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How Al canbe optimised for better healthcare 
odern medicine has 
built an extraondinary 
depth of knowiedge. 
However, how much 

of that knowłedge can each the 
patient who needs it now? The 
answer has traditionally depended 
on the number and distribution of 
trained clinicians, the institutions 
in which they work, and the 
systems that connect them to 
patients. All three are dithault to 
expand quickly. For India, which 
İs still expanding its healthcare 
capacity while its disease burden 
becomes more complex, the 
question of how far health 
epertise can reach is particularly 
consequential. 

MI 

Here, Artificial Intelligence (AI) 
introduces a new dimension. It 
offers a way of taking the 
accumulated knowledge and 
making more of it available at the 
point of care. The change is visible 
across major health systems. In 
Jamuary 2025, the U.S. Food and 
Drug Administration (FDA) said it 
had authorised more than 1,000 Alenabled medical devices. These 
incude tools LIsed in radiology, 
cardiology, and other areas of 
diagnosis. In the U.K., the NHS 
issued a guidance in April 2025 for 
the use of Al-enabled ambient 
seribing. By January 2026, the 
cOuntry Wwas developing a national 
programme to support wider 
adoption, with early evidence 
suggesting that the technology 
could give doctors up to a quarter more time with their patients. 

These examples point to a 
wider change. Al is moving out of innovation teams and into 
consultations, diagnostic 
workflows, and hospital 
operations. The real work now lies 
in making it dependable enough for routine use. 

The economic benefits 
India has its own šet of challenges. Specialist care remains 
concentrated in larger cities, while chronic conditions require 
patients to be monitored over 

Suneeta Reddy 
Managing Dirextor, 
Apollo Hospitals 
Enterprise Ltd. 

managing rising volumes without being able to increase clinical 

A January 2026 
McKinsey 
analysis 
estimated that 
applying AI 
across 
healthcare 
revenue-cycle 
operations could many years. Hospitals are alsoreduce the cost 
to collect by 
30%, to G0%, 

capacity at the same pace. 
An Al tool that helps prioritise a 

radiology Scan, alerts a care team 
to a deteriorating patient or 
supports a physician handling a 
complex case in a snaller city can 
make existing capacity work more 
efficiently. 

The country has already built 
much of the digital foundation 
required for this shift. By May 
2026, more than 100 crore health 
records had been linked to the 
Ayushman Bharat Health 
Accounts, twice the number 
recorded in February 2025. AJuly 
2026 government update reported 
that the Ayushman Bharat Digital 
Mission (ABDM) Scan and Share 
service had reduced outpatient 
registration waits at participating 
hospitals from around an hour to 
between two and five minutes. 
These improvements did not 
requirė a dramatic reinvention. It 
came from removing friction from 
a familiar hospital process. Al can extend the same principle to 
appointment scheduling, clinical 
documentation, claims, inventory 
planning, and discharge 
management. Each task takes time 
away from care if handled poorly. Additionally, the financial 
benefits from using Al is becoming harder for healthcare providers to İgnore. A January 2026 McKinsey analysis estimated that applying Al across healthcare revenue-cycle 
operations could reduce the cost 
to collect by 30% to 60%. For 
hospitals, these gains can free 
resources for clinical teams, 
equipment and capacity. They can 
also reduce administrative work 
that contributes to staff fatigue. 

There is yet another part 
related to the business side that 
receives less attention. AI can help 
providers offer services that were 
previously difficult to deliver at 
scale. Remote monitoring can 
extend care beyond discharge. 
Risk-based preventive 
programmes can identify people 
who need attention before 
symptoms become severe. Virtual 
specialist support can connect 
smaller hospitals with expertise located elsewhere. Diagnostics can 

be taken closer to communities, while hospitals maintain an 
ongoing relationship with patients 
managing diabetes, cardiac 
disease or cancer. 

Judicious use 
These models create revenue, but 
their value does not come from 
selling more technology. It comes 
from reaching patients earlier and 
avoiding preventable 
deterioration. This is also where 
restraint matters. A system that 
performs well in one hospital or 
population may not work equally 
well across India's States, disease 
patterns, and care settings. 
Clinical validation, representative 
data, and human oversight also 
need to be seriously considered. 
The FDA's September 2025 call for 
better methods to evaluate 
Al-enabled devices in real-world 
settings reflects a concern that 
every health system will have to 
confront. The tools' performance 
at launch does not guarantee performance over time. 

Healthcare does not need Al 
everywhere. It needs it where 
delays can be reduced, clinicians 
can make better-informed 
decisions, and more patients can 
receive appropriate care. As India 
marks another year of 
Independence, there isa larger 
dimension to this conversation. The economic strength of a nation ultimately rests on the capabilities of its people. Healthcare therefore belongs within the architecture of economic development. India has built considerable physical and digital infrastructure over the decades; the next phase of 
development will depend 
increasingy on the health, 
longevity and productivity of its population. Al can contribute by making expertise widely available and by shifting healthcare towards earlier detection and continuous management. 
The economic return on Al in healthcare will be measured not by the number of systems deployed, but by the number of lives touched and its impact on human life and happiness. 
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Girls conditioned from childhood to take up domestic burden 
The time women spend on housework begins to rise around the age of 10 and reaches a peak of nearly 460 minutes a day around age 30 

DATA POINT 

Tanu M. Goyal 
Mohd. Tahoor 

Shravani Prakash 

n a recent interaction with 
women aspiring to become 
entrepreneurs in rural Harya 

na, it was found that other than so 
cial and cultural norms, the big 
gest practical problem 
CO u anng the women's' ability 
to do paid work was that a 
large share of their time was tied 
up in cooking and completing hou 
sehold chores. Stikngy, het daughters, rather their sons, 
were already sharing this burden 
by helping them in the kitchen and 
other chores. The next generation, 
it seemed, is already learning produce the gender gap in invisi 
ble, unpaid work. 

ng to re 

India's Time Use Survey (2025) 
highlights that the division of la 
bour that emerges in adulthood 
begins much earlier, through 
childhood conditioning. What 
starts in childhood widens with 
age, reaching its peak in the prime 
working years (Chart 1). 
The time women spend on hou 

sework begins to rise around the 
age of 10 and continues through 
the late teens and twenties, reach 
ing a peak of nearly 460 minutes 
(7.5 hours +) a day around age 30. 
The male curve, however, never 
crosses 65 minutes at any age bet 
ween six and 75. Adolescence, in 
this sense, is not separate from 
adulthood; it is when the adult pat 
tern begins to take shape (Chart 
1). Data shows that at age six, In 
dian boys and girls spend almost 
the same amount of time on dom 
estic and care work at about five 
minutes a day (Chart 2). Their tra 
jectories remain relatively close 
through early childhood. Thereaf 
ter, however, they diverge sharply. 

Around age 10, the girls' curve 
begins to pull away. Girls spend 
about 15 minutes a day on domes 
tic and care work at age 10, 75 mi 
nutes at 15, and around 130 mi 

nutes by age 17. Boys, meanwhile, 
move from roughly five minutes at 
age six to only about 17 minutes by 
the end of childhood. The result is 
a dramatic widening of the gender 
gap. The girl-to-boy ratio in unpaid 
work rises from 1.6 among chil 
dren aged 6-9, to 4.5 among those 
aged 10-14, and to 7.5 : among ado lescents aged 15-17. 
Little control over time 
The cost is leisure. Between ages 
six and 17, girls' housework rises 
by roughly 124 minutes a day, 
while their leisure time falls by 
around 115 minutes. For boys, the 
decline in leisure is much smaller 
but the time they spend on house 
work changes relatively little. 

This matters because the cost of 
girls' domestic work often 
framed primarily as a trade-off 
with schooling and education. But 
data shows that girls, in fact, are 
spending slightly more time on 
learning than boys at most ages. 
They, therefore, remain in school 
but still pay a substantial price in 
leisure time that could be spent on 
sport, friendships, rest, explora 
tion and simply having discretion 
ary control over their own time. 
These are not economically irrele 
vant activities. They are part of 
how children build confidence, so 
cial networks, physical capability 
and even a sense of agency, all of 
which influence their ability to 
build career trajectories later in 
life (Chart 2). 

Cooking lies at the centre of this 
divergence (Chart 3). Among ado 
lescents aged 15-17 years, 42.4% of 
girls report cooking, compared 
with only 2.9% of boys. Girls in this 
age group spend close to an hour 
cooking, while boys spend just two 
minutes. Cleaning and laundry al 
so become increasingly gendered, 
with wide gaps in both participa 
tion and time spent. The only tasks 
where adolescent boys match or 
exceed girls are farm work and 
shopping; activities that are more 
outward-facing (the field and mar 
ket), rather than inward-facing in 
to the kitchen. 

