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INTRODUCTION

I,  the  Chairman,  Committee  on  Public  Accounts,  having  been  authorised

by the Committee to present this Report, on their behalf present the Sixth Report

on  paragraphs  relating  to  Health  and  Family  Welfare  Department  contained

in the Report of the Comptroller and Auditor General of India for the year ended

31st  March, 2017  (General and Social  Sector).

The Report  of  the Comptroller  and Auditor  General  of  India for  the year

ended 31st  March, 2017 (General and Social  Sector) was laid on the Table of the

House on 18th  June, 2018.

The Committee considered and finalised this Report at the meeting held on

11th  March 2022.

The Committee place on records their appreciation of the assistance rendered

to them by the Accountant General in the examination of the  Audit Report.

SUNNY JOSEPH,

Thiruvananthapuram, Chairman,

 16th   March, 2022. Committee on Public Accounts.



REPORT

HEALTH AND FAMILY WELFARE DEPARTMENT

National  Health  Mission  Reproductive  and  Child  Health  (RCH)  and

Immunisation

[Audit paragraphs 2.1 to 2.6 contained in the Report of the C & AG of India for

the year ended 31st  March 2017 (General & Social Sector)]

2.1 Introduction

Government  of  India  launched  (April  2005)  the  National  Rural  Health

Mission (NRHM), renamed (2013) as National Health Mission (NHM) to provide

equitable,  affordable  and  quality  healthcare  services  in  rural  areas  through

strengthening of health systems, institutions and capabilities. It was envisaged that

the NHM would facilitate universal access to quality healthcare services through

partnership between the Centre, State, Local Self - Governments and community in

the  management  of  primary  health  programmes  and  infrastructure.  There  were

18 General Hospitals, 99 hospitals at District/Taluk level1, 22 Speciality hospitals,

14  District  Tuberculosis  Centres  (DTBCs),  232  Community  Health  Centres

(CHCs),  848  Primary  Health  Centres  (PHCs),  5,408 Sub-Centres  and  47  other

health facilities functioning in Kerala as on 31 March 2017.

The Reproductive and Child Health (RCH) programme under NHM provided

for healthcare to women and children with a view to reducing maternal and infant

mortality and total fertility rates as well as social and geographical disparities in

access  to  and  utilisation of  quality  reproductive  and  child  health  services.  The

immunisation  programme in  India  has  undergone  significant  changes  in  recent

years, which included a new policy environment through the NHM, new vaccines

and new procedures/technologies for vaccine delivery.

2.2 Organisational Setup

At State level, the Mission functioned under the overall guidance of the State
Health Mission (SHM) headed by the Chief Minister. The Mission carried out its
activities  through  the  State  Health  Society  headed  by  the  Principal  Secretary,

1 18 District Hospitals, 41 Taluk Headquarters Hospitals and 40 Taluk Hospitals.
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Health and Family Welfare Department. At the District level, the District Health
Mission was headed by the head of the Local Self- Government viz., President,
Chairperson/Mayor as decided by the State Government depending upon whether
the district was predominantly rural or urban. The District Collectors headed the
respective District Health Societies in each district.

A chart  showing the Programme implementation structure of  NHM in the
State is shown below:

Chart 2.1: Programme implementation structure of NHM

2.3 Audit scope and methodology

The Performance audit covering the period 2012-17 was conducted between
May  2017  and  September  2017  by  test-check  of  relevant  records  in  the
Government  Secretariat,  State  Health  Society,  Directorate  of  Health  Services
(DHS),  four  District  Health  and  Welfare  Societies  in  Alappuzha,  Thrissur,
Malappuram  and  Wayanad  districts  and  65  health  institutions2 in  the  selected
districts. Besides, Audit also covered 32 Sub-Centres. The districts were selected
using Simple Random Sampling without Replacement (SRSWOR) technique.

2 32  PHCs,  16  CHCs,  8  Taluk/Taluk  Headquarters  Hospitals,  4  District  Hospitals,  4  General
Hospitals and 1 Women and Child Hospital.
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The Audit Report of the Comptroller and Auditor General of India (Civil) for
the year ended March 2009 discussed the implementation of NRHM in the State.
The Public Accounts Committee (PAC) in its 56th report made recommendations on
the report and Audit also examined the follow–up action of the Department on the
recommendations of the PAC. 

Audit methodology included scrutiny of records and gathering of evidence by
issue of audit enquiries and conduct of joint inspections along with Departmental
officials. The Performance Audit commenced with an Entry Conference with the
Additional Chief Secretary, Health and Family Welfare Department, Government
of Kerala on 11 May 2017 wherein the audit objectives, scope and methodology of
audit were discussed in detail. An Exit Conference was held with the Additional
Chief Secretary to Government on 21 November 2017 wherein the audit findings
were discussed and responses of Government obtained.

2.4  Audit Objectives

The Performance Audit was conducted to assess whether:

• The  interventions  of  National  Health  Mission  (NHM)  in  the  areas  of
Maternal health,  Child health, Family planning and Immunisation were
effective  in  improving  health  standards  of  women and children  in  the
State and were targeted to achieve UN Sustainable  Development Goal of
‘Good Health and Well-being’ as adopted by  the Government of India;

• The physical  and human resources  were  adequate  and  procurement  of
equipment  and  drugs  were  efficient  and  economical  in  providing
improved health care service; and

• The  overall  financial  management  including  release  and  utilisation  of
funds earmarked under various schemes was efficient and effective.

2.5  Audit criteria

Audit  findings  were  benchmarked  against  the  criteria  derived  from  the
following documents:

• NRHM Framework for Implementation, 2005-2012 and 2012-2017;

• Operational Guidelines for Financial Management;
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• Indian Public Health Standards, 2012 for Sub-Centres, Primary Health  
Centres,  Community  Health  Centres,  Sub-Divisional  Hospitals  and  
District Hospitals;

• Operational Guidelines for Quality Assurance in Public Health Facilities, 2013;

• Audited Annual Financial Statements of State Health Society;

• Guidelines of various GoI schemes under NHM; 

• World Health Organisation (WHO) standards; and 

• State/Central Public Works Department Manuals.

Audit Findings

2.6  Attainment of demographic goals

Improving maternal  and  child health  and  their  survival  are  central  to  the

achievement of national health goals. NHM aimed to reduce Infant Mortality Rate

(IMR), Maternal  Mortality Rate (MMR) and Total  Fertility Rate (TFR). In  this

process,  NHM  was  expected  to  help  achieve  related  goals  set  under  the  UN

Sustainable  Development  Goals  by  2030.  The  performance  of  the  State  was

impressive and exceeded the targets set under the UN Sustainable Development

Goals as indicated in Table below.

Status of target and achievement of IMR, MMR and TFR

Performance
indicators 

NHM framework for
implementation (2012-2017)

UN Sustainable Development
Goals (2030)

Target Achievement
as on

 31-3-2017

Target Achievement
as on 

31-3-2017

1 2 3 4 5

IMR (Infant 
Mortality

Rate)

25 per 
1000 live

births

6 12 per 1000
live births

6
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1 2 3 4 5

MMR
(Maternal 
Mortality

Rate)

100 per
100000 live

births

29 70 per 100000
live births

29

TFR (Total 
Fertility Rate)

Reduce to 2.1 1.6 3 No target

(Source: Directorate of Health Services)

Notes  received  from the  Government  based  on the  above  audit  paragraph is
included as Appendix - II.

Excerpts from the discussion of Committee with department officials is given
below:

1. Considering the paragraph based on, 'Attainment of demographic goals',
the Committee remarked that the State had already exceeded the targets set under
the UN sustainable development goals. The Principal Secretary, Health & Family
Welfare Department informed that the State had surpassed the goals for 2030 for
Infant Mortality Rate, Maternal Mortality rate and Total Fertility Rate set under
UN sustainable  Development Goals by 2017 itself.

Conclusion/Recommendation

No remarks.

[Audit paragraph 2.7 contained in the Report of C&AG of India for the year
ended 31st   March 2017 (General & Social Sector)]

2.7  Non-allotment of State share of funds 

The State  NHM received  funds  directly  from the  Ministry  of  Health and
Family Welfare, Government of India (GoI) upto the year 2013-14. From the year
2014-15 onwards, GoI released funds to Government of Kerala (GoK), which, in
turn released  the  same to State  Health  Society through the  DHS. The funding
pattern from 2012-13 to 2014-15 between GoI and State was in the ratio 75:25
which shifted to 60:40 from 2015-16. 

3  Data as per National Family Health Survey-04/2015-16.
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Year-wise details of receipt of funds and expenditure of SHM, Kerala during

2012-2017 were as shown in Table below:

Grants received and expended under NHM during 2012-2017 (in crore)

Period Opening

Balance

Central 

Grant 

received

State 

share 

released

Interest 

earned 

during 

the year 

Total

fund 

available

Total 

fund 

expended

by

NHM 

Closing 

Balance

1 2 3 4 5 6=

2+3+4+5

7 8=6-7

2012-13 46.56 490.55 30.00 5.14 572.25 626.98 -54.73

2013-14 -54.73 360.98 76.94 5.08 388.27 632.30 -244.03

2014-15 -244.03 521.99 112.24 5.89 396.09 628.71 -232.62

2015-16 -232.62 315.35 70.00 4.62 157.35 682.64 -525.29

2016-17 -525.29 455.25 302.80 1.15 233.91 744.78 -510.87

TOTAL 2144.12 591.98 21.88 1747.87 3315.41

(Source: GoI correspondence and data obtained from NHM/Directorate of Health

Services)

The NHM Framework for  Implementation, 2005-2012 (Guidelines),  while

referring to the finances of the Mission specifically stated that the aim of NHM

was to increase the share of Central and State Governments on health care. The

Guidelines stipulated that it must be ensured that the State expenditure on health

increased in real terms and there was no substitution of the State expenditure by

Central expenditure.

Audit observed that as per letter forwarded (April 2017) from GOI to NHM,

against the release of  ₹ 2144.12 crore by GoI during 2012-17, GoK should have

contributed  ₹ 915.20 crore. However, the actual release was only  ₹ 591.98 crore

resulting in  a  short  release of   ₹ 323.22 crore.  It  was noticed that  even though
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GoK contribution was less to the extent of  ₹ 323.22 crore during 2012-2017, GoK

reported its contribution to GoI as  ₹ 901.74 crore. Audit scrutinised the accounts of

GOK/NHM for the period 2012-17, which revealed that GoK released from the

State Plan fund, ₹249.01 crore in 2012-13 and  ₹ 60.73 crore in 2014-15 to NHM,

for execution of various plan schemes. Thus,  ₹ 309.74 crore, which was released

from the State Plan Fund was intimated to GoI as State share of contribution to

NHM. The booking of State plan funds as State share of funds under various heads

of  account,  which  were  not  related  to  NHM  activities,  was  contrary  to  the

guidelines, which required the State expenditure on health to increase in real terms.

The statement of the Government during the Exit Conference (November 2017)

that the matter was discussed with GoI and settled was not accepted by Audit in the

absence of records to substantiate the claim.

Notes  received  from the  Government  based  on the  above  audit  paragraph is

included as Appendix – II.

Excerpts from the discussion of Committee with department officials is given

below

2. To a query of the Committee about non-allotment of state share of funds,

the witness Principal  Secretary,  Health & Family Welfare Department informed

that as per the Government order, certain plan funds released by State Government

were  treated  as  State  share  till  2012-13,  but  later  from  2013-14  as  per  the

instructions from Government of India, plan funds were not treated as State share

and State share is to be released separately to check how much of the State share is

increasing  every  year.  He  added  that  from  the  financial  year  2013-14,  State

Government  is  releasing  corresponding  State  share  in  line  with  share  of

Government of India.

3. The Accountant General reiterated his view that the State achieved the

ratio 60:40 by booking State plan funds as State share of funds under various heads

of account and insisted that the State share from plan fund expended for NHM is

against  guidelines and the plan fund in various heads of accounts allocated for

other purposes is seen utilised for NHM.
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4. The Committee asked whether the plan allocation is still shown as State

share.  The  witness,  Principal  Secretary,  Health  &  Family  Welfare  Department

informed that now a days the earmarked amount is shown in the budget as State

share.  He added that in order to increase the central share in NHM, maximum

amount is being expended which is higher than the budgeted amount for NHM and

the  additional  fund  is  being  compensated  from  State  plan  fund  and  then  the

additional amount expended over the budgeted State amount is fully recouped from

GoI.  In  order  to leverage maximum resources from Government of India,  this

matter was discussed with Planning Board and Finance Department.  He informed

that even though treating of plan funds as State share was contrary to guidelines,

central ministry had accepted the same till 2012-13 .

5. The Committee then enquired the reasons for decrease in the amount of

Central Share during 2013-14 & 2015-16.  The witness Principal Secretary, Health

& Family Welfare Department apprised that the ratio of Central and State share

changed from 75:25 to 60:40 from 2015-16.  He again informed that the Central

share is released only after the State share is released. He further added that the

next instalment of Central share is allowed only after spending 60% of the first

instalment and it depends on the expenditure capability in that particular year and

the amount that has been released by the State Government.  He added that the

department  always  tries  its  best  to  increase  the  implementation  efficiency  by

investing  more  amount  and  achieving  the  best  result  and  implementation  is

monitored regularly.

Conclusion/Recommendation

No remarks.

[Audit paragraph 2.8 & 2.8.1 contained in the Report of C & AG of India for

the year ended 31st  March 2017 (General & Social Sector)]

2.8  Health care for Women

The maternal  health  care package with its  focus  on the  health  of  women

during  pregnancy,  childbirth  and  post-partum period  was  a  vital  component  of

NHM due to its profound effects on the health of women, immediate survival of

the  newborn  and  long-term  well-being  of  children.  Key  strategies  to  improve
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maternal health included improved access to skilled obstetric care through facility

development,  increased  coverage  and  quality  of  antenatal  and  postnatal  care,

increased  access  to  skilled  birth  attendance,  institutional  delivery,  etc.  The

important  services  for  ensuring  maternal  health  care  included  antenatal  care,

delivery care and postnatal  care.  As per Indian Public Health Standards (IPHS)

2012, health institutions of the status of PHCs and above shall be equipped with

the Minimum Assured Services of Ante Natal Care (ANC), Intra Natal Care (INC)

and  Post  Natal  Care  (PNC).  Audit  examined  whether  there  were  adequate

institutions  for  providing  services  to  pregnant  women  and  whether  these

institutions  were  equipped  in  terms  of  skilled  manpower  and  equipment  for

providing  delivery  services  to  expectant  mothers.  Deficiencies  noticed  are

discussed in the succeeding paragraphs.

2.8.1  Ante Natal Care (ANC)

Government  of  India,  recognising  that  reproductive,  maternal  and  child

health cannot be addressed in isolation and that the health of adolescent girls and

pregnant women impacted on the health of the newborn and the child,  adopted

(January 2013) a strategy of expanding the scope of Reproductive and Child Health

(RCH)  to  Reproductive,  Maternal,  Newborn,  Child  plus  Adolescent  Health

(RMNCH+A).  The guidelines  provided for  interventions to be made at  various

stages of life cycle, which should be mutually linked. 

The RMNCH+A guidelines identified delivery of antenatal care package and

tracking of high-risk pregnancies as a priority intervention to monitor the progress

of foetal growth and to ascertain the well-being of the mother. The women who

reach the Health Centre for the first time only during labour carry more risk of

complications  during  childbirth.  The  NRHM  Framework  for  Implementation

issued by GoI as well as the IPHS stipulated the first antenatal checkup within the

first 12 weeks of pregnancy and three check ups thereafter. The Guidelines also

prescribed  Iron  and  Folic  Acid  (IFA)  supplementation  of  100  milligram  of

elemental  iron  and  500  microgram  of  folic  acid  daily  for  100  days  during

pregnancy,  followed  by  same  dose  for  100  days  in  post-partum  period.  The

position of ANC registration and services provided in the State during 2012-2017

are as detailed in Table below.

291/2022.
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ANC registration and services provided

Year Total 

pregnant 

women

registered

for ANC

Registered

within

first 

trimester 

(12

weeks)

Received 

three ANC 

checkups

during 

pregnancy

Not 

received 

three 

ANC 

checkups

Pregnant 

women 

who 

received

TT1

Pregnant 

women 

who 

received

TT2

Pregnant 

women 

who 

received

100 

IFA tablets

2012-13 515226 396933 461253 53973 438339 415089 441235

2013-14 518811 412737 486203 32608 452769 435913 511134

2014-15 495640 401565 456179 39461 417985 399293 497822

2015-16 477820 385274 434759 43061 411064 388412 404900

2016-17 488095 403137 440375 47720 415964 388420 326231

TOTAL 2495592 1999646 2278769 216823 2136121 2027127 2181322

Percentage 80.13 91.31 85.60 81.23 87.41

(Source: Health Management Information System (HMIS) data)

Thus, during 2012-17, 80 per cent of 24.95 lakh pregnant women registered

for ANC within the first trimester of pregnancy. Further, 2.17 lakh (nine per cent)

did not receive three ANC checkups during the pregnancy period. There was also

shortfall  in the percentage of women who received Tetanus Toxoid (TT) shots.

Against 85.60 per cent of women who received first dose of TT, 81.23 per cent

received the second dose.

Audit observed that Government was not able to keep track of all pregnant

women who were registered for ANC and ensure whether all of them received the

stipulated  quantum  of  ANC  checkups,  TT and  IFA tablets  at  timely  intervals.

Government stated in the Exit Conference (November 2017) that due to ineffective

data capturing,  the sizeable share of  pregnant  women moving to private sector

went unrecorded which was devoid of follow-up. Audit observed that unless those

registered for ANC were tracked and followed up, the very purpose of registration

was defeated.
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Audit further noticed that over 12 per cent of 24.95 lakh pregnant women
who had registered for ANC during 2012-2017 did not receive 100 IFA tablets.
Anaemia  is  a  major  cause  of  maternal  mortality.  Treatment  against  anaemia
required5 administration of a daily dose of IFA tablets for a period of 100 days to a
pregnant  woman.  In the selected districts of  Malappuram, Wayanad, Alappuzha
and Thrissur, 44 out of 65 institutions test-checked reported stock out of IFA tablets
during various periods in 2012-2017 . These districts also reported 3,774, 1,215,
363 and 1,104 instances respectively of severe anaemic6 cases during 2012-2017.
In the 65 test-checked institutions, it was seen that 45678 out of 231587 pregnant
women  (19.72  per  cent)  who  were  registered  for  ANCs  were  not  given  the
stipulated  100 IFA tablets.  Besides,  1,931 pregnant  women in the  test-checked
institutions were detected with severe anaemia.

Notes  received  from the  Government  based  on the  above  audit  paragraph is
included as Appendix – II.

Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

6. To a query about Ante Natal Care,  the witness  Principal Secretary, Health
& Family Welfare Department replied that the Ante Natal Care program is being
done effectively.  As per District household data, out of 5,00,000 pregnancy cases,
only 2.8 lakh cases had reached Government hospitals and the rest of the cases are
gone to private hospitals. Approximately 1.3-1.5 lakh deliveries are taken place in
Government hospitals which accounts to 30% of total cases.  Even though more
than 70% of expectant  mothers approach private sector for delivery services, all
efforts are being taken to register all the pregnant woman in the MCTS during the
first trimester of pregnancy itself.

7. The Committee directed the department to take necessary steps to provide
better delivery services in Government hospitals so that in comparison with private
institutions total  percentage of  delivery cases  attended in Government  hospitals
would increase.

5 Paragraph  4.1  (Supplementation  Interventions  by  Ministry  of  Health  and  Family  Welfare)  of

Guidelines  for  Control  of  Iron  Deficiency  Anaemia  specified  a  requirement  of  100mg  of

elemental iron and 500 mcg of folic acid daily for 100 days for pregnant women.

6 Severe anaemic cases –Cases where the haemoglobin level is below seven.
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8.  The Principal Secretary, Health & Family Welfare Department said that

the department has taken many steps to increase the number of delivery cases in

Government  hospitals.   He  added  that  all  ANC services  are  provided  through

ante-natal clinics including registration of ante natal women, ante natal check up,

distribution of Iron and Folic Acid tablets and T.T. injection.   He further added that

Folic acid tablets are distributed among pregnant women to reduce anaemia and

distribution of Iron and Folic acid has helped to reduce the infant mortality rate.

He  pointed  out  that  in  order  to  strengthen  the  ante  natal  care  programme,

immunisation programmes are also conducted.

9. Regarding  the  reason  for  non  supply  of  IFA tablets,  the  witness,  the

Principal  Secretary,  Health  &  Family  Welfare  Department  submitted  that  IFA

tablets  had  been  issued  from  GoI  directly  till  2008  and  at  the  time  of  audit

observation there was delay in supply of IFA tablets from GoI and later sanction

for procuring the tablets had been obtained when the proposal was sent through

NHM.  NHM  started  procuring  the  IFA tablets  from  2016-17  when  there  was

shortage in the supply of tablets.

10. The witness, Principal Secretary, Health & Family Welfare Department

informed that total number of IFA tablets distributed was 2.625 crore in 2016-17,

5.25 crore in 2017-18 and 7.45 crore in 2018-19.  Besides, steps had already been

taken as part of the 'Ardram Mission' to provide healthy food to pregnant women

and infants.  A new project "Anaemia free Kerala" linked with Nutrition Mission

which would focus on the health of mother and baby was launched in 2019  to find

and focus on the group having stunted growth.

The Committee directed to furnish a detailed report  on the steps  taken to

ensure sufficient supply of IFA tablets.

Conclusions/Recommendations

11. The Committee directs the department to take necessary steps to provide

better  care and service to expectant mothers  in Government hospitals so that

in  comparison  with  private  institutions  total  percentage  of  delivery  cases

attended in Government hospitals would increase.
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12. Committee noticed that 20% of pregnant women were seen anaemic in

test checked ANC institutions and pointed out that they were not given IFA

tablets  after they have  shifted voluntarily to private hospitals.

13.  The  Committee  recommends  that  Government  should  ensure

registration of  all  pregnant women in an area for Ante Natal  Care (ANC)

services and to closely monitor whether all of them are getting the required

IFA and other services even if they were shifted to private hospitals.

14.  The Committee also directs  the department to furnish a detailed

report on the steps taken to ensure sufficient supply of IFA tablets to pregnant

women.

[Audit paragraph 2.8.2 contained in the Report of C & AG of India for the year

ended 31st   March 2017 (General & Social Sector)]

2.8.2 Testing of pregnant women for HIV and STI infections

The RMNCH+A Guidelines issued by GoI (January 2013) identified parent-

to-child transmission of Human Immunodeficiency Virus (HIV) as a major route of

new and emerging HIV infections in children and suggested universal confidential

HIV screening of  pregnant  women to be included as  an integral  component  of

routine  ANC  checkup.  Diagnostic  and  laboratory  services  for  management  of

Sexually  Transmitted  Infections  (STI)  and  Reproductive  Tract  Infections  (RTI)

were to be provided at all CHCs, First Referral Units and at 24x7 PHCs. Further,

special focus was to be given to linking up with Integrated Counselling and Testing

Centres (ICTCs) and establishing appropriate referrals for HIV testing and RTI/STI

management.

Audit noticed that out of 24.95 lakh pregnant women who registered for ANC

checkups during 2012-13 to 2016-17, 36.88 per cent and 55.86 per cent were not

tested for HIV and STI respectively during 2012-2017 as shown in Table below.
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Status of conduct of HIV/STI tests in pregnant women

Year Total 

pregnant 

women 

registered 

for ANC

No. of 

pregnant

women 

tested

for 

HIV

No. of 

pregnant

women

not

tested

for HIV

Per

cent

not

tested

No. of 

positive 

cases in 

HIV

tested 

cases

No. of 

pregnant 

women 

tested for

STI

No. of 

pregnant 

women

not 

tested for 

STI

Per

cent

not

tested

2012-13 515226 260027 255199 49.53 413 182058 333168 64.66

2013-14 518811 303909 214902 41.42 60 214545 304266 58.65

2014-15 495640 318140 177500 35.81 94 223502 272138 54.91

2015-16 477820 329310 148510 31.08 67 223242 254578 53.28

2016-17 488095 363758 124337 25.47 376 258118 229977 47.12

TOTAL 2495592 1575144 920448 1010 1101465 1394127

percentage 36.88 55.86

(Source: HMIS data)

Data  obtained  from  the  four  test-checked  districts  revealed  that  during

 2012-2017, 1.53 lakh cases of suspected RTI/STI were identified during testing. In

addition, 69 instances of pregnant mothers afflicted with HIV were also detected

during the period in the test-checked districts. The possibility of more such cases

escaping detection due to non-testing of pregnant women could not be ruled out.

