those known to have a
disease. Four, family is the basic unit of society and plays a vital role in maintaining health and
care during disease. We need to bring the family in the centre of healthcare to keep healthy away
from disease and effective care of those who are sick. Healthcare providers to build capacity of the
family level care providers. Five, many innovations are taking place in promoting healthy lifestyle
and care of the sick. Application of technology in healthcare received a boost during COVID 19
crisis. The bottlenecks in promoting innovations, identifying and promoting cost effective

innovations need to be addressed. There needs to be a serious effort in scaling up innovations
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which address burden of disease, proven effective and affordable. Those responsible for scaling up
should be held accountable. Addressing these five aspects will help in achieving a sustainable

improvement in health including achieving SDG3 health goal.
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Integrating Health Systems: A Practical Approach.

Speech by Dr. Milind Deogaonkar

My talk today is on integrated health care systems, a practical approach. Let’s think about the
concepts of health. As the previous speakers have said health is not absence of disease. If you look
at the origin of the word health, it comes from old English word hale, which has Germanic origin
which means whole. Once a person is whole, he is healthy. Health is not absence of disease, but
health is a person becoming whole. When a person has to become whole, he has to be healthy, he
has to be gainfully employed, he needs to eat good food, there should be good environment, there
should be good water, good soil. All of these contribute to health. As John Donne said, “no man
is an island I am part of the main”. Health is not an island it’s a part of the main. I have seen the
curative health care for most of my life but what's important is preventative healthcare. What we
are doing is disease care. We build up these big lofty hospitals and are think that we have improved
health care. It’s not a progress in health care. It is actually a failure of health care, you should not
need bigger hospitals if you social policies in place that improve ways of living, education, food,

gainful employment.

We should also focus on healing rather than treating. I mean healing is different than treating
and most of the doctors of today have forgotten what the healing means. Putting a comforting hand
on someone’s shoulder and asking him how you are after you put a bandage on his leg, is healing.
Not only can you heal a person, but you can also heal the soil, you can heal the environment,
you can heal families. Healing is important. If you focus on healing you probably would not need

treating.

When it comes to treating, what's important is scientific evidence. Whether we do integrated
approach or not, there is not much scientific data coming from our part of the world, We still go
by Western data. I have worked in India extensively and I have worked in Sub-Saharan Africa and
Europe and US and I have seen the disease phenotypes are completely different. When you will look
in Indian context and there are lot of those diseases like Parkinson’s disease is different in India,
starts early, progresses slowly but we don’t have demographic data on that. I think that is one of
the things that we are lacking when it comes to treating. Schizophrenia is a death sentence in a
Western world. In India schizophrenics becomes part of society very easily. Has anyone written on

it ? Documented on it 7 And are we using that documentation to treat these patients differently ? No.
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Because there is no data generation, there is no scientific evidence generation. Anecdotal evidence
like, just in my opinion this works, doesn’t count anymore, no one will listen to my opinion.
They need published, double blind randomized control trials, Level 1 evidence. And if I can show
with the Level 1 evidence that okay, this medicine works as well or even better than the existing
medicines, then probably that would be accepted by the mainstream science. And once it’s accepted
by mainstream science or medicine and if you have ‘copy-left’ at it, it can be used for people
without much charge. ‘Copy left’ is a concept we are working. We have two patents and both those
patents are copylefted. It’s not copyright we don’t want to earn on it but we don’t want others to
earn on it so that’s why we patent it and that’s what called a copyleft patent rather than copyright
patent. It is very important to get such scientific data from integrated health care approach into

mainstream science.

What are the problems in health care delivered in India? We all know that and I have written
article long time ago, in 2004, on this - that we have access issues. The access issue is geographical
distance, people stay too far away; socio-economic distance, people who live near big hospitals but
are poor cannot access that Healthcare. Then there is a gender access issue. In rural India, a woman
is 15 times less likely to seek medical health than a man, so we have these kind of access issues. We
have manpower issues. Its not that we don’t have people. We don’t have people who know what to do.
I mean there are people, there are some warm bodies sitting in that chair who are more interested
in looking at their Instagrams and lining their pockets with private practices rather than actually
looking at someone compassionately and treat them to the best of their knowledge. We don’t have
those people, those are peoples of last age, last generation. So manpower is an issue. And the third
issue is technology. Technology is an issue. Things don’t work in rural India. I am told that district
hospitals have laparoscopes and if you really do a survey of how many of those laparoscopes are
actually used or working and how many people in district hospital have the knowledge to use that

you will be surprised that it is probably less than 10%.

What's the solution ? First is educate. As we say health starts at home, health starts at becoming
healthy. Second is Integrate. Integrate different systems. Integrate the traditional health workers
into modern system. My clinic has 150 patients out of which actually there are may be 10 patients
who need my expertise, but 140 patients come because there is no other alternative. If I have a
Ayurvedic physician or if in tribal areas even a shaman, if we train them in short term trainings
and educate them how to treat infected areas, cough, cold, the overall burden on the traditional
Health Care or the conventional health care system will go down. Train the people who don’t have
to go through this rigorous training of 15 years, but can be trained disease specific, what to do,
when to refer. Third is connect. I think the third important thing is connect. 90% of illnesses can
be treated without advanced health expertise, but those 10%, like major heart attacks or strokes

or cancers or tumors, you need to connect. You need to have connection like telemedicine. With
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India’s growing telecom network, Telemedicine can fill up a gap of geographical distance, socio

economic distance.

If we educate the people how to live healthy, if we integrate different healthcare systems,system
to create a broader base as to not much of the top of the pyramid is taxed by the patients and if you
connect the top of the pyramid with the bottom of the pyramid with telemedicine, it will create a

decentralized, robust healthcare system.

What I am talking about, when I say healthcare integration, is not the WHO definition of
integration. WHO definition of integration is from triage to rehabilitation, all in one place. What
we are talking about is different Healthcare systems integration. What we are talking about is
integrating Ayurveda, Unani, Homeopathy, Acupuncture, Acupressure all in one so that it becomes
more accessible. It’s more prevention and is less expensive - definitely less expensive. It's more for
developing good healers. It’s good for rehabilitation. The rehabilitation that’s very expensive in
modern setting can be made much more affordable if you include Ayurveda, Panchkarma and things
like that in it. It's closer to the culture, so it's more acceptable by the people. It's more seen as the
way of the life by the people on ground. I just put that picture. It’s a story from the Ramayana. The
squirrel puts in the sand. So the bridge is not going to be built only by rocks. We going to need some
rocks here and there and then sand. This is the integration, sometimes modern medicine can be the

rocks. Sometimes modern medicines can be the sand. But we do need integration of the systems.

How do you do it ? We have been doing it here at DRI. It can be done at various levels. It can be
done in prevention, this can be done in acute settings and this can be done in rehabilitation. For
example, in prevention, most of the patients who come to me with cervical problems. Among the
advice to them is to do certain things, I always tell them to do Bhrama Mudra which is rotation of
the head both sides up and down — very, very slowly with eyes closed. That's one of the yoga
mudras and I found that helps quite a bit in patient’s chronic neck pain. Just simple anulom vilom
Pranayam also helps quite a bit and we are setting up trials on this. In psychiatric disorders, just
getting to do some naam jap helps quite a bit, because that puts a little bit of stability to your mind
and again, we have an ethical committee and we are in the process of doing trials. We cannot do
double blind trials in this, but single blind prospective trials with actual scales for all these things;
a group with just modern medicines; a group with both these things; and see the benefit what
happens and what this will do. Like I said, my clinic is crowded by people with neck pain and back
pain and if we find that these things help, then we can just have those patients go to someone who
can teach them how to do these things in the first place. They don’t have to go to a medical facility
and that will reduce the burden on medical facility and will also reduce the pill intake. See we are
very funny people. We copy the West, where we should not copy the West. We are medicinising
medicine. Just look at US. Their 5% of world's population consumes 45% of world’'s Pharmaceutical