Between childhood and adult 
hood, therefore, girls, are being 
trained for the household while 
boys are being trained for the 
world outside. This helps explain 
why childhood conditioning can 
later appear as an "efficient" gen 
dered allocation of household 
work. 

One of the clearest manifesta 
tions of these gendered expecta 
tions is women's absence from thẹ 
labour force. In the 2025 PLFS, 
childcare and domestic responsi 
bilities were the single most-cited 
reason women gave for staying out 
of the labour force, reported by 
52.5% of urban women and 40% of 
rural women, compared with less 
than 1% of men. 

Most policy interventions ad 
dress women's unpaid work in 
adulthood through childcare, 
community kitchens, safe mobility 
nfrastrun. among others. flexible work and 

social 
But the Time Use Survey suggests 
that policy must also start much 
earlier, by addressing the unequal 
assignment of domestic work bet 
ween boys and girls. 
The objective is not to remove 

domestic work from children's 
lives, but to 1 remove its gender as 
signment. Schools can help by giv 
ing every child, boy or girl, equal 
opportunities to learn practical life 
skills, from cooking and home 
management to stitching, carpen 
try and financial management. 

India has invested heavily 
keeping girls in school and improv their educational outcomes, ing 
but equal attention must be paid to 
what happens to their time outside 
school. Otherwise, by the timne 
young women enter the labour 
market, years of gendered condi 
tioning and unpaid work may al 
ready have narrowed their choic 
es. If we want a different 
workforce tomorrow, we may 
need to start by giving boys and 
girls a diferent childhood today. 

Authors work at the Indian Coun 
cil for Research on International 
Economic Relations (1CRIER). Views 
expressed are personal 

Disproportionate burden 
The data for the charts were sourced from India's Time Use Survey (2025) 
and the Ministry of Statistics and Program Implementation (MoSPI) 
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CHART 2: Time spent by children on domestic work, leisure and learning 
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CHART 3: The share (participation rate) of girls and boys who engage in different 
types of housework 
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The only tasks where 
adolescent boys motch or 
exceed girls are form work 
and shopping; octivities that 
are more outward-facing 
(the field ond market), rather 
than inward-facing 
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FROM THE ARCHIVES 

Che AA Tindu. 
FIFTY YEARS AGO AUGUST 17, 1976 

Water supplies dry up in 
UK. 
London, August 16: The possibility that Britain, an island normally drenched by Atlantic rains, 
may have to import drinking water is now being 
seriously studied by planners, according to 
informed sources. 

With no sign of a let-up in the country's worst 
t since 1727 when records started officials drought 

recognise that such drastic action as importing 
water by ship from Scandinavia and distributing 
it by tanker lorries may become necessary. 

Water supplies are rapidly drying up and a 
million homes in South Wales already have 
water cut off at night. From next month, people 
in parts of Western England will have to queue 
at štand-pipes for supplies. 

Strict rationing starts in the Channel Island of 
Jersey to-day and has been in force in 
neighbouring Guernsey island since a state of 
emergency was declared in June. Without such 
measures water would run out in sİx weeks. 

After revelling an untypically dry and glorious 
summer, Britons are now waking up to the 
prospect that if the rains stay away through the 
autumn they could be in fora winter of hardship 
with food and industrial production hit. 

All 10 water authorities in England and Wales 
have promptly told the Government that they 
will be applying to use powers made available 
under the Drought Act. Three authorities 
covering North-East, South, West and the whole 
of Wales are demanding the right to cut off 
water to homes whenever they wish. 

A HUNDRED YEARS AGO AUGUST 17, 1926 

Manchester cotton trade 
London, August 16:The Federation of Master 
Cotton Spinners Association has inaugurated a 
scheme for the protection of American Spinning 
Section of the trade from undercost selling. 
"Basic prices" which are in effect minimum 
prices, are fixed fora standard quality of 
American cotton and beams. Salesmen of the 
Manchester Exchange representing firms 
producing these yarns have been instructed to 
quote prices coinciding with the Federation's list. The elimination of cheap sellers seems only a matter of time if the Federation members 
stand together. The Federation and 
Non-Federation concerns have promised loyal 
support. 
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A DOSE OF 
TRUST 

In February, India rolled out acritical public health 
initiative aiming to vaccinate adolescent girls against 

cervical cancer. Progress has been unevern so far. 
VIDHEESHA KUNTAMALLA made a spot check at 

Delhigovernment schools across the Capital. 

ab 

HE FIRST student in Sarvo-
daya Kanya Vldyalaya ln South 
Delni s Fatenpur Beri to take 

class monitor. 
cine was made 

It was an unusual reward for taking an 
Injection. But in a school where parents 
were stull asking whether the vaccine was 
safe, whether it could cause illnes, or even 
ability to have children, the teachers 
wanted the girl to become an example for 
others. 

It was a reward, teachers said, for the 
courage to go first. 

Ine Class X student had first heard 
only a few weeks earlier. during a moming 

assembly in the schoo. Twas the first to get 
this vaccine in my school, just before my 
1Sth birthday in June," she said. 

On the day, she joined 10 other girls, all 
aged between 14 and 15, and walked to the 
neighbourhood dispensary. Two teachers 
cconpaedem.EAcn giri carmed acon-

Inside, health workers verified their 
identities before administering thevaccine 
in the upper arm. 

"u felt like a small pinprick, the girl 
Phieere Ws no lever, no allergy, no 

InDelh'sgovernmnent schools, the earty 
eperienceoflndia'snationwide HPVvacci-

nation drive, launched on February 28, sug 
gests that getting adolescent girs vacinated 
arentsason makingthe vaccine 
Delhi has administeredover 
4000vaccine doses. In July. 
thegovernment had made a 
renewed push in schools 
with an ambitious arget of 
vaccinating L49 lakh girls 
Teachers and school 

principals across several 
schools told The Indlan Ex 
press that concerns about 
safety, fertility and a lack of 
awareness about cervical 
cancerceuen after 
several rounds of avwareness 
sesslons. Their accounts 
Suggest that building trust 
through slimple language, personal stories and sus 
tained aWaeingthe 
government's ambitious 
vaccination targets. Backat the school, when 

eavailable 

the Class 10 student was made class moni-
tor. girls began approachingher with ques 
tlons, the most common being: "Does it 
hurt? 

Ttold them there was nothlngto worry 
About. Everyone is scared of injections. 1 
Lold them t was fust lIike a tiny ploprick, 
she said. Her [ather had heard about the vaccine 
through friends who work at AIMS. eddve he the school inlorme 4 Ves e0 ahead'.I wasn't 

dthe girl sald. 
Before any girl recetved the vaccine, a 

consent form had to be signed. Routed 
through the governMent's U-WIN portal, It 
asks a parent or guardian to declare they 
understand why the chlld's personal oaa 
İs being coueefirs of the vaccine(s) 
tobeadminlstered". 

But slgning a consent form dld not 
Decessarlly mean trust. 
Response on theground 

So, slhe abandoned medlcal lar 
pether. She began calling It bach 

ke muh ka cancer - cancer at the mouthof 
the womb. 

A Fatehpur Berl, when the 
convened a meeun8 10r esad 
and three other vaccinated students were 
asked to stand before the gathering, 

under 

"The principal asked us in [ront of 
everyone whether we had fever, allergy or 
any health problems," she recalled. We 
told them nothing had happened. 2.it was For many parents In the room, rdnyd permasuelendy taken 
recdy trom i 

The teacher also had a personal reason 
for encouraging girls to take the vaccine -
her sister had tested positive for HPV. 

The school's sclence leacher qulckly 
realised that "Human Papllomavirus' meant little to rmany amlles, Even cervlcal 
cancer was unlanllar, 

Months of training sesslons -online 
and ofMine, working through PowerPoint 
guestions narents were lHeolto 
her the vocabulary and her sister's diagno 
sis gave her the reason to use it 

alto 
chcledan! 

During a school assembly, she told her 
students about her decision to get vacci nated. 

1.15 

he training boE elped us understand 

CRORE 

was the personal disclosure, students and 
colleagues said, that made parents in the 
room understand better. 

PM Narendra 
Modi launched 

a nationwide 

Soon, the response spilled out of the 
classroom and onto the walls. "Students de 
signed posters and charts in schools ex 
plaining cervical cancer,"she sald, describ 
reproductive svstem andeSO he classmates not to be afrald of"the plnprick" 

free HPV 
vaccination 
programme, 

targeting about 
1.15 crore 
annually in 
February. By 

June, nearly 50 
lakh were 
vaccinated. 

The exercise, she said, "created more 
confñdence in students and in parents". 