GoK stated (November 2017) that  the reports  received on HIV testing of

pregnant women were low since the data captured was mainly the reports from

Facility Integrated Counselling and Testing Centres (FICTC). GoK also stated that

60 per cent of the population accessed private hospitals for their medical care and

that, only 50 per cent of FICTCs established in CHCs and PHCs were functional.

The reply was not justifiable since the data on such pregnant women who were

registered for ANC and not screened for HIV/RTI/STI was derived from the HMIS,

which was a fully functional  health information system and included data from

multiple information systems in various health programmes.



15

Recommendation:  Government  may  ensure  that  pregnant  women  who
register for ANC are tested for HIV/STI and administered with the required doses
of IFA tablets/TT vaccine.

Notes received from the Government based on the above audit paragraph is
included as Appendix – II.

Excerpts  from the  discussion  of  Committee  with  department  officials  is
given below

15. While considering the audit  para,  the Committee enquired whether all
pregnant women who register for ANC are being tested for HIV/STI infections.
The witness, Principal Secretary, Health & Family Welfare Department answered
that  various successful  measures had been taken to prevent HIV infection.  He
added that HIV data are collected only from ICTCs (Integrated Counselling and
Testing  Centres)  and  data  from  PPTCT  (Preventation  of  Parent  to  Child
Transmission) programme are  not  included  which accounted for  low figures  in
HIV testing. As per NACO & RMNCHA guidelines, women who access ante natal
services at health facilities should receive a routine offer to test for HIV infection.
He further added that for those pregnant women who refuses to undertake HIV
testing, counselling is given to understand the merits of HIV testing and injections
are given in HIV positive cases to prevent the spread of HIV infection to the infant.
He informed that the HIV test is conducted at the first stage of the pregnancy and
after delivery the infant is given treatment after checking the blood samples.

16.  The  Committee  enquired  whether  the  HIV test  have  been  done  only  in
Government Hospitals.  The witness, Principal Secretary, Health & Family Welfare
Department apprised that  to scale up the Public Private Partnership for PPTCT
services,  NACO introduced a project  "Svetana" which  was rolled  out  from 1st
October  2015  in  Kerala  for  establishment  of  ICTCs  in  private  hospitals  and
registering private hospitals for data sharing. He further added that  initially the
centres were started in 10 districts and they would be covering all districts this year
and now there are 120 PPP sites in the state.

17. The  Committee  directed  the  department  to  provide  a  detailed  reply
whether all pregnant women who register to ANC are tested for HIV/STI infection
and measures taken to ensure that nobody gets missed out of the list.
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Conclusion/Recommendation

18. The committee directs the department to take effective measures to

ensure that all pregnant women who register for ANC are tested for HIV/STI

such that no one gets missed out and to forward a detailed report about the

measures taken for such a drive. 

[Audit paragraph 2.8.3 contained in the Report of C&AG of India for the

year ended 31st   March 2017 (General & Social Sector)]

2.8.3  Adequacy of health centres and manpower

The NHM, in its Framework for Implementation 2005-2012, stipulated the

norms  for  setting  up  of  Sub-Centres,  Primary  Health  Centres  (PHCs)  and

Community Health Centres (CHCs) on the basis of population. It was envisaged

therein that one Sub-Centre was to be set up for a population of 5000 (3000 in hilly

and tribal areas), one PHC for 30,000 population (20,000 in hilly and tribal areas)

and one CHC for 1,20,000 population (80,000 in hilly and tribal areas).

Audit noticed shortfall in setting up of Sub -Centres, PHCs and CHCs as per

population norms (2011 census) in the State and selected districts. Under NHM,

the  CHCs  were  conceived  as  health  service  providers,  capable  of  addressing

80  per  cent  of  all  ailments  requiring  out-patient  services  or  hospitalisation.

Considering their importance in delivery of health care services, the NHM attached

great  significance  to  strengthening  existing  CHCs  and  setting  up  new  ones  to

bring  them in  conformity  to  the  ratio  of  one  per  population  of  1,20,000.  The

shortfall  in  setting  up  of  CHCs  was  acute  in  Malappuram  (54  per  cent)  and

Thrissur (62 per cent), as shown in Table below.
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Shortfall in setting up of Sub-Centres, PHCs and CHCs 

State/

District

Availability of

Sub-Centres PHCs CHCs

Required 

as per 

norms

Actual Shortfall

(per cent)

Required 

as per 

norms

Actual Shortfall

(per cent)

Required 

as per 

norms

Actual Shortfall

(per cent)

Kerala 9263 5408 3855

(42)

1293 848 445

(34)

366 232 134

(37)

Wayanad 278 204 74 (27) 32 23 9 

(28)

9 9 0 

(00)

Mala

ppuram

959 589 370 (39) 160 84 76

 (48)

48 22 26

 (54)

Thrissur 636 472 164 (26) 106 79 27 

(25)

63 24 39 

(62)

Alappuzha 467 366 101 (22) 78 59 19

 (24)

16 16 0 (00)

(Source: Data from DHS and DPMs)

Audit observed that GoK did not set up stipulated number of CHCs and also

did not fill up vacancies of doctors and para medical staff to the extent of 48 per

cent  and  35 per  cent,  respectively in  test-checked institutions.  This  resulted  in

patients not receiving envisaged benefits. 

The need for filling up the vacancies in the cadre of doctors and para medical

staff in CHCs and PHCs, as per IPHS norms, was also emphasised by the Public

Accounts  Committee  (PAC)  in  its  56th   report.  Though,  in  the  Action  Taken

Report,  GoK stated  (October  2015)  that  564  posts  were  created  in  PHCs  and

CHCs,  the  problem  of  shortage  of  doctors  and  para  medical  staff  in

CHCs persisted.

Recommendation  2.2:  Government  may  address  the  shortfall  in  health

centres also, after the shortfall in availability of doctors, nurses and para medical

staff is effectively addressed.

291/2022.
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Notes received from the Government based on the above audit paragraph is

included as Appendix – II.

Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

19. Considering the audit reference on short fall in setting up of Sub centres,

PHCs and CHCs as per population norms, the Principal Secretary, Health & Family

Affairs Department informed that the department taking note of the short fall was

trying to create such centres and new posts to resolve the problems.

20. To a query on whether any post creations were done for PHC &CHC

recently,  the  witness  Principal  Secretary,  Health  & Family  welfare  Department

replied that post creation was done by DHS and steps have been taken to provide

better treatment facilities,  services of doctors and other staff in all Government

Hospitals and improvement in the basic infrastructure of hospitals.

21. The Committee queried whether any arrangement is being done to  relocate

the doctors and other staff from PHCs to hospitals where large number of patients

come to OP for treatment.  The Committee also enquired whether steps had been

taken  to  fill  up  the  vacancies  created  under  Aardram  Mission.  The  witness

the Additional Chief Secretary, Health & Family welfare Department informed that

around  thousand  doctors  were  appointed  in  most  needed  hospitals  and  the

procedure is going on and those doctors had been appointed in the hospitals where

the services  of the doctors are most needed instead of appointing two or more

doctors at one place.  He added that under Aardram Mission initially 170 PHCs

were selected for up-gradation as Family Health Centres in the  year 2017-18 and

503 PHCs in 2018-19 and the remaining PHCs were upgraded in 2019-20.  He also

informed  that  post  creation  will  be  done  in  the  second  stage  after  examining

the number of posts needed.

22.  The Committee enquired whether the posts created for hospitals which

has  been  converted  to  Family  Health  Centres  has  been  filled.   The  Principal

Secretary informed that  vacancies  are filled considering the OP inflow and the

disease burden.  The department is trying to understand the needs of each hospital

and is trying to provide better service for the public. The Committee pointed out
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that even though the working hours of FHCs were extended till evening there are

many Family Health Centres in which the service of the doctors were not available.

So the Committee decided to  recommend that the department should examine in

detail about such Family Health Centres where there is scarcity of doctors.  The

Principal Secretary, Health and Family Welfare Department agreed to do so.

23. The Committee pointed out that though in many hospitals there is scarcity

of doctors to attend to large number of patients, in some hospitals there is a surplus

number of doctors with few patients to attend to.  The Committee directed the

Department to conduct a study on patient inflow, O.P./I.P. data in each hospital and

availability of medical staff in each of these institutions.

24. The Committee decided to recommend that based on the study of patient

inflow,  doctors  from the  hospitals  with the  less  number of  patients  in  O.P./I.P.

should be redeployed to hospitals with more patients. Rearrangement of medical

staff should not be limited to one particular region or district but should be done

throughout the State. While redeploying, special consideration/exemption must be

granted in the case of  hospitals  in  coastal  areas  and hilly  areas.   The posts of

doctors and paramedical staff under Aardram Project are to be filled on need basis.

Conclusions/Recommendations

25.  The  Committee  points  out  that  there  are  many   Family  Health
Centres in which the service of the doctors was not available.  The Committee
recommends  that  the  department  should  examine  in  detail  about  Family
Health Centres where there is scarcity of doctors and take necessary steps to
appoint the doctors in such Family Health Centres.

26. The Committee directs the department to conduct a study on patient
inflow, OP/IP data in each hospital and availability of medical staff in each of
these  institutions.   The  Committee  recommends  that  the  doctors  from the
hospitals with less number of patients in OP/IP should be redeployed to the
hospitals with more patients.  The re-deployment of the doctors and medical
staff should be done State wide and should not be limited to one particular
region or district.

[Audit paragraph 2.8.4 contained in the Report of C&AG of India for the
year ended 31st    March 2017 (General & Social Sector)]
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2.8.4 Availability of delivery facility

The Janani Suraksha Yojana (JSY) implemented by GoI since April 2005 as a
100 per cent Centrally Sponsored Scheme (CSS) under the overall umbrella 7 of
NHM,  targeted  to  reduce  overall  maternal  and  infant  mortality  ratios,  besides
aiming to increase institutional deliveries in Below Poverty Line (BPL) families.
The strategy involved operationalisation of 24x7 delivery services to provide basic
obstetric care at PHC level and First Referral Units (FRU) to provide emergency
obstetric care, etc. Similarly, the Janani Shishu Suraksha Karyakram (JSSK) under
NHM launched by GoI (June 2011), stressed upon entitlements and elimination of
out  of  pocket  expenses  for  pregnant  women  and  sick  neonates,  promotion  of
institutional deliveries and proper care of newborn in all health institutions across
the State. Audit noticed that out of the test-checked 65 health institutions in the
selected  districts  of  Wayanad,  Malappuram,  Thrissur  and  Alappuzha,  delivery
facility was not available in 50 institutions.  These included 32 PHCs and 15 CHCs
wherein  the  post  of  Gynaecologist  was  not  created.  Of  the  remaining  three
institutions,  delivery  service  was  not  provided  in  General  Hospital  (GH),
Alappuzha  since  the  District  already  have  a  Women  and  Children  hospital.
Delivery  was not  conducted in  Taluk Hospital  (TH),  Thuravoor due  to  lack of
infrastructure and manpower. In TH Pudukkad delivery facility was not provided
inspite  of  the  availability  of  Gynaecologists,  citing  the  reason  of  poor
infrastructure.  Government (November 2017) replied that specialist posts as per
IPHS were  not  available  in  CHCs and PHCs.  The Additional  Chief  Secretary,
Health  and  Family  Welfare  Department  also  admitted  in  the  Exit  Conference
(November 2017) that some THs were not having satisfactory facilities. 

The IPHS also envisaged PHCs and CHCs to provide delivery services such
as Ante Natal Care, Intra Natal Care8, Post Natal Care, Newborn Care, etc. as part
of Maternal and Child Health care. Audit observed that none of the 245 PHCs in
the test-checked districts provided delivery services. In fact, even the CHCs were
not equipped to handle delivery services in the four test-checked districts with only
two9 out  of the 71 CHCs providing delivery services.  Out of  the 20 TH/Taluk
Headquarters Hospitals (THQHs) in the test-checked four districts, delivery facility

7 The assistance under JSY would form part of the overall release under NHM. The implementation

of JSY would be as per the parameters indicated in the JSY guidelines.

8 24-hour delivery services, both normal and assisted.

9 CHC Meenangadi in Wayanad district, CHC Edappal in Malappuram district.
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was being provided in 16 hospitals. The district wise details are shown in Table
below:

Shortfall in PHC/CHC/THQH/TH providing delivery facility

Name of 

district

Total 

no. of 

PHCs

No. of

PHCs 

where

delivery 

facility is

provided 

Total

no.of

CHCs

No. of

CHCs 

where

delivery 

facility is 

provided

Total 

no. of 

TH/

THQHs

No. of 

TH/THQHs

where

delivery 

facility is

provided

Alappuzha 59 0 16 0 6 3

Thrissur 79 0 24 0 6 5

Malappuram 84 0 22 1 6 6

Wayanad 23 0 9 1 2 2

Total 245 0 71 2 20 16

(Source: Data received from DHS)

Audit observed that despite GoK sanctioning posts of Gynaecologists in four
out  of  16  test-checked  CHCs,  a  Gynaecologist  was  posted  only  in  CHC
Meenangadi in Wayanad district. In respect of another hospital viz., CHC Pulpally
in Wayanad district, even though the hospital had a six-bedded maternity ward, a
well-equipped operation theatre and labour room with adequate facility, there was
no Gynaecologist  and the hospital  generally provided only ANC. However,  the
hospital  provided  delivery  services  in  instances  where  patients  were  not  in  a
position  to  be  transferred  to  other  hospitals.  Significantly,  while  it  is  to  be
appreciated  that  the  CHC,  Pulpally  provided  normal  delivery  services  to  35
pregnant women during 2012-2017 even without the services of a Gynaecologist,
Anaesthetist and Paediatrician and without essential facilities like Blood storage
unit and Newborn care corner, it needed to be emphasised that both mothers and
babies were exposed to avoidable risks. 

Notes received from the Government based on the above audit paragraph is
included as Appendix – II.
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Excerpts from the discussion of  Committee with department officials is  

given below:

27.  While  considering  the  paragraph  on  availability  of  delivery  facility,

the Committee asked what action was being taken to make the availability of the

specialist posts and infrastructure for conducting delivery services in THs/CHCs.

The witness  Principal Secretary, Health & Family Welfare Department answered

that delivery facilities were already available in Taluk Hospitals, District Hospitals,

General Hospitals, Women & Children Hospitals and Medical Colleges.

28. The Principal Secretary, Health & Family Welfare Department informed

that there were 82 Taluk hospitals in our State and 46 are having delivery facilities.

Out of 82 Taluk hospitals,  40 has been upgraded as Taluk head quarters hospitals.

The Committee expressed its  displeasure over the fact  that  only 50% hospitals

which were upgraded to Taluk hospitals have delivery facilities. The Committee

criticised that the department neither provided the basic facilities nor appointed

sufficient doctors and medical staff even though the hospitals were upgraded to

Taluk hospitals.  The Principal Secretary,  Health & Family Welfare Department

informed the Committee that at present the number of deliveries in Government

hospitals  has  increased  by  improving  the  basic  facilities  and  by  ensuring  the

service of doctors.  The Deputy Director informed that major Taluk Hospitals has

been converted to District General Hospitals.  The Principal Secretary, Health and

Family Welfare Department added that the department had taken necessary steps

with an intention to improve the facilities in Taluk hospitals by providing better

delivery facilities  in  them. Delivery facilities  were also available in CHCs like

CHC in Meenangadi and CHC in coastal areas.

29. The Committee opined that the department should take necessary steps to

start IP and delivery units in all Taluk hospitals and priority should be given to

Taluk Head quarters hospitals.   The Committee emphasised that  more attention

should be given to upgrade the hospitals in rural areas to Taluk hospitals in order to

avoid the difficulty of the people in rural areas to access and avail the facilities of

Taluk Head Quarters Hospitals.   The Committee pointed out that lack of sufficient

doctors and lack of delivery facilities were the major drawbacks in many of the

Taluk Head Quarters Hospitals.
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30.The witness,  Principal  Secretary,  Health & Family Welfare Department

replied  that  they  had  given  special  attention  to  hospitals  in  remote  areas.   In

addition  to  Janani  Suraksha  Programme which  provide  the  transportation  cost,

nutrition cost etc. to patients, priority was given to remote areas.

31.  To a query of the Committee, the Principal Secretary, Health and Family

Welfare  replied  that  since  service  of  single  gynaecologist  is  not  enough  and

creation of adequate number of specialist's post is required and gynaecologist has

not been posted in CHC, Pulpally eventhough maternity ward, operation theater

and labour room was available there.

32. The  Principal Secretary, Health & Family Welfare Department detailed

that even though CHCs had basic infrastructure, people are reluctant to go there for

delivery and so it is better to give good delivery facilities in Taluk hospitals. He

added that the only effective method to improve the delivery unit in Taluk hospitals

is by providing good and sufficient facilities with adequate staff.

33. To  a  query  regarding  the  policy  and  priority  of  the  department,  the

Principal Secretary,  Health & Family Welfare Department explained that   some

maternal/infant deaths had occurred due to the delay in reaching the hospital in

time.  He added that the efforts had been taken to solve this for setting state of the

art medical services to the newborn and mother problem in those places and steps

had been taken to implement a programme for providing modern delivery centre in

ANC clinics.

34. The Principal Secretary, Health & Family Welfare Department informed

that  according  to  Sustainable  Development  Goal  (SDG)  to  attain  infant  and

maternal mortality target rate by 2030, the doctors are appointed in the hospitals on

working arrangement where the service of doctors is not available. The Committee

directed the department to take necessary action to provide delivery facilities in

CHCs in remote areas.



24

Conclusions/Recommendations

35. The Committee expresses its displeasure over the fact that  only 50%

hospitals which were upgraded to Taluk hospitals have delivery facilities.  The

Committee criticises the department for neither providing the basic facilities

nor appointing sufficient doctors and medical staff even though the hospitals

were  upgraded  to  Taluk  hospitals.   The  Committee  recommends  the

department that necessary steps should be taken with an intention to improve

the infrastructure  facilities  and also  providing adequate  medical  personnel

and other staff for setting state of the art medical services to the new borns

and mothers  in Taluk hospitals. 

36. The Committee opines that the department should take necessary

steps to start IP and delivery units in all Taluk hospitals and priority should be

given to Taluk Head Quarters Hospitals. The Committee emphasis that more

attention should be given to  upgrade the  hospitals  in  rural  areas  to Taluk

hospitals in order to alleviate the difficulty of  the people in rural areas to

access and avail the facilities of Taluk Head Quarters Hospitals.  

37. The Committee directs the department to take necessary action to

provide delivery facilities in CHCs in remote areas. 

[Audit paragraph 2.8.5 contained in the Report of C&AG of India for the

year ended 31st   March 2017(General & Social Sector)]

2.8.5 Impact of inadequate manpower and infrastructure on maternal care

The  IPHS  guidelines  recognised  that  Sub-divisional  hospitals  (Taluk

Hospitals in Kerala) were below the district level and above the block level (CHC)

hospitals  and  acted  as  First  Referral  Units  (FRU)  for  the  Tehsil/Taluk/Block

population  in  which  they  were  geographically  located.  These  guidelines  also

recognised that THs had an important role to play as FRUs in providing emergency



25

obstetric and neonatal care and helped in bringing down MMR and IMR. As per

IPHS, TH/THQHs were classified as those with bed strength from 31 to 100. Audit

test-checked the availability of Gynaecologists in eight out of 20 THs/THQHs in

the  selected  districts.  It  was  noticed  that  Gynaecologists  were  not  available

in  one  out  of  the  eight  test-checked  THs/THQHs.  There  was  shortage  of  one

Gynaecologist in one hospital as detailed in Table below:

Shortage of Gynaecologists

Name of hospital Bed

strength

Sanctioned 

strength

Men in 

position

Requirement

as per IPHS

Shortage

THQH Kayamkulam 125 2 2 2 Nil

THQH Kodungallur 176 2 2 2 Nil

TH Pudukkad 75 2 2 1 Nil

THQH Ponnani 125 2 2 2 Nil

THQH Tirurangadi 157 3 2 2 Nil

THQH Sulthan Bathery 127 2 1 2 1

THQH Vythiri 129 3 3 2 Nil

TH Thuravoor 24 1 0 1 1

(Source: Details collected from health institutions)

Audit noticed number of deliveries in 1010 out of 15 hospitals coming down

during  the  last  three  years  due  to  shortage  of  Gynaecologists.  Due to  this  the

possibility of these hospitals turning away patients cannot be ruled out. In THQH

Tirurangadi,  Audit  noticed that  the number of  deliveries was steadily declining

over the years from 574 during 2012-13 to 284 during 2016-17. Analysis of the

confinement  register  maintained  by  the  Hospital  revealed  that  the  number  of

10 GH  Thrissur,  DH  Mananthavady,  THQH  Vythiri,  CHC  Meenangadi,  DH  Tirur,  THQH  

Tirurangadi, THQH Kodungallur, W&C Alappuzha, DH Mavelikkara and THQH Kayamkulam

291/2022.
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primipara11 cases attended to by the hospital during 2015-2017 was only seven out

of 635 deliveries. The Hospital stated (August 2017) that patients were aware of

risk factors like there being no Paediatrician on call and no facility for emergency

intervention  and  therefore  requested  for  reference  to  higher  centres  during

the course of  antenatal  checkup.  Similarly,  in THQH Vythiri,  delivery facilities

were not made available to the patients from August 2015 to June 2017 due to the

transfer  of  the  lone  Gynaecologist  to  another  hospital.  GoK stated  (November

2017)  that  measures  were  being  taken  to  fill  all  the  sanctioned  posts  of

Gynaecologists in different hospitals in the State. However, the fact remains that

the risk factors been minimised, these ANC patients could have claimed delivery

service  from PHCs/CHCs and  not  sought  reference  to  higher  centres  as  stated

above. Thus, the objective of NHM to provide health to all in an equitable manner

was not achieved.

Audit noticed in District Hospital (DH), Mananthavady that GoK accorded

sanction (November 2005) to increase the bed strength from 274 to 500 since the

average number of  inpatients was between 475 and 500 per day.  Similarly,  in

respect of GH, Kalpetta GoK accorded sanction (November 2005) to increase the

bed strength from 43 to 250. However, neither the number of beds was increased

nor the infrastructure developed to cater to the demand, citing paucity of funds.

Audit observed that the constraints in space and bed strength led to situations like

patients sharing beds and even resting on floors as shown in Picture below:

11 Primipara cases relate to women who are pregnant for the first time.
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GoK attached (January 2014) General Hospital (GH) Manjeri, including its

staff  and  equipment  to  Government  Medical  (GM)  College,  Manjeri  for  the

purpose of medical education. GoK also renamed (June 2014) the GH Manjeri as

GM  College,  Manjeri.  While  the  Superintendent,  GH  was  designated  as

Superintendent  (Administration),  the  Principal,  GM College  Manjeri  was  given

overall control of the hospital for the purpose of running the Medical College.  

Joint  physical  verification  (24  May  2017)  of  the  antenatal  and  postnatal

wards in the GM College, Manjeri, revealed that 88 patients were allowed to be

admitted though the sanctioned bed strength was 78. Patients were lying on the

floor or sharing beds with other patients. The normal delivery patients along with

the newborn were accommodated on the floor in the corridor, as seen in Picture.

Two instances of pregnant women giving birth to children in the toilet at  ANC

ward occurred in 2016 and 2017. The Hospital stated (August 2017) that lack of

vacant beds in the labour room forced the patients to be retained in ANC wards. In

these circumstances, it is felt that there was need for increasing the bed strength to

accommodate the increasing number of patients.  

