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India's patchy industrial climate strategy 
he inevitable conclusion 
emerging from the 
ambitious targets set up 
by the government's Make-in-India, Viksit Bharat (2047) and net-zero emissions (2070) commitments is that industrial 

decarbonisation is central to 
India's long-term climate goals. As the economy grows, both 
existing and emerging 

I manufacturing segments expand, fuelling a steep rise in energy 
demand. Balancing this industrial 
growth on the one hand and 
population-driven consumption 
demand on the other with 
national emission reduction 
objectives requires highly targeted policies. The recently submitted 
First Biennial Transparency 
Report (BTRI) by India to the 
United Nations Framework 
Convention on Climate Change 
providesa detailed account of 
national emissions. The report discloses that in 2022, over 20% of India's total emissions stemmed directly from the industrial sector. Specifically, it shows that the fuel 
consumption in manufacturing 
industries and construction 
accounts for 13% of total 
emissions, while industrial 
processes and product use 
accounts for another 9%. This 
clearly demonstrates how much manufacturing activities 
contribute to the overall carbon 
footprint, a trend that has 
remained consistent over time. 

Mitigation planning 
To mitigate industrial emissions and energy consumption, the government has relied on two 
major market-based mechanisms. 
The BTRI acknowledges the Perform, Achieve and Trade (PAT) scheme as a primary initiative, which aims to reduce specific energy consumption across 13 energy-intensive industries. PAT is 
now transitioning to the Carbon Credit Trading Scheme (CCTS), which focuses on reducing the emission intensity of nine industrial sectors, incuding 
aluminium, cement, fertilizers, Iron and steel, petrochemicals, 
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petroleum refining, pulp and 
paper, textiles, and chlor-alkali. 
The other four industiies, which incude thermal power plants, railways, DISCOMs and 
commercial buildings, will continue under the PAT scheme. While these schemes set benchmarks, encourage energy 
efficiency, and reduce emission intensity, there is a clear gap in how mitigation planning is envisioned across Indian 
industries. These policies are designed almost entirely for well-defined, traditional 
heavy-emitting sectors such as cement, steel, fertilizers, 
refineries, and textiles. However, they de facto overlook a massive proportion of industrial emissions, specifically those generated by fuel consumption in, what India's emission inventory classifies as, "non-specific industries". 

A careful analysis of emissions data for India's manufacturing industries and construction sector for the latest reported year, 2020, reveals a crucial puzzle that needs 
to be solved urgently. The explicitly specified major 
industrial sectors accounted for 
slightly more than 55% of the total 
emissions generated from 
manufacturing industries and 
construction. Conversely, more 
than 40% of those sectoral 
emissions were caused by the 
"non-specific industries" category 
alone. A similar pattern has been seen in 2014, 2016, and 2019 as 
well, as per the detailed emission inventory available on NITI 
Aayog's India Climate and Energy Dashboard. To sum up, the 
classification of sectors in India's 
emission inventory reflects that a Surprisingly large volume of 
emissions falls under a single, vague heading of "non-specific industries". 
The point of concern is that the scope of mitigation policies in India has relied on an 

enforcement and incentive-based 
structure around specific, 
identifiable sectors. For instance, some of the explicitly identified sectors in the emission inventory, 

such as power, cement, 
non-ferrous metals, chemicals, 
and textiles, are covered by 
mitigation measures such as PAT 
and CCTS. Yet, a major part of 
industrial emissions remains in an 
administrative grey area, with 
serious implications for India's 
broader industrial cimate 
strategy. As this 40% block lacks 
specific sub-sectoral definitions, 
the various industries clustered 
therein effectively fall outside the 
primary scope of both PAT and 
CCTS. They are not subject to the 
same energy efficiency mandates 
or emission-reduction targets as 
industries such as steel or cement, 
despite their contributions to the 
emissions load. This policy gap 
keeps a significant portion of the 
country's industrial base out of 
the green transition. 