Slowly. the grla iner class pegan 
dents to the nearby dispensary almost 
every alternate day with whoever would 
come forward," the teacher said. 

sa 
The response, however, was not the 

CM Shrd school in North Delhi. around 20 
to 25 girls were eligible for 
the vaccine. Fourteen par 
ents signed consent forms. 
Yet, not a single girl, 
teachers sald, hasbeen vac 
Cinated so tar. rthe eligible girls 
was a 14-year-old whose 
parents stll did not sign the 
consent form. "My khala 
(aunt) sald I might get sick 
after the injection," the stu 
eaidwueshntd wait andsee 
what happens to the other 
girls first. 

Two of her friends had 
also been keen to get vaccl 
nated, she said, until their 
minds aferhearing similar 
stories doing the rounds in 
the neighbourhood. 

A government school in 
Northeast Delhl's Yamuna 

Vihar tells another story. 
scampalgns here 

were held In the school – doctors visited,. 
mornlng assemblles were devoted to the 
vaccine, school counsellors spoke to stu-
dents. sill, ofroughly 259 eligblegiris, the principal sald, only close to 60 eventually 
Lot the shot. "I honestly didn't expect 
numbers to be so low," 

Twice 
principalls and cancer that students are al she trics to fold HPV Into lessons 

ready studying, but says the school simpIY 
doesn'thavethe stalf to dosustalned, Indl 
vidual follow-up. "We have very lew 
teachers. Everyteacher already has a heavy 
workload. Sometimes pse co 
co uork because that's what 

ired to do, she sald. 
In Yamuna Vihar, the principal ldent 

Ifnes"susplclon" as another hurale. 

cl 

The bottlenecks 
Across the three schools, language was 

a serious hurdle. 2016: Punjab lotir Whlle some teachers explain what HPV andRathinda. and cervical cancer are In simple terms, Delhi runs a hospltal others reach Tor lay ho fel) J based programme 
denceteacherat Fateh Beri school 2017: India's vaccine 

polnts to another hurdle: bandwidth. advisory body. 
"Teachers treated it like another duty." NTAG., reconmends she sald. "Lİsts were prepåred. Data was including vaccination 

sent. But when studenis dldnt go lor vac- io the Unversal 
cínatlon, there wasn't much lollow-up. No Immunisatlon 
one has taken then t lde her regular Programme Global 

vaccine shortages 
lay the rollout. 

2010: Sikkım 
becomes the lirst 
state to offer frae, 

"Dhey (parents) felt developcd onuntrnes cndud rseardhherebecause welave such 

•Timeline 
2008: Gsrdasil and 
Cervarıx vaccines 
enter private market 
yet inaccessible 
200g-10: Vaccine 
demonstration in Andhra Pradesh and 
Gujarat suspended 
after seven girls die 

probe liode nn ink 

large populallonrowramme.. 
comyand abut lertility: What f my 
dauuhter cannot have children Laterr 

""The blgyest Issuc is awareness," she 

0300 
Vaccinauion 

MONDAY. AUGUST 17, 2026 

glatewide, teporung 
over 95% coverago. 
2022: CERVAVAC 
Launched, lndia gots 
its first indiganous 
HPV Vaccino. 

sald. "Unless parents undersuand, nothing 
change lintos public messag) HPV has never matched the scale of the 
campaign "There should have been much 
more publlcity.People need conidence that 
this is genuinely in their children's interest." 

"The girls llstened to us in school when 
we tried to ampiy e aae 
needed convincing." she added. 

"The kids who come to our school are 
first generation learners. They come from 
labour class lamilies... it İs harder for us to 
impart the ldea of a vaccine tothem than it 
İs for schools in the private sector,"the prin-
cipal sald. 

The stakeholders 

around 

pensary. 
By 9.30 am, Poonam Sharma (43), an ASHA Worker for abouta deciaei 

ready knocking on doccing protects diris (romcervical canger. Butifl explaln I 
to elght or ten ſamllles. maybc only one or 
two eventually go." she sald. The reasons, she ndded, are rarely medl 
cal. "Rumours travel faster than the gov 
ernment." she sald. "They te 
clneisn'tgood. They SAY gJrls 

•The numbers: Cervical 
cancer's burden 

o have cl 

Delhi: 
stimated Est 

cases Deans incicdenco mortality 
132.246 
33,095 

71,00033.938 793 
1.426 34,806| 

7 959 35.691 41 2023 
2024 76 499 716 

2025 79.239 692 
SOURCE. MINISTKY OF HEALIH AND FAMILY WELFARE 

Outslde Delhl's government schools, 
the campalgn begins much earllerthanthe Inthe months since tlhe drlve began, 
classroom. Every morning. ASHA (AC- Poonam estlmated she has spoken to 
Tredited Soclal Health Activist}workes hor nelrhhoturhood have been out througn narow teirisin their respective 
nelghbourhoods. Thelr lob: explain what 
HPVİs, persuade parents and, and thenget them to actually make the trip to the dls 

|Year 

2019 
2020 

021 
022 

Catlmated 

lIsten to her. 

India. 

vacclnated, she clalmed. Unllke the pulse 
pollo campalgn, she polnts out, the HPV 
drive has had no memorable publlc jingle, 
no slogaun totrail lt Into every home. 

So. she has found another way to bulld 
tust. "I tell them 1 have a daughter too..I 
that, they feel more confndent."shendded 

Nearly 20 km away. In Kallaslı Nagar. 
Ashu (3), has spent seven years worklng 
In the same nelghbourhood. Unlke in Nanglol, almost all ellgiblo girks In her area 
have now been vacclnaled. 

Por Ashu, the elslanillarity, n vlslting tthese familles for 
ycars. We work on lamlly plannlng, ma 

elpes parents larlo, leprosy. routlne ltmmunisatlon, preg ersland evervthlnuL explaln. Then nancy, pollo. They know us Trust Is bullt 
longbelore any vaccine arrlves," she sald. they speak to a neighbour, ond he nelgh "Ive Angers are never the sae. Some bour tells them not to get the vacclne." 

When nsSLLAklon fulls, she calls lnre amies we exDlaln lL. If we 
forcerment"Iask LheANM (auxliary nue 0ntlv bow will they ever 

don't speak mldwile)toypeak Lothen. Sonetlme 
New Delhd 

42 

400 

387 
37 

reach the dispensary? 

ILLUSTRATION SUVAJIT DEY 

Estimated cervical 
cancer deaths, 2025 

Inslde Delhl's private schools, the sanıe 
stakeholders show upin a diferent light. 

At ITL Publlc School in Dwarku, IHPy 

ment's cam S didnt begin with the govern 
1 been part of the school's annual adolescent healthr 

gramme for several years, 
Instead of hurrled classroom an 

nouncements, the school brings doctors. 
alumnl and parents Into lts auditorium, 
cn eay, so worklng parents 
ways (he same," sld Surabhi tetbe 
who ls In charge of the vacclne programe 
lnschool. "Purents ask whetherthe acctne is safe Thcy ask whether It will affect fer 
Lility." Increusingly, he answers come from 

ake t 

Lales whe many now MWBS grad 
girls, "Thoy Immedltelvents and 
theseAre girls who once stuled n he sae classoons," Surabhl sa 

Unlikegovernment schools, TLdont 
ce the students to (he dispensary. 

Mld. The decision uluınately bclos to e awarencss," she 
the fanily. 



CP-1activation directlyin the lateral septum has 
acently been shown to reduce food craving in mice. 

INTERPRETATIOLS 
OF MALADY 

DRSURANJIT CHATTERIEE 
SENIOR CONSULTANT, INTERNAL MEDICINE 

APOLLO HOSPITAL, DELHI 
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HIN1or flu: Feveris 
done but why does 
weakness remain? 

the one with keratin sc 

Fatigue, body ache or areturn of fever 
after an illness may be part ofrecovery 

PATIENT RECENTLY came to the clinic after 
recovering from a viral fever. The fever had settled, 
the initial tests were no longer concerning and he 
had started going backto work. But he was still feel 

ing unusually tired. On some days, he felt almost normal. On 
others, even routine activity left him exhausted. Afew days 
later, he developed body ache and a mild fever again. His im 
mediate concern was that the first infection had returned. 

This is a situation that can be confusing for patients, par 
s0on. when deng tengue. chikungunya, cebes can circulate at ticularly duringthe monsool, Ben HINI and other infectious mcro inluenZa, the same time. 1 

+ always a Sastralgnt ne ofthe most visible signs ofan infection, so peopleonen use It as a measure of recovery. Once the temnpera 
ture becomes normal, they expect their energy to retun as 
well. But the body may take longer to recover. During an infec 
tion, a person may eat less, lose fluids, sleep poorly and remain 
physically inactive for several days. The immune response to 
the infection also takes time to settle. As a result, weakness, 
poor appetite, body ache and reduced stamina may continue 
even after the fever has gone. This does not mean that the in 
fection is still active. A negative test is reassuring, but it is not a 
measure ofhow quickly the body has regained its strength. 