The  Superintendent  (Administration)  of  the  GM  College,  Manjeri  stated

(November 2017) that the existing hospital buildings were converted into Medical

College Education Unit for housing the academic blocks and Clinical Academic

areas. He also confirmed that a building originally constructed for the Women and

Child (W&C) block was converted into an academic block for the GM College,

Manjeri. Audit was further informed by the Government in its reply that despite the

need for more beds, no proposal seeking increase of bed strength was forwarded by

GM College, Manjeri due to lack of space for constructing new buildings. 
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The reply of the Superintendent (Administration) was not justifiable as GM

College,  Manjeri  despite  facing  shortage  of  beds  converted  the  building

constructed for accommodating women and children into an academic block. The

upgradation of the GH Manjeri into the GM College, Manjeri without enhancing

the existing limited facilities adversely impacted on the delivery of services for

maternal care.

Notes received from the Government based on the above audit paragraph is

included as Appendix – II.

Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

38. The Committee accepted the notes furnished by the Government on this

audit paragraph.

Conclusion/Recommendation

No remarks.

[Audit paragraph 2.8.6 & 2.8.7 contained in the Report of C & AG of India

for the year ended 31st March 2017(General & Social Sector)]

2.8.6 Shortage of drugs and consumables in Post-Partum Units

All  services  relating  to  Reproductive  and  Child  health  programme,

immunisation sessions, monthly clinics, etc., are conducted through Post-Partum

Unit (PPU). The Guidelines for Control of Iron Deficiency Anaemia issued by the

GoI  emphasises  IFA  supplementation  among  pregnant  women  and  lactating

mothers.   Stock-out  of  drugs  and  consumables  was  noticed  in  47  of  the  65

test-checked institutions with period of stock-outs ranging from two to 74 months

as  detailed  in  Appendix  III.  The  stipulations  contained  in  the  National  Health

Mission Framework for Implementation 2012-2017 requiring hospitals to provide

for appropriate increase in drugs and supplies commensurate with caseloads was

not achieved.
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2.8.7 Deliveries through Caesarean sections

Government of Kerala recognising that the percentage of Caesarean section

(C-section)  among  the  total  number  of  deliveries  was  on  the  increase,  issued

guidelines (May 2011) for reduction of C-sections and promotion of safe vaginal

delivery.  GoK,  while  emphasising  the  WHO  recommendation  that  C-section

among the Primipara should be limited to less than 15 per cent, observed that the

average proportion of C-sections in Kerala was higher than the national average

and that  high risk of complications in second C-section warranted reduction of

primary  C-section  to  as  minimum as  possible.  Against  the  national  average  of

17.20 per cent12 C-sections, data obtained from the Directorate of Health Services

(DHS), Kerala indicated that 40 to 42 per cent of the deliveries in the State during

2012-2017 were C-sections. Audit noticed an increase in percentage of C-section

deliveries in 2016-17 over 2012-13, in respect of nine out of 15 institutions test-

checked as detailed in Appendix III. Though the remaining six institutions did not

show  a  similar  increase  in  2016-17,  it  was  observed  that  the  percentage  of

C-section deliveries was still high and ranged between 20.58 and 49.01 per cent.

During the Exit Conference (November 2017), Government accepted that the State

average of C-section deliveries was high as compared to the national average and

admitted that it was a shameful situation. Government also admitted its failure to

bring down the percentage of C-section inspite of concerted efforts.

Notes received from the Government based on the above audit paragraph is

included as Appendix – II.

39. The Committee accepted the notes furnished by Government regarding

the audit paragraphs 2.8.6, 2.8.7.

Conclusion/Recommendation

No remarks.

[Audit paragraph 2.8.8, 2.8.8.1 contained in the Report of C&AG of India

for the year ended 31st    March 2017 (General & Social Sector)]

12   Data obtained from National Family Health Survey–4 as average of last five years before 2015-16.
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2.8.8  Janani Shishu Suraksha Karyakram (JSSK)

Janani Shishu Suraksha Karyakram (JSSK) launched on  1st  June 2011, was

an initiative to assure cashless services to all pregnant women including normal

deliveries, C-sections, and treatment of sick newborn (upto 30 days after birth) in

all Government health institutions across the State. In order to reduce MMR and

IMR, JSSK under NHM stressed upon promotion of institutional  deliveries and

proper  care  of  newborn.  The  entitlements  for  pregnant  women  under  JSSK

included  free  and  zero  expense  delivery  and  C-section,  free  Drugs  and

Consumables,  free  Diagnostics  (Blood,  Urine  tests,  Ultrasonography,  etc.),  free

diet during stay in the health institutions (upto three days for normal deliveries and

upto seven days for caesarean deliveries), free provision of blood, free transport

from home to health institutions, between facilities in case of referrals and drop

back from institution to home.

2.8.8.1 Deficiencies  in  providing  free  diet  and  other  facilities  to  pregnant

women under Janani Shishu Suraksha Karyakram (JSSK)

Supply of diet 

JSSK guidelines  envisaged that  extra calorific  diet  was to  be provided to

mothers upto three days for normal deliveries and upto seven days for caesarean

deliveries. Further, GoI while launching the scheme stated that non-availability of

diet at the health facilities demotivates the delivered mothers from staying at the

health facilities and consequently, most of the mothers prefer returning home after

delivery, at the earliest.

The JSSK guidelines envisaged to provide cooked food, local seasonal fruits,

vegetables,  milk and  eggs.  The NHM, in its  Circular  (August  2012) suggested

supply of bed coffee, breakfast, seasonal fruits, lunch, tea and snacks and dinner to

the  beneficiaries  under  the  scheme.  Audit  observed  that  only  six13 of  the  15

delivery points test-checked, which 15 included one Women and Children (W&C)

hospital, three GHs, four DHs, six THs and one CHC provided diet as specified in

JSSK guidelines. The details of two institutions, which failed to provide any diet

13 CHC Meenangadi, W&C Alappuzha, GH Manjeri, General Hospital Thrissur, District Hospital  
Wadakkancherry and TH Kodungallur.
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to  the  mothers  and  that  of  the  remaining  seven  institutions  where  diet  as

supplied  did  not  conform  to  the  Guidelines,  are  given  in  Appendix  III.

It was also observed that in four14 institutions, the mothers were discharged from

the institutions prior to the days prescribed (three days for normal and seven days

for LSCS15) in the Guidelines resulting in mothers not receiving the stipulated diet.

Lack of sufficient intake of calorific food by mothers in post-partum period

could hamper adequate care of the mothers and neonates. GoK stated (November

2017) that  strict  instructions were issued to the districts  to  ensure free diet  for

pregnant  women in all  institutions.  GoK further  stated that  though Post-Partum

duration of hospital stay varied from individual to individual and was the choice of

the patient as well, institutions were since instructed not to discharge mothers prior

to acquiring fitness.

Non-implementation  of  patient  transport  ambulance  under  JSSK  and

resultant parking of ₹11.88 crore with KMSCL 

The  JSSK  launched  by  GoI  (June  2011)  provided  for  free  and  cashless

services  to  pregnant  women  including  normal  deliveries  and  caesarean  section

deliveries  and also  treatment  of  sick  newborn  (upto  30  days  after  birth)  in  all

Government health institutions across State/UT. As per the initiative, all pregnant

women shall  be  provided  with free  transportation from residence  to  the  health

centre, from there to the referral points, if needed and back to residence. Patient

Transport Ambulance (102) services essentially consisted of basic patient transport

aimed to cater to the needs of pregnant women and sick infants under JSSK.  It was

observed that the patient transport ambulance system was not set up (November

2017) and instead the State Mission Director,  NHM accorded sanction (August

2012)  to  disburse  cash  assistance  of  ₹500  each  to  the  mothers  until  GoK

established transport system for the pregnant women under JSSK. 

Audit examined the reasons for not setting up the patient transport ambulance

system as envisaged under the JSSK guidelines. It was observed that an amount of

₹27.45  crore  (₹15.57  crore  for  purchase  of  283 Patient  transport  ambulances,

₹5.09 crore for setting up a control room and ₹6.79 crore for its operational cost)

14 TH Sultan Bathery, DH Tirur, TH Ponnani and THQH Tirurangadi.

15 Lower Segment Caesarean Section.
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was earmarked in the approved Programme Implementation Plan (PIP) for 2012-13

for the purchase and operation of patient transport ambulance. NHM transferred

(March  2013)  ₹11.88  crore  to  M/s.  Kerala  Medical  Services  Corporation  Ltd.

(KMSCL),  which  included  ₹5.09  crore  for  setting  up  of  a  control  room  and

 ₹ 6.79  crore  to  meet  operational  costs.  However,  the  cost  of  purchase  of

ambulances  (₹15.57  crore)  was  not  transferred  to  KMSCL.  Audit  noticed  that

KMSCL neither set up the call centre nor purchased ambulances as the cost of

ambulances (₹15.57 crore) was not transferred to them. Thus,  ₹11.88 crore was

retained by KMSCL since March 2013. It was also noticed that NHM submitted

Utilisation Certificate (UC) for 2012-13 to GoI certifying that all amount received

during 2012-13 was utilised.

Audit  observed that  besides parking  ₹11.88 crore with the KMSCL since

March  2013,  an  amount  of  ₹3.23  crore16 was  paid  as  cash  assistance  to  the

beneficiaries in test-checked institutions thereby violating the scheme guidelines.

GoK  stated  (November  2017)  that  though  ₹11.88  crore  was  released  to

KMSCL for patient transport ambulance, formal directions for purchase of vehicles

and implementation of the project were yet to be issued resulting in the idling of

funds. The reply was not acceptable since NHM and GoK were bound to utilise the

funds approved by GOI for setting up of patient transport ambulance system under

JSSK. The reply also failed to explain why NHM misled GoI by forwarding UC

certifying  that  all  amounts  received  during  2012-13  were  expended,  when

₹11.88 crore was parked unspent with KMSCL. Government stated in the Exit

Conference  (November  2017)  that  the  matter  would  be  looked into.  Failure  to

utilise  funds  for  the  intended  purpose  and  submission  of  wrong  UCs calls  for

fixation of responsibility.

Free Drugs and Consumables/Diagnostics/Blood

The scheme envisages cashless service to women on account of free supply

of  drugs  and  consumables,  diagnostic  services  and  blood transfusion.  Visits  to

hospitals during the course of Audit revealed that in three out of 15 delivery points,

pregnant women were compelled to purchase medicines and blood from outside

16 At the rate of ₹500 per beneficiary.
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sources  (Appendix  III).  GOK  stated  (November  2017)  that  consequent  to

observations of Audit steps were taken to ensure that the entitlements envisaged

under the scheme would be made available to all mothers.   However, the steps

taken were not intimated to Audit, despite being asked.

Notes received from the Government on the above audit paragraph is included

as Appendix - II.

Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

40. While  examining  the   audit  para  2.8.8.1  the  Committee  enquired  the

status  of  11.88  crore  kept  with  KMSCL since  2013.   The  witness,  Principal₹
Secretary, Health & Family Welfare Department replied that the amount had been

ear marked and released to KMSCL from the head of refferal transport patient-

transport  ambulance.  The  Committee  enquired  whether  the  amount  has  been

regularised.   The  Principal  Secretary,  Health  and  Family  Welfare  Department

answered that the amount which had been allotted to implement the scheme  was

resumed by Finance Department at the end of March 2013 as it was not utilised. He

conceded that the fund was not utilised fruitfully at the initial stage. He added that

steps were taken to introduce the ambulance service in aggregate model in 2017

(108  ambulance)  and  measures  are  ongoing  to  establish  the  aggregate  model

ambulance service throughout the State by identifying 315 spots.

41. The  Committee  queried  why  the  department  had  furnished  incorrect

Utilisation Certificate (UC) for 2012-13 to Government of India without spending

the amount.  The witness explained that the fund allotted to NHM to implement the

project was transferred to KMSCL on their books of accounts and non-issual of the

formal orders of Government for implementation of the scheme led to idling of

funds.  The Principal Secretary was of opinion that it occurred generally for all

centrally sponsored programmes in all departments and that projects usually do not

get completed within a year because all the process required for implementing the

programme need more time to complete.  He added that the Central Government

was informed of the fact at the time of presentation of Programme Implementation

plan and there was no lapsing of fund according to NHM guidelines.

291/2022.



34

42. The Principal Secretary, Health & Family Welfare Department explained

that as per the direction of the Government, KMSCL accepted the bid submitted by

M/s. GVKEMRI for engaging Ambulance Services in the aggregated model in all

districts of Kerala.  Later as per the direction from the Government an aggregated

model ambulance service was implemented from September, 2019.

43. Considering  the  Para,  free  drugs  and  consumables,  the  Principal

Secretary,  Health & Family Welfare Department informed that there exists very

well  structured  mechanism  for  drug  measurement  especially  in  the  context  of

mother and child health and for the last three years there was no shortage for drugs.

He  added  that  the  department  had  conducted  a  study  about  diseases  and  the

quantity of  medicine consumed and after examining the expiry date steps  were

taken to procure 10% more medicines  than that  purchased last  year keeping in

mind to avoid over procurement.  Medicines are procured in tranches and the work

order for whole quantity of medicine is not given at a time.  He further added that

sometimes alternative medicines are suggested so that there was no shortage of

medicines.   The  Principal  Secretary,  Health  &  Family  Welfare  Department

supplemented  that  they  had  plans  to  procure  the  generic  molecule  instead  of

branded ones.  He informed that  department also tries to find out the medicines

which are more purchased locally in medical colleges or CHCs and to include the

generic molecules of that medicine to the Drugs supply formula of Government.

44.  The witness  pointed  out  that  generally  the  department  was  procuring

medicines on the indent prepared on the basis of consumption. He added that the

responsibility would be fixed if outdated medicines  or  over stock of medicines

were kept in  the hospital.   Therefore the department  had oriented all  drugs by

inventory management to check whether there was any kind of over stocking and if

it happened in any of the area, the last supply order was adjusted accordingly so

that  there  was  no over  procurement.   He stated  that  now they  had  decided  to

procure the cancer care drugs collectively in all five medical colleges and in all

cancer care centres of Malabar, Kochi and Thiruvananthapuram.

45. The Committee pointed out that there was complaint among the patients

that  the  medicines  of  fatal  diseases  are  not  available  in  Karunya  Pharmacies.

The witness, Principal Secretary, Health & Family Welfare Department replied in
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negative  and  added  that  all  kinds  of  medicines  are  available  in  Karunya

Pharmacies.  He informed that certain doctors prescribed the medicines of branded

companies and though such branded medicines may not be available in Karunya

Pharmacies,  related generic molecule medicines are available there.  He further

added  that  department  continuously  gives  awareness  to  the  people  to  buy  the

medicines  from Karunya Pharmacies  and strict  instructions have  been  given  to

ensure the quality of medicines made available in Karunya Pharmacies.  To the

query of Committee regarding the cost of medicines, the witness replied that there

occurred a price stabilisation in connection with medicines after the establishment

of Karunya Pharmacies and now there are 72 Karunya Community Pharmacies in

Kerala.

46.  The Committee suggested that  either the department or KMSCL had

to directly  negotiate  with the pharmaceutical  companies  so that  the department

would get the medicines directly from the companies at a lower cost.

47. The witness State Mission Director, National Health Mission informed

that they had purchased the medicines on demand basis and had directly negotiated

with the pharmaceutical companies and the companies would supply the medicines

any time they demand for it.  She also informed the Committee that they had a plan

to establish Karunya Pharmacy in each constituency with an aim to spread the

activities of pharmacy all over the State and decided to set up pharmacies in the

hospital premises based on the availability of land.

Conclusion/Recommendation

48. The Committee directs the department to take effective measures to
ensure  the  quality  and  availability  of  medicines  especially  medicines  for
critical  care  and  fatal  diseases,  in  Karunya  Pharmacies.   The  Committee
recommends to increase the number of Karunya Pharmacies in the State and
to establish it in the premises of all Government Hospitals so that it is easily
accessible to the public.

[Audit paragraph 2.9.1 contained in the Report of C & AG of India for the
year ended 31st   March 2017 (General & Social Sector)]
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2.9  Health care of children

2.9.1  Setting up of facilities for newborn at delivery points

The IPHS 2012 and the Operational guidelines for Facility Based Newborn

Care mandated all facilities where deliveries were conducted, to set up Newborn

Care  Corner  (NBCC)17.  Similarly,  all  FRUs/CHCs  needed  to  have  a  Newborn

Stabilisation Unit (NBSU)18, in addition to NBCC, with a Paediatrician in charge.

It was also stipulated that any facility with more than 3,000 deliveries per year

should have a Special Newborn Care Unit (SNCU), which would provide special

care (all care except assisted ventilation and major surgery) for the sick newborn.

Data obtained from the DHS revealed that there were 107 delivery points in

the State (March 2017). Though the DHS stated (October 2017) that NBCC was

available at all delivery points, test-check revealed that three19 out of 15 delivery

points  did not have the facility.  There was shortfall  in  setting up NBSUs also.

Across  the State,  NBSUs were  not  available in  41 out  of  107 delivery  points.

NBSUs were not available in five20 out of 15 delivery points test-checked.  Two

delivery  points  viz.,  DH,  Wadakkancherry  and  DH,  Mananthavady  neither  had

NBCC nor NBSU facilities.  Thus, 10 delivery points out of 15 test-checked, failed

to set up stipulated facilities for the newborn. 

Audit  also noticed in the 10 delivery points which were lacking either in

NBCCs/NBSUs or both, shortfall in filling up of sanctioned posts of Paediatricians

in four delivery points. While shortfall of one Paediatrician against two sanctioned

posts  was  noticed  in  THQH,  Kodungallur  and  TH,  Kayamkulam,  there  was

shortfall  of one Paediatrician against  three sanctioned posts in GH, Thrissur.  In

DH,  Mananthavady,  shortfall  of  two Paediatricians  against  the  sanctioned  four

posts was observed.

17 Newborn Care Corner (NBCC)–a space within the delivery room in any health facility, where  
immediate care is provided to all newborns at birth. This is mandatory for all health facilities  
where deliveries are conducted.

18 Newborn Stabilization Unit (NBSU) –a facility within or in close proximity of the maternity  
ward where  sick  and  low birth  weight  newborns  can be  cared  for  during  short  periods.  All  
FRUs/CHCs need to have a Neonatal Stabilization Unit, in addition to the Newborn Care Corner.

19 THQH Kodungallur, TH Kayamkulam and THQH Ponnani.

20 THQH Vythiri, GH Kalpetta, W&C Hospital Alappuzha, GH Thrissur and CHC Meenangadi.
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As GOK neither  set  up  the  required  number  of  NBCCs and NBSUs nor

effectively  addressed  the  problem of  shortages  of  Paediatricians,  the  newborns

were  denied  the  envisaged  special  care.   Government  agreed  in  the  Exit

Conference  (November  2017)  that  the  non-availability  of  NBCC  was  a  very

serious  issue.  Government  further  stated  that  NBSUs  were  provided  in  66

institutions and that  NBSUs in remaining institutions would be proposed in the

next programme implementation plan of NHM.

Notes received from the Government based on the above audit paragraph is

included as Appendix-II.

Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

49.  To the  Committee's  query  about  the  audit  para,  the  witness  Principal

Secretary,  Health  &  Family  Welfare  Department  detailed  that  in  the  case  of

maternal and child health, the department had build a very good partnership with

private sector.  He added that for example, in the case of maternal health, Kerala

Federation of Obstetrics and Gyneacology are partners and it helps in the inclusion

of  many doctors from private sector.  The department called for the meeting every

month  for  analysing  the  situation.   If  any  maternal  mortality   occurred,  they

examined the circumstances in detail  and take steps  to maintain the state  level

capacity  if  necessary.   At  present  the  State's  maternal  mortality  rate  is  42  per

100000 live births and the department plans to reduce it to 30 by next year and to

20 by the year 2030.

50.  The witness, Principal Secretary, Health & Family Welfare Department
explained that as per national survey, infant mortality rate in the Kerala is 10 per
1000 live births but as per the data base in Kerala the rate is less than 8.  The
department want to get it validated as the department follow very excellent model
now  and  the  Indian  Paediatric  Association  is  the  partner  of  Government.  All
paediatricians  in  the  private  sector  are  also  joining  hands  with  the  State
Government  to  achieve  the  SDG  targets.  All  programmes  like  RNTCP,  HIV
programme,  maternal/infant  mortality  programme  etc.  are  operated  with  the
co-operation of private sector.  Now the government had developed a partnership
in other area such as 'HRIDYAM' programme as the department understand that
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congenital heart diseases and congenital anomalies are the main causes of infant
mortality  and  as  per  the  scheme,  arrangements  are  made  for  heart  surgery
in 5 hospitals in the State. 

Conclusions/Recommendations

51. No comments.

[Audit paragraph 2.9.2 contained in the Report of C&AG of India for the
year ended 31st     March 2017 (General & Social Sector)]

2.9.2 Low birth weight (LBW) babies

World Health Organisation (WHO) defined Low Birth Weight (LBW) babies
as such infants with a birth weight of 2,499 grams or less. It estimated that LBW
contributed to 60 to 80 per cent of all neonatal  deaths.  Audit observed that the
percentage of LBW babies increased in 2016-17 compared to 2012-13 for the State
as well as selected districts as detailed in Table below.

Percentage of LBW babies in the State and selected districts

State/District 2012-13 2013-14 2014-15 2015-16 2016-17

Kerala 10.90 11.21 10.83 11.72 12.36

Alappuzha 9.57 9.80 10.81 12.24 12.15

Thrissur 8.01 8.10 8.20 10.38 9.39

Malappuram 11.71 11.82 12.23 10.99 14.31

Wayanad 15.04 14.75 15.41 15.38 16.39

(Source: HMIS data)

The percentage of LBW babies in the test-checked 15 delivery points ranged
from 2.60 to  30.61  during  2012-2017 as  detailed  in  Appendix  III.  Operational
Guidelines for Facility Based Newborn Care, 2011, stipulated setting up of NBSUs
in every FRU and CHC. The expected services to be provided at NBSUs included
management of LBW infants less than 1.8 kg21 with no other complication. Only
10 of the 15 institutions test-checked offered records showing details of children

21 Infants with birth weight more than 1.2 kg and less than 1.8 kg have significant  problems in  
neonatal period.
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weighing less than 1.8 kg at birth. Audit noticed that almost 7.82 per cent of the
underweight  children  recorded  weight  of  less  than 1.8 kg.  Audit  observed  that
eight,38 and 10 per cent of underweight children delivered in DH Mananthavady,
W&C Alappuzha and GH Kalpetta respectively during 2012-2017 were less than
1.8 kg in birth weight. Even though the percentage of LBW babies was increasing
in the State,  NBSUs and NBCCs which were required for  stabilisation of such
babies were not setup in the delivery points.

Notes  received  from  the  Government  on  the  above  audit  paragraph  is

included as Appendix - II.

Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

52.  To the Committee's query about Low Birth Weight Babies, the witness

Principal  Secretary,  Health  &  Family  Welfare  Department  apprised  that  the

majority  of  cases  of  high prevalence  of  Low Birth Weight  babies  are  reported

mainly from places in Wayanad (Attappady) and Idukki districts.  He added that

this situation has improved by ensuring testing for anemia and treatment through

supply of IFA tablets through community level intervention by Health department.

Moreover the medical facilities are equipped to manage cases requiring medical

attention due  to  LBW or  premature  babies  by establishing  facility  centres  like

SNCU, NBSU and NBCC across the state at relevant levels of institutions and such

measures help to control infant mortality.

Conclusions/Recommendations

53. No comments.

[Audit paragraph 2.9.3.1 contained in the Report of C&AG of India for the

year ended 31st    March 2017(General & Social Sector)]

2.9.3  Child Health Screening and Early Intervention Services under NHM

2.9.3.1 District Early Intervention Centres (DEIC)

Government of India launched (February 2013) the Rashtriya Bal Swasthya

Karyakram  (RBSK)  targeted  to  deliver  Child  Health  Screening  and  Early

Intervention Services under NHM. The scheme envisaged to cover 30 identified
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health  conditions  for  early  detection,  free  treatment  and  management  through

dedicated  mobile  health  teams  placed  in  every  block  in  the  country.  The

operational guidelines of the scheme envisaged first level of screening22 to be done

at all delivery points through existing Medical Officers, Staff Nurses and Auxiliary

Nurse Midwives (ANM). After 48 hours till six weeks, the screening of new borns

were to be done by ASHA23 at  home as a  part  of  Home Based Newborn Care

(HBNC) package.