Need to identify industries 
For India to successfully decouple 
its industrial growth from 
greenhouse gas emissions, the 
next phase of its national climate 
strategy needs more transparent, 
disaggregated data. This must 
begin with breaking down the 
existing"non-specific industries" 
in the emission inventory. For timely realisation of the net-zero emissions target, policymakers 
need to urgently focus on 
identifying exactly which 
sub-sectors contribute to these 
40% emissions, how their specific energy consumption patterms are 
evolving, and the part in the 
process chain where emissions are primarily concentrated. 

Transparency in climate 
reporting is often framed as an international obligation, a way to prove to the world that a mation is effectively traversing the path for honouring its pledges. But the real value of transparency is deeply domestic. It provides 
policymakers with an appropriate level of clarity to monitor exactly where the interventions are heading and where there is scope for course correction. Therefore, to build a low-carbon economy, exact knowledge on these passive outliers is non-negotiable. 
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Mndia's experience in diabetes CäreI 
could guide other countries: expert 0 
Ramya Kannan 
CHENNAI 

With four decades of dia 
betes work under its belt, 
India now has the ability to 
shów other low and mid 
dle-income countries how 
integrated, low-cost, and 
tech-enabled solutions can 
be deployed on the ground 
to launch effective inter 
ventions, according to an 
article by Chennai-based 
diabetologist V. Mohan, 
published in the leading 
journal Diabetologia on 
June 23. 

Striking out for indige 
nous innovations overa co 
Py paste model from high income countries, he 
makes the case for local so 
lutions, integrated dia 
betes care, and looking at 
the whole heterogeneity of 
diabetes. 

Dr. Mohan begins with 
the idea that diabetes in 
South Asia is not the same 
as elsewhere. People in 
this region, he says, deve. 

The article advocates local 
solutions and integrated 
diabetes care. 

lop diabetes at a lower B0 
dy Mass Index (BMI), with 
more visceral fat and grea 
ter insulin resistance, indi 
cating the need for region 
specific screening and 
treatment strategies. An 
important component of 
these strategies are lifes 
tyle, diet, and envirónmen 
tal factor, particularly the 
intake of highly refined 
carbohydrates and low le 
vels. of physical activity 

among the population. 
The "total diabetes 

care" mnodel developed at 
his centre, the Dr. Mohan's 
Diabetes Specialities 
Centre in Chennai, is no 
longer about just testing 
blood sugar, but looking at 
the total impact that dia 
betes has on the human 
body, and the range of me 
tabolic disorders. There 
are lessons in this, Dr. Mo 
han argues, showing that 
an integrated approach to 
Screening, treatment, edu 
cation, lab work, eye, kid 
ney, foot, and nutrition 
services has made care de 
livery more efficient. This 
reduces fragmentation of 
treatment and delays in de 
livering care. 

One of the programme's 
most valuable interven 
tions for the region is the 
effort to overcome special 
ist shortages, by training 
physicians, diabetes edu 
cators, and technicians, us 
ing task shifting to make sure the care is extended 

beyond the tertiary or se 
condary care settings. 

Tech interventions 
In the article, Dr. Mohan al 
SO recommends the de 
ployment of technology to 
enable continuity of care, 
listing an electronic medi 
cal record platform, an AI 
chatbot, a patient app for 
appointments and results, 
telemedicine, particularly 
for ophthalmology, and a 
physician decision-support 
tool for classifying diabetes 
subtypes. 

He explains that dia 
betes care is now moving 
away from a one-size-fits 
all paradigm to a personal 
İsed approach based on 
precision medicine, appre 
ciating that not all indivi 
duals with diabetes (or 
even with the same type of 
diabetes) are alike, and 
that they may vary in clini 
cal characteristics, risk of 
complications and res 
ponse to different 

B 

treatments. 
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ANBRIEF 

Health Minister kicks off 
campaign against diarrhoea 
Delhi Health Minister Pankaj Kumar Singh on 
Tuesday stressed timely treatment, community 
participation and awareness to prevent diarrhoea among children, especially during the monsoon. During the launch of the Stop Diarrhoea 
Campaign', he urged wider use of ORS and zinc, along with hygiene, safe water and sanitation. He also inaugurateda Model Integrated Nutrition Centre at Sardar Vallabh Bhai Patel Hospital to provide holistic care to vulnerable families. 
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Tobacco Dilemma 
From Page1 