Why then do some patients feel better and then worse 
again? One reason is that people often return to their routine 
too quickly. After several days ofillness, a person may feel 
better for a day or two and resume full working hours, exercise 

.The symptoms can overlap: ap and recovery is not 

GEITYIMAGES 

Aperson recovering fromone viral 
infection can stillbe 
erposed to another. 
Somebody may be diagnosed with viral 
fever and later test 
positivefor dengue 

or travel. The following day, 
the fatigue may become 
much more pronounced. 

This can feel like a relapse 
but sometimes it is simply 
the result of doing more than 
the bodyis ready for. A grad 
ual return to activity is there 
fore important. Strenuous 
exercise should not be 
resumed simplybecause the 
fever has disappeared. 

Many ask me ifa new in 
fection is possible. T 

Awhere overlapping 
infections become 
important. A person recover 
ing from one viral fection 
can still be exposed 
another infection. 
infections may prod 
similar early synp 
as fever, bOdy 
headache ana d fatigue. It can, 
therefore, be u e diffcult 

dto 

necessarily exclude another, and co-infectior 

asonal 
oduce 
ptomssuch 

to de 
termine from syup mptoms 
alone wheth meone is 
still recOver vering or has devel 
oped anothe otherillness. 

Government guidance also notes that one infection does not 
tencean occur. 
minluenza, returm For example, a patient may recover from i 

to workand then develop fever again after a fresh exposure. 
Another person may initiallybe diagnosed and later test positive for dengue. These situations need clini 

r reCurrence of cal assessment rather than assuming that every r 
weakness is simply"post-viral fatigue." 

eduithaviral fever 

There is another reason why a returming patient should not 
medown.In simply be reassured because the fever has co dengue, the period when the fever starts settl 

tant. The critical phase generally occurs arou patients who develop complications. Warning signs include 
persistent vomiting, severe abdominal pain, bleeding, 
Increasing drowsiness, difficulty breathing, restlessness 
reducedurine output. These symptoms require prompt medi 
cal evaluation. 

ettling can be impor 
rOund this time in 

ness or 

Platelet count is also not the only measure of recoveryin 
dengue. Hydration, blood pressSure, haematoentpe ofyour blood that is made upof red blood cells and 
of plasma leakage) and the patient's overall clinical condition 
are important in deciding how the illness is progre 

Ifthere is no evidence ofa continuing or new ir focus İs usually on recovery. Adequate sleep, regular, be 
meals, sufficient fluids and gradual physical activity are Im 
portant. It is also important not to start antlblotics simply 
cause fatigue continues. Antlbiotics do not treat v 
infections. Steroids and other medicines should s 
be taken without a clear medical reason. Most people Improve 
gradually, But persistent or worsening Sympo assessment. A returning fever, breathlessness, chest 
fort, repeated vomiting, fainting, confuslon, re 
output or a significant deterioration in general healths 
not be dismissed as weakness after a vlral infection. 

edt(percentage 

winfection the 
lar, balanced 

d slmllarly not 

redue Jced urin 
ehould 

Witl 
crov 
for e 
Che 
tack 
offe 
Arun 

I mone 

hadvo 
Dr Ge 
ing so 
Today 
at his 

"E 
plant 
medic 
nephr 
throu 
Resea 
transp 
ney fa 
dram: 
better 
newe 
transp 
forap 
transj 
whetl 
mone 

ing a 
table. 

He 
trans 

. ingth 
sidies 
cientl 
donor 
anti-r 
ensur 

age,a 
for 15 
kidne 
loW-u 

he 2s 

mont 

oVer 
press 

H 
Missi 
(hum 
asses 
for ec 
patie 
Z40.0 
nanc 
tatio 
helpi 
mak 
cines 
assis 
com 

can 

oWn 

has) 
tion 

I 
duci 
neal 
kidn 
donm 
clea 
from 
Rail 

dial 
vou. 

des des 



RJEE 
EDICINE 

e 

S 

ed 

1S crowdfunding and a push 
for early screening, the 
Chennai nephrologist is 
tackling fund barriers and 
offering accessible therapy 

\S 

eel 
On 

m 

, 

DELHI 

-

te at 
not 

DY 

in 

ta 

e 

an 

e 

r 

h 

Kidney transplarnt,low cost and high 
access: Doctor Who treats-and teaches 
With subsidised dialysis, 

Arun Janardhanan 

OOKTNG AT Chandran driving 
an auto rickshaw in Chennai. 
one would not know that he had 
a kidney transplant over a dec 
ade ago. Or that he had no 

money for the surgery although his wife 
had volunteered to be a donor. That's when 
Dr Georgi Abraham turned to crowdfund 
ing so that the procedure could be done. 
Today, Chandran lives to see his son excel 
at his job. 

"Ever since then, I realised that trans 
plant is often a question of noney before 
medicine," says Dr Abraham, the veteran 
nephrologist who iS now working actively 
through his foundation (Tamilnad Kidney 
Research or TANKER, Chennai) to make 
iransplants accessfble topatients with kid 
ney allure. The medicine has advanced 
dramatically. Donor-recipient matchingis 
better, screeningis more sophisticated and 
newer anti-rejection drugs have helped 
transplanted kidneys survive longer. But 
for a poor patient, the path from dialysis to 
transplantation can still depend on 
whether a family can assemble enough 
money to cross the distance between hav 
ing a donor and reaching an operating 
table," he says. 

He is building a low-cost, high-access 
transplant-care model built around reduc 
ing the biggest recurring costs through sub 
sidies, expanding the donor pool by effi 
ciently recovering kidneys from deceased 
donors and ensuring post-surgery care as 
anti-rejection medicines are expensive but 
ensure the transplants last longer. On aver 
age, a kidney froma living donor functions 
for 15 to 20+ years, while a deceased donor 
kidney lasts 10 to 15 years with the right fol 
low-ups. "Many organ recipients abandon 
thís stage because of high costs," says Dr 
Abrabam. "Immediately after the trans 
plantation, the cost of anti-rejection medi 
cation, depending upon the match be 
tween the donor and the recipient, could 
be as high as Rs 20,000 or Rs 25,000 a 
month to as low as Rs 10,000 a month," he 
says. That expenditure generally declines 
over time as the amount of immunosup 
pression required decreases. 

He is working with the Madras Medical 
Mission to provide free or subsidised HLA 
(human leukocyte antigen) testing-this 
assesses donor-recipient compatibility -
for economically disadvantaged transplant 
patients. Such testing can cost up to 
{40,000. The approach is to reduce the fi-
nancial barriers at every stage of transplan-
tation – from subsidising dialysis and 
helping patients pay for the transplant to 
making essential post-transplant medi 
cines and tests more affordable. "If some 
assistance can be given for post-discharge 
compliance, then, like Chandran, a patient 
can meet the cost ofmedication from their 
own earnings. Since Chandran's transplant 
has lasted, his requirement for anti-rejec 
tion drugs is relatively low now," he adds. 

Dr Abraham has already worked on re 
ducing dialysis costs by pioneeringperito 
neal dialysis, a home-based treatment for 
kidney failure. It uses the lining of the ab 
domen (the peritoneum) and a special 
cleansing fluid to filter waste and extra fluid 
from your blood. One ofhis patients, Shanti 
Raj Mohan, lived with kidney failure and 
dialysis for23 years. "Shantitaught me that 
you could be a very purpose-driven person 
despite having kidney failure," says Dr 

INDEDS 

Abraham, who has provided more than 
9.04 lakh free or subsidised dialysis 
sessions to 3,378 patients. The foundation 
Currently provides close to 10,000 dialysis 
sessions a month through 16 centres, with 
most treatments offered free through a 

combinadodiesand f governdonors. health insur 
ance, civic h 

Inthe early 1990s, obtaining the dialysis 
fluid was difficult. "Initially it was a Hercu 
lean task because the government did not 
Pemtunport of dialysis fluid to India until Dr Abraham says. That changed 
when the fluid was placed under open gen 
eral licensing in 1994. India now has do 
mesticmanufacturers supplyingperitoneal 
dialysis fiuid across the country. Yet DrAbra 
ham says the treatmnent remains underused. 
"The reluctance is because oflogistical and 
reimbursement problems," he says. 