Dedicated Mobile Health Teams (MHT) were to be constituted to conduct

outreach  screening to  children  between six  weeks  and  six years  at  Anganwadi

Centres and to children aged between six and 18 years at  schools. The scheme

envisaged engagement of at least three MHTs in each block to conduct screening of

children. Each MHT was to consist of four members viz., two Doctors (AYUSH),

one male and one female, one ANM/Staff nurse and one pharmacist. The screening

of children in the Anganwadi Centres was to be conducted at least twice a year and

at least once a year for school children to begin with.

The RBSK also envisaged setting up of District Early Intervention Centres

(DEIC) at the District Hospital level across the country. The DEICs were to be the

first referral points for further investigation, treatment and management of children

detected with health conditions during health screening. A team consisting of one

Paediatrician, one Medical officer, one Dentist, two Staff Nurses, Paramedics and

visiting specialists will be engaged to provide services. 

Audit observed laxity in implementation of the scheme, as discussed below:

• Even though the State constituted  DEICs,  which  were  functional  from

2013-14 onwards, it neither constituted dedicated MHTs nor proposed capital cost

for setting up the same as required under the guidelines. The screening activities to

be  undertaken  by  the  MHT were  being  done  by  Junior  Public  Health  Nurses

(JPHN) who were trained and posted for  the purpose.  The District  Programme

Managers (DPM) and the State Health Society confirmed that these nurses were

being deployed for screening in Anganwadis and schools for which proposals were

22  Screening of visible defects like cleft lip, clubfoot, etc.

23    Accredited Social Health Activist (ASHA).
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made and funds allotted. Thus, the action of NHM of deploying JPHNs instead of

Doctors was not in order. The probability of JPHN failing to detect children with

health condition cannot be ruled out.

• Audit observed that the scheme guidelines provided for doctors to be part

of the MHT and that  a JPHN, however well  trained, would still  not  be able to

identify health conditions like Neural Tube defects, Down’s Syndrome, Congenital

cataract, Congenital deafness, Congenital Heart diseases, Thalassemia, etc. Thus,

the  screening  activities  done  by  JPHN  were  not  in  compliance  with  RBSK

guidelines which clearly stipulated that there should be two doctors in each team to

screen the children with the help of an ANM/Staff nurse. 

• Audit observed that even though DEICs were formed in all the selected

districts, they were working without the service of Paediatrician in Wayanad and

Malappuram districts. DPMs of both districts replied that interviews were being

arranged to fill the post. 

• Scrutiny  of  records  maintained  at  DEICs  Alappuzha,  Malappuram,

Wayanad  and  Thrissur  districts  for  the  year  2016-17  revealed  that  out  of

9588  children  referred  to  DEICs  under  the  School  Health  programme,

only 1616 children reached DEICs for further treatment. Thus, almost 83 per cent

of the children did not report for further treatment. There was no mechanism at the

DEICs to ensure that all cases referred from various periphery level institutions

reached DEICs for further investigation and treatment. 

Thus, the objective of DEIC to intervene in the early stages of child health

could not be achieved in the test-checked districts. Government stated in the Exit

Conference (November 2017) that the issue of these children not being followed up

was serious and directed NHM and DHS to initiate immediate action to track every

child referred to DEIC.

Recommendation: GOK may direct DEICs to maintain database of children

referred to them including follow-up activities  to ensure that all  cases referred

from various periphery level institutions reached DEICs.

Notes  received  from  the  Government  on  the  above  audit  paragraph  is

included as Appendix-II.

291/2022.
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Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

54. The Committee enquired whether the App for Birth Defect Screening,

Reporting  and  Documenting  had  become  functional.   The  Principal  Secretary,

Health & Family Welfare Department  informed that  the Android App is a new

technological service which helps to record and monitor any defect in new born

babies and it is user friendly. The preliminary details as well as the photograph of

new born  along with disease condition, if any, would be entered using the Android

App installed in the Tab.  Further health condition of the child is updated in the

App and nurses  can see  the check list  of  the condition listed in  the App with

photographs and description.  Concerned DEIC will be able to see the case and

verify the condition.  The information is then passed over automatically by the

system to RSBK MHT of concerned field area for ensuring follow up services.

Innovation  Awards  were  granted  to  Android  App  programme  and  HRIDYAM

Project in national level.

55.   The  Committee  enquired  about  the  functioning  pattern  of  DEIC

regarding  data  base  and  newborn  children.   The Principal  Secretary,  Health &

Family Welfare Department apprised that DEICs were established in all districts as

first referral point for further investigation, treatment, management of cases and

follow up services.  He added that DEICs are working as per the guidelines of

RBSK and they took assessment of birth defects and also provided referral support

for children requiring surgery. DEICs verifies the investigation report of children

having  congenital  Heart  Disease  and  sent  it  online  to  the  hospitals  which  are

included  in  HRIDYAM  scheme.   These  reports  are  then  examined  by  expert

doctors to determine the order of priority, based on the complexity of the disease.

He  added  that  the  cases  requiring  emergency  surgery  were  conducted  by

empanelled private hospitals in addition to Government Medical Colleges. Cardiac

operations are performed even in children of one or two days of age.  He informed

that more than hundred operations had been performed during the last one year and

now a days the congenital anomaly can be detected within the first sixteen weeks

of pregnancy through genetic study.
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56. The  Committee  questioned  whether  the  department  of  Paediatric

Cardiology are fewer in government hospitals. The Principal Secretary, Health &

Family Welfare Department answered that at present there are 5 such centres and

department is planning to start a new centre at Kozhikode.

57. The Committee asked  whether  the data  of  children  having congenital

defects  are  being  collected  and  saved.  The witness  Deputy  Director,  Health  &

Family Welfare Department informed that the data had already been collected and

DEIC were functioning in every districts. In Thiruvananthapuram, functioning of

DEIC is  attached  to  the  General  Hospital.  In  DEIC,  physiotherapy and speech

therapy were given to persons having learning disability and autism in addition to

those having congenital diseases. He further added that counselling was also given

to the families about congenital diseases from this year onwards.  To a query of the

Committee about availability of paediatricians in Wayanad and Malappuram, he

replied that paediatricians were appointed at DEIC there.

Conclusions/Recommendations

58. No comments.

[Audit paragraph 2.10.1 contained in the Report of C&AG of India for the

year ended 31st   March 2017(General & Social Sector)]

2.10  Family planning

2.10.1 Non-availability of Family planning activities

As  per  IPHS,  2012,  all  PHCs  shall  provide  Education,  Motivation  and

Counselling  to  adopt  appropriate  family  planning  methods  and  to  provide  for

contraceptives  such  as  condoms,  oral  pills,  emergency contraceptives  and  Intra

Uterine Contraceptive Device (IUCD) insertions. The standards also envisaged that

CHCs would provide full range of family planning services including Information,

Education  and  Communication (IEC),  counselling,  provision of  Contraceptives,

Non-Scalpel  Vasectomy  (NSV),  Laparoscopic  Sterilisation  Services  and  their

follow-up.
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It was observed that all the 32 PHCs test-checked provided all the family
planning  activities  as  envisaged  in  IPHS,  except  IUCD  insertion.  Of  the
test-checked  16  CHCs,  only  three  CHCs24 provided  all  the  stipulated  family
planning  activities.  None  of  the  remaining  13  test-checked  CHCs  provided
Tubectomy, Vasectomy and Laparoscopy services.  All  family planning activities
were being provided in all the TH/THQHs except TH Thuravoor25. The details are
as shown inTable below:

Details of institutions providing family planning activities

Family 
Planning 
Activities

Alappuzha Thrissur Malappuram Wayanad

PHC CHC PHC CHC PHC CHC PHC CHC

Vasectomy Not 
required

1 Not 
required

Nil Not 
required

Nil Not 
required

2

Tubectomy Not 
required

1 Not 
required

Nil Not 
required

Nil Not 
required

2

Laparoscopy Not 
required

1 Not 
required

Nil Not 
required

Nil Not 
required

2

IUCD insertion Nil 4 Nil 4 Nil 4 Nil 4

Oral pills/
Mini lap 
sterilisation/ 
Condom 
distribution

8 4 8 4 8 4 8 4

(Source: Data collected from test-checked institutions)

Government  stated  (November  2017)  that  since  most  of  the  sterilisation

procedures  were  performed  by  Gynaecologists  or  Surgeons,  family  planning

measures were provided through Taluk/District/ General/W&C hospitals. The reply

was not acceptable in view of the fact that the State was to equip CHCs with full

range of family planning activities as per IPHS norm.

Notes  received  from  the  Government  on  the  above  audit  paragraph  is

included as Appendix – II.

24 CHCs Meenangadi, Pulpally and Ambalappuzha.

25 Vasectomy and Tubectomy not available.
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Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

59.  The witness Principal Secretary, Health & Family Welfare Department

apprised that family planning measures are full fledged in Kerala.  He added that

the department has taken necessary steps to create awareness among the tribals in

our State.  He stated that in Kerala most of the sterilization procedures were done

by  Gynaecologist  or  Surgeons  and  hence  family  planning  services  like

Laparoscopy,  PPS and NSV are  provided  through Taluk,  District,  General  and

Women & Children Hospitals.  The Committee directed the department to start

providing family planning services in CHCs too.

Conclusions/Recommendations

60.  The  Committee  recommends  to  equip  CHC's  with  full  range  of

family planning services.

[Audit paragraph 2.11.1 contained in the Report of C&AG of India for the

year ended 31st   March 2017 (General & Social Sector)]

2.11  Immunisation

2.11.1  Poor progress in Immunisation

The NHM Immunisation Hand book for Medical Officers recognises a child

as fully immunised with all basic vaccinations, if the child has received Bacille

Calmette-Guerin (BCG) vaccine against tuberculosis at birth; three doses each of

polio  and  pentavalent  [diphtheria,  tetanus,  pertussis,  Hepatitis  B(Hep)  and

Haemophilus influenza type B (Hib)] vaccines at 6, 10 and 14 weeks of age; and a

vaccination  against  measles  at  nine  months  of  age.   Timely  administration  of

vaccines has implications for the success of childhood immunisation programmes.
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The details of immunisation in the selected districts from 2012-13 to 2016-17

are as shown in Table below:

Details of immunisation 

District Target Fully 

immunised

Fully 

immunised

(in per cent)

Partially 

immunised

Unimmunised

Wayanad26 72635 67669 93.16 5839 316

Malappuram 1275326 1148923 90.09 113604 12799

Thrissur 458992 454829 99.09 3908 255

Alappuzha 113745 112212 98.65 1440 93

(Source: Data from DPMs)

The  reasons  for  the  slow  progress  in  immunisation  in  the  districts  of

Malappuram  and  Wayanad  as  stated  by  the  DPMs  included  reckoning  of

vaccination  by  some  communities  as  anti-religious,  impact  of  anti-vaccination

lobby such as Naturopathy, propaganda against immunisation through social media

and fear of immunisation.  Audit observed that the failure of GOK to successfully

overcome public resistance to vaccination resulted in a setback to the success of

childhood immunisation programmes as envisaged under NHM.

Recommendation: GOK must strengthen dissemination activities to spread

awareness of the necessity of immunisation amongst such communities.

Notes furnished from the Government based on the above audit paragraph

is included as Appendix – II.

61. The Committee approved the reply furnished by the Government.

26 In respect of Wayanad, the District Medical Officer, Wayanad while confirming the figures stated
that achievement exceeded target since children from neighbouring two States and districts availed
immunisation service from that district.
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Conclusions/Recommendations

62. No Comments.

[Audit paragraph 2.12 & 2.12.1 contained in the Report of C&AG of India

for the year ended 31st   March 2017(General & Social Sector)]

2.12  Infrastructure and manpower 

As  per  the  Indian  Public  Health  Standards,  2012  (IPHS)  certain

essential/desirable services at Sub-Centres/PHCs/CHCs/THs/ THQHs and DHs are

to be provided so as to ensure availability of uniform standards of services and

infrastructure to the public. Deficiencies in manpower have been pointed out in

paragraph 2.8.3 of this report. Audit also noticed deficiencies in service delivery by

Accredited Social Health Activists (ASHA), as discussed below:

2.12.1 Functioning of Accredited Social Health Activist

The NHM framework required Accredited Social Health Activists (ASHAs)

to reinforce community action for universal immunisation, safe delivery, newborn

care,  prevention of water-borne and other communicable diseases,  nutrition and

sanitation.  Each  ASHA was  to  be  equipped  with  a  kit  to  provide  the  rural

population with immediate and easy access to essential health supplies like Oral

Rehydration Salts (ORS),  contraceptives and a set  of  10 basic drugs,  besides  a

health communication kit and other IEC materials. 

As  per  approved  norms,  one  ASHA  was  to  be  provided  for  every

1000 population at village level and all ASHAs were to undergo series of training

sessions to acquire the necessary knowledge, skills and confidence for performing

their spelt out roles.

• Audit observed that against the requirement of 32854 ASHAs in the State,

only  25680  were  available  resulting  in  shortage  of  7174  ASHAs.  In  the

test-checked districts,  against  the target  of 9924 ASHAs, there was shortage of

1683 ASHAs. The shortfall  against target  was highest in Thrissur (24 per cent)

while  in  Wayanad,  Malappuram and  Alappuzha,  it  was  20,  17  and  7  per  cent

respectively.
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Availability of ASHAs and details of training imparted in selected districts:

District No. of ASHA Training imparted

Target Available Shortage Available Trained Shortage

Wayanad 835 669 166 669 666 3

Malappuram 3900 3228 672 3228 2478 750

Thrissur 2889 2209 680 2209 1800 409

Alappuzha 2300 2135 165 2135 2035 100

(Source: Data from State Health Society)

• NHM replied (September 2017) that  revamping of the programme was

going on with ward based redistribution of ASHAs and that new ASHAs would be

nominated once the process was completed. The reply was not acceptable as the

department was well aware of the shortage of ASHAs and as such, the process to

nominate new ASHAs could have been initiated well in advance, to avoid further

delay.

• Audit observed that the project for supply of ASHA kits was implemented

by NHM in 2008-09 and in 2013-14 only. ASHA kits comprising of essential drugs

and consumables, meant to be distributed free of cost to the beneficiaries in the

field were not replenished from time to time. In the 32 test-checked Sub-Centres in

four districts, no ASHA kits were replenished since 2013-14. 

• On enquiry it  was stated (September 2017) by SHS that approval from

GOI was not received to replenish ASHA kits since 2013 and that GOI directed in

the  Record  of  Proceedings  (ROP)  of  2016-17 to  replenish  them from existing

health facilities.

Notes furnished from the Government based on the above audit paragraph

is included as Appendix – II.

63.  The  Committee  approved  the  reply  furnished  by  the  government

regrading the audit paragraph 2.12.1.
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Conclusions/Recommendations

64. No Comments.

[Audit paragraph 2.12.2 contained in the Report of C&AG of India for the

year ended 31st   March 2017 (General & Social Sector)]

2.12.2  Deficiencies in infrastructure in health centres

2.12.2.1 Non-conducting of baseline survey

As per paragraph 81 of the NHM Frame work, in order to enable the District

Health Mission to take up the exercise of comprehensive district planning, a house

hold and facility survey of Sub-Centre /PHC/CHC/Sub-Divisional/DHs was to be

conducted, which would act as the base line for the Mission. This exercise was to

be taken up at regular intervals to assess the progress under the Mission. Mention

was also made in the C&AG’s Audit Report, 2009 that though facility survey was

conducted in all CHCs during September to December 2006, no such survey was

conducted in any of the PHCs and Sub-Centres in the State.

NHM confirmed (October 2017) that it did not conduct any baseline survey

after 2006. Audit observed that in the absence of baseline survey, NHM neither

possessed inputs to monitor the progress in imparting health care nor placed itself

in  a  position  to  access  details  of  improvement,  which  came  about  due  to  the

investments made under the scheme.

2.12.2.2 Status of Civil works

The  physical  status  as  on  31st  March  2017,  of  212  works  relating  to

construction of health institutions,  training centres and staff  quarters  sanctioned

during 2012-2015 is given in Table below:

291/2022.
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Status of Civil Works

Year No. of 

works 

sanctioned

No. of 

works 

completed

No. of 

works in

progress

No. of works not 

started due to non-

availability of land

No. of works

not started due 

to other reasons

2012 84 83 Nil Nil 1

2013 117 106 Nil 7 4

2014 4 Nil 3 Nil 1

2015 7 4 1 Nil 2

Total 212 193 4 7 8

(Source: Data from SHS)

Audit observed that 15 works could not be taken up for construction, out of

which, seven works could not be taken up due to non-availability of land and eight

due to other reasons.

Shortfall in setting up of Sub-Centres, PHCs and CHCs have been mentioned

in paragraph 2.8.3 of this report. Many of the test-checked institutions lacked in

essential facilities like electricity, drinking water facility, toilet, road accessibility,

equipment like Cardiogram, X-Ray, Lab service, etc. (Appendix III).

Details of buildings idling after completion/incomplete works are indicated

below:

• Training Centre in the premises of TB Hospital, Manjeri

Even after  the  lapse  of  48  months  since  handing  over  of  the  building

(August 2013) to NHM, the building was idling due to lack of manpower

and  infrastructure.  Training  activities  were  being   conducted  in  rented

buildings and an amount of ₹1.86 lakh was incurred  towards  rent  from

2013-14 to 2016-17 alone. Proposal submitted by District Medical Officer,

Malappuram in April 2017 was for an additional post of a watchman, with

no requisition for administrative staff. The proposal was not approved by

GOK (September 2017).
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• Maternity Block at CHC, Edappal

The Maternity Block building was idling for more than two years for want

of sufficient equipment and furniture and posting of electrical and cleaning

staff. GoK stated (November 2017) that proposal for  supply of equipment

would be included in the supplementary PIP for  2017-18.

• Maternal  and  Child  Health  (MCH)  Block  in  CHC  Fort,  

Thiruvananthapuram

The building could not be put to use due to objection raised (June 2016) by

the  Chief  Town  Planner,  Thiruvananthapuram that  the  elevation  of  the

building was not as per the norms prescribed under heritage zone. Besides,

the building plan was not approved before commencement of work.

• W&C Block at District Hospital, Tirur

Deviation on civil works necessitated due to site condition. Lack of proper

planning as per CPWD specifications and preparation of project estimate

without studying the site condition resulted in the  increase of project cost

by more than 20 per cent. The work, which was scheduled for completion

by  November  2016  with  a  project  cost  of   5₹  crore,  could  not  be

completed till September 2017.

• Construction of MCH Block at THQ Hospital,  Chengannur

As the  progress  of  work  was  very  slow,  the  consultant  terminated  the

contract on 27 May 2015 after forfeiting the Performance Guarantee of

₹40.42 lakh. Work was re-tendered and the lowest amount  quoted  by

another contractor for an amount of ₹1,030.52  lakh was  accepted  by  the

Technical Committee in January 2016   with a time of completion of one

year. The additional liability  consequent  on revision of estimate due to

termination  of  work  by   the  first  contractor  was  avoidable,  had  the

agreement included a  conditional risk and cost clause to make good any

loss, in case of termination of work.
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• Construction of Staff Quarters at DH Mananthavady

During  the  course  of  execution  of  work,  the  Kerala  Police  raised  

objection stating that a part of the land belonged to their  department.  

The  dispute  was  yet  to  be  resolved  (September  2017).  Failure  of  

SHM  in  proper  planning  and  ensuring  hindrance  free  land  led  to  

inability  to  complete  the  staff  quarters  and  infructuous   payment  of  

 ₹ 36.89 lakh to the consultant.

Notes furnished from the Government based on the above audit paragraph

is included as Appendix – II.

65.  The  Committee  approved  the  reply  furnished  by  the  Government

regrading the above audit paragraph.

Conclusions/Recommendations

66.  No Comments

[Audit paragraph 2.12.3 contained in the Report of C&AG of India for the

year ended 31st    March 2017 (General & Social Sector)]

2.12.3 Shortage in blood bank/blood storage

As per IPHS and report on Standardisation of Medical Institutions in Kerala,

blood storage is an essential requirement in CHCs/TH/THQHs and blood banks, in

District  hospitals.  Audit  noticed  11  out  of  33  medical  institutions  (CHC/TH/

DH/GH/W&C)  functioning  without  blood  storage/blood  bank,  available  blood

storage facilities remaining non-functional due to failure to obtain licence, blood

banks  functioning  without  licence  from  the  Drugs  Controller  and  Licensing

Authority and institutions offering blood storage facilities instead of the stipulated

full-fledged blood bank (Appendix III).  GoK stated (November 2017) that blood

storage units were made available at THQHs Kodungallur and Vythiri. Audit was

also informed that action was initiated in four hospitals27 to obtain licence. In two

hospitals28  it  was stated that  Blood storage units  were functioning in place of

Blood banks.  In respect of GH, Alappuzha, it was stated that the nearby MCH had

27 THQHs Tirurangadi and Sulthan Bathery, W&C Alappuzha and CHC Meenangadi.

28 GH Kalpetta and DH Mavelikkara.
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the facility of blood bank. The reply was not acceptable as IPHS stipulate that

hospitals falling under the category DH and above, should invariably be equipped

with blood banks. In respect of other two hospitals29 it was stated that they did not

have delivery facility and hence blood storage units were not provided. The reply

was not acceptable as the provision of blood storage was not based solely on the

availability of delivery facilities in the institution.

Notes furnished from the Government based on the above audit paragraph
is included as Appendix- II.

67.  The Committee approved the reply furnished by the Government based
on the above audit paragraph.

Conclusions/Recommendations

68. No Comments

[Audit paragraph 2.12.4 contained in the Report of C&AG of India for the
year ended 31st March 2017 (General & Social Sector)]

2.12.4 Ambulance service

As per IPHS guidelines, referral transport facility was to be made available at
each PHC. However, ambulances were available only in 54 out of 848 PHCs and
58 out of 232 CHCs across the State. Thus, 94 per cent of PHCs and 75 per cent of
CHCs did not possess ambulances. Status of availability of ambulances in the four
test-checked districts to transport patients to referral centres is presented in Table
below.:

Availability of ambulances

Name of the 

district

Total 

number of 

PHCs

Number of 

PHCs provided

with

ambulances

Total 

number of 

CHCs

Number of 

CHCs

provided 

with

ambulances

1 2 3 4 5

Alappuzha 59 1 16 2

29 THs Pudukkad and Thuravoor.
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1 2 3 4 5

Malappuram 84 0 22 1

Wayanad 23 3 9 5

Thrissur 79 3 24 5

(Source: Data from DHS)

Government replied (November 2017) that 50 ambulances were procured for
functioning  as  ‘108  Ambulances’.  The  reply  was  not  acceptable  as  ‘108
Ambulances’ were utilised for management of emergencies of serious concern like
road  accidents,  health  related  problems  etc.,  and  not  to  cater  to  the  needs  of
PHCs/CHCs.

Notes furnished from   Government based on the above audit paragraph is
included as Appendix- II.

69.  The Committee approved the reply furnished by the Government based
on the above audit paragraph.

Conclusions/Recommendations

70. No Comments

[Audit  paragraph 2.12.5 & 2.12.6 contained in the Report  of  C&AG of
India for the year ended 31st    March 2017 (General & Social Sector)]

2.12.5 Idling of equipment

Audit observed that in 19 institutions in the test-checked districts, equipment
worth   ₹ 0.98 crore  were  idling for  various  reasons such  as  non-availability  of
infrastructure/space/manpower,  non-requirement of equipment, etc.,  as shown in
Appendix III.

Government stated (November 2017) that action will be taken to utilise the
equipment.

