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Introduction

In the broad arc of modern human history, few technological triumphs match the miracle of antibiotics.
Their advent transformed once-fatal bacterial infections into routine, manageable ailments, forming the silent
bedrock upon which modern surgery, oncology, and public health rest. Yet, in contemporary India, this
miraculous asset faces an existential inflection point. Long viewed as a convenient, cheap, and universal cure-
all for everyday fevers and coughs, antibiotics are suffering from a dangerous paradox of mismanagement.
A landmark international study published in The Lancet Public Health (July 2026) has exposed a profound
structural imbalance in India’s drug consumption. The findings reveal a disturbing reality: an over-reliance on
potent, broad-spectrum drugs, even as safer, first-line alternatives remain severely underutilized.
For Civil Services aspirants, dissecting this crisis require navigating the intersection of General Studies Paper
Il (Public Health & Governance) and Paper 111 (Science & Technology and Environment).
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Understanding Antibiotics: The WHO AWaRe Framework

Antibiotics are chemical compounds that selectively kill or inhibit the growth of pathogenic bacteria. To
guide rational prescribing and monitor global consumption, the World Health Organization (WHO) classifies
antibiotics into three distinct categories under the AWaRe framework:

1. Access Group: First-line, narrow-spectrum antibiotics recommended for common clinical infections. They
offer high therapeutic value with a lower potential for driving resistance (e.g., Amoxicillin).

2. Watch Group: Higher-potency, broad-spectrum medicines that carry a significantly higher risk of
generating resistance. They should be reserved strictly for specific, severe clinical conditions (e.g.,
Ciprofloxacin, Azithromycin).

3. Reserve Group: Last-resort antibiotics intended strictly as a final line of defense against life-threatening,

multi-drug resistant superbugs (e.g., Colistin).

The Indian Condition: A Skewed Consumption Pattern

The data presented by The Lancet highlights a double burden of overuse and maldistribution:

1. Elevated Overall Volume: India’s estimated optimal antibiotic requirement stands at 9.9 to 14.7 Defined
Daily Doses (DID) per 1,000 people per day. Actual consumption, however, reaches 18.3 DID.

2. The "Watch' Heavy Distortion: Against a recommended benchmark of 6.0 DID for 'Watch' antibiotics,
actual consumption stands at 9.3 DID.

3. The "Access' Deficit: 'Access' category drugs account for only 27% of total consumption (4.5 DID), far
below the recommended 52.3% threshold (7.8 DID).

4. Underuse of 'Reserve’ Options: Paradoxically, 'Reserve' antibiotics stand at 0.19 DID against a needed
0.99 DID, revealing that patients suffering from genuinely resistant superbug infections frequently fail to

receive critical last-resort care due to diagnostic or financial barriers.

Root Causes of the Imbalance

This reliance on broad-spectrum 'Watch' drugs stems from systemic weaknesses across healthcare delivery and

agriculture:

1. Clinical Uncertainty and Systemic Pressure: In an overstretched public healthcare network, doctors
frequently practice defensive medicine. Lacking rapid, point-of-care diagnostic tools—where currently only
6% of prescriptions are guided by lab evidence—<clinicians default to broad-spectrum 'Watch' drugs to
ensure rapid recovery.

2. Commercial and Supply Chain Faults: Unregulated over-the-counter (OTC) pill purchases remain
widespread despite statutory bans. Furthermore, irrational Fixed-Dose Combinations (FDCs)—mixing two

or more active ingredients—saturate the retail market, exposing patients to unnecessary antibiotic loads.
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3. The "One Health' Cross-Contamination: Beyond the human clinic, antibiotics are liberally administered
as growth promoters and prophylactic agents in poultry, dairy, and aquaculture. Additionally, untreated

pharmaceutical effluents discharged into waterways turn natural ecosystems into breeding grounds for

resistant bacteria.
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Government Interventions: From NAP-AMR 1.0to 2.0

Recognizing the threat of Antimicrobial Resistance (AMR), the Union Government launched initial
steps such as the "Red Line Campaign' (mandating a red vertical line on prescription-only antibiotic
packaging) and placing critical antimicrobials under Schedule H1 of the Drugs and Cosmetics Rules.