These days he is busy with a more ele 
why wait forthe kidneys 

ctinthathas fuelled his cam 
paign for targeted kidney screeníng 
through primary health centres across pan 
chayats in India, using simple creatinine, 
urine and blood-pressure tests. The goal is 
to identify chronic kidney disease among 
high-risk populations before irreversible 
damage sets in. His proposed screening 
model is strikingly simple: a creatinine 
blood test, a urine examination and a 
blood-pressure measurement. Those who 
should be prioritised, he says, include 
BOpie with diabetes, hypertension or heart ,those witha family history of kid 
ney disease, people who have previously 
suffered acute kidnev injury, those using 
alternative medicines and people above 45. 

me 

peo 

"A simple blood test to measure creati 
nine, using a strip with a meter, and a Simple uine test can identify most of the 
time whether vou have kidney disease or 
not," says DrAbraham. The urgency is con 
siderable. He cites a 2016 publication in 
The Lancet that estimated the prevalence of chronickidnev disease in India at about 
Mper cenL, Even a relatively small failure to detect disease earlvcan translate into an 
enormous number of people eventually 
reaching advanced kidney failure. Over 46 years. kidney care in the 
cOuntry has changed. Today, people in their 
60s,70s, 80s andeven9 90s undergo dialysls. 

Dr Georgi Abraham 
with his honours 
and testimonials at 
histerrace museum 
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Kidney transplantatíon has become safer 
because of better donor-recipient match 
ing, improved screening and newer anti-re 
jection medicines. Patients who once might 
have been considered too old for aggressive 
treatment can now be kept alive for years, he says. Yet India has not built an equally 
ambitiouspreventive screeninginfrastruc-
ture so that people don't reach that stage. 
Transplantation, for one, cannot solve the 
problem at population scale. There will 
never be enough donor kidneys for every 
one who needs one. "We cannot provide 
transplants to all the patients who are on 
dialysis. This will never happen in any part 
of the world," says Dr Abraham. 

• AMODEL THAT WORKS 
Dr Georgi Abraham's outreach 
programmes are a combination of 
education, interaction, screening. 
counselling and referral. 
CHILDRENS WORKSHOP 

Besides, India now has roughly 3,300 
kidney specialists, according to Abraham, 
compared with a very small pool two dec 
ades ago. He hopes that number can riseto 
10,000 within another decade. "During a 
recent visit to AIMS in New Delhi, I had 
watched a colleague facing a clinic load of 
more than 100 patients. To get every detail 
from each takes time," he says. 

THOTHER ORGANS 

AT HIS kidney workshop as part of his 
Catch'em Young project, children are told 
how their two kidneys act like tiny strainers 
that clean the blood and turn extra water 
and waste into pee."We explain that when the 
kidneys get hurt., it is like their filter getting 
clogged. Then we focus on how taking care 
of their bodies helps the filters stay clean 
and strong rather than focussing on scary 
sickness. We show them how drinking plain 
water helps flush the system like washing 
out a dirty cup. We explain how too much 
salt or packaged junk food makes the kidneys 
work overtime, while fresh fruits and 
vegetables give them an easy job. We remind 
them not to hold their pee for too long so that 
they can avoid infection," says a volunteer. 
"There is a tendency among very young 
people to have high blood pressure in the 
country." says Dr Abraham, recommending 
annual blood-pressure checks for children 
from age three. 

That gap isone reasonAbrahambelieves 
screening cannot remain confined to 
specialist centres. If kidney disease can be 
identified earlier at rat the primary-care level, 
somepatients can be monitored and treated 
before they reach the point where dialysis 
becomes inevitable, he reasons. He is also 
wary of assuming that India can simply im 
port its understanding of kidney disease 
from Western countries. His own team re 
centlyexamined lipidprofles ofl000 dialy 
sis patients and found differences from pat 
terns described in developed countries."We 
need to have a strong platform for research 
to deal with our own diseases, our own dis 
ease patterns and how to treat them cost ef 
fectively." DrAbraham says. 

He is equally cautious about another 
Common assumption: that India is witness 
ing a distinct epidemic of kidney dlsease 
among the young. What has changed, he 
argues, is visibility. India's population has 
expanded, diagnostic methods have im 
proved, kidney biopsies and imaging are 
more accessible, patients are more aware 
and the number of trained nephrologists 
has risen substantially."The challenge now 
is to ensure that greater visibility comes 
early enough to make a difference," he says. 

AWARENESS TALKS 
THIS INVOLVES helping people understand 
the connection between diabetes, high 
blood pressure, obesity, smoking. unhealthy 
diets and kidney disease. Kidney awareness 
should begin with routine blood pressure and blood sugar monitoring. Systolic blood 
pressure -the top reading --should 
generally be kept around 120 mmHg, while 
people with diabetes should monitor HbAlc 
(the average blood sugar count of three 
months). It is normally below 5.6 per cent but 
ideally should remain below 6.5 per cent in 
diabetics, and below 71 per cent in older 
diabetics." says Dr Abraham. 

BUILDINGASCIENTIFIC TEMPERAMENT 

HE WARNS against unnecessary 
antibiotics, painkillers and unmonitored 
Ayurveda, Siddha or homoeopathic 
medicines because of damaging effects 
on the kidneys. Sınce the kidneys filter 
waste from the blood, they are highly 
exposed to concentrated toxins present in 
unregulated supplements. This damage can 
manifest as acute kidney injury (AKI), chronic 
kidney disease (CKD), kidney stones, or 
'complete renal failure. 

BASIC HEALTH SCREENING 
DEPENDING ON 

appropriate to eliminate risks 

the programme, 
this can include 
blood presSure 
measurement, 
BMl assessment 
and urine 
testing. 
Some camps 

may add blood tests such as blood alucose 
creatinine or imaging when medically 



Ozempic reveals craving centre 
ZEMPIC-LIKE drugs 
appear to weaken more 
than hunger-they may 

alsoreduce cravings for alcohol 
and otheraddictive sub 
stances Scientists are increas 
ingly tracing this effect to the 
lateral septum, a brain region that helps connect mem 
ories and surroundings with rewarding experiences. 
Packed with GLP-1 receptors, it may act as a crucial con 
trol point between thinking about a rewardand feeling 
compelled to pursue it. The discovery could open new 
approaches to treating addıction as well as obesity. 
GLPlactivation directly in the lateral septum has 
recently been shown to reduce food craving in mice 

Keratin for regrowing bone 
ERATIN EXTRACTED from 
Sheep's wool helped 

maged bone regener 
ate in animals. producing tissue 
that was more organised and 
structurally similar to healthy 
bone than tissue grown with 
conventional collagen scaffolds. The discovery by 
King's College London could turn an agricultural bypro 
duct into a promising new material for regenerative 
medicine. It is a naturally derived material and is often 
discardedas waste by the farming industry, gving it 
potential as both arenewable and scalable resource. 

Collagen membranes generated more bone overall but 
the one with keratin scaffolds was more secure. 

EEKLY CAP S 

Blood test as healthradar 
CLA RESEARCHERS 
have created a simple. relatively inexpensive 

blood test that showed prom 
ise in early studies for detect 
ing several types of cancer. multiple liver diseases and 
signs of organ problems at the same time. The 
approach works examiningm Since fragments of DNA that vorkS Dy 
circulate naturally in the bloodstre. 
release DNA Into the blood. these fragments can con 
tain molecular clues about the health of many dıffer 
ent organs. The test could eventually provide a more 
affordable way to detect disease earlier while also giv 
ing doctors a broader picture of a person's health. 

e cells 
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Fruit juice lowers depression 

A 
DAILY GLA 100 per Cent fsSSof 1 

e or a 

\smoothie may help 
improve more than just frut 
intake. Ina small four-week 
trial, participants who added 
one to a healthier diet showed 
significantly lower depression scores, hinting that a 
simple dietary change could also support mental well 
being. Researchers at Newcastle University evaluated 
changes in mood using validated questionnaires that 
measure symptoms of anxiety and depression. Par 
ticipants who consumed fruit juce andsmoothies 
alongside whole fruit had lower depression scores 
than the control group. 

Why we repeat decisions 
IHY DO we keep mak 
ing the same choices 
even when better 

options are available? 
Researchers found that simply 
repeating a decision can 
reshapewhat we prefer. caus 
ing familiar choices to feel better than alternatiyes 
Instead of weighing every option from scratch the 
brain often remembers what it chose before and 
repeats it. That shortcut may help explain many every 
day habits and seemingly irrational decisions The 
results of a study by TUD Dresden University show the 
pattern could influence shopping decisions, habits 
and recurring routines. 
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•ACROSS CAMPUSES, IITS RAMP UP EXECUTIVE EDUCATION PROGRAMMES 

TTs go beyond BTech, expand their academic bránd: Surge in mid-career course 
Pallavi Srmart 
Mumbai. August 16 

FROM SHORT-TERM cetif 
cales to master's degrees. In 
đian Instiutes of Technology 
(TS) are increasingly turning 
tbeir academic brand and in 
dustry links toward a domain 
once associatad more with In 
dian Instintes ofManagement 
(IMS): executive 
progranms. 

dised BTech programmes, 

The shit has 
been driven by ising 
demand for upslilling. growing 

acceptarnce of online and hy 
brid learning after the pan 
demic, expanding industry 
partnerships and the fact 
that, unlike government-subsi 

these courses pay for them- EXECUTIVE EDUCATIONATTHESEVENFIRST-GENERATIÓNIITS 
selves through fees. 