2.12.6 Non-availability of laboratory services

As per IPHS, the status (March 2017) of availability of laboratories in the
test-checked health institutions and the services rendered by them are shown in
Table below:
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Availability of Laboratories

Health 

institution

Test-checked

number of

institutions

Non-

availability of 

laboratory

Required

number 

of laboratory

tests

Non-

availability 

of tests

PHC 32 17 11 2-9

CHC 16 Nil 36 9-27

TH/THQH 8 Nil 51 11-34

DH 4 Nil 97 51-66

(Source: Data collected from test-checked institutions)

Audit  observed  severe  shortfall  in  laboratory  services  provided  by

TH/THQHs/CHCs/DHs in the test-checked four districts (Appendix III). 

The  institutions  cited  inadequate  infrastructure  and  shortage  in  space,

manpower,  reagents,  etc.,  as  reasons  for  the  non-availability  of  laboratory  and

laboratory  services.   The  reply  was  not  acceptable  as  laboratory  services  were

essential  in the process  of  diagnosis  and hence,  adequate proposals  were to be

projected in the Programme Implementation Plans to overcome shortage of space,

infrastructure and equipment.

Notes received from Government based on the above audit paragraphs are

included as Appendix -II.

71. The Committee approved the reply furnished by the government based on

the above audit paragraph.

Conclusions/Recommendations

72. No Comments

[Audit paragraph 2.12.7 contained in the Report of C&AG of India for the

year ended 31st   March 2017(General & Social Sector)]



56

2.12.7  Safety measures in X-ray centres

Atomic  Energy  Regulatory  Board  (AERB)  guidelines  (August  2004)  on

licensing  of  X–ray  units  provided  for  issuing  licence  for  operating  radiation

installations  after  inspecting  the  working  practices  being  followed,  to  ensure

adherence  to  prescribed  safety  standards,  availability  of  appropriate  radiation

monitors  and  dosimetry  devices  for  purposes  of  radiation  surveillance,  etc.  In

Kerala, the Director of Radiation Safety (DRS) is the authorised agency to issue

licences on behalf of AERB.

Audit noticed that 15 out of 32 hospitals test-checked offered X–ray services.

However,  in  1030 out  of  15  hospitals,  X–ray  machines  were  operated  without

obtaining Certificate of Safety from DRS and 10 equipment in seven31 hospitals

were being utilised without conducting the quality tests as shown in Appendix III.

Audit noticed that the technicians manning the X–ray units in five32 hospitals

were not provided with Thermoluminescent Dosimeter (TLD) badges to indicate

levels  of  exposure  to  radiation.  In  the  absence  of  TLD  badges  and  safety

certification  from  the  DRS,  Audit  could  not  obtain  reasonable  assurance  that

patients and technicians were not being exposed to more than permissible radiation

levels.

DPMs, Thrissur, Malappuram and Wayanad replied (August 2017) that action

was being taken to obtain AERB licences and necessary arrangements were made

for conducting quality assurance test.  District  Medical  Officer (DMO), Thrissur

replied (August 2017) that necessary directions for obtaining AERB registration

were forwarded to peripheral institutions. 

30 GH  Kalpetta,  DH  Mavelikkara,  DH  Wadakkancherry,  DH  Tirur,  DH  Mananthavady,  THQH  
Kayamkulam,  THQH  Ponnani,  THQH  Tirurangadi,  THQH  Sulthan  Bathery  and  CHC  
Muthukulam.

31 DH  Mavelikkara,  DH  Wadakkancherry,  THQH  Kayamkulam,  THQH  Kodungallur,  THQH  
Tirurangadi, THQH Sulthan Bathery and CHC Muthukulam.

32 DH  Mavelikkara,  THQH  Kayamkulam,  THQH  Kodungallur,  CHC Muthukulam and  THQH  
Tirurangadi.
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NHM stated (September 2017) that AERB registration and purchase of TLD

badges was to be done by the hospital authorities concerned and quality assurance

tests of radiological equipment were being conducted by NHM as per request of

hospitals.  Unrestrained  exposure  of  patients  and  technicians  to  more  than

permissible levels of radiation would pose serious health risks. GoK stated that

NHM was preparing a proposal in supplementary PIP 2017-18 for obtaining funds

for  taking  AERB licence  for  all  radiological  equipment  at  all  the  Government

hospitals.

Notes received from the Government based on the above audit paragraphs

are included as Appendix- II.

Excerpts  from the  discussion  of  Committee  with  department  officials  is

given below:

73. The Committee enquired whether all radiological equipments have since

got AERB licence. The Principal Secretary, Health & Family Welfare Department

stated that license will be granted to MRI scan and X-ray unit only after quality

checking and strict inspection is being done in connection with AERB license.  He

added that about 55% of equipment of our state had got the quality certificate as

part of national quality certification programme and the score of the state is the

best.  He informed that the best Taluk Hospital, Family Health Centre and District

Hospitals are in Kerala. The Bio Medical waste disposal, disposal of wastes and

medicine dispensing are also examined.

74.  The Committee recommend that the department should give awareness

to the Hospital Management Committee to upgrade the standard of the hospitals

and prepare a guideline about waste disposal and bio medical waste disposal.  The

Committee directed that such awareness to improve the standard should be given to

Taluk Hospitals also.  The Committee pointed out that the Government could not

allow funds for all purposes, so the Hospital Management Committee should try to

find out the fund for providing hospital facilities.

75. The Principal Secretary, Health and Family Welfare Department agreed to
prepare the guideline about it.  The Committee directed the department to ensure
the  proper  execution  of  the  guidelines  and  to  take  necessary  steps  to  provide

291/2022.
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training  to  the  superintendent  of  Health  Institutions.   The  Principal  Secretary
further informed that about 600 health institutions are keeping their best standards
and state will be the top most in the country in Health sector in one or two years.

Conclusions/Recommendations

76.  The Committee recommends that steps should be taken to ensure
that all medical institutions, in the State Government as well as private, which
offers X-ray services and uses radiation equipments are properly registered.
All institutions using radiological equipments without maintaining  prescribed
safety standards as  prescribed by AERB must be listed out and should be
directed to  follow the  safety  standards as  per the  AERB guidelines  within
fixed  timeframe.  The licenses  of  the institutions who fail  to maintain the
safety standards should be cancelled.  The steps taken in this regard should be
furnished to the Committee.

77. The Committee recommends the department to prepare a guideline
on waste disposal and bio medical waste disposal in hospitals.  

78. The Committee pointed out that it is impossible for the Government
to cater all needs of a hospital and allow funds for all the purposes.  Therefore
Hospital  Management  Committee  should  work  effectively  to  look  into  all
matters  of  the  hospital  and  find  out  alternative  methods  apart  from
Government assistance to improve/upgrade the physical  as  well  as medical
standards of a hospital with special emphasis on Taluk Hospitals.

[Audit paragraph 2.12.8 contained in the Report of C&AG of India for the
year ended 31st  March 2017(General & Social Sector)]

2.12.8 Compliance to Quality Assurance Guidelines

The  Public  Health  Operational  Guidelines  for  Quality  Assurance,  2013
(Quality Assurance guidelines) envisaged that the health facilities were not only to
provide  full  range  of  services  which  are  committed  in  the  National  Health
Programmes  but  also  to  ensure  that  the  services  meet  verifiable  and  objective
quality standards. The Quality Assurance guidelines recommended to create State
Quality  Assurance  Committee  (SQAC),  District  Quality  Assurance  Committee
(DQAC),  District  Quality  Assurance  Teams  (DQAT)  at  District  Hospitals  and
Facility  Level  Quality  teams  for  strengthening  quality  assurance  activities  at
various levels.



59

Audit  noticed  that  though  SQAC  and  DQACs  were  formed,  DQAT and

Facility  Level  Quality  teams  were  not  constituted  in  all  institutions.  In  the

test-checked eight General/District Hospitals and eight Taluk Hospitals, QAT was

not formed in three General/District Hospitals and four Taluk Hospitals. Further,

Facility Level QATs were not formed in 11 CHCs and 24 PHCs. In the absence of

such  QATs,  internal  assessment  of  quality  activities,  preparation  of  key

performance  indicators,  patient  satisfaction  surveys,  identification  of  gaps  and

improvement, follow-up actions etc., were not being done.

Notes received from the Government based on the above audit paragraph is

included as Appendix -II.

79. The Committee approved the reply furnished by the government based on

the above audit paragraph.

Conclusions/Recommendations

80. No Comments

[Audit paragraph 2.13.1 to 2.13.4 contained in the Report of C & AG of

India for the year ended 31st March 2017 (General & Social Sector)]

2.13  Financial Management

2.13.1 Short release of funds to High Priority Districts

To ensure equitable health care and to bring about sharper improvements in

health outcomes, the bottom 25 per cent of the districts in every State, on the basis

of outcome indicators covering the three areas of Maternal health, Child health and

family planning were identified as High Priority Districts (HPD). GoI identified

(July 2013) three districts viz., Kasaragod, Malappuram and Palakkad as HPDs in

the State. It was also conveyed to the States that HPDs must, within the overall

State Resource Envelope33 under NHM, receive at least 30 per cent more budget

per capita as compared to the other districts. It was emphasised that diversion of

this envelope to other districts would not be permitted. 

33 Financial resources that are expected to be made available under various components.
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Audit  analysed  the  average  annual  assistance  received  by  11  non-HPDs

during 2013-17.  Audit noticed that there was short release of  ₹ 86.40 crore to the

three HPDs during 2013-2017 as detailed in Table below:

Shortage of funds allotted to High Priority Districts (₹ in crore)

Year 2013-14 2014-15 2015-16 2016-17 Total

Total  allotment  to  11

non-high  priority

districts

181.59 181.53 305.50 209.59

Average  of  11  such

districts

16.51 16.50 27.77 19.05

Amount  due  adding

30  percent  of  average

to each HPD

21.46 21.45 36.10 24.77

Amount  allotted  to

Kasaragod

16.39 12.22 12.19 10.72

Amount  allotted  to

Malappuram

24.44 20.98 21.99 25.77

Amount  allotted  to

Palakkad

20.06 19.92 18.34 21.92

Shortage  of  funds  to

Kasaragod

5.07 9.23 23.91 14.05 52.26

Shortage  of  funds  to

Malappuram

-2.98 0.47 14.11 -1.00 10.60

Shortage  of  funds  to

Palakkad

1.40 1.53 17.76 2.85 23.54

Total  short  release  of

funds

86.40

(Source: State Health Society data)
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NHM stated (October 2017) that  the activities approved in the ROP were

those  based  on  proposals  forwarded  by  the  districts  and  that  the  districts

implemented the approved proposals. It was stated that since the demand from the

districts were usually provided, the question of additional funds over and above

their usual necessity did not arise. The reply was not correct since GoI during the

years 2012-17 accorded approval to only 67 per cent of the PIPs forwarded by

GoK. Thus, against the PIP of  ₹ 4014.75 crore34, approval was accorded by GoI for

only   ₹ 2673.07 crore. It was, therefore, clear that the districts did not obtain the

amount sought for in their plan proposals. It was also mandatory for the GoK to

comply  with  the  GoI  instructions  and  to  allot  additional  resources  to  the

three HPDs. 

2.13.2 Janani Suraksha Yojana (JSY)

Janani Suraksha Yojana (JSY) is a safe motherhood intervention under the

NHM being implemented (since 2005) with the objective of reducing maternal and

neo-natal mortality by promoting institutional delivery among the pregnant women

below poverty line. This scheme integrated cash assistance with delivery and post-

delivery  care.  As  per  guidelines,  the  cash  assistance  of  ₹700  under  JSY was

admissible only to mothers belonging to BPL families who hailed from rural areas

and ₹600 to those from urban areas in Kerala, being a High Performing State. JSY

guidelines required all payments including compensation amount for sterilisation

wherever applicable, to be made in one instalment at the time of discharge from the

hospital/health centre. The Auxiliary Nurse Midwives (ANM) and ASHA workers

were to ensure disbursal of JSY cash assistance in time. The Guidelines recognised

the district level Nodal Officer as the officer responsible for proper implementation

of the JSY scheme. 

• Audit observed that during 2012-2017, 11.44 lakh beneficiaries across the

State (47 per cent) and 33782 (33 per cent) out of 1.01 lakh beneficiaries in the 15

selected institutions of the four selected districts were not paid the stipulated cash

assistance as shown in Table below:

34 Including Supplementary proposal of 646.94 crore.
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Details of payment of cash assistance

Year State Selected institutions

Total
number 

of 
institutio

nal 
deliveries

Number of
beneficiari

es 
to whom

cash 
assistance

not 
paid

Percentage
of non-

disbursement

Total 
number

of 
institution

al 
deliveries

Number 
of 

beneficiaries
to whom

cash 
assistance

not 
paid

Percentage
of non-

disbursement

2012-13 494504 236541 47.83 20601 11111 53.93

2013-14 496257 229922 46.33 23445 8572 36.56

2014-15 493636 231071 46.81 21959 4106 18.70

2015-16 480656 245295 51.03 18973 4696 24.75

2016-17 446123 201654 45.20 15937 5297 33.24

TOTAL 2411176 1144483 47.46 100915 33782 33.47

(Source: Data from State Health Society)

The reasons stated for non-disbursement of JSY assistance were patients not

collecting money on discharge and non-furnishing of proper documents like JSY

card, copy of bank pass book, ID proof, copy of discharge summary, etc.  The reply

was not acceptable since incentives were being paid to ASHA for assisting the

beneficiaries. As such, availability of documents should have been ensured through

ASHA.

• Government  of  India  instructed  (May  2013)  that  in  Low  Performing

States (LPS), the financial assistance under JSY was to be made available to all

women  regardless  of  age  and  number  of  children,  for  delivery  in

Government/private accredited health facilities.  Even though Kerala fell under the

category of High Performing States where the facility could be extended only to

BPL/SC/ST women, the State Mission Director (NHM) Kerala wrongly extended

the facility  (September  2013)  to  all  women irrespective  of  age  and  number  of
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children. Audit observed in the test-checked districts that the institutions were not

maintaining separate records for APL and BPL women and JSY assistance was

paid irrespective of the income factor.

• Government (November 2017) replied that on the basis of the observation

in C&AG’s All India Review Report, 2016 on NHM regarding ratification of grant

of JSY assistance to all women irrespective of being BPL/SC/ST, directions were

issued (May 2017) by GoK to continue with the payment of JSY assistance to all

women  who  deliver  in  Government  hospitals  except  those  availing  payward

facilities. The reply was not acceptable as the C&AG’s report brought to light the

irregularity  in  deviating  from the  guidelines  of  JSY,  a  100  per  cent  Centrally

Sponsored Scheme, without ratification from the State and Central Government.

Government admitted the facts in the Exit  Conference (November 2017). Thus,

laxity  of  ASHA workers  resulted  in  failure  to  ensure that  eligible beneficiaries

obtained stipulated financial assistance. Orders of GoI were also violated, resulting

in JSY cash  assistance  meant  for  BPL/SC/ST being wrongly  extended to  APL

women as well. 

2.13.3 Non-maintenance of records at PHC, Chethalayam

The Operational Guidelines for Financial Management of the National Health

Mission (NHM) stipulated35 that records like Cash book, Cheque Issue Register,

Allotment/fund register, Bank Pass book, reconciliation statement vouchers, etc.,

should be maintained. The cash book should be updated on daily basis in case of

PHC/CHC  etc.,  and  authenticated  by  the  drawing/disbursing  officer  or  any

responsible  officer  authorised  for  the  purpose.  It  was  also  stipulated  that  cash

transactions should be made only for petty expenses. 

All receipts, payments/disbursements should be entered in the cash book on

the day of the payment itself. Cheque Issue Register should be maintained properly

in respect of issue of every cheque. Audit noticed violation of these guidelines in

PHC,  Chethalayam situated in Wayanad  district. 

35 Chapter 6 (Internal  Controls)  of the Operational Guidelines for Financial Management of the  
National Health Mission (NHM).
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Audit observed that the PHC maintained two accounts in State Bank of India,

Sulthan Bathery branch to effect transactions of NHM. While one account was in

the  joint  name  of  the  Medical  officer  and  the  Block  Panchayat  President  for

transactions like Untied fund, Maintenance grant, Ward Health Sanitation Fund,

etc., the second account was maintained in the name of Medical officer for all other

schemes of NHM. 

An amount of  ₹19.59 lakh was transferred by the District Project Manager

(DPM) to the PHC for the period from 1st  April 2012 to 29th  November 2014.

However, Cash Book was available in the PHC only from 30 November 2014 with

an  opening  balance  of   ₹ 37,685.  Other  essential  registers  like  Fund  register,

Cheque Issue register, Statements of Expenditure, supporting vouchers, etc., were

also not  maintained by the PHC. Audit  noticed that  contrary to guidelines,  the

Medical Officer of PHC issued Cash cheques36 for large amounts. All these cheques

were drawn on the account, operated by the Medical Officer solely in his name.

As the Cash book and connected records were not maintained and since the

Medical Officer drew sizeable amounts by way of cash cheques, the possibility of

misappropriation of Government funds could not be ruled out. 

NHM stated (October 2017) that consequent to audit findings, the PHC was

directed  (September  2017)  to  prepare  the  books  of  accounts  and  produce  the

supporting documents. As these directions were not complied with, the matter was

reported  by  the  NHM  to  the  DMO  and  the  District  Collector  who  was  the

Chairman of the Executive Committee of the District Health and Welfare Society.

GoK stated (November 2017) that DHS was directed to take necessary action in

this regard.

2.13.4 Advances pending settlement

As per Chapter 6.9.1 of Operational guidelines for Financial Management, all

advances should be settled within a maximum period of 90 days. Audit observed

that contrary to the above guidelines,  ₹ 83.74 lakh released during the period from

2010-11 to 2016-17 to various organisations/individuals involving nine cases were

36 Cash  cheque  No.  578486  dated  4-10-2013  for   ₹ 87,040,  Cash  cheque  No.  350698  dated
3-3-2015 for  ₹ 29,100 and Cash cheque No.350699 dated 10-3-2015 for  ₹ 25,000.
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still  pending  settlement.  The  advances  were  pending  since  2010.  Details  of

advances pending settlement are shown in Appendix III.  The SHM needs to take

action to adjust these advances without further delays and fix responsibility for

lack of action in this regard.

Notes received from the Government based on the above audit paragraphs
are included as Appendix -II.

81.The Committee approved the reply furnished by the government based on
the above audit paragraph.

Conclusions/Recommendations

82. No Comments

[Audit paragraph 2.14 & 2.15 contained in the Report of C & AG of India
for the year ended 31st    March 2017 (General & Social Sector)]

2.14 Non-compliance to mandatory disclosures

The yearly approval to the State’s PIP, accorded by GoI contained certain
conditionalities to be adhered to by the States and which were to be treated as
non-negotiable. Audit observed that the State NHM did not make disclosures of
four of the nine mandatory stipulations required by GoI (7th  October 2017) in its
website www.arogyakeralam.gov.in as shown in Table below.

Mandatory Disclosures

Sl. 
No.

Mandatory requirement as per ROP Status as on  7th    October 2017

1 2 3

1 Facility  wise  service  delivery  data
particularly  on  Outpatient  Department
(OPD),  Inpatient  Department(IPD),
Institutional delivery, C-section, Major
and  minor  surgeries  etc.,  on  Health
Management  Information  System
(HMIS). 

While  the  OPD  data  upto
November  2015  only,  was
available on the website the HMIS
data  was  protected  by  user  name
and  password.  Thus,  the
information  was  not  generally
available.

291/2022.
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1 2 3

2 Patient  transport  ambulance  and
emergency  response  ambulances–total
number  of  vehicles,  types  of  vehicle,
registration number of vehicles, service
delivery  data  including  clients  served
and  kilometre  logged  on  a  monthly
basis.

A copy of the list of vehicles with
registration  number  and  category
was  available.  However,  the  data
does  not  contain  service  delivery
data  including  clients  served  and
kilometre logged on monthly basis.

3 All  procurements  including  details  of
equipment in specified format.

The  website  exhibited  the  details
of  availability  of  equipment  only
without  giving  the  procurement
details. 

4 Supportive supervision plan and reports
shall be part of mandatory disclosures.
Block  wise  supervisory  plan  and
reports  should  be  uploaded  on  the
website.

Available for only 12 institutions.

(Source: Website of NHM)

The NHM stated (October 2017) that the data till 2016 was uploaded and that

they were in the process of updating the data and making it live in the portal. Audit

examined the webpage on 17th   October 2017 and observed that data with respect

to Sl.No.1 only was updated upto November 2016, while the other requirements

were yet to be complied with by NHM. Government stated (November 2017) that

facility-wise service delivery data on OPD, IPD, Institutional delivery, C-section,

major/minor surgeries etc., was updated upto March 2017 and that the remaining

data would be updated shortly.

2.15 Conclusion

The performance audit brought out deficiencies in providing Ante Natal Care,

failure  to  test  all  pregnant  women for  HIV,  inadequate health  centres,  delivery

facilities not available at all institutions and inadequacies in infrastructure. There

was  also  shortage  of  manpower  and  a  rising  trend  in  Caesarean  sections
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in the State, which was a matter of concern. Deficiencies in delivery services under

the  Janani  Shishu  Suraksha  Karyakram and  Janani  Suraksha  Yojana  were  also

noticed.  Facilities  for  newborns  were  not  available  in  many  test-checked

institutions.  Deficiencies  in  Child  Health  Screening  and  Early  Intervention

Services  were  also  observed.  The  State  did  not  release  stipulated  additional

financial  assistance  of   ₹ 86.40  crore  to  identified  High  Priority  Districts  of

Kasaragod, Malappuram and Palakkad during 2013-2017. Despite these identified

deficiencies, the performance of the State was impressive in terms of exceeding the

targets set under the UN Sustainable Development Goals of reduction in Infant

Mortality Rate and Maternal Mortality Rate.

Notes received from the Government based on the above audit paragraphs

is included as Appendix- II.

83. The Committee approved the reply furnished by the Goverment based on

the above audit paragraph.

Conclusions/Recommendations

84. No Comments.

SUNNY JOSEPH,
Thiruvananthapuram, Chairman,
16th     March, 2022. Committee on Public Accounts.
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APPENDIX I

SUMMARY OF MAIN CONCLUSION/RECOMMENDAIION

Department concemed Conclusion/Recommendation

Health and Family Welfare The Comminee directs the departmmt to take

necessary steps to provide better care and service

to expectant mothers in Govemment hospitals so

that in comparison with private institutions total

. percentage of delivery cases attended in

Government hospitals would increase.

Health and Family Welfare Committee noticed that 20% of pregnant women

were seen anaemic in test checked ANC

institutions and pointed out that they were not

given IFA tablets after they have shifted

volultqi]f to ryivate holf ilals.

Health and Family Welfare The Committee recommends that Govemment

should ensure registration of all pregnant women

in an area for Ante Natal Care (ANC) services

. .nd to closely monitor whether all of them are

getting the required IFA and other services even if

they were shifted to private hospitals.

Health and Family Welfare The Committee also directs the department to

fumish a detailed repon on the steps taken to

ensure sufficient supply of IFA tablets to pregnant

,women.
Heatth and Family Welfare The committee directs the department to take

effective measures to ensure that all pregnant

women who register for ANC are tested for

HIV/STI such that no one gets missed out and to

, forward a detailed reoort about the measures

taken for such a drive.

Health and Family Welfare The Committee poins out that there are many

Family Health Centres in which the service of the

l2
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doctors was not available. t. co-.ii.
recommends that the department should examine

in detail about Family Health Centres where there

is scarcity of doctors and take necessary steps to

appoint the doctors in such Family Health Centres.

Health and Family Welfare The Committee directs the departrnent to conduct

a study on patient inflow, OP/IP data in each

hospital and availability of medical staff in each of

' these institutions. The Committee recommends

that the doctors from the hospitals with less

pumber of patients in OP/P should be redeployed

to the hospitals with more patients. The re-

deployment of the doctors and medical staff

should be done State wide and should not be

Jimited to one particu]ar r9g1o1 or district.

Health and Family Welfare The Committee expresses its displeasure over the

fact that only 50olo hospitals which were upgraded

to Taluk hospitals have delivery facilities. The

. Committee criticises the department for neither

providing the basic facilities nor appointing

sufficient doctors and medical staff even though

the hospitals were upgraded to Taluk hospitals.