To address early implementation gaps, India formally launched the National Action Plan on Antimicrobial

Resistance 2.0 (NAP-AMR 2.0: 2025-2029). Coordinated by the National Centre for Disease Control

(NCDC), NAP-AMR 2.0 incorporates significant operational updates:

1. Operationalized 'One Health* Governance: Unifies action across 20+ ministries, creating explicit
accountability matrices for human health, animal husbandry, agriculture, and environmental waste
oversight.

2. Institutional Antimicrobial Stewardship (AMS): Mandates strict prescription audits and standardized

treatment guidelines across primary, secondary, and tertiary healthcare tiers.
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3. Environmental Effluent Screening: Introduces mandatory monitoring of antibiotic residues in hospital
wastewater, industrial effluents, and livestock runoffs.
4. Expanded Genomic Surveillance: Strengthens ICMR lab networks to track mutational resistance patterns

in real time using advanced genomic sequencing.

Way Forward

1. Shift to Diagnostic-Led Prescribing: Expand subsidised, rapid diagnostic infrastructure to the Primary
Health Centre (PHC) level, ensuring empirical guessing is replaced by lab-verified treatment.

2. Enforce Supply Chain Integrity: Implement track-and-trace digital technology across the pharmaceutical
distribution chain to eliminate unauthorized OTC sales and phase out irrational FDCs.

3. Promote Ethno-Veterinary Alternatives: Encourage natural, bio-safe alternatives in livestock
management to eliminate routine prophylactic antibiotic use in farm animals.

4. Public Behavioural Reform: Transform public perception from viewing antibiotics as an immediate

"fever-cure” to treating them as a protected national asset requiring societal restraint.

Conclusion

The battle against Antimicrobial Resistance is a test of governance, clinical discipline, and public
maturity. While antibiotics remain indispensable in a country with a high infectious disease burden, their
indiscriminate overuse threatens to roll back a century of medical progress. By enforcing strict compliance
across supply chains and implementing the One Health framework under NAP-AMR 2.0, India can preserve the
efficacy of these essential medicines, securing both public health and economic resilience for generations to

come.

Mains Practice Question (General Studies 11 & 111)
"Evaluating the WHO AWaRe classification framework, critically analyze how the structural imbalance
in India’s antibiotic consumption accelerates Antimicrobial Resistance.
Examine the key focus areas of NAP-AMR 2.0 in addressing this threat."” (34 words)
1. Contextual Introduction:

e Refer to recent findings from The Lancet Public Health study highlighting India's elevated antibiotic
usage (18.3 DID actual vs. 9.9-14.7 DID optimal), characterized by an overuse of "Watch' group drugs
and underuse of 'Access' group drugs.

2. Core Body Paragraph 1: Conceptual Breakdown of WHO AWaRe:
e Define the three tiers: Access (first-line, low resistance risk), Watch (broad-spectrum, high resistance

risk), and Reserve (last-resort for multi-drug resistant superbugs).
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e Highlight India's specific distortion: 'Watch' consumption at 9.3 DID (against a recommended 6.0 DID)
and 'Access' at a low 27% (4.5 DID).

3. Core Body Paragraph 2: Drivers of Resistance:

e Analyze key causes: Empirical prescribing due to low diagnostic access (only 6% lab-guided), over-the-
counter (OTC) sales, irrational Fixed-Dose Combinations (FDCs), and non-human overuse in livestock,
poultry, and agriculture.

4. Core Body Paragraph 3: Policy Response (NAP-AMR 2.0: 2025-2029):

e Elaborate on the core pillars of NAP-AMR 2.0: Operationalizing the One Health model, instituting
Antimicrobial Stewardship (AMS) at all healthcare levels, enforcing environmental residue monitoring
in pharmaceutical/hospital effluents, and expanding genomic surveillance networks.

5. Way Forward & Conclusion:

e Recommend enforcing digital track-and-trace for Schedule H1 drugs, expanding PHC-level diagnostic
infrastructure, and promoting ethno-veterinary farming solutions.

e Conclude by stating that protecting antimicrobial efficacy is essential for preserving modern surgical

capabilities, health equity, and long-term economic stability.