The trend is clearest at the 
first-generation ITTS, which 
have epanded their offerings in 
emerging technology domains 
over the past four to five years. 
Almost all ITs now run full 
fledged master's programmes 
and postgraduate diplomas on 

line in hybrid 
mode, letting work 
ing professionals 
earn an IT qualifica 

tion without leaving their jobs. 
Artificial intelligence, ma 

chine learming and data science 
dominate demand among 
working professionals. But ITs 
are also introducingspecialised 

PAGE1 
anchor 

IIT KHARAGPUR 
At least 10 full PG or master's 

: short-term courses progranmes; s 
Al. cybersecurity, marketing 

technology, applied data science 
IT BOMBAY 

Four e-PG diplomas: 
short-term courses 
• Al and MLe-mobility, design 
thinking, computer science 
engineering 
IT KANPUR 
• At least nine full PG or master's 
programmes; short-term courses 

programmes in electric ve 
hicles, semiconductor technol 

Construction engineering. 
wireless networks, micro 
electronics, smart grid, Al and ML, 
economics, data analytics 
ITMADRAS 
• At least 20 full PG or master's 
programmes: short-term courses 
•AI, EVs, sustainability, manuf 
acturing, digital transformation, 
Supply chain, finance 
IT DELHI 
• At least five full PG or master's 
programmes; short-term courses 
•EV technology, advanced 

ogy, quantum computing, sus 
tainability, robotics, cyber se 

communication engineering. 
quantum-Alintegration 
IT GUWAHATI 
• At least three full PG or master's 
programmes. plus short-term 
COurses 

Robotics and Al, water resOurce 
management, data science, 
semiconductors 
IT ROORKEE 
No full degree programmes. 

Short-term courses and PG 
certification in emerging tech, 
hardware and IT. sustainability 

curity and construction tech 
nology (see chart). 

Before 2020, executive edu 
cation at many IITs largely 
meant short-duration work 
shops or o r customised training 
run on campus for sponsoring 
organisations. Today, many 
ITs offer fully online or hybrid 
postgraduate degrees that pro 
fessionals can pursue while 
working. 

Take IIT Madras, which now 
offers more than 20 executive 
programmes. A foundational 
programme in electric vehicles 
has expanded into a bouquet of 
courses covering battery tech 
nologies, power electronics, 
software-defined vehicles and 
electric vehicle engineering. 
The institute has similarly exX 
panded its offerings in sustain 

ability, construction technology 
and manufacturing analytics. 

IIT Bombay has offered 
executive programmes foryears 
but has seen a surge in demand 
recently. Participation fell to 
1493 across S6 programmes in 
2020, from 2,749 across 95 pro 
grammes in 201S. By 202S, it had 
climbed to nearly20.000across 
133 progammes. 

At IIT Kanpur, the shit has 
been more recent and particu 
larlypronounced in postaradu 
ate education. The instiute of 
fered no Onees before or 

New Delhi 

Every IThas lirmited 
class 

room sDace. This 
(online learm 

ing) is the furure. Through 
digital 

education, we can reach 
many 

moreleamers without compro misinganquality, ProfHemant RaushikofIT Guwahatisaid. 
He poited to the institute's 

flagship online MTech 
in Flood 

and Water Resource Manage 
ment, with a cohort 

of 66 last yearandmore than320offers al 

ready made this year, including professionals sponsored by the Assam government. These 
offers referto the numberofcan 
dídates expressing interest to 
join based on which theinstitute CONTINUED ON PAGE 2 

executive postgraduaté 2020, but launched its firstf 
under the eMasters initiativein 
2022. It now offers nine 
seven MTechs, one MSc and 

one PG Diplomna-apat from 

st four 

Short-tem courses. 
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PANEL REPORT HIGHLIGHTS CRITICAL ISSUES 

In Private Healtheares Rise, 
Price Points Are a Big Pain 
Better public infra. specialists needed to improve 
state facilities as pvt hospitals are unaffordable 

Alenjith K Johny 
& VIkas Dandekar e4 

Bengaluru I Mumbai: Fix hospi 
tal room charges at the average ta 
rits of thre star hotels in metro 
cities a parliamentary committee 
on health and family welfare re 
cently said as part of its 361-page 
report on the affordability and ac 
cessibility of healthcare in India. 
The panel, while acknowledgìng 

the wide variation in hospital changes across the country stres 
sed the need for better public he 
alth infrastructure, capping fees, and strengthening the cadre of 
medical specialists. 
The report, in short, captures the 
mood of millions of Indians who 
often face financial distress for tre 
atment at quality private healthca 
re, which has emerged as a crucial industry over the decades as the 
state-aided facilities remained re 
lative stragglers or inaccessible. 
Top private-sector hospital cha 

ins such as Apollo and Max Health 
care have, however, argued that blanket price caps on beds may sti-
fle growth and investments. 
The reasons for those views are not hard to find. In about three ye 

ars, neariy 60 hospital-linked pri-vate equity deals have been signed 
for eye-popping values of z49,000 
crore. Back in 1983, that would ha 
ve been unthinkable. That year, Prathap Reddy, founder of Apollo Hospitals chain, came back to In-
dia from US and set up the first cor 
porate hospital in Chennai 1983. 
THEPIONEER 
Reddy broke much more than new 
ground. Doctors practised mostly 
through small clinics or as clus 
ters of specialísts. Privately-run 
hospitals were unknown as hospi-
tals were not classified as an in-dustry For Dr Reddy, it was a batt-
le to change the legislation. His objective was clear-widen 
access and affordability of quali 
ty healthcare. The young cardio-
logist pushed hard for a multi 
specialty hospital-all under 
one roof-0 cater to the mOun ting demand. 
Apollos ale-up success saw n ayalanche of doctored hospitals 
aCIO liarye cithes and wwDs. Ae 

Care First 
Investors poured 

Z49,000 arore 
into hospital-linked deals recently 

lo Private healthcare 
providerS Conduct nearly 
70% of surgeries now 
Rising bed revenues 
reflect hospitals' stronger 
pricing power 

PE investors influence 
pricing, technology, 
staffing, expansion 

Affordable Care 
decisions 

Sample Survey data private ho-
spitals account for nearly 58% of 
hospitalisations in rural India 
and 64.6% in urban centres. 
"Most health care providers ha-

ve become national providers. Demand-supply gap right fromn 
the time that Apollo became a 
corporate hospital chain, and 
many others came in, was built 
around the fact that India's pub-
lic healthcare can only grow at a 
certain pace" says Vishal Bali, executive chairman of healthca-
re platform Asia Healthcare Hol-ding (AHH). 
For dozens of marquee global investors like AHH, India has 

turned into an irresistible hun-ting ground for healthcare enter 
prises. To name a few, Blacksto-
ne, KKR, Carlyle and TPG, have struck deals at valuations to sali-
vate for. 
Bhanu Prakash Kalmath SJ, he-

althcare partner at Grant Thorn-
ton says post-Covid, patients are 
prioritising quality of care and 
health outcomes. 
"Private healthcare accounts for 

nearly 70% of surgeries in the co 
untry, while public healthcare has 
not beenable to keep pace with the 
roquiremonts of the lurger popu lathon," ho olds 

PE POWER PLAY 
Currently, PE investors or global 

investment companies hold majo 
rity ownerships in top-tier hospi 
tal groups like Manipal Health, 
Sahyadri Hospital (via the deal 
with Manipal), Healthcare Global 
(HCG), Baby Memorial Hospital 
(BMH), and Star Hospitals, via 
private equity funds such as Te 
masek and KKR. The race for qu 
icker and better returns has, ho 
wever, made healthcare unaffor. 
dable to most of the population, 
aggravated by lack of insurance 
coverage, as highlighted by the 
parliamentary committee report. 
This trend coincided witha stea 

dy rise in average revenue per bed 
(ARPOB) for hospitals, a key met 
ric that reflects strong growth of 
hospitals. According to Grant 
Thornton data, the industry av 
erage ARPOB of six major hospi 
tals, including Max and Apollo, 
rose 11% to 56,520 in FY25 from 
<50,821 in FY23. 
For higher Rols, health experts 

say PE investors are unsparing and influence decisions in key 
management operations: how 
much to pay doctors, what techno 
tes to be charged to patients, and 
logy should be deployed, what ra 

where to invest for future expan sions. As financial investors, the plans revolve around achieving a 
certain multiple and pass on the 
ownership to the next strategic or 
financial investor or seek a full or 
partial exit via a public listing. 
rolled Manipal Hospitals stands 
Amid the churn, Temasek-cont 

as an example of that phenomena. It was recently listed but over the years, Manipal had changed mul tiple hands. It was first targeted by TPG in 2015, followed by the Natio nal Investment and Infrastructu re Fund (NIIF), Temasek then bo ught out NIIF and part of TPG's stake in 2023 for full control. 