medicines and we are trying to be like US. We are trying to bring out medicines, we are trying to
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build big hospitals. We should not do that. That’s not a healthy society. That’s really a sick society,
which is surviving on medicines. So what's important, is we use these traditional wisdoms. The
kind of wisdom that teaches us to become healthier, to kind of use low-tech, less expensive
interventions which can be done at home. When it comes to acute care, in stroke, we are using nari-
damdari. Our vaidya here, with many, many years of experience suggested that this helps in
pakshaghat. We will also send this for analysis to National Botanical Research Institute at Lucknow
and we need to see what its chemical structure is. But we are using it, because spinal cord injury
patients and stroke patients are in bad shape with very few treatment options; and this is just a
remedy that has long been used in traditional Ayurvedic medicine. We see good recovery and that
good recovery could be just because we provide early care, use standardized treatment protocols;
but could be because of this and that’s why a randomised controlled double-blind trial will help, In
strokes, spinal injuries we are using panchakarma early on. From day 1 or day 2 of a stroke patient
getting admitted, we start doing Panchakarma and again that’s another trial on board for us,
because I think any kind of sensory and motor stimulation to damaged brain in the form of
massage, steam, bhasti, will help for the brain to recover faster. We also are using some ayurvedic
drugs to see their efficacy and to document their efficacy with a double-blind randomised control
trial and then do multicentric trials. In chronic diseases we already started a trial in Macuna. It
helps as well as Syndopa but does not cause the side effects that Syndopa causes. I now show you
the study we did on this. We started this crossover study of 50 patients, 3 months on Syndopa, 3
months on Macuna and then again back on 3 months on Syndopa and going to look at the efficacy
and safety in these patients. We are going to start similar things for Brahmi for cognitive loss and
dementia. We got similar trials planned in peripheral neuropathy, polyarthritis, psychiatric
diseases. Same thing in rehabilitation. We have started a big rehab centre and we have got everything
from Gait Lab at one end with modern medicine to Panchkarma and ayurvedic drugs at the other
end with traditional medicines and we are using all that to bring out the best in the patients who
had suffered the stroke or the spinal injury or Parkinson’s disease. And this is not just some ideas
that I have, this is something we have proven, this was one of our articles published way back in
2005 when I was in Cleveland Clinic and we used Macuna. We got Macuna from India and I had 8
monkeys and we recorded from those monkey’s brain all the time. In Parkinson’s, the brain
recordings are chaotic, bursty and very fast. We gave half of the monkeys Macuna and half of the
monkeys Syndopa. When we gave Syndopa, the firing rate came down, but the chaoticness and the
burstyness did not come down. But with Macuna, the firing of the brain became much more regular
and it brought down the brain to more physiological levels. And when we give 8 times dose, the
drug it did not cause the side effects. And in Parkinson'’s, for the first 5 or 10 years, medicines do
very well. After that patient starts getting dyskinesias and ons and offs. That is why they need
surgery. With Macuna we don’t see this. We can actually take the surgery, which I do for last 20

years, completely out of the picture if this drug becomes one of the mainstream treatment of
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Parkinson’s. And that was our publication and a new human trial that we started, we will know in
9 month time. If that shows efficacy and safety, then will do a multi-centric trial in about 50
Centres all over India and that will generate us a real data. So then we can use it as a drug in first
line treatment of Parkinson’s. That is our Macuna trial. We also got some other trials which
involve both the therapies. We are getting a Gait Lab installed and we will compare improvement
in Gait in balance therapy on one side and Gait in balance therapy along with the Panchkarma on
one side. We are also using all these interventions, specifically focused panchkarma, interventions
in anticipated postural adjustments. There are other studies like that in cultural psychology. In
cultural Psychology, in this part of the country, there is something called dhat; and we have a trial
which has been funded and will start soon with one leg we start Ayurvedic treatment on other leg
we start allopathic treatment and third leg we start combination of both. We also going to work on
gut-brain axis. That's the new focus of NIH's gut brain initiative. Origin of all diseases is from the
gut is the new thinking and we knew this in ayurveda 5,000 years ago but we did not work on it we
just kept on neglecting it. In chronic pain patients, just don't give pain medications. Start gut
cleaning and give pain medications and see if that helps. If this kind of things show positive
outcomes in clinical trials, they may become the mainstream therapy. Someone keeps complaining
of headache, migraines, back pains, the first line should be okay try to get your stomach clean. Go
for some ayurvedic treatment, yoga, lifestyle change, meditation. Just don’'t keep on popping
medicines. Yoga will change the axonal connections. Judicious use of yoga can be used in psychiatric
diseases, in migraine headaches. One of the papers showed that actually, OM chanting will reduce
the connectivity of the centres of the brain that causes anxiety, that causes depression. Not only
does it change the connections of the brain it will increase the thickness of the brain as show on
the advanced imaging and FMRI study of the yoga practitioner. It is also dose dependent. If you are
doing yoga for 15 years, your cortex will be twice the size of the person who doesn’t do it. It may
not translate into your intellectual abilities or cognition, but this shows that there is a structural
change that these small interventions can bring about. We tend to disregard these interventions as
something hokus pokus and I was one of them. I was pretty hard liner. I said no scientific evidence
won't do. But then I realised that we humans don’t know much and we kind of think that we know
everything and that’s true not only with medicines, its true with adhyatma and god also. We have
strong feelings about the things we really don’t have any idea about. So may be open your mind,
you start doing things differently. Combine both the things, find out the results and tomorrow, if
my RCT shows that there is no benefit, I will move to another topic, may be another drug. But all
these centuries of wisdom cannot just be written on the whims and fancies of people who used to
write it. If you really have to ensure healthy lives and promote well being then we have to educate
people, healthy living is more important than treatment, we have to connect people, for diseases
which really need super specialized treatment, with telemedicine, transportation and then we have
to integrate, filling the gaps between different therapies by low cost therapies, more healthier

therapies so that we have full proof health delivery system. Thank you very much.
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Dr. Milind Deogaonkar, an eminent Neurosurgeon is currently Medical Director,
Deendayal Research Institute, based at Chitrakoot. He is also working part time as
Professor of Neurosurgery in West Virginia University. He has worked as Associate
Professor and Functional Neurosurgeon at Ohio State University and Cleveland Clinic
before that for 15 years. He was trained in India, UK and USA. He specializes in surgery
for movement disorders, Parkinson’s disease, chronic pain, spasticity and psychiatric
disorders.

He has over 100 publications, 40 patents, 3 tech transfer companies. He is also a
visiting professor in many national and international universities including AIIMS,
Delhi, SGPGI, Lucknow, NIMHANS, Bangalore, Fudan University, China and many US
universities.

He has also set up charity hospitals in Kolkata, Vidarbha region and Ghana, Africa.

He has envisaged a clinical alternative of integrated therapies that will provide acute
medical care as well as incorporate traditional therapies in subacute and chronic settings
and create a combined treatment module on outpatient basis for chronic diseases that
borrows bits from all the medical systems to provide maximum benefit to the patients, as
well as to carry out research to establish these protocols, standardize medicines from the
traditional health systems, plan and execute Randomized Control Trials (RCT ), to gain
level 1 evidence and publish so that it becomes a part of mainstream medicine.

He believes that only by fusing the ancient wisdom and modern science that India can

hope to create world class therapeutics.




SDG 3: Interventions on the ground in the
Chitrakoot area by Deendayal Research Institute
volunteers and other Grassroot Organisations and
Individuals.

On Garbhastya Shishu Sanskaar — Seema Pandey, Samaj Shilpi Dampati:
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fopU df S AiEesh ol ST o e € ifeh S8 STTRSehell bl 319Te € 3TR ST e & Seeh TR T&l o1 off S
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T o ey Ry] GehR Wi o Sy Afrenst il Seew) #Rd € | 9 ag |

(14R)
{148)



Healthy Child — Chaya Chaturvedi, Samaj Shilpi Dampati:

T GHT WY Taee g aHAM | g e 1y % 9R | Sier o1 Hiehl firelt €1 B3 wga 9 € f e
AT o e T Siiet AT TareR et | g9 <Rt Tifd | hid id B | A el Ug el d A © o ST S S ol o it
2006 ¥ 3 Sgd Haeld 3R € | = S ol o °f Yoot A o foF St ol gl T el I o | a3 o
e ol foh 1 o | ol 5w < &, 7 T Bl F od U 3R W I 9l dieid A fF IR gD TH BT ®WE A
i ol @ W@ € A S i A o G B | U S0 S R 9l 5 Teh RERTG S 3ot off 3R $w WERTY,
TR e T STl off | A ST 3ot IR 3Tt ot fok Hi @i uie e a1g =raet o Hie fen S o) | s 3 e
TN 2 I 319 SARAeh] © S S sl HUeh fohall, o died 3 ST <imeret o1 Al fean irar & S& 7 sl /6, calcium
I A g = Bt o | T gl et ot 1 A A g SR AR <Rl Sl ek § | AR S S Bl TAYH R el
T o, 1 SHeh FoIT &1 <R = UE Uk R foman | Uk oo $9 df Riftra afgerd off | g9 3 Kl % Wehd TR
frepet 100% ATen =i e off | wifep fafed =) aReR | 3o Rifar ot oik Fo sfvfera o | S affer o <=
M FHA T Fgd AT feaerd e o | 36 Taere 59 el hi | el qo foh sRard o uie H o SR o= 5 o Wl
2 3HeR! ST o € w1 TEd o | H B H H & U W 9| ifth g1 At A A stufavary T R o i
TE Tk ik | TR-IR Tk T ST o TEl S8 ST U el B 1 ST 36X § | 37 URAR I § | S
2-4-6 g T Rfar aRER @ oft 3R 3R S | 3 e ST o= ST o SR s sl Tl R S A1 W
I Y hT Tl Ml drell g4 FIemdd | 39 a1g 3 off 36 ST hl STeX oh1 o =Tl <A1 | a7 1 € 1 3rf off
=l e o et et o 3R <ieR e T freran on o 3 gl e T | S S S ST ST A ST GRe
AT § 79 o o A gifedee =&t S o 1 31a ot ort T Afeetd ST o fo Sreudrer St € 1 =i 3 @l
Tl & o <19 Haote =31 3R R B S of & o1 el 31 U Ui | late AT A A1 SHR! T ST
ST STE ST SISt ST | &t 31qe 3 U S fhen 6 o off Toeyr @ @R o= off Ty @ | ifth T e
@ ? 5 a 3Tk foru ol 3R o STER =rel?l al 379 U@ & i 36 | 31 S6d S91el 89 $9 el sief1 =ed |
Tt o ST ot T