Thecompany is increasingly focusing 
on protein, fibre, health and wellness 
products while also targeting distinct 
consumercohorts ranging from GenZ 
and Gen Alpha to older consumers se-
eking specialised offerings. 
Amuch langer transformation is un-derway at ITC. Once viewed primarily 
asacigarette maker, it has spent more than two decades building businesses 
spanning packagedfoods, personal ca-re, agriculture, paperboards, hotels 
and information technology services. 
While brands suchas Aashirvaad, 
Sunfeast, Bingo and Savlon have 
helped make it one of India's lar 
gestconsumer goods companies, ci-
garettes remain central to the gro-
up's economics. 
In 2025-26, cigarettes contributed 
41% of ITC's net turnover, a sharp de 
cline from historical levels, as non-to bacco businesses expanded. However, 
the segment still accounted for 82% of 
the company's overall earnings before 
interest, taxes, depreciation and 
amortisation (ebitda), highlighting 
both its profitability and the challenge 
of reducing dependence on tobacco 
earnings. 
Speaking during a two-hour inter 

action in his wood-panelled cham-
berat VirginiaHouse, ITC'sheadqu-
arters on Kolkata's Chowringhee 
Road, the 64-year-old executive said 
the long-term objective is clear. 
"Eventually our aspiration is to be 
come the number one FMCG (fast 
moving consumer goods) player, 
even without cigarettes. This requi-
res sustained investments in inno-
vation, supply chain, brand buil. 
ding and distribution," he said. 
Yet, even as ITC pushes deeper into 

foods and consumerproducts, cigaret 
tes continue to bankroll much of that 
expansion. The segment faces rene-
wed pressure in the wake of steep tax 
increases announced earlier this year 
Puri said the company is responding 

with calibrated price increaseS rather 
than passing on the entire tax burden 
at once. "Like in FMCG, we increase 
price in stages," he said. "This rema-
ins an area to monitor closely as there 
is likely to be an impact on volume, gi 
ven the increase in illicit trade. At the 
same time, we are re architecting our 
portfolio to mitigate the impact" 
NO SIGNS OF A SLOWDOWN 
Purialso said there is no evidence yet 
of a significant slowdown in consu 
mer spending in India, pointing to 
improving demand trends despite in 
flationary pressures and global un-

certainties. 
"The good news is that despite the turbulence and uncertainties 

global economies are going throug 
India is traversing through this pia 
se quite well. The country is proge 
sing well and is on a strong patL, W 
Some bumps along the way" he said crediting tax relief measures, goos and services tax rationalisation, pub 
lic capital expenditure, increasing 
rural investments, entreprenershp 
and the rapid expansionof global ca 
pability centres forsupportingecono 
mic activity. 
However, he remains watchful of 

weather-related risks. 
"Anotherarea of concern is ElNiño. 

The government is proactive and will 
workto mitigate risks. As of now, the 
re is no data or evidence to suggest a 
slowdown yet. However, it is definite 

something to be cautious about, 
Puri said. 
ITC is backing its demand outlook 

with fresh investments. The group 
plans capital expenditure of about Rs 
20.000 crore over the medium term 
across businesses, including hotels, 
manufacturing and consumer pro 
ducts. 
Pri said the company is betting on 

free trade agreements, including 
partnerships with overseas compani 
es to distribute their products in In 
dia while leveraging their distribu 
tion networks to sell ITC products 
abroad. 
A BIGGER BITE OF FMCG 
The company is also investing ag 
gressively in new growth engines. 
Fresh foods, one of itsnewest bets, is 
growing at nearly 100% annually 
since inception. ITC currently ope 
rates 70 kitchens across five cities 
and is preparing to expand into 
northern India through a new cen 
tralkitchen. 
Exports are another focus area. 

Overall group exports have more 
than doubled over the past six years, 
while FMCG exports have increa 
sed at a three-year compound annu 
al growth rate of 32%, driven by 
brands such as 24 Mantra and ex 
panding international distribution. 
Within FMCG, profitability is im 

proving alongside scale. Puri said 
margins increased about 740 basis 
points between 2016-17 and 2025-26, 
aided by premiumisation, supply 
chain efficiencies, sourcing advan 
tages and acquisitions. The compa 
ny now aims to improve margins by 
another 80-100 basis points annually 
on average. A basis point is a hund 
redth of a percentage point. 