The Committee recommends the depanment that

necessary steps should be taken with an intention

to improve the infrastructue facilities and also

providing adequate medical personnel and other

staff for setting state of the art medical services to

tle new boms and mothers in Taluk hospitals.

Health and Family Welfare The Commiftee opines that the department should

fake necessary steps to start IP and delivery units

in all Taluk hospitals and priority should be given

to Taluk Head quarters hospitals. The Committee

emphasis that more attention should be given to

upgrade the hospitals in rural areas to Taluk

hospitals in order to alleviate the difficulty of the
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people in rural areas to access and avail the

facilities of Taluk Head Quarters Hospitals.

37 Health and Family welfare The commitee directs the deparunent to take

necessary action to provide delivery facilities in

CHC s in remote areas.

Health and Family Welfare The Committee directs the deparunent to take

effective measures to ensure the quality and

avai_lability of medicines especially medicines for

critical care and fatal diseases, in Karunya
pharmacies. The Commiuee recommends to

increase the number of Karunya pharmacies in the

State and to establish it in the premises of all
' Goverlment Hospitals so that it is easily

accessible to the public.
Health and Family Welfare The Committee recommends to equip CHCs with

full range of family planning services.
76 Health and Family Welfare The Committee recommends that steps should be

taken to ensure that all medical institutions, in the

State Govemment as well as private, which offers

X-ray services and uses radiation equipments are

properly registered. All institutions using

radiological equipments without maintaining

prescribed safety standards as prescribed by

AERB must be listed out and should be directed

to follow the safety standards as per the AERB
guidelines within fixed timeframe. The licenses

of the instirutions who fail to maintain the safety

standards should be cancelled. The steps taken in
this regard should be fumished to the Committee.

Health and Family Welfare The Committee recommends the departrnent to
prepare a guideline on waste disposal and bio
medical was19 disqgsal in hospitals.

The Committee pointed out rhat it is impossible
for the Govemment to cater all needs of a hospital
and allow funds for all the purposes. Therefore

12

i3
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Health and Family Welfare
15
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Hospital Management Committee should work

effectively to look into all matters of the hospital

and find out altemative methods apart f rom

Government assistance to improve/upgrade the

physical as well as medical standards of a hospital

with special emphasis on Taluk Hospitals'
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APPENDIX II
Notes Furnished By Government
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AUDII I,INDINGS
Z O. enri" t"""tof a"-oe.rphI
goals

NHM armed to reduce Infanl
moflalrty R21e (lMR), Maremal
Morraliry Rare (MMR) and foal
Fenijiry rale (TFR). jn trrs
process. NrHM was expected to
help achieve reiated goais sel
under

REMARKS

the Miljerurium
Development Goals (MDG) 20 ) 5
and UN S usu inab le Developmenr
goals (2030) The performance of
the Slale was impressive and
exceeded lhe targets set under the
LfNl Susrarnable Development
Goals

2.7. Non-a llor ment of Stare
share of funds
Audir noticed lhat agajnsl rbe
recerpl of Rs))44 12 crores by
GOI during 20t2-17, the Srare
contribured only Rs_591.98 crores
as its share ofcontribution. There
was lhus a shon release of funds
by COK lo the exrenl of
Rs-323.22 crores. It is also
noliced *rat Rs,309.74 crores
whrch was released fiom State
Plan fund was intimated ro GOI
as State share which is contrary 10

tie gu idelines.

No com men ts

As per the Govemmenl orders received f.o, Sur" Co*-rn.nr r,lt Z0:Z
13, c€rtain pJan funds reieased by Sule Govemmenl were trealed as $ate
share, but larer as per the jnstructjons from Government of lndia, no plan
funds were teated as state share. From rhe financjal year 20J3_)4, Stare
Governrnenl is reJeasing conesponding state share in line wrrh GOI
releases. However, GOI accepted the treatmenl of plan funds as state share
ttll 2012-13, and funher Srare Sociery not received ary iener rejecting rhe
plar funds treated as stale share from GOI.
It is also informing tiar even though rrearing of plan funds as srate share
was conrrary ro rhe guidelines, till 2012_j3 Ministry had accepled the same
and it is evidenr in furrber leters from GOI. Letter received fiom GOI
regarding stare share pendency as on 3 r.03.2017 is enclosed ro subsrantiate
the claim. As per the lener an amounl of Rs.g4.26 crores was lne Dendencv
which was released by Stare Governmenr during 201 7, I g.

2-8. Health care for Women
2.8.1 An re NalalCare (ANC)

As per DI-HS 4 (Disrricr Level Household ,u*ey; airr, tto Rnt".,rurcrr.
in Govemmenl Health insrjrurions is 54.4%o only. Resr of tbe care is given
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by private institutrons fhrs rs anrrbuted 1o the hrgh level of health seek;ng I

behavjor (thaI loo a specra)isl ofrenled) of people against what is observed

in olher parts cf the countrY During 2016-17, a ne\/ programme c-ailed I

PMSN4A Q)radhan Mantrj Surakshrr Mathrrtve Abhlyan) has beer

laurrched fol strenglhenrfg ANC for rdentrfying hrgh risk prcg'nancles and

the care durtng second and thrrd trrmester

All antenaral care serylces are provrded rhrctugh PIICs ald CllCs inciudtng

regi.<trelron o{ anlenalal 14'9r-nen. Inlecllotr ff- antenaral chec'kup. lron and

Folrc acrcj ,r111g15 lvetl llrough nrorc thar '107o oI Palle-n1s approach prrvale

-sector for delivery servrces, all effons are betng laken 10 ref',rs1er all the

pregnanl wornen in rhe IT4CTS durtng the firsi lrtmester itself However ln

thc corporalionA4unicipat area, ihe data captuttng ls very poor as there are

deficiencies in I{F. under hea}th deparrnenl and the avallable fie ld stal"f are

under rhe direct contro) o{ rhe Local Sell Governmenr Frorn 2014 15,

Urban IJezlrh (lenters have be.en staned rn the urban 21625 witil the contracl

sraffappornled by NHM Jrj6w the dara collectton ard servjces in the urban

areas ha\/e improved lo a larSe exlen1

With rega;d 10 the poinl raised foi l'-f lnlmunisation, the curlelll prolocol

for T.f admrnislralion as provrded lr the "lmmLtnisaljon Handbook for

N4edjcal Officers reprinl 20)7" page No li there car be a srng-le'l3ooster

Dose' for the Pregnanl \^/oil.len u/ho ]tacj rwo doses of Tl in thelr last

pregnancv wirhin prevtous three years l hrs could be the reason for tbe

s lighr d r fference of 4%

-llt-'08, IF; ublets were issued as a part of RCH Kil from GOI drect)y

l)urng ?L)i2 l7 only 80 ll% of
)4 9t lakl' l)regnanl \\'omen

regrslered lcr AN(l \^'i1hrn th€

f rst 1r )rrestcr for pregnancl'

F unher. 99'o (216823) could not

re.re rv€ threc ANC che-ckups

durng the pregnancv Pertod.
I lrcrc r^'as alscr sbonfall In the

fer(eflage of \\,oman rvho

recervei flrst dose of T1 Agarnst

85 69o ri,omen q,ho rec,erved firs1

dose o/ fT. only 8l 23%o received

the secnnd dose

Audrt roticed that over l27o of
2a 95 lal<hs pregnanl women wl'lo

had registered for ANC during

2$2 ll dtd no1 recel \/e IFA

tablets

Records revealed thal the 1esl

checked d rstrrcls of N4alappuram,

Wayanad, Alappuzla and

Thrissur reponed 3114, 1205,363

and I 104 instances of severe

anaernic cases during 2012 l7

When the ASHA Ki1 was tntroduced, rh€ II]A tablels were included tn tire

ASI L{ kil also. Due to abrupl programrnallc changes w)thln tne syslem'

responsibiliry for procurement zrd supply of IFA was shifted fronr Gol to

sure under NrHM, bu1 without ary hike in Resource Enve)ope for the st21e

For the lasl two ye-ars ASHA Kils were nol supplied due to lack of funds

and requesl was placed before GO.i for supply of IFA tablers Meanwhile

steps were uken not 1o compromise the care to pregnanl and iactzt)n8

women in the state by providing Ferrous sulphate tablets through general

supply intend by all rhe health institutrons ln the sute through KMSCL in

their amual inlend. However, NT{M gor approval for tie procurenrent of

ll'A tablets during 2016-)7 (supplemenrary PIP) and procured the same

rhrough KMSCL. For rhe year 20)7'18 also, GOI has approvcd tie

procurement of IFA l'ablers and procured rhrough KMSCL So rhe point

raised may be changed to "over 1)o/a of 24 95 lakhs pregnant *6msn who

had registered for ANC during 2012 l7 did not found receive IFA rablets



2.8.2 Tesring of pregnant
and STIwomen for HIV

i n fection s

Audit noticed rhar our of 24.95
lakhs pregnanl women who
registered for ANC during 2012-
17, almost 36.88Vo and 55.860/o

were not tested for HIV and

VDRL respeclively, Since
pregnant motlers with
HIV,I/DRL were idenrified
during d uring resting, rhe

possibiJity of more such cases

escaplng deteclion due 10 fajlure

g+

through the usuai program " As lron ublers were available rhroughour the

year in the general supply rhrough instrtution pharmacy.

As per the Governmenl of lndia guidelines, 100 rablers of lron and

Foljc acids are provlded to ail pregnant mothers for prevenrion of Anemia
As per the latest guideiines- the number of IFA to be provided to pregnanl

mothers is I80 during pregnancy and 180 durrng lactation. Innovative
IEC,tsCC actjvities for awareness crealion wrll be done thjs ),ear as pan of
the campaigr 'Anemia ftee Kerala'which will rhe Kerala modei of
'Anemia Mukh Bharath' Different sleps are being taken up by

Depanmen't of Healt} in the state to tackle rhe jssue of anemia even though

the prevalence of Anemia is less in Kerala comparing the Nal jonal figures

as observed jn NFHS-4. The prevalence of anemia in the s1ale is high in

the adolescent populalion, the reason for the same is unknown. In all

schools, weekly Iron ard Folic acids tablers are given to the children for

the preventjon of anemia.

The health faciljties where delivery rakes place are being equrpped

with facilities for the managemenl of severe anemia This rncludes rhe resr

and treat strategy adopred under 'Anemja Mukeh Bhararh' campaign and

for this testing devjce and srrips are being provided ro ail Subcenrers for
point ofcare lestjng even during field vrsits. Tlere is a provrsron given ro

capture dala online in a reai trme basrs and witlr a provision for tracktng al)

those found anemic- The measures are already raken ro establish High
Dependency Unit in one hospltal per disrrict for managemenl of obsretrics
complications including severe anemra.

As per NACO & RMNCH+A guidelines, Women who access arrenalal
services a1 healrh facilities should receive a rourine offer ro resl for HIV
infection. The Prevenlion of Parenr To Child Tralsmission fppTCT)
programme involves counseling aLrd resting of pregnanr women in rhe first
trimester, detection of positive pregnanl women and eariy initiation of
ART to HIV positive pregnant women and Antirerroviral (AR\4
prophyla:<is to their infanrs, to pr€venl molher ro child transmission of
HIV. In Keral4 60%o of the population access private hospirals for their
medical care and only 50% of FICTCs establjshed in CHCs and pHCs are
functional. The data caprured is mainly t_he reports {iom Stand Alone
ICTCs. Hence reports received on HIV testing of pregnant women are low_
B ut over the yean ANC coverage has increased from 260021 in 20 I2- ) 3 to
363758 in 2016-11 . Various measures were bken up by NHM, KSACS
and developmenl partner LnllCEF togethet to improve the coverage and
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't,, ,,,,,1,,, ' rt,e ,rsri ;;"'- t; I .;p,,;; ';i";;tt,;;i*'n;;ti"; HN i;.l";i;e ltii i'"'" lt" pi*aiei
r,lle(i O!l seclor loo Trarnrng, offered lo ali category of staff uncier the program from

each distnct rn Kerala rn the year 2A)6-11 and llre rmprovemenl ln

co\icrage re0ects the efleclrveness ol the inter-ventron ln ordcr to achieve

unjversal screenrng/testrng of pregnant u,omen for HJ\l &- s),philrs, as 2

pan o{ rhe essential antenaial care package, scalc up rs to be p anned up to

rhe ievei of Conrnun)iy llealth C-entre and Primaty fiealth Ce:rLre through

NT{M rntegralron, as well as prvale sc-ctor by developtng puirlrc p:rvate

parrrershrp.s Kerala Sti:te AiI)S (-ontrol Sooetl has asked Drrector of
liealth Ser..,rces (DHS) to give proper dreclrons to I)MOs a.nd

Superrntendents/Medrcal Officers r;c of the l(-fCs to tmprove referrals to

lCTCs, and action rn thrs regard has happened

To scale up Pubirc Privale Pannershrps for PP fCT sen,rct s NACO

inrroduced a plolect "Svctana" which u,as rollerj out lrom October l" 2015

in Kerala for es,abljshment of l(.T Cs ir prjvale hosprtais and rcgrstertng

private hospiu)s for dau sharing l'nc NGO SAATIJII (Solidarrty and

Ac-lion Agajnsl the Ill\i infeciror ir, lndra) has be-en s€ieclei u:tdeI neu'

fr;rding model as Pr rncrital Recipieni f PR) to inplemerl lhis lrlle rvtrllron

Jnrtrall; sLaned with l0 drstrrcts. thrs ytar lhey are covellng a)l i4 dtstrrcts

rn Kerala By lt4arch ?0i8. ihe;, largcleC i(i acl'rreve 120 PPI' sitcs rrr the

slaie thereb) improving the coverage ol I'PP srtes and r/ork 1o\^'ards

elrmrnation of ped;atrtc HJV Now we have 9? PPP srtes reportrng rn SIN4S

and 353 hospitals who are sharing rJara through SAAIHI's HIV Pulse' an

online report rng syslem

2.8.3 Adequacl, of Hea lth
(-etrters ma o power

Audir notrced shonfall in sening

up of Sub C.e-ntres, PllCs and

CIICs as per popuJalton norms

(201) census) The shonage o1

CllCs was acule in the disrricts of
Malappuram (54%) and Thrissut

(62%) A'rdtt obsen,ed thal the

G0K did nol se1 up slipulaled

number of Clll(ls and also drd not

fill up vacancies of doclors and

para nrerlic-al suff lo lhe extent of
48Va and 35u/a respecljvely in lesl

checked in sl rtu t rons.

ln Kerala, the anlenatal care is providing

always prefer 10 go 10 the Gynecologists

through PHCs. However Pattents

for the anlenatal care DeltverY

The shonfall rn setling up of Sub Cenrres, PHCs and CHCs were noled

The maner will be raken up with rhe Health Departmenl. As per the Presenl

panem al leasl one Heahh Care Institurjon is established in all Panchayats

The National perspeclive providing specia)ty care through CHCs (under

IPHS)was n01 laken up in rhe srate and tie serwices were provided rhrougb

Taluk level Hospiuls. All specialry services are available in TH in the state

includLng the provisions for LSCS, Blood and Blood products tirough

BSU Being a sute wilh specralty oriented mindset for publrc the

avaiJabiliry of Obstetricians and Anesthetists is rhe key limiting facror for

providing such servjces in CIICs ald it is *le reason for nol estabiishrng

new CHCs in the state
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2.8.4 Avaitebiliry of -eliuu.y
fa cilirl-
Audir noriced that out of les1
thecked 65 heairh insrirurions rn
the selecred districrs, deJ:very
faciliiy.- was avaijable only in i5
rnslirulions. None of the 245
PIJCs rn the resr rhecked drsrrrct:
provided delivery services. Even
the CiJCs nor equipped ro handle
delivery services in the four rest
checked d istr:crs.
Aud jr observed thar despite GOK
sanclionjng posls of
Gynecologists in 4 our of j6 resr
checked CHCs. a Gynecologtsl
was posred only in CHC
Meenarga;rdi in Wayanad. In rfre
case of CHC pulpaliy, even
though ihe hospitai has a srx
bedded nrarernity wards, a weli-
equlpped OT and labor room with
adequare faciJity, rhere was no
Cynecologisr and the hospiral

servrces are avarlabje jn Thaluk hospitals,
lJospitals and W & C Hospirals only.

86

ilosprrals, C.-n"ruil

Moreover rhe Op services, field actjvjties, Naljonaj IJealth l,rogrammes
and otber prevenrive servrces are provided through pHCs The pHCs and
CHCs rvere harded over ro rhe L,ocal Self Govemmenl lnslrrullons durjng
the decentra iizarion process Heakh programmes ofthe LSCI departmenr
are also lmpiemenred rhrough pHCs and CHCs.
During 2017- 18, Srare Govr
A ar d r am M j ss i o n Under, r, ;;I::',5;fi "ir; ;::. 

r^":rff]; 
;;upgradarlon as family heahh cenrres in rhe year 20jl-jg and 503 pHCs in2018-l9 and remaining pHCs are proposed in 2Ol9_20 Through rhesePHCs, rhe sule is ensurlng exrended Op services from 9am ro 6pm

:]T 
*. been crearing new posrs in Health insrjturjons through Aardram

Dro lecl

ln Kerala, deiivery sirvice, _" uuuilrbj.-rJhuirk -[orp,rrE
District Hospirais, Generai Hospirais and W and C Hospitals only. Due ro

areas) other than the financing in Kerala if the facility for healrhcare rsconstdered in Keraia

the typical bealrh seeking behavjor of rhe pubiic, rhey always preler 1o see
Gynecologists for artenaul and deiiver services and prefer to go 1o ma1or
hospitals for delivery rhan ro CHCs and pHCs. There are no provrsion ofprcvrdrng an obsrerrician in a pHC as per rhe existing gu;delrnes. And asper rne exisltng pracljce in the state it is prefened no1 Io do any deljvery inPHCs considerjng rhe availabriity of facjjjries ;n ,t" n..Uy rrself Also irmay be considered rhar rhere are no accessibility issues (excepr rn rrrbal

Moreover with regard ro having new posls created ln cHCs rs norenough to have delivery services there,.ath", O," posu of anesthetisrs andmore than thar rhe posirion gening filled up is very much essenlral.

^ Yor. over rhe specialist posls as .per Indian public Health
:*O1O:, like Gynecologisrs, pedjarrician, physician, Surgeon andAresrhesiologisr are nol avaiiable in r.he CHCs in rhe srare.If adequare numbers of speciarisr posts are not avairaJre rn pHCs ardCHCs, providing more faciiiries and equipments may go unulllized.A, presenl, ,r,. r"";ri*l li;:''A;ffi;".,?lii"l',jjo o""0,ambulance servjces and other infrasrructure facilities fo,,h" rnanug"_"n,of Obsrerric emergencies are eirher not available o, i*a.quu,. rn rhe CHCsand PHCs.

gengry provided only ANC.
Creation of rhe adequare number of Specialisr poss in CHC puipaliy

is required lor provrding delrvery servtces.
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rmplementrng I-aQshya program, sening up new FID U and lCLl to manage

complrcatrons of deirven- al lczsl one facilrty rn each drstrrct, LJSLJ rr ali

FRUs. NBSU for raking care of Newbom babres whrch is oficn a reason

for referral. etc Extensive cre-atron of floor area to brrrg down the

congesljon rs l,appenrng across all delivery poinrs in the state consrderrng

th€ people's feeling rhat adequate plivacy wrth regard to pro\rcrnp roonrs

and prrvate area in hosprtals Hopefully all these effons wjll rmprove the

numbers and u,rll be abi€ lo reduce the out of pocket expendrlur€

Dec:sror may bc taker up In the Governmenl level for the crealron ol more

specralrsr's posls ln seiecleo rnslrtulions as per the de-ltven load

Be

t---

i^^-.i' 2.8 < Inrpz, I ol rnadcqu2c\ uf :

] maopot'cr and iofrastructure 
i

Shonagc oi Ci),necologrsls noled

in T'HQtl Suithan Bathery, ( J ) a.n d

l H fhuravoor (2) as per IPHS

A udrl notrced Jnstances of
number of delrvenes in hospirals

comrng down during the years

due to avajlabrlrq, of )esser

nurrbcr of doctols leadrng to the

susprr on that the hospirals might

be tLrnrnp, au,a) patrenls on som€

prelexl or th€ olher ln lhe TIIQH
I hrrulangadr. jt is notic-ed tbat the

number of deliverres was sleadily

de-clrnrng over the years 6om 574

during 2012 )36 to 284 dunng

)0ir6 11 Srmrlarly in THQH
vyhiri. delivery facilities were

no1 made available 10 the palients

&om August 2015 to June 2017

due to the transfer of the lone

GynecologJst to another hosp jul
ln I HQH Jhrrura,'rgadi, men in

position were shon of posts

sanclioned by GOK ( I )

ln DH Mar.rarthawady and in GH

Kaipena. COK acrorded sarcl jon

10 increase the bed strenglh

However, nerther the number of
beds was increased nor the

rnfiaslructure developed to catel

Onc Cl,necologrsr ,s nor aute io pto.ua. iq h"ul d.lwerv r." ..i r Gil
days rn the CH C

Feasrbiirq, o{ converlrng lhrs cenlre as an aclr\/e delrver} pornt \^,rll b€

asc.eriained ard necessary proposal will be submrned to (rove:nment rn this

r egard

i Not satrsfred rvrth lhrsI Nol sa1)sired wrlh thls

inadequacl, of llt4easures are berng raken to flli all the sancrioned posts o{ (lynecologists

lrn dtfferent hosprrals the stat€ Moreover var)ous steps are berng taken torlt2opo\i,cr and iofrastructure irn drflerent hosprrals the stat€ Moreover var)ous steps are b€rng taken to

oo rr2lern2l care ] impro.,e the quzlr1), of care provided io the pregnant *'ornen, llke
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lio ,r'l"- a.',,.nd fh; *sr11""1
slronage of space and beds led to

silualrons lrke parrenls having to

share beds- and even sleep on

floors in DH Manjery, 36

deiivery patienrs were admined

agains the sa-nctroned $rength of
)5
A udir observed two instances ot
pregnanl women de livering
chrldren rn lhe lorlel al ANC ward

rn Cll Manjen due 10 delaY tn

shrfling them to the labour room

2.8.6 Shorrage of drugs and

consumables in PP Units
Shortage of drugs and

consumables notrced in the 65

test checked insl rlul rons

IFA- lnternrinent shonage from

2012-l1.lFA sma ll fiom 2014

onwards, Vitamin A,

Contraceptive pills/condom/EC

pills-from 2016 onwards, ORS-

lnterminent shorrage liom

01/09/2015, Nishchay from Nov

2016 onwards

2,8.'l Deliverie:

Caesariao sections

lh rougb

It is observed lhat tle average

proponion of C-sections tn

Kerala was higher than the

nalional average and that high

risk of complications in the

second C-seclion warranted

reduction of primary C-section to

as minimum as possible. Against

the national average of 11 .2o/" C-

M^t", *ir. laken to supply the IFA and Vjramin A through KMSCL

Conlraceptive pills/condom/EC pills are supplied by the Govemmenl 01

India. The poltcy chaxges ard charges rn program implementation and the

hurdles in the initial phase of rolling out results in the interminenl shon-age

as pointed ou1 This has been corrected in due course and was possible only

because of rhe slrong monrtoring syslem Kerala Health system ls ha\'lng

and the commitment of sule to provtde primary and prevenlivc cale

services through these units. Earlier ali these commodities were directly

suppired under RCH Program as RCH Kit to these units and now lt ls

brought under different venical progran @mponents and tie procuremenl

happens localiy :n srare. The process of procuremenl, supply chain a:rd

logistics makes it cumpursome when it is done based on intend and

allocation. The programmatic change of suppiy th-rough ASLIA as

mandated by GOI and as a paid service through selling these commodities

to beneficiaries made these items excess stock in some areas and stock out

in few otler areas.

ffisleps 10 reduce the Caesarian seclion by

issuing guidelines. GO (Rr) No l79ll201 l/H&FWD dated 07-05-201 l'
Training was provided 10 the Doclors, Nurses and other staff working rn

the labor room with the support fiom KFOG. At tle end it is the clinical

j udgment and decision making of the trealing physician is the final with

regard to whether go for LSCS or normaj delivery' Moreover there is no

difference belween govemment and private seclor in this regard, in fact the

LSCS figures are more in privale sector-
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[,:herkec 
I oiJ',.rs ar',r,g 201]

I t]

lFrec Drugs and
j (--onsu mablcs/Diagnosrics/Blood
lr rhre€ rnsr iturions (DH
Wadakancherr;,, 1'llQH Sulrhan
Barhery, THQH Vyhiri),
pregnanl women were compelled
to purchase medicines and blood
from ou6rde sources

2.9. Health care of Children
2.9.1 Setting up of frcililies for
net,born s at delivery points
Even though DHS srared thar

NBCC was available at all

delivery points, resl check

revealed thal 5/15 of thcse

de)ivery points did nor have rhe

facilrty. There u,as shonfall tn

senrng up of NBSUs also

NBSUs were not avarjable in 4l
DPs across the slale In the resl

checked districts, NBSUs were

not available in 7 DPs

The steps have been laken 10 ensure rhal the

the scheme will be made available ro all
operalionaliz2lion mjnimum BSU is ensured

Kerala and measures aJe 1aken to provrde

facilities

enlrtlemen6 envisaged under

mothers. As part of FRU

in al) delivery points across

equipment and HR in rhese

SNCUs and NBSUs had ser up based on rhe IPHSA.I.JICEF Gujdeline. As
per LINICEF and FBNC (Faciliry Based Newbom Care) CuideJine, any
faciJity wrth more than 3000 year per delivery shouid have an SNCU and

SNCUs are provided accordingly. NBSUs are provided having delivery
less than 3000 delivery per year as per rbe guideline. Based on delivery
Joad, avaiiability of infrastructure, NBSUs are provided at 68 insritulions.
NFS{ is provjding equipments to strengrhen NIBCC as per th€ requiremenl

Currently there are 97 Delrvery poinrs rn the slate a.nd all are having
NECCs T}ere are 2ISNCU ( J7 functonal, 4 under conslrucrion) in rhe

state 68 NBSUs anached delivery poinrs with adequare delivery ioad and

alldeliverv oo rnts have NB(C

2.9.2 Low Birlh Weighl babies

Audn observed an increasing

trend of LBW babies. The

percentage of LBW babies in rhe

test checked 15 DPs ranged liom
2.6)%-30.61% (3061% in DH

Mananthawady, 27 .33 in TH
Sulthan Bathery, 2l .79 in CHC

Meenangadi, 20 30 in GH

Kalpenu ). Audjt noriced thar

almost 7 82Vo of the underweighl

children recorded weight of less

thar 1.8 kg.(W&C Alappuz-ha -

38'/" of 1.8kg) Audit noiiced thal

even though the percentage of
LBW babies was increasing in

Measures wiil be raken to find out the cause of LBW and measures will be

taken 10 reduce the number of LBW.