PUBLIC LISTINGs 
There are similar examples. Max 
Healthcare listed in 2020 follo 
wing a corporate restructuring, 
with KKR holding nearly 52% sta ke. Fortis's ownership contest pla 
yed out after its original listing, 
culminating in IHH Healthcare's 
2018 acquisition. Narayana Hru 
dayalaya's pre-IPO PE investors 
held a minority stake and partlal 
ly exited at its 2015 16listing. 
From sİx until 2010, India cur 

rontly hus l6-17 llsted hospitals or healthoare ooInpanlas 

CHINESE CARMAKERS CAPTURED 9%, 0F THE EU MARKET OVER FIRST FIVE MONTHS OF 2076 



CP-1activation directlyin the lateral septum has 
acently been shown to reduce food craving in mice. 

INTERPRETATIOLS 
OF MALADY 

DRSURANJIT CHATTERIEE 
SENIOR CONSULTANT, INTERNAL MEDICINE 

APOLLO HOSPITAL, DELHI 
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HIN1or flu: Feveris 
done but why does 
weakness remain? 

the one with keratin sc 

Fatigue, body ache or areturn of fever 
after an illness may be part ofrecovery 

PATIENT RECENTLY came to the clinic after 
recovering from a viral fever. The fever had settled, 
the initial tests were no longer concerning and he 
had started going backto work. But he was still feel 

ing unusually tired. On some days, he felt almost normal. On 
others, even routine activity left him exhausted. Afew days 
later, he developed body ache and a mild fever again. His im 
mediate concern was that the first infection had returned. 

This is a situation that can be confusing for patients, par 
s0on. when deng tengue. chikungunya, cebes can circulate at ticularly duringthe monsool, Ben HINI and other infectious mcro inluenZa, the same time. 1 

+ always a Sastralgnt ne ofthe most visible signs ofan infection, so peopleonen use It as a measure of recovery. Once the temnpera 
ture becomes normal, they expect their energy to retun as 
well. But the body may take longer to recover. During an infec 
tion, a person may eat less, lose fluids, sleep poorly and remain 
physically inactive for several days. The immune response to 
the infection also takes time to settle. As a result, weakness, 
poor appetite, body ache and reduced stamina may continue 
even after the fever has gone. This does not mean that the in 
fection is still active. A negative test is reassuring, but it is not a 
measure ofhow quickly the body has regained its strength. 

Why then do some patients feel better and then worse 
again? One reason is that people often return to their routine 
too quickly. After several days ofillness, a person may feel 
better for a day or two and resume full working hours, exercise 

.The symptoms can overlap: ap and recovery is not 

GEITYIMAGES 

Aperson recovering fromone viral 
infection can stillbe 
erposed to another. 
Somebody may be diagnosed with viral 
fever and later test 
positivefor dengue 

or travel. The following day, 
the fatigue may become 
much more pronounced. 

This can feel like a relapse 
but sometimes it is simply 
the result of doing more than 
the bodyis ready for. A grad 
ual return to activity is there 
fore important. Strenuous 
exercise should not be 
resumed simplybecause the 
fever has disappeared. 

Many ask me ifa new in 
fection is possible. T 

Awhere overlapping 
infections become 
important. A person recover 
ing from one viral fection 
can still be exposed 
another infection. 
infections may prod 
similar early synp 
as fever, bOdy 
headache ana d fatigue. It can, 
therefore, be u e diffcult 

dto 

necessarily exclude another, and co-infectior 

asonal 
oduce 
ptomssuch 

to de 
termine from syup mptoms 
alone wheth meone is 
still recOver vering or has devel 
oped anothe otherillness. 

Government guidance also notes that one infection does not 
tencean occur. 
minluenza, returm For example, a patient may recover from i 

to workand then develop fever again after a fresh exposure. 
Another person may initiallybe diagnosed and later test positive for dengue. These situations need clini 

r reCurrence of cal assessment rather than assuming that every r 
weakness is simply"post-viral fatigue." 

eduithaviral fever 

There is another reason why a returming patient should not 
medown.In simply be reassured because the fever has co dengue, the period when the fever starts settl 

tant. The critical phase generally occurs arou patients who develop complications. Warning signs include 
persistent vomiting, severe abdominal pain, bleeding, 
Increasing drowsiness, difficulty breathing, restlessness 
reducedurine output. These symptoms require prompt medi 
cal evaluation. 

ettling can be impor 
rOund this time in 

ness or 

Platelet count is also not the only measure of recoveryin 
dengue. Hydration, blood pressSure, haematoentpe ofyour blood that is made upof red blood cells and 
of plasma leakage) and the patient's overall clinical condition 
are important in deciding how the illness is progre 

Ifthere is no evidence ofa continuing or new ir focus İs usually on recovery. Adequate sleep, regular, be 
meals, sufficient fluids and gradual physical activity are Im 
portant. It is also important not to start antlblotics simply 
cause fatigue continues. Antlbiotics do not treat v 
infections. Steroids and other medicines should s 
be taken without a clear medical reason. Most people Improve 
gradually, But persistent or worsening Sympo assessment. A returning fever, breathlessness, chest 
fort, repeated vomiting, fainting, confuslon, re 
output or a significant deterioration in general healths 
not be dismissed as weakness after a vlral infection. 
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1S crowdfunding and a push 
for early screening, the 
Chennai nephrologist is 
tackling fund barriers and 
offering accessible therapy 
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Kidney transplarnt,low cost and high 
access: Doctor Who treats-and teaches 
With subsidised dialysis, 

Arun Janardhanan 

OOKTNG AT Chandran driving 
an auto rickshaw in Chennai. 
one would not know that he had 
a kidney transplant over a dec 
ade ago. Or that he had no 

money for the surgery although his wife 
had volunteered to be a donor. That's when 
Dr Georgi Abraham turned to crowdfund 
ing so that the procedure could be done. 
Today, Chandran lives to see his son excel 
at his job. 

"Ever since then, I realised that trans 
plant is often a question of noney before 
medicine," says Dr Abraham, the veteran 
nephrologist who iS now working actively 
through his foundation (Tamilnad Kidney 
Research or TANKER, Chennai) to make 
iransplants accessfble topatients with kid 
ney allure. The medicine has advanced 
dramatically. Donor-recipient matchingis 
better, screeningis more sophisticated and 
newer anti-rejection drugs have helped 
transplanted kidneys survive longer. But 
for a poor patient, the path from dialysis to 
transplantation can still depend on 
whether a family can assemble enough 
money to cross the distance between hav 
ing a donor and reaching an operating 
table," he says. 

He is building a low-cost, high-access 
transplant-care model built around reduc 
ing the biggest recurring costs through sub 
sidies, expanding the donor pool by effi 
ciently recovering kidneys from deceased 
donors and ensuring post-surgery care as 
anti-rejection medicines are expensive but 
ensure the transplants last longer. On aver 
age, a kidney froma living donor functions 
for 15 to 20+ years, while a deceased donor 
kidney lasts 10 to 15 years with the right fol 
low-ups. "Many organ recipients abandon 
thís stage because of high costs," says Dr 
Abrabam. "Immediately after the trans 
plantation, the cost of anti-rejection medi 
cation, depending upon the match be 
tween the donor and the recipient, could 
be as high as Rs 20,000 or Rs 25,000 a 
month to as low as Rs 10,000 a month," he 
says. That expenditure generally declines 
over time as the amount of immunosup 
pression required decreases. 

He is working with the Madras Medical 
Mission to provide free or subsidised HLA 
(human leukocyte antigen) testing-this 
assesses donor-recipient compatibility -
for economically disadvantaged transplant 
patients. Such testing can cost up to 
{40,000. The approach is to reduce the fi-
nancial barriers at every stage of transplan-
tation – from subsidising dialysis and 
helping patients pay for the transplant to 
making essential post-transplant medi 
cines and tests more affordable. "If some 
assistance can be given for post-discharge 
compliance, then, like Chandran, a patient 
can meet the cost ofmedication from their 
own earnings. Since Chandran's transplant 
has lasted, his requirement for anti-rejec 
tion drugs is relatively low now," he adds. 