•LEGAL 

O0eExplained 
there requestions of current or cotemgorary reevance 

thatvou wod exDiine pase write to 

Vineet Bhalla 
New Deki, Jure 23 

Intellectual 
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question of choice 
in giving birth 

xvessvolined 

THE KARNATAKA High Court permitted the arents ofa 
23-yearold woman with severe intellectual and develop 
mental disabilities a total abdominal hysterectomy. 
the sungical removal ofthe uterus, last week 

Why approach courts? 

was the latest instance ofcourts'intervention in the re 
productìve autonomy ofwomen with i 
đisal 

dianexpress COm 

Sabilitiesdecisionsthat otnal 
intersection oflaw, medicine and hur humanrights. 

BEST INTERESTS 

Historically. v , women with intellectual disabilities 
have been vulnerable to forced sterilisations and non 
consensual medical procedures, often justified by care 
givers as a matterofconvenience or under the guise of 
protecting them from the consequences of sexual abuse. 

For individuals unable to care 
for themselves, the courts 
invoke parens patriae': a doc 
trine wherein the court steps 
into the shoes of aguardian. 

y. or 

To prevent this, Indian law places strict safeguards on 
procedures that permanently alter a person's reproduc 
tive capacity. Section 10 of the Rights of Persons with Dis 
abilities Act, 2016, preventspersons with disability from 
being subjected to any medical procedure leading to in 
ferti ertility without their free anod imollechual dis Alegal dilemma arises when a 

The court conducts an inquiry 
to determine what lies in the 
person's "best interests". priori: 
tising their health, dignity, and 
bodily integrity. 

ruling 

ability is so severe that she lacks the cognitive capacity to 
understand the nature and consequences of a procedure, 
rendering her unable to give "informed consent". In such 
scenarios, caregivers and doctors cannot unilaterally make 
the decision and must approach a court. The court does not 
simply substitute its own judgment forthe individual's; it 
conducts an inquiry to determine what course ofaction 

lies in the"best interests" 
of the person. 

The abortlon dllemma 

e complex 

• DEFENCE 

Guidelines on 
hysterectomles 

particularly from marginalised communities, under gov 
ernment health insurance schemes. These procedures 
were oftena 

Out consent ori 

The lssue of consent 
and medlcal necessity in 
hysterectomies was 
addressed by the Supreme Court In Dr Narendra 
Gupta v. Union ofIndia 
(2023), which highllghted 
that "unnecessary hyste 
rectomles" were being 
carried out on women, 

torinfeomed in private hospitals wit with 
women about side-effects. 

Recognising this as a serious violation of the 
fundamental right to health under Article 21, the SC 
directed all states and Union Territories to strictly imple 
ment the Union Health Ministry's 2022 Guldelines to Pre 
vent U tUnnecessary Hysterectomies. The court mandated 
the formation of hysterectomy monitoring committees at 
the natlonal, state and district levels to audit such 
surgeries and directed the blacklisting of hospitals found 
performing the procedure without necessity or consent.. 

While the Karnataka case dealt with a hysterectomy, 
most of the jurisprudence regarding the reproductive 
dghts of ntellectually disabled women In India revolves 
around pregnancles, often resultung from sexual assault. 

Here, the Medical Terminatíon of ! of Prcgnancy Act, 1971, comes into play. Under the Act, if a pregnant woman has a 
mental illness, a ptegıancy can be terminated withthe 
written consent of her guardlan. The law, however, does 
not extend this guardlan-cosent provislon to women 
with intellectual disabilitie. 'orthen, thelr own consent 
remalns an allute leyal requlrementfol an abortlon. 

This distúnctlon came tothe fore n Suchlu 
Srivastava v, Chandlgarh Admlnistullon, a landmark 
2009 SCjudgmet. The SC 
make reproductuve cholces ls a fuidamental dimenslon 
of"personal llbeny guaranteed under Atlcle 21. The 
court noted that bcause she suffeied iom nentalretat 
datlon and not a entalllness, the stale could not force 
an abortlon w)thout her conscnt. 