Nutritional Kitchen Garden — Ms. Mamta Tripathi, Scientist, KVK Chitrakoot:

fergpe o ek o UE WR % 9 T € | Nutrition 3 <T6 a1 31 € o g | wfestai ot weft o € ofeh
37k HIFS o I S B 2 3 Sl FHET 9gd <8 WR el €1 3R < Afgensii s e o ard @ f& e 5 <
3I9% kitchen waste - a8 STl & 3R 377 B o WHA el thel @1 2 | 399 37 SIHIRat 9g W@ & ik T
ot T7eT B T 2 | 1 ST STehl 3 o1l THSATE STl & ol Se¥eh 3 I Sgd WS W eI 3Nl § | ek ST STkl A hal
STl © o S 3Rt srea1 fehel=T SR 81 181 @ fehel=T SomeT 3119 <argali W @ o W® © | IR T ar o Suan
3R 3T 30 =R H ol Ie R o1l 3R WfesTai i bl & ot € S ot € 3 2 3Maeh! o1l @ 7 1 3R
ST 3G U I I ek ST TR % MY TR hl Teh YR I I <19 €9 < ¢ df 396 el off o1 € e oft
T & 3R el hie o O & 2 S 3Teh! TGl ST 8 EST ORI & Hiel <1 o & U =isii sl 39 ormey
3R ST Ffssai i i T Sk 1T ft &R @ 37 < ol 90 =05k 4 ¢ | o i wfgensi o forg wftensh
o foTu, X et SR 3! Afestat et | S W SAfe | Mofadt Afgersti bl st afestt o 9eRd © S iron
level ST | STe STeh! WIS T STehl THE ol H T YT il € | 3R SHeh o1g 76 R 3111 8 | 51 3% 59
T W A7 2 | 6 ST B SR W Wewwi o 9 A € T3 6 gH Wiewi ol o | g9 < e off T w1 a9 | e
T8 TSl BH free T el W 21 3R oo 3R sl Fesit firet WY 2 1 S Fosit 89 311 fhcll 99d 91 3711 89 U
fepel STt € 1 3e) Rt o ot OR1 Tl 11S SHfeRral Bt ST -1 IR €l 1 ot el o | 37T Uk fehed! Tt SHR Th
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<A o BH S € | A S9H AR 99 %I 99d Bl € | SURT health ﬂﬂﬁ%lﬁﬂ?ﬂ?ﬁﬂqﬁhemoglobm test
THN T % §RT camp o131 Sd & T ST level 37T &1 &l 6.5 AT &1 | 37T S+ 7id &1 9.5 hemoglobin 37 &
2| Haerd 37k RI H 3k kitchen H S UISUT Sfeehl € SHY AR ST WIS AT FAR & T R S AR HEAA
T WA ST T e ¢ foh ST anfeeRt © E aioe erelt SRR <t Wi afeeht | ST 9IS o  geR) S W
€ 3R &0 |t Wit o1 i st e A e T8 B FTER ST Tarees 9% 1§ SR Sgd Sres adieh o SR i e
A Bl ot ot Tiet eA Ushed ST B e € iR agd 3T § 3 Uiy oifeenl 1 g9 W WA R R B |

Shri Atul Jain: 579 subject W WWW%WE’H@PTW 34111%, SDG 3 H <Heel e TEqH
f6 1 interventions & & 3R 3'{:!"—1! particularly Sl sub-subject %, al % new public issues, S health
sector H TH TRl & WH M @ | 3111 <9 9gd eminent speakers Y AN o S § § | U Ueel ©F T
AT, TR H Uk Sier-|1 Ui e e W % 9K o Suehl 39 gy ® | et ° 31 S €6 R, <
o ?ﬁﬁ €1 DRI SDGs % IR agd o THT 9 M L T ¢ | But SDGs as such, ST F nomenclature
Rl W@ o1, 2015 ¥ 59 Prime Minister &l ﬁi&"'ﬁ HUN A E'HEbAI adopt TR =1 41 39 goals Eblf, qr 3| HHY,
SH T S 1 AR dfEd Fearel SUEAE, 31 S % centenary celebration I gT ¥ 3R it was just a
coincidence & S& ¥HF ¥ ‘Sustainable Development Goals’ off adopt frQ o UN 91 @ ‘Sustainable
Development Goals' BH A Tm'lf, T HE 2 f there are 17 goals Sk %, el U <l T Integral
Humanism 58 W 3 Sgarer iy Jeom &t philosophy ‘I\ﬁ et g‘% HE W Il Th mirror image
€1 30 W gH @i 7 aft ¥ yesd @ 2@t 2017 3R 16 W @ A1 2016 § RIS % Y fietek Delhi H T o<1
seminar organise T, TG g9 ¥ goals &l 39 lieh ¥ <@ & I Indian context | ¥ fit-in 8Id § o
Indian philosphy TA G g goals T &1H &L @l %, but 3% nomenclature Fseh -3 & 2 | Fﬁ, Eii
SIeHTel Y T % 5 basic objectives &, 3 Sl 5 zeroes 8 achieve % &l &1d d © o zero poverty,
zero literacy, zero unemployement, zero disease and zero conflict. Fﬁ?ﬂ:lﬁﬁ, ﬁ?ﬁ@ zero disease 3Tdl
%, Zero diseaseﬁ?ﬁﬂ%, ﬁwﬁﬁﬁﬁﬁﬁéﬁéémm‘rﬁmﬁ%ﬁ address ﬁ@ o d issue SﬁT?{:ﬁ
ﬁ@ﬁ?ﬁtﬁ cure ﬁmm preventive %’qFﬁ"T measures WWWW&IWWW@%
3G 9gd WX dimensions € | 519 dimensions ¥ ¥ Te 31eft 7kl Prime Minister N U fiespe forefront
T AT @ 7, dl © millets 11l a1 9 # 39! STHHRI o 1T 2017 | T Shillong declaration DRI %
ey g3 A 3R 3TH TH A A 39 millets % S BT  for the soul and the soil both, fFa Tl &
%, IHh government o HEE W o1 SEH § 17, T TN &l o, 3Rl Government of India = adopt feRam|
fiFX next year S gazette notification 31 3R TR 3T =t 3MMUehl T o STHHRI © % last year, S!
UN S adopt fa, 2023 as the ‘International year of millets’. GIRK T dimension H 379k |EA T
19 @I {ﬁ TH millets A ELSEGRE] Ed| SﬁT =it EhJI, safe drinking water Ehlf, ERl Heh! health & Y EL
Tieh W Siiee? =eld © o 2d fath 3r=s! =i, 3= il hl, 31=0 Tlieh §, 378 A= ¥ provide &I ST Toh, SHeh!
9 facilitate fRaT ST Foh, 7! ¥ enable R3S Foh | ST 89 3 99 Yd © ol we are already addressing
SDG 3. 1 3 E-earel INY T 1 intervention Tgd ground level TR =etdl 2 | 8AR Hidehdl, 59 aneft o=
Tgd AR it = et S i AT fredt <mfa, S IR | IS 3Mehl SIFeR! < T @, social architect
couples. I T TS H SR S T & &= | ®d %, 39 A Wﬁ i Two-way communication Igdl %,
el A feedback od €, Tl W o 310 F3 =i aTd & | STef fordl off 9% & intervention =l st ST&Xd &Il &
eI Y G R off 9ok % assistance I STERd Bi €, O N A W I B € | R 3 v o
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Uched %, Ik HegH 9 ¥4 particular &5 H 99 FREYE %, B W Uh integrated medical system,
health care system &dl 3 | 39 STl R F fmt @1 &g 9ive # | 7R &9 37 9a =it ol 9 6 Q@S
Teh human life %\, THH! ¥gd Ush integrated holistic manner 4 é@ﬁ %, isolated it § Bl é@ﬁ % I éﬂﬁ'ﬂ{
E’qﬁ 17 goals =il %ﬁ %, a7 @W Teh goal ﬁw %ﬁl’ﬂﬁ £} eH happiness of the human being, IHH
Th 3 TEHT ToTd %, dl 4 achieve &l T 'H%h‘, WWW—W differrent Hﬂ%ﬁ'&;ﬁ 2