Currently there are 97 Delivery poinrs in the state and all are having
NBCCs- NBSUs are provided with institurions having delivery less tian
3000 delivery per yer as per the guideline. Based on delivery load,

avaiJability of infiastructure, NtsSUs are provided al 68 institutions. T}e
instjtution wise in lhe parameter of LBW can nol be considered for an

argumenl or analysis as this has lot of impiications. The prevalenc€ of
LBW in rhe state as per national surveys is less than I l% in the stale. Bul

there are pockets and vulnerable groups among whjch the prevalence is
noljced high and community level intervenlions by health department like
testing for anemia and treahenl through supply of IFA is ensured.

Similarly other line departments are aiso contributing to improve the

situation.

Moreover the facjlities are equipped to manage cases requiring medicai
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rhe S1al€, lrBSt js ar \Tlf,'(-s anenrror du€ lo LB\V or plematurity bl,esrablishrng 2l SNCtl, 68 NASU

rlhrch were requrre-d forr 1anc! 100 NtsC( across th€ stalc at relevanl icve ls oi rnstrtulrons All the

labrlrz.arron of such bat-.res rvere LB\\is need not bc stabrlrzed or admrned rn thc un11, but based on the

nlt 
:c.] L! n ihc dclrverl,qornts i:!l.4l""d9ey i,.,rll h:ve to be admrne.d rn thc Lrnlls

I 9 I { hil,l l{calth St l"ening ' . Juslrlrcatrorr lur non lormarron ol MH I rrrrder RISK
:nd larll Ir)l€ncrlron Service: ' Pz\lirI ,v. Ilal S'vasthya Karyaloam(RRSK) is an rnrtratrve under the

under NHI4 , prolecr Na1161121 ljeaith \4rssron bl,Govemment of indra is z Chrld Health

1.9 -t I L)rstrict Early I Sr.reenrng and F,ar11, Inlcrlenltor ,(en'rces progtamme ,o ptovtde

lnl€rv€ntion (.enrers (DI_lC) 
- 

I comprehensr./:_ cale lo ail the chrldren in thc comrnunrrl' Cnrld llealrh

rver, rh'r.,l,,h lfre Srare hrd ]::::.tJlli,':1-t':ll-,,ll':"'"nrron 
Set-tccs en\'rsas€ to cor'et lc rdentrfied

'-' j hcalth condrrrons undcr brnh Defecrs, Drse.ases, I)eflcrencles. l)eveloprnent
constttuted DF l( u'hjch *ete 

I Delays and Drsabiliry for early detect jon. {ie-e tre.armenr and nranagemenr
functrotral fronr 2014 l5 ] rhrough dedrcared RBSK nurse,< and the large retrvork of healih personnel

itv br,esrablishrne 2l SNCtl. 68 NASU

of the Goverlnrenl healLh scrr/rces rn the st-te
As per the National RBSK gurdelrnc, a dedicaled R!SK Mobrle

Health leam (lt4HT ) rs responsible for the prrman, RBSK sr:reenrng. but

rn Kerala, we have dedrcated RBSK Nurses rnsead of \4lJT The RBSK
program rs irnplemented rn the sule as a mod;fied versl0ri of e\rslrnS
School l-Jealth Programnre rn the F\' 2013- 14, and as per the

GO(RI) No 3\)0 )At I ll&FWl) dtd 28 09 20 i r, the RBSK program rs

bc,rg operaironai In rh€ stal€ Irr the abc''ve said GO it rs cle.ar l,'' menlroned
that. th€ RBSIK screenn'ig has tc done t-.r School Health Nurses/ RBSK
NUIse

The RBSK Nurses u,rli carry our scrcenrng (as per the R-BSK Job Ard)
of a)l chjldren rn tlle pre school age en:o)led at Anganwadi centers al least

1\^irce z year bes;des screening of a1) chrldren stud-yrng in Clovemment and

Governmenl arded schools, whereas the newborns are screened for vrsjble
and functional binh dcfects in all delivery poinls by rrarned staff
nurses/RBSK Nurses Now Shalabham-Comprehen sive New Born
Screening prograrnme rs strengthened wirh the avai)ability of digital
platform for the screenrng, referrals and service access

As pafl of Shalabham-Comprehensive New Born Screening
programme consisls of comprehensive clinical examinarjon of a fuii
physrcal assessmert from head to toe 10 be performed on all Newborn
babies, usually withrn rhe first 48 hours of ljfe a1 each del;very poinr.
Thrs needs to be performed by the rrained deJivery poinl Suff Nurse/
RBSK Nurscs (Post Narai Ward or anyone designated)- under the
gurdarce of the Pedrarricjan/ or medjcal olficer.

Android App for \risible Birtb Defecl Screeniag rcporring and
documeotiog

This js planned in such a way thar each child wjll be linked ro rie
conesponding sub cenrer and AWC using GIS technology For rhis 

I

mapprng of all health rnstilut jons includtng sub cenrers and A WCs is

completed. The details along with phorographs of new bom screened will 
I

9. .rl9r"q !:1rgj. ry1."! app installci in rhe l-ab. 1hc prelimrnary 1

oru ards, rl lerlhei conslrtuled

dedrLale-d Mobrle HeaJth l-eanrs

nor proposetl cap)Lal oosl fol

setlrrg up th€ samc a-< requrred

under lhe guidclines fhe
!crecrllg activtlies 10 be

L-,nder1a k er ir-v Mlll- u,ere berng

cl0rrc bt "rPljN \^lro \,.,erc lraineO'

and posted for the purpose Audrt

observcd thai lcreenrng aclrvrlr€s
(1onF f ; lPllN wa. n^t in

r:om p lran ce wirh RBSK

even mougn

in all the

is workrng

observed thal

was formed

dlstricls, i1

l0



l-;,iili rhe service of
and

rL-

details lrke narne, contacl number, residing local body (drop box provided).

date of brrth, no. of iive brnhs, time of delivery, APCAR score' nerv bom

reflexes. anthropomelnc measures. breast feeding erc will be documenled

through this app After thar, if the child does n01 have any defecrs it will be

saved as normal baby, rf nor, the app will be movtng to the disease

condition part ard thenurses can sec tlle check list of the condrlion lisled

in the ^pp 
wirh phorographs and descript ion

t;*.*;","'."'-"";l ra;;Ej";;;l F.*,"-"".";;;;l

Pcd iatr ician rn Wayanad

M alappu rarr d rstncts.

Scrutrny of rdcnrd maintained al

DEICs Alappuzha, Maiappuram,

Wayanad and Thrissur districls

for the year 201 6- I 7 revealed that

our of 9588 children referred to

DEIC under SHP onlY 16)6

chrldren reached DEIC for fr.:rther

trealmenl There is no mechanism

al the DEICS to endure thal all

case5 refered fiom vanous

periphery level insljtutions

reached the DEIC for further

investigation and trealmenl.

As per rhe above picture all condilion with photographs and descriprion is

added in the android app irsell, so l}ral the RBSK Nurses can add rhe

presentinB condition of the child after comparing with photo ard

bescripr;on, and they can uke phorograph ofthe presenring defecls ofrhe

chiid as seen below

il
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, | 
-"1.", the c:mera ,.on be! de rhe aeled 

i

a I"'' :o1 "'rr' -oBP 't"P'' c^' 
L

lih€ \ ! ble orrlf,deierr {vgDl

l

I

,)

Tap here lo drscard

and czplure agarn

erajls of the child The Program is designe-d in such a way rhal while i

nlering rhe screening derails on vrsible brnh defect resuh for any new I

orn screcned ai deliver), poinl )n1o the Androjd app inc)uding rhe 
I

holographs, conr:erned DEjC will be able to see the case and verify the 
I

?n!l!oL !rlo1! ve1lyqn g_!ry casc DEJC should see rhe imap_e, rnreracl

))
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th concerned staff upioaded lhe same or ever'l lhe Pediatricjan/ MO i/c to

nfinr the case. Then rnformatron will be passed to RBSK I4]lT
f concemed field area for ensuring follow up services aulomatically by

syslem l1 is also planned 10 provide instanl alerts 10 all relevanl

eholders through lex1 messages and consolidated repons on screenlng

nd follow up on a desrgnaled fiequency for program moniloring al dlstljcl
state ievel

VBD lD after screening( either normai or defect identified) one lD will
generaled against the dala of the child, this id will be base for the funher

ning of rhe child including pu)se oximery screening for congenttal

ean diseases, OAE screening for hearing and IEM screening for inbor-n

of merabolism These programmes also digitalized now' the same

D-lD is adding in the rnitial part ofdocumentarion, so thal all screen;ng

euils wil] be added to the same child profile.

,"r".n"d condiiions by the RBSK nurses will be under childhooddiseases

The jdenrified cases are conformed by Pediatriciars and referrals and

service access rhrough DEICs. The chlldren filom rhe age group of 6weeks

10 6 yrs are screened during the regular immunizatlon sessions wjlh the

he)p of android app. Now rhe RBSK nurs€s are using their personal phone

for screening, arrd ROP of NHM 2Al9-20 approved for procuring tablet

compuler wrrh jntemet connection for all RBSK Nurses So that all

componenls of screening u'ill be converred to digiul dara The District

Early intervention Cenlers (DEICs) are eslabijshed in all districrs as first

relenai pornt fol funher rnvesllgalion. lrearmenl. managemenl ol cases and

fo)low up servrces.

ln the ROP 20 I 8- 19, we go1 approvai for mobiliry suppon for RBSK

screening at difficuh-rural, rribal, vulnerable areas. There are 19 such areas

were identified across the slale, doclors are being the part of this team

along wirh 3 skilled RBSK nurses. A MUV is aljotted for visrting these

vulnirable areas, they are planned to visil all AWCs and Schools as per the

micro plan, which is being prepared with the guidance of Block MO and

ICDS-CDPO/Supervisor.
Our RBSK Nurses are dedicated and trained for screening of 4Ds'

repealed capaciry building sessions and close monitoring is being done by

the blocl<,/district/s1ale teams. They have the enough capaclty to screen

NTD, Down's syndrome, cataracr, deafiress, CHD erc'

Pediatricians service at DEIC Wayanad and Malappuram

DEIC Wayanad- Now pediatrician is appointed at DEIC Wayanad

DEIC Maiappuram- Now pediatrician is appoinred at DEIC Malappuram

Service access a1 DEIC
Audit reporr stales thal the major numbers of screened posilive referred

"ur., 
ur" not attending DEIC for further invesdgation ard managemenl of

d lseases

The RBSK nurses are screening on the basis of RBSK Job Aids' they are

identifoing/suspecting the conditions under 4 Ds. fhe m1j9l ponion of the

t3
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2I0. Family Planning
2.10.1 Non zvailability of
Fam ily Planning a ctiv it ies

It rs obser.red rhar all the

PJI(ls test checked provide all

FP acr iv it jes as envisage.d

IPllS, except IUCD rn sertron

Out of thc 1esl checked 16 CHCs,

oniy one CHC (Meenangadl)

32

rhe

rn

"r,a 
J.n.*".", it ,.l oo"t 

"or 
-quire an-v DEIC scn'rce unless the sanle

child has some rssucs;n development:l delz;'or disabrllty

Undcr RBSK Scherne. sLate has follo\'lng state spectfic prolocols fol

refenrng the chrldrer" to IIEIC The DEIC is the spectalrz-ed irnjt for the

cai l), ;n1en,en1icn & malagement of deveiopmental delays and disabilrtres

cspecra)11'lot urrder 6 yrs chrldren Tlle Chrldhood Defrcrency artti drsea-ses

are lhe ma1or hr:aith rssucs among unrler 18 )'rs chjldren espectallf in rural

areas in ihe starc ln Keraia sccnario rhe Childhood I)e{lcrencv arrci

Drseases can be managed ar SDi-l lcvel ltself lhe R]lSK Nu:ses screerrlng

all childrer uncir:r l8 )lrs as Pcr thetr micto plan, rderrtifl'rng the 4lls and

refening the chrld according the aclual needs The childhood deficierrcy

and drse.ascs are re{ertrtp to nealby lnslllulrons r'vhete tlle lrealment facllttl'

15 2r,aiiabie ard the chrld q,rth Deveiopmenral De1al' and Drsabrllttes are

referr ing direcril' ro DEICs

tJnder rhis crrcumstarces, we proposed one tablet compulel for all RBSK

Nur ses and l0 tablet conrputer for each DEIC rn order 10 drgriaLrze the

documenrarjon fiom screening 10 servrce access Now wc got approvai' the

procuremerl prrlcess already gorng on at state level ltol thts, soliu'are ts

esublishrng rlitlr the hell 0f NIH M It u'ing, so rhat the scr-een ed/r e ferr.ed

children to l)Ll(- u,ill be identified and the fbllow up can be oonc easrl)'

for m issr n P. ch rlrt

The DL.JC-. are csiablished ln lhe dlslrlcl levei hosprtals tf,e accessibilrtv o1

c.hildren fionr tt'ra\ areas ls ver) pool. thrs wril be lnfluenclng ln chlldrer

refened to D[]C ibr i1s sefvlces For thts reasotl Nl Llr4 ls e srablrshed

lr4obrle lntcn,ertlron Untr (MitJs) as pan of Anuyathara campatn 01 social

.lustrcc depi oi Ke:ala T be financral suppon for \4lUs rs fiom SID K SSM'

I)epi of Socrai lustrce One MIU will cover 6 CL) blocks (6 instttuljons tn a

week), 23 MIU is operational and one speclal unll ls operallonal a1

Atrapadt are.a l-he staff panem for MlUs consisrs of 1 Developmental

rherapist, I Phl'srotheraprsr, I Clinjcal Psychologisr, J Early lntewenttonlst

cum Specral educalor and 1 Audlologlsl curn speech lheraplsl ()ne vehlcle

and set of e4uipments is provrded for the intervention sen'jces The

deveJopmental delay, disabilily children can aftend the MIU clinic as per

rhe plan and avarl rle ea: ly inrel-venlion se rurres

ln Kerala mosl of the Sterilization procedures were done by Gynecologists

or Surgeons llence Laproscopy, PPS and NSV are provided through

Thaluk, Districr, Ceneral and W and C Hospiuls.

l4

provrde for ali the strpulated FP
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aclrvilics. Out of the remaining

l5 CHCs, none of them provide

for l ubectomy, Vasectorny,

Laparoscop;, u,hile iUCiD

rnsertjon is not provrded rn CIJC
Vengara and CliC Muhamma

All rhe lrP activities were berng

provided rn all the TIVTHQHs
excepl Tll l'huravoor
2.1 l. Im m u nisation

2.11.1 Poor Progress in

lmmunisation
I he derarl. ol Immunrsation in

the selected districrs ftom 2012-

13 to2016 l7 are

% of fully immunized Wayanad -

9i.16, Malappuram 90 09,

Thrissur 99 09, Alappuzha 98 65.

2-12- I nfrasl ru ctu re

2.12.1 Fu nctioning of ASHA

Audit observed shortage of 7058

ASFIAs in the suie (Required

32584, existing 25796) md 3't43

ASFIAs were not rrained in ail the

seven stipu laled modules.

Audit observed thal the pro;ect

for supply of ASI1A kits was

implemented by Nl{M in 2008-09

and in 20 l3-14 only. ASFIA krts

comprising of essential drugs and

The reason for no1 compleltng immunization is as fojlows:-

l I alse belref against fear of tmmuntzalion

2 Negarive propaganda against immunization and

3 The decision makers abroad in some of the families especiaily rn

Malappuram d istricls.

However rhe rmmunization status of Kerala is tmprovrng since 20I I The

Srate has 1:iken various measures to improve the immunization sratus like

Special Immunisation Programme, Toul lmmunization Programme'

Mrssion lndradhanush Programme, Mission Muhlrj Programme

(Malappuram only) and awareness regarding immunizal:on has been

slren gthened.

It may be noled thal there is no ac1 in lndia for compulsory

immunization Hence if the parenls are not willing for immuntzalton

even after the healtb education by healrh s1aff, il is not possible ro

provide inmunization againsl their will-

[r p.es.r,r 26314 ASI]As are working in fourteen djstricrs We have

completed the training of ali ASFIA on module 7

We have slarted a srate specific module called ASHA Module Vlll in

2018-19. The module has two parts; the first part is a reviston of previous

seven modules and the introducrion of Aardhram. The second pan ts

AYUSH which is an introduction to all the syslems under AYUSH for

ASHA workers. It is hrst rime ASHA workers are trained on AYUSH' We

have complered around 9500 ASHA rraining on Module 8 In the ROP

2019-20 we have got approval for remaining balches.

As per ROP 2016-11, we have not got approval for ASFLA drug kil Gol

has djrecred to replenish it at rhe existing health faciliry

t5
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(.olr!uf ,{lhic! rrcanl lr b(l
..,t,,t.1,O ir-, ul .r. O ,

bencficrane,. m the fieJd arc nol

replcnrshed fiom irrle to tlme ln

lhe lesr thecked 32 SC, no A -qllA
krts irar,e been replenrshe-d srnce

20t i t4

^JJ iu' F,.F,. 1l,rr l.r,o AS])A
are nol bi rnllrrg 2n\. (.asc lti
healif. ( enrr e

7.J).2

As p€f the reccrrnrefdal ofs of 1l c

| "r \\ r 'lar, \r '. et' \lU 1 r,"

( rovern rr g llod\,
erx peiled l9 r9 non

of th€ Slarr ilealdr &
pe rformrng A SIIAs

f)rficrenciesj'
l;

ln

inft aslr ucl ur e in heallh cen 1r e:

).17 ) 1 Non conductrng o{

ba s<'lin c su rlel
Nll\4 lrad roi c.orduclcd an-\,

Lds, re Lr'\{ r .1": . 0' . 4,rar'

Srare has not cordurteci Baselrne sun/e), The Statc has 5401

SLrbcentres and each c-erlre llz\,€ 10000 15000 populalror and l0 lJ
ASI'lAs are '.,,orking the area @ 1000 per populatron ASHA workers have

ajl thf .jekrls i'egarding lotzl pof,rialron, lolai number of houses, eiigrole

couplcs, under fir,e ratro, antelralal cases cta and the datz are berng

updated regular iy every vear and enlereo ln the famrly heajlh regrsler

Iven t]rough nc baselirc survevs u,er€ conducied, €\?er)/ ),ezr.

i)rogranme Jmpiementatrcrr Plarrs are berng prepared based

C.'orrpre hensir,r: Health Aciror I)tals submrtted hi, tire rn:lrturrons A

bononr up process ls done fc-. r r.o:soirdatrrg Ihesc Aclron Plans I hese

plans arf prepared fronr ward Jevel rltrr; consolrdared ar S( revtl. l)lJ('

ler,el Block level and then drstl-rc:t leveI Thcsc pJans are gr\/lrg re-qurrcd

rnputs for funher improvement o{ the facrlrries

obscr\ed tirai .r lire altsence ci
basel;re suir,cr. Nlll'J rjjcj nc'r

;lOSSC5l 1llIJi-! lO r,CrrlltOl ll'it
prog.eis and \\a( T:Ot :r'r a I)os,ttolr
1o access aJcLarl\ of tnri)lo\ etrerl
r.,.,hti h r.arlr zl)iru1 due 1c tlra

Inveslr]ertS ntade utider Nl llt4 l
I
I

l2-12.L.2 Status of ('ivil Work
lTraining (-en t re ,n Ihe
prenises of TB Hospira l,

Manleri-Hl-L life care hd -even

alier rhe lapse of 48 ntonths since
handrng over rhe buildrng ro

Mllr{, rhe building is idling due
lo lack of manpo\\/er ard
infrasruclure i rarn rng aclrvrlres
arc berng, conducied

buildrng

? Ir,lz tern ity Block
lida ppa l- H I-l--rhe

block bu ildrng is idling
than fwo years for

rn ren ted

l.Manjeri NAIM has conslrucled the training cenlre and handed over ro
the hospital authorilies The disrrrct is conducting rhe intemal rainlngs of
alJ the programmesat lhe ItarnlngLenne

1.Edzppal MIM has enlrusted rhe malerniry block and handed over 10 the

corrJleclionhosprtai authorities There was a delay rn gerllng *re electnc
and the connectton obtained on 16.052017. Equtpmenrs are

NFil4 in 201 8

supplied by

3.Fort Requesl 1o revlew the sland of the towl p)annrng deparlmenl was

sent to Chief lorvn Plaruner The issue is in rhe consideralron of H€rrrage

Comrnissiorr However the burldrng is pu1 to use by rhe hosprrai autbonlies

2t CHC
malem i ly
Ior nrore

\vanl o f
i"!!1.", equipment and

t6
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4.Tirur lnrtially the burldrng was proposed on the real srde of rhe

compound aier dismantling some existing struclures. Tlere was a delay rn

gening clearance from Health departmenr. So rhe building was shified ro

the parking area A basemenl floor to accommodate the vehicle parking
was necessary Above rhis basemenl parking area rhe three storred building
was built ivjth the facilrtres as per the proposal. As a resuh heavrer

foundation was needed The construction of an extra basemenl floor
resuJted in excess cost. Also there were changes in electrical insrallatrons

such as A/C, power wiring etc. based on the requjrement of the hosprtal

authonties N4ore over 4 Nos of toilets has been provtded in addirion ro rhe

earlier provrsicn it was necessary to consfuct RCC srarning to well, RCC
walJ for Ramp, dadoing w:th wall riles for the entire building, addirional
wall c.onstruction for the parapet \r,/all, providing plastic emulsjon paill
instead of distemper etc. Also i1 was necessary to provide wer riser for
firefighting as p€r the latest revision of fire rules. Changes were effected in
rhe Operation Theatre such as Vinyl flooring was done as per the

requiremenl of the hospital aufiorjties. There was poor response for the

Iender cails for the laminar flow A/C in the Operation thealre Response

was obtained oniy on the 4$ call whicb was received on 211Q9/2011

Approval for the same is since communicated to BSNL on 3I/l0l2Al1
\lrith the comp)etion of this work, the buiiding wrli be ready for

occupation The actual escalation will be known after the senlemenl of
final bi1i.