SCheldthat at a woma's righo 

Courts sIe also frequently forced to balance reproduc 
tive autonomy with he physical survival of the mothei 
and the medical complexities of late-stagc pıCRhaicics. 
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Delhi cabinet clears health cover 
|for 270,000 construction workers 

Saloni Bhatia 
saloni,bhatia @hindustantimes.com 
NEW DELHI: The Delhi cabinet 
on Tuesday approved the Delhi Building and Construction 
Workers' Health Scheme to pro 
vide free and quality health care 
services to registered construc 
tion workers and their immedi-
ate families, officials said. 
The scheme is expected to 

benefit around 270,000 regis 
tered construction workers and 
their families, covering about a 
million people. Delhi govern 
ment expects to spend about 
200 crore per year on the 

scheme, officials sai. 
Under the schene, registered 

COnstruction WOrkeTS and their 
eligible family members, 

including spouses, children and 
parents, will receive free health 
care through empanelled hospi-
tals and mobile health units, 
chief minister Rekha Gupta 
said. 

Each registered worker will 
be entitled to treatment of up to 
2 lakh annually at empanelled 
hospitals, while the annual fam 
ily coverage will be up to R10 
lakh, she said. Gupta said con 
struction workers are routinely 
exposed to stone-cutting dust, chemicals, excessive noise, 
heavy machinery, general dust and physically demanding 
working conditions. As a result, 
they remain vulnerable to sili 
cosis, respiratory allments, skin disorders and other serious 
health problems. She said a 

comprehensive health protec 
tion scheme for the sector had 
long been lacking, and the initi 
ative was made to address that 
gap. 

B 

According to the chief minis 
ter, digital health records will be 
created for beneficiaries, a ben 
eficiary tracking system will 
ensure transparency and moni 
toring, and a 24x7 toll-free help line will assist workers. 
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Officials said the treatment 
process will be completely cash 
less. The scheme will also pro 
vide annual health check-ups 
for registered workers and theirty 
spouses, along with free outpa- S 
tient department (OPD) and 
in-patient department (PD) ser 
vices, diagnostic facilities, and emergency medical assistance. 
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P ublic health policies, like other public policies, are crucial in determining the overall health of the population and are an important contributor to a nation seeking to reap the benefits of its demographic dividend. One of the major claims of health policies in recent years has been the achievement of universal health coverage (UHC), a novel idea that seeks to ensure that every individual has access to needed health services without suffering financial hardship. Yet, populist ideas often dominate public policy despite evidence to the contrary, as seen in the case of publicly funded health insurance schemes. The changing nature of public health policy in recent years is particularly concerning, not only because it has often failed to be evidence-based, but also because of its inability to guarantee even minimal health benefits to the population. 

Editorial 

The interpretation 

Reconnect public health with people's needs 

More troubling is the failure of public health policies to improve access to health care at a time when such access is deteriorating significantly owing to rising costs in the private sector and poor quality in the public sector. Two recent government initiatives - the Ayushman Bharat Health and Wellness CentTes and the Digital Health Mission -illustrate these inadequacies. 
The Ayushman Bharat Health and Wellness Centres, introduced as a policy initiative in 2018, were intended to strengthen health 
infrastructure. What eventually happened, however, was that the names and identities of 
grassroots-level institutions - namely, the health 
sub-centres (SCs), primary health centres (PHCs), and community health centres (CHCS) – were altered by mandatorily adding "Health and 
Wellness Centre" as a prefix. The identity of these grassroots institutions and their mandates have 
evolved over time based on their roles within the district health system. The use of a common prefix has created considerable ambiguity among health professionals and policymakers regarding their actual mandate. Another consequence of the health and wellness" approach has beena shift in focus fromn population health outcomes to individual well-being. The major challenge in using well-being as an outcome measure lies in the elusive and subjective nature of the concept itself. 
A historical inquiry into the concept of wellness reveals that it was initially used to 

denote the absence of disease and was often contrasted with illness. It was also frequently 
used interchangeably with health. During the 
19505, the wellness movement popularised the 
idea of positive well-being by conceptualising health beyond its biological dimensions. The 
mental cure model símilarly emphasised the 
psychological and spiritual aspects of healing. 
Influenced by these developments, the World 
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Health Organization (WHO) defined health as not 
merely the absence of disease, thereby 
promoting the notion of positive well-being. Over 
time, wellness expanded beyond physiological 
health to include mental, spiritual, social and environmental dimensions, offering a more 
holistic understanding of health. In public health, 
however, the emphasis shifted towards health 
promotion - a population-based approach that 
recognises how social, economic and 
environmental conditions shape people's ability 
to adopt healthy behaviours. 