Nasha Mukti Abhiyaan — Dr. Varun Gupta, Dental Department, Arogyadham,
Deendayal Research Institute:

# avent a1 €, # U dentist § <Heael Ty g ¥ el e st @ | wrEid 12005 H g9 @A T
rural dentistry =1 ™ & {1 1o o @ Tiai § | 3R <19 €F @ field T TC, HH 6 W@ < O e A A
E@WW@[@&@T, %mﬁﬁ@snﬁ 39T SRTIEH campus 1311$classic surgery <l Ush camp off =
@1 © i fe & foTu | &9 &l = @& fF government & &9 9t =11 @ &, YHE-Udd Hel, =Teid-<reid 9t &t
W%ﬁ'{ﬁ %ﬁﬁﬂﬁaﬁﬁlﬁﬁﬁ realize WWWW@W:@%@@ @IQWW@WW
operation T AR |

N Tk U € TEEAISH ! e gH SRl 2007 W plastic surgery % camp I U | fF RE & patient
T 57 hlE T e o= ST o 3R 6 operation HH9 98 G % STHU B Tk € | S ik A ST 59 ol i
EFWEETT% ?}, 39 WW@W camp ?}, every month. Every alternate day camp FFT%‘%I 3T ST unit
%, a1 ultra modern unit & | fFE &t patient 1 &7 3 &l F8d € foF 3MYR! hospital 3T %l TEA ¢ | 89 A
= 3 < fop B 9l o 39 < o fTT A ST © R 190 hei-A-ehel ferdl-F-fRet form H almost 98% SR H |
=R a qe % form ® ®I, T chewing ®l, smoking &, alcohol &1, &t ot form o &1

Mostly?ﬁ[%'q'efrural 3R tribal areas H & & ® 23[, ﬁ&ﬁé@%aﬁﬁw,éﬁgﬁwwaﬁ@ o
%?ﬁ?ﬁam%\m, ol stress %I@fWE@EﬁFﬁﬂFﬁWrural ﬁ? tribal area H stress-reliever o form
TR TIH! use FA ¢ | TARTY IH! 3 g STET roots ek ST ekl € | Tk BIEI-HM incident €, < ¥ =R 7 Teat
TH T Tid § T, 3R g9 Teh g W 93 T, 579 g W Fuehi off fahedt off | = o faendt 2, qrerg o <gq
T Afeat o @ off | 59 e o SieX 5 9= 30| TH-UH, F-af e & SfR # TH-a fie & i W I
AR o 3P & T BT 3 9 | 3R 3 e 0T o R fore o S ¥@ =1 R < s wedt < o, e
= Sl 911 ok o7, fREl ¥ Siem <rer % fIU) 4l ratio ST €, & male-female, elderly, adult, adolescents &&
%9, T STl consumption X W@ €| 3R Tk T § Teh BIEI-T TohA 3R af D8l o= Th & 7ol ¥ Foreped o
@ T W SR FH < Mot W o, 9 g W o, d $He! frequency Al €, ST i oI H¥RA ©
3R IRA | e T oG B | 1 3 fFE level T M X @1 €, T fFE iael T SHeH consumption & @I T,
3 that's &8 agd <= arel feafi 2

& A ST HH R R® © o e ‘lﬁTﬁHﬁTﬂT'{%% ?ﬁ%’qﬁﬂ'ﬁaﬁphotographs off femr @ 1 99 fo O
Ush example %I e every week %H 9§ %H R 9 9 cancer a?patient é@?ﬂil Oral cancer. 3MR 3! TRl
2 WS He © BT €, S W, © 7 ¥ Stk 8 T € 1 3R O Wit gareat s o €, ST S o | 3R R
STehl gd push FAT TSl € foh M9 Site o g ST | 3R a1 wite % foqw ST o 78 =ed €1 4 fight W €, #
qﬁ@l%ﬂo‘(@i%ﬁ@tough%l ﬁ?ﬂﬁﬁ%ﬂ?ﬁﬁ?—lﬁﬁphotographs ﬁﬂﬁ@“\%%&, W’ﬁcamp Eb_{?%
2191 # 98, B BT, 92 BT, 92 cancers 48 &, 3R ff ST € arell St RN €, el 78l e e @
foF TS, SR TS &l 2 | T 3T, T AN Dl Tl TEl T | SR SIS H ST, A T, WAl o S, hig

(151)
{151)



RS & 2 T | A S 9k 9 €, A EeH B Sl ¢, Vi e S ©, M-S foeh S €, R o s
Eﬁlﬁ?ﬁ%l ﬁmaﬁnext%%mwmﬁﬁﬁlﬁ, s drastic levelﬁﬁﬁﬁaﬁmm'ﬂﬂ?ﬁ
I R T2 F 3R IS FEl-A-Hel Th fear FF € S €H 3R < R € 3T =X R B

I8! Bl © alcohol &1 | 7ifel § f&7 § off 3eH consumption % 12 | 31K §H 39 3 9 91 © ¢ [
Al SMUH health A & &, THT M 3R G socio-economic. i F T&f TH war @ fop feredt 791 & et
& WY oS | A IS I HIAT B, A TR ACH ST el fEhR1 o oiell & | 86 S1eh! A o &ell @ € o womet o
e Z5oTd =2 T@! B | WM MUY HYeh =8} il =ed ¢ | S s91el 57 =R H 790 8, 37k <l o o oard € o
3k oAt W oft SRl 7 SR, Tk A % WY Wl T | T W R 1 Q- 9t §, S health point 2, e
gtz 2, socio-economic status BT 8 | €2 level T 3-Teh! S ! IR R | T | 89 W Aera o o 3neft Uk
2 T 4 foundation €, S 3 0 aXi% ¥ cancer awareness 1 hIH %R 21 & | §HRT 377 W19 collaboration
2 3R 31k WY oft 5 fowel i 1ol @ 9 @ €| SR EE S, el ok 9 @ § R even Th & 1 dusters
<, e R, ST T et & STEH i e gl Wehd €, S I et § T @ el € A UK W 6T ¢ | A
THRI target ® next generation. & next generation l target HE R 3R o % ®© ® for 5 0 ot 7= B
Med STl 9d ¢ o Tlie R e, R ot ot § Tl &t 31ed il €, R Teh Zehel He o ST ot 31ed Bl &,
then it became a habit. Fﬁ%ﬂw focus next generation 'ﬁﬁ‘ﬁﬂﬂ%"{, eH generation. ﬁﬁ%mwsﬁ
generation H awareness gl U, Td G T next generation ® circulate B, what I feel f it's very

tough.

@, o o X W €1 In fact, school | main target ® BAR fh dusters T o7& T, registers T foram,
wall-writing. 31 87 ST government ¥ ﬁﬁmm@%ﬁwﬁwﬁw@ﬁaaﬁqﬁwaﬁéi@
<t et ferkatt | SRiifeR ket TIE Ueh TR i € STl A Wi I Bl €1 @ 12 o, TR UE 5 B fh @ dex
T o 1 U < 7T foreh @ SIS next generation w1 F® AHAH R IE |

T—ﬁ, ﬁ'@f IS 3T @ﬁ%—ﬁ@ LIRS} %, 3TST-3T1T foundations o G ¥ level WX banners, wall-writing
Sﬁ'{ ST treatment 91k 4t ‘%, IR @ %, %’qﬁ Eh_§ tie-ups %, FL IR agency Lucknow, Kanpur, Prayagraj
home. 89 @ reference letter feT&d ® @&l & doctors ¥ I Y & foh free =l treatment ﬁ, IERCAIE]
99 =21 €1 @fT what I need is %, what I feel is 7 awareness & ultra 3Tl & 3 TH ! ST
T HE =T ST&l R f 7 T HH F @ € % THH! AeT-9, 39 {78 €7 %M < | Thank you very much.