Dr Abraham has already worked on re 
ducing dialysis costs by pioneeringperito 
neal dialysis, a home-based treatment for 
kidney failure. It uses the lining of the ab 
domen (the peritoneum) and a special 
cleansing fluid to filter waste and extra fluid 
from your blood. One ofhis patients, Shanti 
Raj Mohan, lived with kidney failure and 
dialysis for23 years. "Shantitaught me that 
you could be a very purpose-driven person 
despite having kidney failure," says Dr 

INDEDS 

Abraham, who has provided more than 
9.04 lakh free or subsidised dialysis 
sessions to 3,378 patients. The foundation 
Currently provides close to 10,000 dialysis 
sessions a month through 16 centres, with 
most treatments offered free through a 

combinadodiesand f governdonors. health insur 
ance, civic h 

Inthe early 1990s, obtaining the dialysis 
fluid was difficult. "Initially it was a Hercu 
lean task because the government did not 
Pemtunport of dialysis fluid to India until Dr Abraham says. That changed 
when the fluid was placed under open gen 
eral licensing in 1994. India now has do 
mesticmanufacturers supplyingperitoneal 
dialysis fiuid across the country. Yet DrAbra 
ham says the treatmnent remains underused. 
"The reluctance is because oflogistical and 
reimbursement problems," he says. 

These days he is busy with a more ele 
why wait forthe kidneys 

ctinthathas fuelled his cam 
paign for targeted kidney screeníng 
through primary health centres across pan 
chayats in India, using simple creatinine, 
urine and blood-pressure tests. The goal is 
to identify chronic kidney disease among 
high-risk populations before irreversible 
damage sets in. His proposed screening 
model is strikingly simple: a creatinine 
blood test, a urine examination and a 
blood-pressure measurement. Those who 
should be prioritised, he says, include 
BOpie with diabetes, hypertension or heart ,those witha family history of kid 
ney disease, people who have previously 
suffered acute kidnev injury, those using 
alternative medicines and people above 45. 

me 

peo 

"A simple blood test to measure creati 
nine, using a strip with a meter, and a Simple uine test can identify most of the 
time whether vou have kidney disease or 
not," says DrAbraham. The urgency is con 
siderable. He cites a 2016 publication in 
The Lancet that estimated the prevalence of chronickidnev disease in India at about 
Mper cenL, Even a relatively small failure to detect disease earlvcan translate into an 
enormous number of people eventually 
reaching advanced kidney failure. Over 46 years. kidney care in the 
cOuntry has changed. Today, people in their 
60s,70s, 80s andeven9 90s undergo dialysls. 

Dr Georgi Abraham 
with his honours 
and testimonials at 
histerrace museum 
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ARUN JANARDHANAN 

Kidney transplantatíon has become safer 
because of better donor-recipient match 
ing, improved screening and newer anti-re 
jection medicines. Patients who once might 
have been considered too old for aggressive 
treatment can now be kept alive for years, he says. Yet India has not built an equally 
ambitiouspreventive screeninginfrastruc-
ture so that people don't reach that stage. 
Transplantation, for one, cannot solve the 
problem at population scale. There will 
never be enough donor kidneys for every 
one who needs one. "We cannot provide 
transplants to all the patients who are on 
dialysis. This will never happen in any part 
of the world," says Dr Abraham. 

• AMODEL THAT WORKS 
Dr Georgi Abraham's outreach 
programmes are a combination of 
education, interaction, screening. 
counselling and referral. 
CHILDRENS WORKSHOP 

Besides, India now has roughly 3,300 
kidney specialists, according to Abraham, 
compared with a very small pool two dec 
ades ago. He hopes that number can riseto 
10,000 within another decade. "During a 
recent visit to AIMS in New Delhi, I had 
watched a colleague facing a clinic load of 
more than 100 patients. To get every detail 
from each takes time," he says. 

THOTHER ORGANS 

AT HIS kidney workshop as part of his 
Catch'em Young project, children are told 
how their two kidneys act like tiny strainers 
that clean the blood and turn extra water 
and waste into pee."We explain that when the 
kidneys get hurt., it is like their filter getting 
clogged. Then we focus on how taking care 
of their bodies helps the filters stay clean 
and strong rather than focussing on scary 
sickness. We show them how drinking plain 
water helps flush the system like washing 
out a dirty cup. We explain how too much 
salt or packaged junk food makes the kidneys 
work overtime, while fresh fruits and 
vegetables give them an easy job. We remind 
them not to hold their pee for too long so that 
they can avoid infection," says a volunteer. 
"There is a tendency among very young 
people to have high blood pressure in the 
country." says Dr Abraham, recommending 
annual blood-pressure checks for children 
from age three. 

That gap isone reasonAbrahambelieves 
screening cannot remain confined to 
specialist centres. If kidney disease can be 
identified earlier at rat the primary-care level, 
somepatients can be monitored and treated 
before they reach the point where dialysis 
becomes inevitable, he reasons. He is also 
wary of assuming that India can simply im 
port its understanding of kidney disease 
from Western countries. His own team re 
centlyexamined lipidprofles ofl000 dialy 
sis patients and found differences from pat 
terns described in developed countries."We 
need to have a strong platform for research 
to deal with our own diseases, our own dis 
ease patterns and how to treat them cost ef 
fectively." DrAbraham says. 

He is equally cautious about another 
Common assumption: that India is witness 
ing a distinct epidemic of kidney dlsease 
among the young. What has changed, he 
argues, is visibility. India's population has 
expanded, diagnostic methods have im 
proved, kidney biopsies and imaging are 
more accessible, patients are more aware 
and the number of trained nephrologists 
has risen substantially."The challenge now 
is to ensure that greater visibility comes 
early enough to make a difference," he says. 

AWARENESS TALKS 
THIS INVOLVES helping people understand 
the connection between diabetes, high 
blood pressure, obesity, smoking. unhealthy 
diets and kidney disease. Kidney awareness 
should begin with routine blood pressure and blood sugar monitoring. Systolic blood 
pressure -the top reading --should 
generally be kept around 120 mmHg, while 
people with diabetes should monitor HbAlc 
(the average blood sugar count of three 
months). It is normally below 5.6 per cent but 
ideally should remain below 6.5 per cent in 
diabetics, and below 71 per cent in older 
diabetics." says Dr Abraham. 

BUILDINGASCIENTIFIC TEMPERAMENT 

HE WARNS against unnecessary 
antibiotics, painkillers and unmonitored 
Ayurveda, Siddha or homoeopathic 
medicines because of damaging effects 
on the kidneys. Sınce the kidneys filter 
waste from the blood, they are highly 
exposed to concentrated toxins present in 
unregulated supplements. This damage can 
manifest as acute kidney injury (AKI), chronic 
kidney disease (CKD), kidney stones, or 
'complete renal failure. 

BASIC HEALTH SCREENING 
DEPENDING ON 

appropriate to eliminate risks 

the programme, 
this can include 
blood presSure 
measurement, 
BMl assessment 
and urine 
testing. 
Some camps 

may add blood tests such as blood alucose 
creatinine or imaging when medically 



Public Education 
Needs Public Money 
Students protesting in Ranchi. and before thatin Delhiand other parts of the country, demanding accountability are highlighting a deeper malaise: education is not receiving the resources it de serves. The data bears them out. Unesco's assessment of pro-gresstowards SDG4shows that India's public spending on educa tion has remained stuck at around4.1% of GDP over the past de cade-barely abOve the UN benchmark of 4% and well short of the6% target successive governments haverepeatedly pledged to achieve. Education's share of total public expenditure stands at 14.2%, below the recommended benchmark of 15%, and down 
from 15.7% in 2015. 
Rollout of Sarva Shiksha Abhiyan and infrastructure required 

under Right to Education Act lifted public 
spendingin the early 2000s. Once that phase 
ended, states took on a larger share of fun 
ding, much of .which is now consumed by 
salaries rather than quality improvements. 
Chronic underfunding, combined with pri 
vate schools' English-medium appeal and 
lower teacher absenteeism, hastened the 

shift to private education. Today, nearly 40% of students attend 
private unaided schools while declining enrolment has forced 
the closure or merger of thousands of government schools. 
India needs to spend more on education to improve the quality 

of existing state schools. This willrequire Gol, states and localgo 
vernments to work in unison, translating the vision of National 
Education Policy (NEP) 2020 into reality through higher public 
spending, stronger accountability better teacher training, focus 
on learning outcomes and greater investment in innovation. 
Spending more on education is an investment in long-term 
growth, one that only the public exchequer can finance with the 
patience it demands. 
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