Another reason for preferring health 
promotion over wellness was the greater rigour and feasibility associated with measuring the former. There are no universally accepted. measures of well-being at the population level, as 
the concept is inherently individualistic and 
deeply subjective. .Unlike health promotion, the concept of wellness places the primary 
responsibility on individuals, assuming that they 
possess the capacity and opportunity to modify 
their health-related choices. In doing so, it often underestimates the structural and social 
determinants that shape health outcomes. 
The individualisation of health 
The shift from population health status to individual well·being is a consequence of the changing wellness narrative brought by the public health policy. The implication is that health status, which was previously assessed through unmet needs in preventive, promotive, curative and rehabilitative care - including access to basic services such as drinking water, food and nutrition, chronic disease management, emergency care, and maternal and child health 
services - is increasingly being replaced by the aspiration to achieve individual well-being. This shift in focus has contributed to the rise of health coaches and the proliferation of social media messages promoting individual well-being, often 
under the banner of public health. 
When health outcomes are framed primarily in terms of individual well-being, there is a risk of failing to systematically capture a wide range of unmet health needs that remain significant for the population. .The broader narrative increasingly suggests that the achievement of 

individual well-being is the ultimate objective of health and wellness centes. This presentsa serious challenge. As the well-known principle in management stątes, "If you cannot measure it, 
you cannot improve it". Given the inherently subjective nature of well-being, an 
policy focus on thís outcome ma may ySSve 
ability to evaluate health systems effectively and address concrete deficiencies in health care access and service delivery. 
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Another major public health policy initiative of recent years is the Ayushman Bharat Digital Health Mission (ABDHM), whose principal 

DELHI 

objective is to create a digital repository of health 
information for every individual through a unique 
health ID, known as the ABHA card. In addition, 
the mission seeks to maintain registries of health 
facilities, health-care professionals and 
information related to health insurance. However, 
an information portal containing health records 
and details of health infrastructure cannot, by 
itself, address the challenges posed by inadequate 
access to health care. Nor does it justify the 
annual budget of around 300 crore to the 
ABDHM in the absence of measurable outcomes. 

Factors behind inadequate access to care 
It is well established that inadequate access to 
health care in India stems from the 
unaffordability of care in the private sector and 
the lack of quality health-care facilities in the 
public sector. Merely creating databases of 
individual health records, health facilities and 
health-care professionals cannot improve access 
to health care. If the argument is that information 
is the first step towards strengthening the health 
system, there exists a substantial body of reports 
and datasets that provide such information. 
The more pertinent question is how 

information contained in an individual's health 
record, through an ABHA card, can guarantee 
access to health care when health-care 
infrastructure remains grossly inadequate and 
unaffordable for large sections of the population. Even if every individual ina district possesses an ABHA card and all health facilities and 
health-care professionals are digitally mapped, the delivery of health care still requires a robust institutional mechanisrh. Unfortunately, the ABDHM, as currently designed, has litle to say about the provisioning of care. It primarily generates information on individuals, facilities 
and health-care professionals, all of which continue to operate largely in silos. 

It is therefore difficult to identify a compelling public health rationale for this scale of data 
generation. What is missing from current policy initiatives are concrete measures to strengthen public health-care institutions, as envisaged under India's three-tier health-care system. Instead, these institutions continue to weaken in many parts of the country. 

For most people, access to curative care 
constitutes an immediate and pressing need. Only 
after these basic health-care requirements are met can individuals meaningfully engage with preventive and promotive health intervenions. 
When public health policies fail to recognise people's felt needs, they risk becoming mere vehicles for advancing the priorities of policymakers and health-care providers rather 
than addressing the actual concerns of the 
populatlon. 

The views exprssal are pTsonal 