Nutri Cereals- Benefits — Shri Vijay Gautam, Scientist, KVK Chitrakoot,
Deendayal Research Institute:

ATl T G 3R i fore o fireie & d € | 89 39 faod IR S ) | o STHR SgA
e W B HH IE B N o1 | ST gF T A S B, d TEe Ol W S R 9, SHRT 9 S o A, | g el
T, 55 A R ? Teel o Wed Yeel §H ARl A €1 319 farm W nutri-cereal % W1 B8 SEi H ST I AT
Sanwa, Kodo, Ragi, Jowar 3R Bajra. $9e SIS $1ehl € a5 &=, production g3 g7 ¥id o & fm
MU 3T ST T QER FREM i of A1 71 g <ifSTe, 31 59 I o @ €, <lfth 39 eTeR T R
production ﬁ, 39 é‘rﬂ % |

Production B % 91 AHI ¥ ¥ FFEM SR | ST 2 | & @M S 89K 39 nutri-cereal &l SR
a1t =Y fareh @ 2, Kodo &t fareh @1 o1, Sanwa &l frek W81 o, Hf¥ehe o1 W@ off, SaR-oTei S & <l e
ofl, Ragi foreh T o1, SifSh 3199-31 H SHeR! ST AT € | ST 3R o foTT GH STHT- 316l ST Shifvret <l |
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1 37 product e erd & 2 1 i o h8d € taste T} 3111 | T el taste & el €, BH Wed o, &g
e ST | Al S9! SHH S B, taste oI o@ © | THH Ted ST € 3N THeR! @I B |

Teh Tifg | Y, SHR-E Fesil €, BI-BIC €, 3 3 @ S @l o foh U A € M| & et foh a1 el R
19 | SHH el U1 | HiaT fHeled | 3T Sanwa I1ae Raeisd | diel, 781 @14 | 9 el W) o1 Sanwa &l
faetre | Ffyed €9 ¥ ST Tgd | uRad= 2| @R 69 T8N Se qoh U1 Treed S @ R o | S S
o7 W 9, Sl 6 <A, YO S SR €, Siee | wied T A HA R € | 86 el ok faesher et € W
f3F=1 21 971 option & 31Uk U ? died, AR UG IS options ol BT & =&l | &9 W) 3R el Wid & | A Hal
TE | 3T ST =TI ST | 3 cereal % e =Taet @E 3R = €9 T SRt TAI 3R ¥ar9 i =R = 2.
ST SIERT T, T AT el 3 i Te B T Hie =rae W ot iR 39k Y 87 379 e OX TRTafur S
fepa, TSt STASTA =t 31K Weh &9 <igd 52T project 31 f hemoglobin W 1d =1t & & anaemia W1 &84
31T tribal Sf=E] I, T=E af=E ol training &1 fRaemE-sher %1 | SEH © =icg a3 1 hemoglobin |Id
e o, B test RPN SR ! R A N T o6 HIS SFTT o g A TS % W1 SR W Il g
forem 31R A HEA a1g STa &1 @l A fR 9 test f3ra, 1 &9 AT sv=r=ifehd T& 1T foh frd= Somel 39 increase
37 hemoglobin, ¥« €8 % SR, IRE o SR UeH 7T 3R T8 7RE ¥ ST A I1ET o1 §37 | +ft ot wewi=it oft
TRl R e §'§ % 3R ¥ of product 99 Hehd %, Jowar products %, Bajra % products '%, Ragi %
products %, Sanwa 3R Kodo éh‘products %, ?F-T‘v'lﬁproducts aﬁma‘r%ﬁ w—wwﬁﬁwﬁ%‘, LGl
&Y TaTe H yRafdd foran S Gl & HiC 3T i, SHehl 84 training Sd & 31T Seh! S Yo S ¥ 311 51 gH
feerfer & 500 TaTaEist dg S 9 @ €, FfEd 9 9 1R SIS W BRI 9 TR € IR 3 W H e
ARee B TeT € | FEaTel S GEH I8 T HT! 3Te alid ¥ R T8T R | 3T dl 3199 500 ook Tdetsl o &,
3ok W1 THRI 19 I T 2 3R Iaare ff g9r, 3 31Rad line &1 R o1 | Y= ®9 ¥ Jowar, Bajra, Sanwa,
Kodo, Ragi W?ﬁéﬁﬁ 200% area BHRI increase ﬁﬂaﬂ %I

Dadi Ma Ka Batua — Shri Vishnu Shukla, Health Volunteer, Gahira:

T AT oo ot Syt € | H T <Rl 9 | U e SR o Hetell A <fee 9 | H < A b 9Zai el
F19 11 H el el SIRmaem § S § 7 o) 2-3 7 et e H o foren o) ek arg 9 # T |
T <A T | ST SH A el FHeR! 33 WhR I, T 27 979 T4 §, 6 YRR & S € | 399 Yeed B 31
¥R W RIRT foRa o S St SHeR! Aaerd Sar T § 96l o H df 3 feRae et ferdt €1 St H g
A T S ety Tl St & G, 9 ¥ B Sl WA Ugel SR H fhen R ek o it § R R eit-eR
T SH! {IER 363 | 31T 319 B8R U S @ AR, SoaRR, fEoct, TR | 3de el eedl § U 3SRl ¢ ff
Tig ot R H, TR TS T U A o, & STEerqR SR AR W 9 3T o6l S ik €, Sk Sieh Tél el T8l oAl
Wfer et WIrar o UE 1 g2 o H Seenl e fen iR 3ot TEd et 8 | 36 oRE Sk i € WS W €€ o,
ierl 1 el o foh Hetsl Seh! WIEeeh © |l 78l ¥ 3R ! HHR oo WiEfeanl §, df o i 7 Steh 81 &1 o, 7
TSR H 3tk g3N, A feoet H Siek g3m, A1 AR | 3k g3 | wifehe HY 3TeR! <1t | o wgen | <arg e 8k
TR I A T T | 39 e W SR - wea o et 56 o g of gedt @ 7R e e o @ i T
TN 31 T R A gHeR! S § A o Wsig Ueel ST % g suggestion AT ST €, SH o STTHR SHH M A ©
3R M BT TIIRT BIC © | W H SR el fgehd i @ ol T STEt 9 o ot W ohRd 7, et | 6 agam
2 STt i, foFT SR o Sich BiaT § &1 <) o o 93 W | 3UH o <3N SISt 921 fHetg st € 39 WehR | S
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® 20711 3T Tk ST T T 9L folegpel Yare €9 9 = @1 ¢ | T B He ¢ |

Dr. Milind Deogaonkar: 25 9 98¢l 3 | 1 existing & non-fatal diseases i gap o, af ¥Re
W%W‘G’Eﬁ of = S =B % o 411 So he was providing health solution to them at home at
absolutely no cost IE cost &l 3R using €I <1<t 93 So this is first point and the second point
I was saying is need of data. However might he tell you that knee T & el 731 but main Medical
System will never accept it unless I learn a randomised controlled double mind trial and show that
what he is saying is right. So I think these both things very nicely illustrated by sir.

This point regarding the effectiveness of just some local practices okay to counter in my own

profitable business of prescribing medicines and tests at random is good one.

Health Locket — Dr. Suresh Sarvedekar, Head, Keshav Srishti Atmanirbhar
Gram Swasthya Project, Palghar, Mumbai:

Thank you very much for giving me this opportunity to share my experiences and knowledge.
Last year also I talked in this conference on our health project.

We are working on the concept of Dampati. We have selected a dampati from a village and we
call them as Swasthya Rakshak Dampati. Selected from the village itself they are usually acceptable
by the villagers easily and community participation is thus encouraged.

They are usually educated upto 10th or 12th standard. We give them training. After training on
use of diagnostic instruments we provided them a kit, This kit contains the digital instruments to
measure and record blood pressure, hemoglobin, blood glucose and also measure the height, weight,
to calculate BMI, oxymeters to measure blood oxygen.

They go door to door and collect the health data of all family members using these diagnostic
tools.

Thus the health education, gender equality, cleanliness all these four SDGs are covered under
our project.

Tribal Health is having many health gaps. There is malnutrition and prevalence of communicable
diseases like malaria, TB, leprosy etc.

The rapid urbanization and environmental distress is further changing the lifestyle and
resulting into non-communicable diseases. To add this, the burden of mental illness is coming up.

So there are “unmet health needs.” These have been keeping tribal population - consistently
short of providing accessible, affordable and quality care services for a large population in tribal
area.

The existing infrastructure specially in smaller towns and tribal villages is inadequate. Our
progress of a nation depends on our ability to implement rapid solutions to these tribal health
needs.

However, we have seen that we are falling short in this respect.

I have been working for NGO Keshav Srishti Gram Vikas on their Swasthya project as a Head

of project in the Palghar district. Keshav Srishti is an NGO with a pioneer outlook towards the
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health and I am heading the Gram Swasthya project.

We have started Gram Swasthya Project since 26th January 2021.