Chengannur- NHM follows the CPWD rules in our works. As per the

CPWD ruies, there is no clause for risk and cost. So risk and cosl clause

has not been included in the agreement condition. The re arrargement of
lhe u,ork through a new contractor based on DSR 2014 resulted in excess

amounl. The origina] estimate was based on DSR 2012. Following rhe

views of Audit pafiy, the risk and cost conditions have now been included

in the recenl contracts- Henc-e the loss due to rearrangement of works

through other agencies can be minimized.

herrug,e zone

i 
I MC H Block in CIJC Fort

IHLL- 
the building could not be

I 
pur to u.e due 1o rhe oblecri,rn

lraised by rhe Chief Towr

I 
P,lanner, l,:r".0-T thar rhe

i elevalron of the building u,as not

I 
as per rhe norms prescribed under

th"'ir,"" '^."
per th€ norms prescribed under

l;;;;-;;".u a, DH rirur-
BSNL- deviation on civil works

nerrssrtated die 10 the site

cond it ion Lack of proper

planning and preparation of
projecr eslimate without studying

the site condition resulted in the

increase of project cost by more

than 20ok. The work which

should have been compJeted by

November 2016 with a pro1ecl

cost of Rs Scrores could not be

completed t ill date.

5. Construction of MCH Block
zr THQH Chengannur-M-/s

ITSCC (lndia)- as the progress of
the work was very slow, *le
consu ltant terminaled tle contracl

on 21105/2015 after forfeiting the

Performance Guarantee. Work
was relendered and the lowest

amounl quoted was accepted by
I he technical Commiflee in

January 2016 with a time of
completion of one year. The

additionai liability consequent on

revision of the estimate due to
termination of rhe work by the

firsl contractor was avoidable if
the agreemenl included a

l1
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,:ondrlronal risk and cosl ciause to i

make good alt), loss in case oi j

ternr,nalton of rlork I Mananthar,:dr' \lirthrr the land assigned 10 t_he hosprlaj authollrcs lhere
6 Construclion of Staff ]are three pockcls occupred by Pzizhashr li4emorial Polrce Deparrrrenr ancl

Quarlcts al DH i \\larer Auti,or ,t1 As per lhe survey map, an exlent of 2t cents i)€iongs to
Mananthavvadt. H) I dunnp- the I pollce depa'-lnt:rt \ou, the polrce departmenl has clarlleu o\\ne rsl)l) cl

10 ensur€ hrndlarr:e fiee la_nd led
10 inabilrt) 1tl contplere Lhe Sraff
quaners and Utfrucluous pavmenl
oi Rs 36 89 lak} ro the

blood irl flo-.irirVfT,uf rl f lrua O"rt,.rs ll.l2l Shortagcs Arrong the varrous (-lJCsi fhaluk Ilosprral/Thaluk llead er,aners

execulron ol rr.,61[ the Kera]a
polrce rarsed an ob1eclron sulrng
lhat z pari of rlre land belonged ro
thcr depannenr and the dispule
is 1,cr io be rcsolr,ed Failrre of
the SIJM rn plannrng and farlure

cons u ltant
i

'. t11 CL^.

ban k./b loo d srorage

A udr: rioliccrl instances of
n.red r.al rrslrlutlons function rng
r.r rthoui blood slorage,/b ood
banl, ar,a rlair Je b)ood sroragc
facilrt res remarning non
functronal due ro failure 10 obrain
jrcense, blood banks fu nct ion rng
wrthour license, blood banks
functroning without license and
Instrlulrons offering Blood
slorage faciljlies rnstead of the
strpulared full-fledged blood
oanx

No blood bank ar GH Kaipena_
CIJ A lappuzia, I)H MavelikJ<ar:q
;,nd 8SU rrot 2\ailable in IIlQH
Pudukkad, TI.IQH Kodungallur,
THQH lh uravoor .

63 cents Thc zbsence of ary clear cul boundary has ;r:r,ed 1l,p u,2 ',, f6y

dispute f he lsrue was rarsed before rhe DDC rhat mer on 2BtCt,- t20) 6 and
lhe), havc resolved rc handover the land of polrce depar1menl ro Drslrrcl
hosprtal h4anarrthavady A prgposal 111 rehabrlr12te th€ polrce offire ro some
olher revenue land has been referred lo the Govemmenl Tnc oeoston ts

2u,aried

IJosp,tal,Bloorl banLrBlood Storage Centres are set up hased on rhe

requrrernerr cf blood un,ts il the hosp;tal rvhere l)tele are surgerr.,rJe);r.cr."
points rvhrch rcqurres biood transfusion as pan o1 the tlearntenl 4i
pennrned BSC are rhere rn Kerala Stare ol which l6 are non funcrronal
because of nrl re-quiremenr oi blood in rhe institurion The blood banks are

grven lrcense arrd renewal by Drugs Control Depanment -fherc 
are three

proposed Biood banks where equtpmenrs were gtven In rhe year 2013. srilj
lhev are finctroning as BSC at DH Nen/aninkara, DH Mave)rkara and DH
Vadakara

ICH Ka)peru- Though BJood ba:rl
funclroning

not avajlabie, BJood Srorage unir is

2.CH elappuzha l'he Medjcal College Hospra) has the facrlrrl, of tslood
barrk which is nearby rhe GH A )appuzha.

3 DH Mavelikl<ara- Though Biood bank
un iI rs funct ion ing

nol available. B lood Srorage

4 TIJQH Pudukkad The insriturjon is recenriy upgraded as TileH ard
there rs no delivery services are provided
5. THQH Kodungallur- Blood Srorage Unir is now funcrionrng in the
n ospriaJ

6 TIlQll l huravoor The insriturion rs recenrly upgraded as 1'HeH and
there ts no delivery services are provided
7 TI.IQH Thtrurangadi. lrcense obtained and Blood Storaqe unrl rs nou,

Blood Sror agc a vai

functroning in
-i-hrrurangadr. 

)-I{QI

lab le but

TH
J Vyth iri

nol 
i

ori I

q"o 
1

i8



] As per IPHS gurdelrnes, referral

lranspofl faciJity was to be made

available in each PHC. lt was

seen thal ambulances wer€

available only in 50out of 850

PHCs and 58 out of 232 CHCs

Out ofthe 32 PHCs and l6 CHCs

test cbecked ambulance faciliry
was available in n,,o CHCs ard

one PHC (Pu lpa Ily. Meenangadr

and Noolpuzlia)

2.12.5 Idling of equ ipmen ts

$,orth fu.98 la kis
Audit observed rn l7 institutions

in the tesr checked districrs

equipments wortlr Rs.98 lakls
were idling for various reasons

such as non avaiJabiiity of
in frastructu relspace/m an power

and its non-requirement.

t00

functioning.

8.THQH Vyhiri ' B lood Storage unit isnow functioning.

9 CHC Meenangadi- Blood Srorage Unrt is norv funclioning rn the hospital

l0.W&C Alappuzha -License obrained in 2018.

I 1 THQH Suirhan Bathery- the hospiul applied for renewal of the license

and approval is awarting.

Under NrIJM 50 Ambulances are procured for runnrng 108 ambulances As

per the re4uest fronr KMSCL Rs I 1,88 Crores released to KMSCL from

the head of referral lranspon for the procurement of Patient Transpon

Ambulance Though the funds have been trarsferred to KMSCL, formal

djrectjons are awajled from the Covemmenl for the purchase of the

vehicles and imp)ementation of the prqect.

Equipments idling as unsen'iceable - ln the case of unserviceable idling.

action has ro be taken to declare the ilems condemned and 1o dtspose as per

the GO Ms 63/2013/ll& FWD dared 23.02.20]13. Process for the same ra'ill

be in iriated.

Equipments idling for want of repair - In the case of items 10 be repaired,

aclion has ro be taken al the inslilution level.NHM had already initiared a

prograrnme " Biomedical Equipment Maintenance Programme" 10 gel the

equipment repaired withrn the shortesl possible lime under an agreemenl

wjrh I4/s Kirloskar Technologies Pvt Ltd. Acrjon intimated to repair the

sa]ne.

Equipment idling for want of Manpower - The equipments can be

rnanaged by the staff in the institution. Hence directjon in rhis regard ls

being given.

Presently laboralories are available in all THQH, DH, GH and W and C

Hospitals.

P ublic Healrh laboratory, Regional Public Health Laboratories many CHCs

have Laboratories and regular post of laboratory Technjcians

Tlrough NrHM, sa-nctron has arcorded 10 slafl 205 Laboratories (5 labs are

sanctioned in 201 7- 18). KMSCL has supplied equiprnents for 
.185 

labs and

for 15 labs all other equipments supplied except micropipette- Local Self

Govemmenl also started taboratories which are function ing under Hospital

2.12.6 Non Availabiliry o{
Laboratory services

Audit noticed non availability of
laboratory in l8 out of 32 rest

checked PHCs. Severe shortfall

rn the laboratory serylces

provided by the DH, TIVTHQHs,
CHCs and PHCs in the test

t9
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( l)&.kc-d four d strcls \4aragcmerl (crlmrtlees

2.12. j Safetl. rncasures in X-rav Ai-RJ) Regrslral on cf Radiologrcal Lquipments & t)re purelrase of TLD,

( l)&.kc-d four d strcls \4aragcmerl (crlmrtlees

( cnl r cs

Audrt rrotrce,ri llrai l6 our o1 l7
irrslrulls tesr r lrec.ked offerec X

r2l ltr\ic.es ilorvercr tr, li or-,t

ol l(r lrosprlals. X ray rrachrnes
\\,cr e operaled wtlirout oblarlnp
( crtrllcatron of Safetl, ii'om IIRS
(l) [ ec ior of Radrarron Saferl.]
and ten e4utpments in Se\/e,'r

bosprrals are betng used rvrtirout

conducl rng the qualrl)' resrs

AJdrt rotrced *ral the leclutrcrarrr

nranning the X-ray unirs rn Iour

hosp tais wcre nol provided u,rth

I l-l) flln badges to rnd carc

lcYcl( oi exposur€ IO radtalton

2 12.8 Compliancc ro

Assurancc C u id ciirres

Badges si or, iC t,c dore by the concemed hosprul aurholt\ i 1, reg.rsrering

ihe dcrarls rhrough e L(IR-A Sofrware QA resr of Rad ologrca
f-qr ;..111p111t rs r! l,rdcd rn Bromecjrcal Equipment \4arrrenanr.c Prcgr arnmc

ci \l l \'l arrc as },r('r thr request 6om hosprral. QA Je si rs bcrr pt c cl cJlcred

ivl{]r4 gor approval rn PIP 20l8 )9 for rakrng AERF I rcense for ali
Radrclogrcai eqrrl)nrcirts zt all the govemrnenl hosptrals anrj AS rssued to
KI4S(.I_

Qualirr ' As ;re; the cperarroral guidelines for Qualitl, Assurance 2[ l1. tltc

orga;rza:roraJ srrucli-r. shows that tirc qualtly rearn shorlc bc lonr,ccj orll
Audtl rtottced that thoL-rgh tirc trli Drstnct i1os1-. 121 level ln ali other lnstrtutron: r,rfrcn are nol lakcr toI

SQAa and DQA( s were forrne-d. I NQAS accrecrtat or lnfection Conrrol Commrnee rs tolre-c and llrc\'
l)QAi and factlrry level Qualirr serve lhe funcrrlns cf qualiry conrroi te:m ln rhe case ol parrenr

t"ot,,- tn'.r" nol Consltluted rn ail satjslaction 5u^,e\/ a neu, ardroid applrcaljon for conducting online patre l

Inslllulrons lll the lest checked satrsfaclion surve\, rs berng developed with of C DAC and wrll be

8l)ll/Cll- QAT was n01 fonned lrmplenrented soor Nou insrruclions are grven to all drsrrrcrs ro fom
rn 3CflDH and four Thaluk lqual rt] reams in all insrilurrons
hospirzls Funher foci)rty level
gualrty leams were not formed rn

l1 CllCs and 24PHCs Lr rhe

absenct oJ such QAT, lnlernal
a'sessmenl of qualtt\ aclrvrtie:.
preparalron of key perfo rrnan ce

rndrcators, pal lent sat lsfacl ron

survevs, rdentr fication of gaps

and rmproverlen 1, foliow up
acl rons elc were n()1 done

2.13. Irinancial Ma nage menr

20



13.1 Short rclcasc of funds to
Ii igh prioriq, Disl ricts
Audit noticed shorl release of
Rs 86 40 crores 10 the three HPDs
dLrrrng20J3l7

2.I3.2 Janani Suraksha Yojana
(JSY)

Audit observed that during 20 12-

11, ll 44 laldr bcneficiarics
across the stale and 33182 (33%)

beneficiaries in the l5 selecred

institutions of the four selected

disrricts were not paid the

stipu laled cash assistarce.

Even though it was clearly

stipu lated thar tor High
Performing SLates rhe faciliry
would be available only to
BPL/SC/ST', aud it noticed that

the Stare extended the JSY

benefits to APL beneficiaries.

l01-

Usuaily NHM budget drvision is mainly based on popularion, bul in these

drslricls sorne additional prcposal as requested by districrs and as COI

apprcvals were given as additiona] approvals such as additional incentive
to Medical Offi cers, Endosuiphan rehabilitation programmes, Nurritional
developrnent programrne, etc. In addition 10 this the-r€ were no addirional

requests by these districts Thus state is providing additjonal funds rn order

to get required doclors and other services. fhese are the figures of fund
allotted ro these disrricrs, fund allotment ro d jsrrjcrs are as per the

req u iremenls of districts

20t4- I5?0 )3- r! 2015-r 6 l0l6 1?

BudS€' 8ud8ri Budg.r

PLKD 1592 00 ?006 00 r908 00 199J 85 220t 0 181r 69 24) l 0 , r9l 91

MLPM 7)04 48 141319 )551 8 1@9 a9 7501 t 2)99 0) |3?0 251614

XSD 1203 7l r6t9 5 )24) 8 t)7166 t.3l 0 r-2 r9 06 I 50,1 0 t0?l 5)

Torrl .49002 | 60€9.29 5?01.6 5314_0 6 t4l_0 5)5211 ?05?,0 5840.21

Excepr 2013-14 it can be seen thal budget al)oned was more compared to

fund alloned. it shows thal even rhough we alloned more budget in I-IPDs

rhe absorplion capacity of these districts are comparalively low.

Nonpaymenl of JSY incentives was moslly due to the introduction of DBT.

The software was not working properly and the techrical suppon was also

no1 ir a proper way. Thar all affecred fie paymenl delay to the

beneficiaries. Correctjve measures have been raken for clearlng the

oendinp incentives-

As per the JSY guideline of Ministry of Health and Family Welfare the

cash assistance for High Prevalent States is Rs.700 for Rural areas a-nd

Rs.600 for urban areas. ln Kerala it was decided that tlre cash assistance

should be extended 10 all the women who are delivering ir govemment

hospirals lrom March 2012. However, CAG, in the AII lndia Performance

Audit ir the State for 20ll-16 has mentioned that Kerala had extended

O4 arch 2012) the benefit of ISY 10 all women who are delivering in

govenunenl hospitais irrespective of their BPUAPL sutus. It was pointed

out thal this was done without obtaining State/Central Governmenl

approval. As per the d irection from the Goveming Body of NHM, a

proposal in this regard has been submined to Govemrnenl of Kerala for

fu rther approval. Based on this, Govemmenl of Kerala has given direction

to continue the same as per the letter no Health - FWI/l9l/2017 /Health

2l
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darca )/\t2Al r-

'-l

: i: r \,:n ,""itrtlt,r1 ;i fo,meaio o '.irot lrit.a jrt, si^, i.i ^ 'i..i i-a,l
recrrrds ar PII( (.hethalar.arn

A udrt otrservcd ihar rlrer Pl lC
lrarnlainetl ,rr\'0 zcccLlnls ln S B

'uiir dr Batl ,r. i el ir '

lr:insacL]orrs ol i.Jlllr4 Whrie onr
a( coul1 \^,a\ ir llrc rrJrrti narle oi
MO ard lllo< k Pan< hzyarh
I)tesrdent for transarirons i,ke
Lrll real IuDd. matnl€nance gianl.
\\/H S( el. and rfre se-cofci

acco!nl was ntarnLarned tn ll.e
name ,l V(' I. ai olnfl
scherles oi Nl{Nl
( ash book \\/z! a\,al ja b 1e or l),

l4 Oth er

rcglsler ! l,k(, tLr|at teglster -

( ilteque sluc rt:g,ster SOf_.

!,upl(lJllrg vOICht:r5 elI a SO r]C1

,rzr!'riarred b_r rhe Pfl(. \4O cf
rt p i ll1 1 . .pct ,d.t (1,( qrlp. :( .

laf g€ amounls Hence lhe
possrbrlrly of nirsappr op|alron o1'

f,Over rrmeDl fund S carrrroi be

fLled out

? 13 4 Adva nce

sl2t€menl
rm;;ti;il

Audrt obser ved that an arnount of
lts 81 

./4 lakhs released durrng
the period fronr 20 10 ]l ro i0 16

l'1 l0 val )ous organtsallonsrr

indivrduals (toral 9 cases) are srrl
pendrng senlem enr

l-he rnaner has Decr, rn

arc hardied br, regr,lar

ll this fegard

si2fI cf h€a tb sen'rce)for lakrng ner;essary acrions

from Nrtr,ent ber )C,

ihe advances are senJed Details are shown bejow
1o w lr orn pa id Amount oi

Adva nce (ln
Date Status

6 3 2010 5€ttle d

Settied

Rs.

5FM (Adrnn &1r
D1f ath i illle rkal

IDS P

Dr 5u nrl

5tale H€,all h

R€source Cent r€
5ta re H€ alt h

Resource C€nt re

50,o0,000 00 ) 1/12 / 2O12

5.000 00

425000

3 9,000.o0 11/2O10

20,000 00

sen le d

Senled

5€nied

4 207 3 14

1Bl7 2 2 2.013 1A

2015 t6 5et1Ie d

5erlled

5

NMIlP i0.o0.000 00 )o16- 1i

2)
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APPENDIX III
, Appendix From Audit Report

Appendix 2.1

Shortage of drugs in post-partum units
(Reference: Paragmph 2.8,6; page: 23)



to6

Appendix 2.2

Caesarean Sections performed in test-check€d delivery points
(Reference: paragraph 2.g.7; page: 24)

t.

2.

l.

5.

6.

7.

8.

9.

t0.

I1.

12.

t,t.

)4,

15.

CH Kalpena

GH Manjeri

GH Thrissur

W&C Atapilrzhs''

DH Mananrhavady 2],66 649 23.46 2544

:::,1: :r'q(,. s!6rf6{f ?!e ltr,aca
DH Wadaklanchqry Z ttg 32.87 427 fg g.4l
DH Mavetikkara ' {92:,'31' 66jt d,t9 ,,gi8

THQH vythni t 454 . lO4 22.9t &l tSl tg.6O.,,,,OlZ ,,,,142,
rHQs suhrq! &.W .-13p9, l{q ,z?.lq rt{r ,.,?tr ,Kgl.ffi
THQH Tirurargadi 574 l5O 26.13 461 ,,n *.& , 

363 ,

rHQHpooirni,i- ::j925i:,::tdtt.z':rg.rtj lsr.xi,,:&*;
rHQH Kodurga !r ..908 462 51.43 ll3S i]il .4$iS ,,in,,,,:,:,.THQH Kodu'sarlur 9os 467 51.43 rrrJ irz +e.zs wt a,ti si.lt ,it srr'*,. ; ;;;
lll.*"** 7s 364&m 5r4 2&3t.x n *rq,q.nao.*,rr" ; ;;;;;;
CHC Me€nangadi 733 2O2 27.56 It93 34E 29.12 tlU"'Ug tZU tm 3?9 ,,.90 

"ag 
3t7 n.t2

26.r3

* ISCS - lower Segment Caesarean Secnon
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Appendix 2.3

Provision for free diet
(ReJerence: Paragraph 2,8.8.1; page: 25)

8.
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Appendix 2.4

Free drugs and consumables

(Reference: Paragmph 2.E.8.1; Page: 26)

/tdt
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Appendix 2,5

Low Birth Weight babies

(Reference: Paragraph 2.9.2; page: 27)

l.

2.

t.
.{.

5.

6.

7.

8.

t0.

Il.
)2.

t3.

14.

15.
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Appendix 2.6

Shortage of essentiat facilities in test-cbecked institutions
(Ref*cnce: paragraph 2.12.2.2; page: 33)

Shortage ofessentiat facitities in test.checked CHCs

:'.

0-

Shortage of essential facilities in test-checked pHCs

. , ..e 
,.

No. of CHCS
which do not
have the
faciliry

.].

t,l.
3
i{il

No. of
PHCs
which do
n()t nave
the Iacilily

No. of
Sub-
Centres
n hich do
nol have
the

3

. 
Sub-Centre data for the selected districts

rM Three pHCs r.,i-. pothuktat and.I}iruna
,r, ii,jlf.o.lq.ovrae rn service. Lvaya in Malappuram and Nattika in Thrissur have the faciliry

". ;il ffJ:||fiil1 "aiappuram 
provide parriat 5ervices onry.

44
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Appendix 2.8

Idling of equipment

(Reference: pangraph 2.12.5; page: 35)

!0!
Ite

': .]. :

!l4t .

Mahppuram

Wayanad

Alappuzha

CH Katpena

THQH
Bathery

Equipment idling for want of repair
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Drsrntqr E(xPtTitt s

- Aulit tuIln tGetk,rul erul Sotu STtor) for rhe |car endeal March 2017

. :., ..,..i,

cHc ., .. .. . ,..
pdcc Orirnc*er

.. ,'l ..:.

PHC
ChdrhalayaA. .. ,. , :

wayird. 1.. , . ,

GENETAL

Equipment idling as unserviceable
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General Hospital

' ,a: l

Manjeri l* tu'ott '1 1:,r-. j
Infi$btr trrq

','. ''..... ' .. :
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- ,\ulit Rry!'n lGc,terdl Ltn.l So.itl Se.tur) for the year endcd Mart:h 2017

Appendix 2.9

Non-availability of laboratory/diagnostic services

(Reference: Paragmph 2.12.6; Page: 35)

(D PHCs- Number of tests required to be conducted - 11

(ii) CIICs- Nunber of tests required to be conducted - 36

(iii ) TWTHQHS - Numb€r of tests required to be conducted - 5l

(iv) DH . Number of tests rcquired to b€ conduct€d-y/

(v) GH . Number of tests required to be conduct€d - 97
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Appendix 2.10

Non-availability of radiation equipment

(Reference: Paragraph 2.12.7; Page: 36)

3. fiQHKayam

4. GH Alappuihr

5. TH Thuravoor

l.

ll.

t3.

14.

r0.

12.

THOH Sultan Batlrrv I I

^t r'
THQH Vythiri

J.

DH Tirur 3

'u7-
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- ,1lkli Repon IG?|t(rdl Md .\otul ktklr)for Ille )ut etkled tu|aft:h20I7

Appendix 2.11

Advances pending adjustnent

(Reference: Pangaph 2.13.4; Page: 4I)

z- Dr. ktttat

?.

,:..r:

Sunil ': .,

6..

7.

8,

_:.
5. Siat

9. Stats lIeal&

,1.170