Our health workers are Swasthya Rakshak Dampati who are collecting the health data from
villages. The data is mainly collected to capture the early detection of non communicable diseases.

Based on this data we are creating Parivar Swasthya card and based on Parivar Swasthya Card
we are mapping a Swasthya Nakasha of a village. This Swasthya Nakasha is currently helping in
early detection of non-communicable diseases prevalent in the particular village. Based on this
village level data we plan education and awareness on prevention of communicable and non-
communicable diseases. The education on importance of cleanliness, hygiene and clean drinking
water facility is also carried out in villages.

Presently this swasthya card in a form of hard copy. However, recently on 7th January 2023
we have launched digital version of our Parivar Swasthya Card. This digitalized famiy health data
is now embedded as a QR code in a wearable locket called as Health Locket.

We have introduced this concept of Digitalised Health Locket for the first time in India.
Universal eye health: Increasing access for the rural and deprived - Subeesh
Kuyyadiyia, Satguru Seva Sangh:

Thank you. First of all, I will introduce myself. I am Subeesh. I am basically public health
consultant working in Chitrakoot from last 17 years and I belong to an organisation called Shri
Satguru Seva Sangh Trust. I agree with most of you on the issues but still I want to tell very few
things about this organization. One we are located in Chitrakoot, yet we do the maximum number
of cataract surgery in India. That's the scale we work. And you all know that rural areas have
limited trained doctors specially specialist doctors including of the neurologist. Today we have 140
surgeons in Chitrakoot. That's a scale and that’s a volume we work and we have 25 modular
operation theatre which operate close to thousand surgeries every day. But this is a typical rural
model which inspires entire nation to build a quality eye system. We also have general hospital
women empowering development. So here particularly I want to talk about universal health like I
have mentioned. So if we look at Satguru, what we are trying to do is we are trying to ensure there
is universal accessibility to eye health. For that we have today 100+ primary ideas MP and UP. We
work actively 30 districts in MP and UP which are majorly noted as backward districts in India. So
we worked there through outreach programmes, mission centres and also to advance mobile
screening. So the point I want to make here is when we have lot of difficulties in rural areas to
develop and sustain any health system, today you have a model of Chitrakoot but you like to do
more than 1,50,000 surgeries every year and sustain it by operation. I would say when we say we
do around 70,000 free cataract surgeries, we also do close to 20,000 paid surgeries also. Which is
showing that you know in rural areas also sustaining operation is always possible and I also
wanted to highlight you that in Chitrakoot, now Prime Minister of India has kind of with his

blessings we have started a program in Varanasi. What we are doing now in Varanasi is, about eye
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health we are going door to door in entire Varanasi district. It’s a program course plus 50 in
Varanasi district. So it’s a program so far we have screened 1,40,000 50 plus population in Varanasi.
We have a big team set up of around 120 people are staying in Varanasi now on behalf of Satguru
family and every day we go to individual household with a mobile screening app there is also jio
tab. So they go to individual household, do screening and then those who required further
intervention like cataract or surgery. We have done more than 700 surgeries so far. Then we also
referring to Varanasi. So the message I wanted to say in this wonderful platform is rural area
problems cannot be tackled with an urban approach. You need and stand within the rural area.
wmwwﬁémﬁﬁw@mmwwaﬁaﬁ% ruralﬂﬁmwmémurbanﬁmodern
% create FYd © | But fundamentally =il problem 3R rural T 2 we need to stand in the area where the
problem lies in and then solve it. 38" ¥ ¥ speaker 4t aiell o1 S wre€ Raferdl o & 319! TH § MM
3R you create inevitable model rather you replicate world model. I wanted to leave a message in
this platform that even our Mahatma Gandhi ji and our even including our current practices say
that India is hard or you know in rural India. We need to develop and I think institution like ours
is a model where we are showing rural development through health care practices. With that I
conclude and I thank once again the organisers of this program DRI and also our Dr. Milind and

Mr. Vasant ji and all. So thank you again on behalf of Sadguru family.




GConcluding session on 26th February-2023

Speech by Dr. Seshadri Chari
Speech by Dr. Seshadri Chari at the Concluding session on 26th February-2023

THERIR, |l I | There are, I can see, one or two people who still prefer the communication to
take place in English. But for the sake of understanding, we will keep it as a multi-lingual
interaction. So, & WU &l & | 519 fo U= § el 7o, A g9 W TS Wdas 99 O 9 w1 3R e
el W o A U B AR Seuiia TSt o el e R e iR 3o U of U o < e g, i
e vifed <eeare STt % Trer oft e R g So, fed <Feare STt % wre wm foRE, T8 i § we W2 wy
Trr et fof & ST 9IRa oh T o, STel TEhas o, 99 SR € Il % U S g 7, 3ud dfed deara
ST 3T 91 3R EA S 9T ], € < Sk el T, S etk e U § | A et i ST 3y, d IR ra
e o | S Ak AR IR W, g Rofe Tereh o, 50w i ohl Sl ferarn, e | 3R g et off 7 8, 5
AT IS | THER! TR 2 foF Ueh 7191 1 0o 59 ES &, T 9gd IS &7 Bl | Al 3761 gl o 3T Foprahy 2
TR €2 A T el, “TH g Sl died S §, S Y @ €71 e A Hiepd o ¥ € ufea Sh €| a3
T, “T AN A <@ SR, FH G 2" A EEA Ha, TR | A A He 7, T A2 R A 9, 9 wgea
€19 G i & e H Tehdl © | AT AT Bl Al S hl T& AT =R, FEHi i HL =M

9 7 ferdl afery ot Tam R W B 27 ol W ol WHe | el 3| 3 o, TR T etk A il el gH R @
21 Y DI B B THeR Sio aTel ? 918 H, o T o §18 Tl el foh o € dfed S-earet sit 9 | 3 U fleeting
memory of Pandit Deendayal Ji €1 31R %! o6 & a1 Ul = foh o 519 wrfern o e 9, gag o, 36
iR | i fe o1 o8l TR SRt slifgek o1 | 3R S 9 ol § Sweie S oo T, we | wrereht 39t fore & 3
ST, “ThIcH |- 9’ o AW TR ehiTaTel fehaln 1T | & € fero ae o S W e ot |, AR o off T e
TR 3H HE FrEshH | S 1 T, 9 € SHH T basic document ST | AT Bt H wget TR g1 ‘THH
AME <9’ | 918 W, Sl o S9! ‘Integral Humanism', U1 %811 Wq ‘Humanism’ ¥Isg W&l =T 8 | ik
T3 #R ‘ism’, 3 T &l §, 3 € | Anyway, €9 9 [0 W 30l SUIeT, <g e S, ensft = | e S |
TH TS ST 2 foF G20 T 311 AR © | 31K Teh ST} b 37 Hareqd’ o1 ot Teef 2 1 31 <8 T 9IRd G20
%1 W@ &1 € | By rotation €, foFX ot &% W@ o= € 1 31k wRa & 3R A1 weresh o ek fome e w@n @
G20 <1 stﬁ@ﬁé, A GtoG %ﬁ%, Government to Government &Id % | WWWWW
foman foF G20 # & Rt TR to TR, VT 0 HIdshH 1 el T | 51 THH ST B involve T | G o &
o 3 I SR e foh G20 9 B 1 3T % SN geo-political situation &l 3R &7 &M, df gf+=n & S snfdier
gftc T W <91 €, ITH W e FeR YR 1 2| 3R 19 F9 39 A § wie o R o 8 Wehet 2

ITHIRT Gﬁ'{ Sleicy dlg, HIRd hl e 37 Gehall %I Eﬁ'{ PPC ratio % 3TER é’@'ﬁ, a Purchasing Power
capacity %, T fth IR AR FeR W o 8 | STef d investment &1 91d €, AT R & ST TR F&l invest AT
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%n%ﬁ%, RIREGED Wﬁﬁ ¥gd €l investment destination off 781 % | 3ﬁ? W@W%ﬂé, EI%'TWT centers
of production and centers of consumption, AT gﬁm éh‘ﬁ'@ 3 <9 %, el production B Hehell %,
WfehT consumption =&l & Hehel 8 | ST & W9 ST chocolates Switzerland ¥ SaT €, @b 0001% it
Tl consume &l BT 8 | 3R 9Rd & &I chocolate @M BT <7, dl Singapore & TR shaf-i IS o< &l
ﬁT@ﬂ | 3T, %"TI'\\’ fundamentals Sgd strong %, et TH E%ﬁ %1 Our economic fundamentals are getting
stronger. TR ot 3R & <, I TR side H, poverty €, hunger ¥ | % T4 fa=ii & 59 ¥« S & & MDG
S 9, ‘Millennium Development Goals’, 1 313 €| & Y <31 hl shg AT al W& 8 | TifehT WA 230 i ohg
AR T & Srase o RS off 7o <9 3 TR U T R | W %, $© 91, Haeid eradication of
poverty, eradication of hunger, food for all, housing, housing for all. I even STHNEHI ﬁﬁ%{ﬂ off X TRl
qrEn wgl‘w@réat—rrq, ar ‘Housing for all’ T 3R % S fundamentals 9 3R achievements, goals 93{,
SRl indicators Eh%ﬁ %\, EICTIC 31@?11?51’9 indicators ¥ |

39 34'631?51'{:[ indicator H YR & indicators SHIGI O} Eﬂﬁ'{:[ qeh | sEfTe ‘Millennium Development
Goals’ & SR H =& | 1 3 < £ dh T HAT T, R 71 ¢ | foR < 29Ik Uge o SfeTT ‘Sustainable
Development Goal’ & SR B Tl T2 3R A 91 1 off 3 <1 ! Ush =14k ==l €2 | eligl-sgd <A1eh gfeeshio
foram | wé’sﬁﬁww | ﬁ?{wmr@w 8 ! S8 W8, 17 goals. One sixty-nine targets were
set. aﬁwﬁm?ﬁv indicators ?}I, aﬁﬂ?ﬂw_ﬂﬁa%’ﬁw indicators EF-lTQWQ%, 3 So, E@f“éﬁsae_rﬁ'ﬁ
indicators T T X T, 3 & SR G 1 THI 7 | Teh 3R G20 § 3R Tk 3R SDG B | & THR A 39 aR T
foren for &9 R, G20 o 319ft September H 89 submit T, THeh S 9RA T G20 § member o T, wfh
T 31eAeT T8l WA | A 89 G20 3R SDG ol Ueh W1 S S+ o WA o1 €1 Ueh U1 foro™ 3 Tehdl & fob =il
G20%¥T§,Eﬁ“le’l’é’STW—aﬁéﬂ%‘ﬂmﬁﬁagendag,Tfﬁpolicies%, W,WW@’%@,WW
< 1 ot 1, T F T G20 T, SDG I 7Y fFT alich ¥ T R Hehd € 3R ITH Teh-TIR 1 T&A g Y
ekl & ? 1 B 39 ik U e oY Wehdl € o1 2 A e THelieh] WRd ol 37 Wil 2 |

319 I [ S Tk ARG A S0 R, A e § S R i <9 3 v o @ €1 3o, fuset W s
f&ror =1 WY, SDGs 1 TiehY, o1 W Ueh iS4, International forum ST Tehd & o1 ? <19 3A1ofeh oo =l
AR D AT A ThgT g1 3R AT sk i ¢ | o o Teh TR o1 TE © | TR STk 39T U agenda & |
a9 "R S €, U gfte | <@ WY, df g+ | T, developed nations 3R TV, developing nations. 3iTSTehel
ITHT IeE WANT 2ATST ST ek ‘emerging economies’ UH Fed & | T o TR, o1 ol & € | 55 I 3T
S ¥k & 3R 3T @ §AR U § | 56 ook 1 T outlook. ek R w1 &l A outlook el TeT | R ol Sl
world-view %, al 39 G20 ® ffed &1 g9 world-view © & ‘|a ﬂaﬂﬂf@?, ﬂﬁﬂﬁ?ﬂ'ﬂ?l’ LS
world-view I e &1 89 G20 & &R ¥, 3R @ %% SDGs & IR W, 9 Hehd § M7 TW W Th
international forum, S g & <&l W 4t SDG ol T FIHehH &1 R 7, 31 19 81 @ €, a el <t bl
&H gohgl 1 | B 3 TE A € %6 B9 € S o1 1 Stk o W@ € 1 B0 A TE e @ € o6 50 S SDG % WR |
TR A AT IR I T FA RN T A TH R he WS I M@ o, eI M Fe ©E
TR TR gued €, itk SgeR qETe TE @ o ufem % urg & weee § ok guR ure g warer e, 3
ff 7 T T b ¥ | SR, B SR e i forea S 2, 9 e URaR ¥, ‘g e, U e wed ¥
‘o7 o TRETe O rERaET, SER RAFT g agEa Sheieht | T 3SR SHR 85T © | 39 e ged
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o SMER W TH g~ 8 7= 797 €, 397 9l Ueeii ol &9 Teh W9 HId © | g o W e WA §, o 99 T
T B | 3R o U1 §, O ST 3T o Teh BT <R | BeAiteh, SUH el Weh 81N | i 2 ifeh 3 S w1 €, a
HIA-FRUY &l %, HIeT-GreT %I They are subject to local conditions. AT, %¥ local %Sf Hehdl %, ‘P@
solution, global B Fehdl & | 3R BHA T T Sl &t i BT AT el &, o & ek, & Hehell ¢ FoF gferen o
ferelt @ik o1 & oy &1 1 49 & g W orR Rl <w H foRell wee % R W RIS YEe WHE T, @ & §AR foig
TATIETE B Tohdl € | A 3 S Uk oATueh foeR €, 37 Tl aaeh foraRi ol gehgl ek SiT Ush SIaRisa ™ 9e ke
T S 1 B T oA €, e o SieaTel Ty e S o) W, d 91 89 31 @ faweli & sR °, e S
communication % ¥R W A1 T2, 99 €A g & WA 3 fasEl o 9R A S ed =t ot o © € iR 'R
T H 3neft S feR €, 3qen! W o eH T Tohd € 1 2 THI U WIS B Sl AT R 1 3 S T H R SR w S
a1 &2 % SR S oo o oMt e €, 39 Wl B Heho ek Ush WAt 6 WA R o Uk Foeehe H S =i g8 #,
SHH! W T (e declaration, ¥ €F A % WH T | <9 F Qe off T SR g & wee o @i
YIROIA, 39 e declaration ¥ 357 SIdl 1 89 Iooi@ &Y ? SUT S preamble €, a1 1 <7 89| Ry,
ke declaration ® B8 3 7 3 € 3R e declaration % SRT &8 A1 & WA BURT S YRA o1 fomR
®, STh! S8 Searel STt 3 “Tehled HIHEQY o =19 9 1@ ST o 9o, F59 shriifeard e o fofg, st st
N U A G 3R Ueh el I, Ueh hiaidgld S8, o6 hrdugial o YR W 84 HIH dis Suoied o=
ek | 1 3 |eft Ferrit B gohgl ek §9 U declaration ST Hehd B 12 J fom @ @R B 3/ ek < F@ ot
ferem foFan 2, o 99 & 91 @ e, AR B9 H S feR o €, o eF 3o 39 T ¥ 91 9ehd ¢ 1 3R gER dfed
St S €, o e IE | 3R g & el Weieeh 3R ofaeh off €| 3Efory, S feRdt off oo o el 3,
37Ut o SH! translate T AT |




Keynote Speech by Dr. Seshadri Chari at Closing on
27th February 2023

Gl TETIHTE <l BRT THER | Ush HIHshH ol ST oHaeel €, 39 Hawe o iavia # omq eft <A o Ao wel
£ 1 3y, # 30 91 o ST § o Ardfaeh BR1 T B o 39 )W ¢ 3R H 39 o1 i ot weli-wtife St €
Tt W U Yo fad S €, ol 310 319 § Ueh WA B | g € Ficheda 30 YHR % el & ok Al 8
3R TEfeTY, el R A IR 3ok Teet o, A el St ufed St Y S, 9 YR e € 7, W deeare
INeT T W el 3R AT 9 UROT Uik 5 A A e o v 3 R 7, o welh i e R, e g,
3T Ui TH &% 9Iel oid 3 © | ST i a5 3o1 2t 3 7 %1 &7 XeT € W fereh <1, |l Ueh 9Rd™ model,
%m@%ﬂaﬁaﬁ%, TR Igfd o WW‘JTW%I %ﬂﬂaﬁlﬂ%{%ﬁ ‘Millennium Development Goals’ 3
T foran o, g & S 99 <9 ], it 39 FTGeh 81 whed €, o U9 T R Wl Sl <9 TS gU 9 @ik
3= MDG 3, ‘Millennium Development Goals’. S millennium S€el, 2000, I8 2000 S& A
T3, 2001 <4 Y g3M, T 37 AN % o H, 399 99 | 3 R o fF g9 @ Wi Sw 8, R H W s §
91 € S T T €, i 3 o, ST W T wgd @ 3R ae =il o e € 1 37wl e ol g R, 3 AN
T gftc ¥ Fxiex 7, T8 U 999 ¥ British S €, 9 whiteman’s burden el d & | F1f, 31T IR AT <
%, 9% T9 €, fUse €, 19 i ol W oM 1 ST R @ whiteman's burden, 89R R & S0 1 981 YR 8
T3 319 AN Bl BH T AT © | WA - 2 B9, & |, 99§ |iel H§ §H < 3 Sl anfeien sqaeen
T TeaerE 7 fF 319 9l Britain o < 84 %@ @ © 3 SUR WY agreement R @ 3R frdi-7-fd ove gard
ST steferrawen €, SHeh! GUR o | A ARG 1 3N o &g T € | 3R I I 37! burden i o1 | 379 o =6d § &
3ok R IR ST Teer €, o g RR W) 31 e | U Reerfer # SR e wa A ot St # 6 9 2000 W 3 ‘Millennium
Development Goals’ TRT €I o, T a1 & =Tl TG | THRAY, UsE Wt Tohahe R 2030 Tk T A I, 39
HhR Wﬁg@iﬁl ‘Sustainable Development Goal’ ¥ EeCIRIRIRHE R % GEH | SR ereerd o 9 € 15
e, 2015 1 SHH! SV & T2 | Resolution pass fF31 11 3R &1 €1 fe o, 3R =S e 2, o & |t
TS o BIel | ST ST ITArss] b o o, 57 e o i) O e, ot fo e v 2 o R forea o et gt
39 914 &l resolution pass 31 73 59 Ta firetak AR o WeH €, THE €, S9! X 4 | Fhel-A-Fel T
S BN G St o T | A o o o Uoh e e S S WA € e, 1 We o1 fTEenl €9 319 region
FEd B, TEI e, TG W v IR Sl AR S/ 3 TR THEASH o THIE TH %Y R Gehd § 2 379 e |
ST EH TR ST TR, 3 TR W ST rWd i, ST v Uk W feuf ® € foF &1 e Tehd § o T A model
fTae! &9 T | g9 30 o1 1 et T feard € 3 SAR model ® @R 30 W AN % 2 1 89 3 1 hed €1 3
feaeh, < ufterm & <91 €, ! T WieH 1 VR B, < 8 | B9 3 Wi € fop S wmeend g wm A §) S wd
TR T GHIE T T R Tohd © | SHY, YR & | o gaend €, 39 qaensti i FeH en
X Fehdl € 3R T TN e o1 <9 | g B, ST f TR B9 el W Y Hehd € | 9 &, BEA S WA fehg
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€, 39 @l SR BT 3k S | I 31 Wehall 2 | 31 9 S RN 1 < WehR o 31ifien srareend welf | Uk anifieh
L U i 3R Tk SNk e, 7d i | e o Haets g4 7el €, Id 1 Aol 39 8T ST Soviet Union
o, USSR T, 781 Q=i for ufverm =1 <71 o1 foman 2, 4 Tetd adienl @ | SHfT, 59 Ush STl adeh § 9 |l 32
Teh el ek W WA o1 T4 3301 | e e St = o forarn for @3RSt model @, o @&t &l € 1 376 3eTehl
TS BII-AI ego S T, TARAY o I F&l e foh &H thet &1 o € | TR o J Fad WA fF 86 Tk @ model
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Keynote Speech hy Mr. Erik Solheim, Senior Advisor,
World Resources Institute at the Closing Session
on 21th Fehruary, 2023.

Good Morning Chitrakoot, I cannot tell you how pleased I am to be in this great historical City
of Chitrakoot, Where Lord Ram Spent some of his time when he was far away from his capital and
where there is the history of seven thousand years. My nation probably has a history of one
thousand years. Here they say of seven thousand years, the oldest temples are seven thousand years

how wonderful.

We are also here to pay tribute to this great leader Nanaji Deshmukh who fought for those who
have neglected and those who have oppressed and gave his life to help for a better India and
established these self-help village, here in Chitrakoot and he can inspire us also 12 years & 13 years

after his death.
So, let us re-inspire to do in our lives what Nanaji Deshmukh did in his life. That is our calling.

I've come to speak about sustainable development goals and cause the sustainable development
goals is about human progress in all its dimensions, education, health, environment, getting

everyone out of poverty is all embracing program for human progress.

Sometimes people just here says that we cannot achieve the sustainable development goals, but
please remember how much progress has been in the world during last decades, Let's make India

as example of these 75 years anniversary India, there is so much to celebrate.

When India became Independent life expectancy in India was around 30 years. Now life
expectancy in India is 68 and soon pass 70 and I think maybe life expectancy in India will even pass
the life expectancy in United States of America. If life expectancy still has been as it was at the time

of Independence that's the sad reality, but the progress makes.

After 200 years of colonial rule, hardly any Indian could read and write. Now nearly all young
kids in this nation starting school even if the education in many places are not good enough and it

improve that still is a huge progress.

So let’s build up all these progress in India that also makes people to believe that other nation
has been successful because now we know what it takes to reach the sustainable development goals

and now we summarise what it takes.
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First you need a dedicated strong political leadership transform Japan, or transform South
Korea, or transform China and that is now transforming India under the strong leadership of
Prime Minister Narendra Modi Ji. That also get strong leadership in states like Madhya Pradesh
and Uttar Pradesh.

The goal of Modi Ji is to put India on the path of 7% economy growth every year from now
onwards and of course it will transform India that will be a valuable moment for educational,

health and whatever is needed.

Secondly you need market and business because without that you cannot progress and that’s
why big companies like Adani, Reliance, Tata, Mahindra that all important to India but also their
local level production fuel processing, handicrafts and what is happening in a modern village like

in Chitrakoot all these market based programs are important for India and for the world.

Third you need education. You need to make sure that every single Indian are improving his/
her life through education. My mother was the first in her generation, who got the higher education.
She was so proud of it and she has been uplifted her life and made it possible to get out from the
old bad traditions of poverty and into a new life and I mean it to bring it to every Indian and every

citizen of the world.

And lastly, why we need to modernize and develop ? We also need to stick to the roots. That’s
another first non-white nation which develop was Japan but Japan is still Japan. Japan is not
United States or Europe. It's still Japan. Then came South Korea. South Korea is still Korean and
China is Chinese and what is happening in India? Now as I can see is a new movement of self
confidence in India when India go back to its roots and highlight the roots of this nation which
cannot be separated from religion and the entire moment of BJP, RSS and all the similar organisation

is highlighting the new self-confidence for India.

There are many symbols of this. Yesterday I landed at Prayagraj airport and today recently it’s
Allahabad airport. Now is the Prayagraj airport. This city in Maharashtra called Aurangabad
changed to a new traditional Indian name. I can’t even pronounce it. I will learn it for the future
but is a change of name and I will not be surprised if India in the next five years it will change the

name of India into Bharat.

So this is the way to achieve the sustainable development goals, strong government, market

based solutions, education and self —confidence based on the country roots of every nation.

Let me add two other aspects we need a culture of peace. We need to work together in this world
because wars are so destructive and it should take to heart. The all learning from old saying from
the VEDAS. The entire universe is one family because we need to work together. China with India,

United states with Europe, Africa let’s all work together on the basis of one family on planet Earth.
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And finally we need to look for the win win policy all those policies which are good for
development, good for economic growth, good for jobs and also good for Mother Earth and the

environment. So we do not destroy this one planet.

And here are many success stories in India. Let me mention just a few. Prime Minister Modi
announcing and then launching solar and wind programs by the day, changing the energy in India

from coal into solar and wind. Good for environment, but also good for jobs and prosperity.

From all cars, two wheelers, three wheelers and the four wheelers, in India will go electric you
charge them by their energy grid you don’t need oil for this and this is also taking speed very very
fast. In Tamil Nadu there is a company called Ola. You are aware of that. That company setup a
factory there. 2000 young tiny girls are making electric vehicles and they have a slogan that says,

“’Tesla for the West, Ola for the rest.”

India can also take a lead on a circular economy where we reuse, don't throw away everything.
In Uttarakhand, there is a company called Attero, they can recycle everything from the mobile
phones or our computers, or our air conditioning system and make everything into new products.
You don't believe it, but there is more gold in 1 Kkilo of electric waste then there is in 1 kilo gold ore

out in nature.

And lastly we need to do tree planting to green the landscapes. Telangana in a last few years.
Tamil Nadu has decided that they will increase tree coverage from 22 to 32% of this big state and
in the state of Madhya Pradesh Chief Minister Shivraj Singh Chauhan is planting 1 tree every
single day. That makes a small forest, but much more, this inspires the citizens of Madhya Pradesh

and other States of India to do tree planting.

So thank you, everyone for listening. Tomorrow I will visit some of the social programs to
learn more for my own self. But let's go from this meeting inspired by Nanaji Deshmukh to really
fight for all those people in India and the world who are forgotten and oppressed. We should uplift

everyone. That's what Sustainable Development Goals are all about. Thank you so much.
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