©
Kerala Legislature Secretariat
2023

KERALA NIYAMASABHA PRINTING PRESS.



FIFTEENTH KERALA LEGISLATIVE ASSEMBLY

COMMITTEE
ON
PUBLIC ACCOUNTS
(2021-2023)

SIXTH REPORT
(Presented on 16™ March, 2022)

SECRETARIAT OF THE KERALA LEGISLATURE
THIRUVANANTHAPURAM
2022



FIFTEENTH KERALA LEGISLATIVE ASSEMBLY

COMMITTEE
ON
PUBLIC ACCOUNTS
(2021-2023)

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 31* March, 2017
(General and Social Sector)

291/2022.



CONTENTS

Composition of the Committee

Introduction

Report

Appendices :
I. Summary of main conclusions/Recommendations
II. Notes furnished by Government

III. Appendix from AG's Report

Page

vii

68

72
95



COMMITTEE ON PUBLIC ACCOUNTS
(2021-2023)
Chairman:

Shri Sunny Joseph.
Members:
Shri Manjalamkuzhi Ali
DR. K. T. Jaleel
Shri C. H. Kunhambu
Shri Mathew T. Thomas
Shri M. Rajagopalan
Shri A. N. Shamseer
Shri P. S. Supal
Shri Thomas K. Thomas
Shri K. N. Unnikrishnan
Shri M. Vincent.
Legislature Secretariat:
Shri S. V. Unnikrishnan Nair, Secretary
Shri Reji B., Joint Secretary
Shri R. Venugopal, Deputy Secretary

Smt. Shamy J., Under Secretary.



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

The Report of the Comptroller and Auditor General of India for the year
ended 31" March, 2017 (General and Social Sector) was laid on the Table of the
House on 18™ June, 2018.

The Committee considered and finalised this Report at the meeting held on
11™ 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,
16" 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 31" 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 level’, 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.
291/2022.



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

State Health Society

District Health
Society

Community Health Centres (CHC)/
Primary Health Centres (PHC)

Village Health Sanitation and
Nutrition Committee (VHSNC)

Sub-Centres

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 institutions® 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.



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 56" 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:

e 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 Gol 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 NHM framework for UN Sustainable Development
indicators implementation (2012-2017) Goals (2030)
Target Achievement Target Achievement
as on as on
31-3-2017 31-3-2017
1 2 3 4 5
IMR (Infant 25 per 6 12 per 1000 6
Mortality 1000 live live births
Rate) births




1 2 3 4 5
MMR 100 per 29 70 per 100000 29
(Maternal 100000 live live births
Mortality births
Rate)
TFR (Total | Reduce to 2.1 1.6° No target
Fertility Rate)

(Source: Directorate of Health Services)

Notes received from the Government based on the above audit paragraph is
included as Appendix - I1.

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 31" 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 (Gol) upto the year 2013-14. From the year
2014-15 onwards, Gol 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 Gol 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.



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 | Central | State | Interest Total Total |Closing
Balance | Grant share | earned fund fund Balance
received | released | during | available | expended

the year by
NHM
1 2 3 4 5 6= 7 8=6-7
2+3+4+5

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: Gol 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 T 2144.12 crore by Gol during 2012-17, GoK should have
contributed X 915.20 crore. However, the actual release was only X 591.98 crore
resulting in a short release of X 323.22 crore. It was noticed that even though



GoK contribution was less to the extent of X 323.22 crore during 2012-2017, GoK
reported its contribution to Gol as X 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, X249.01 crore in 2012-13 and X 60.73 crore in 2014-15 to NHM,
for execution of various plan schemes. Thus, X 309.74 crore, which was released
from the State Plan Fund was intimated to Gol 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 Gol 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 — I1.

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.



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
Gol. 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 31* 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



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 Gol 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 Registered | Received Not Pregnant | Pregnant | Pregnant
pregnant within | three ANC |received | women | women | women
women first checkups three who who who
registered | trimester during ANC | received | received | received
for ANC (12 pregnancy | checkups| TT1 TT2 100
weeks) 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
required® 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 anaemic® 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 — I1.

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 Gol directly till 2008 and at the time of audit
observation there was delay in supply of IFA tablets from Gol 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 31" March 2017 (General & Social Sector)]

2.8.2 Testing of pregnant women for HIV and STI infections

The RMNCH+A Guidelines issued by Gol (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 RTT/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 No. of | No. of Per No. of No. of No. of Per

pregnant | pregnant | pregnant | cent | positive | pregnant | pregnant | cent

women | women | women | not | casesin | women women not
registered | tested not tested HIV | tested for not tested
for ANC for tested tested STI tested for

HIV | for HIV cases STI

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 RTT/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.
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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 — I1.

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 31" 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/ Availability of
Distrct Sub-Centres PHCs CHCs
Required | Actual | Shortfall | Required | Actual | Shortfall | Required | Actual | Shortfall
as per (per cent) | as per (per cent) | as per (per cent)
norms norms norms
Kerala 9263 5408 3855 1293 | 848 | 445 366 232 134
(42) 34 37)
Wayanad 278 204 | 74(27) 32 23 9 9 9 0
(28) (00)
Mala 959 589 [370(39)| 160 84 76 48 22 26
ppuram (48) (54)
Thrissur | 636 472 | 164 (26)| 106 79 27 63 24 39
(25) (62)
Alappuzha | 467 366 |[101(22)| 78 59 19 16 16 | 0(00)
(24)

(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
CHC:s persisted.

Recommendation 2.2: Government may address the shortfall in health
centres also, dfter 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 — I1.

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 31" March 2017 (General & Social Sector)]
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2.8.4  Availability of delivery facility

The Janani Suraksha Yojana (JSY) implemented by Gol since April 2005 as a
100 per cent Centrally Sponsored Scheme (CSS) under the overall umbrella’ 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 Gol (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 Care®, 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
two® out of the 71 CHCs providing delivery services. Out of the 20 TH/Taluk
Headquarters Hospitals (THQHSs) 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 Total No. of Total No. of Total No. of
district no. of PHCs no.of CHCs no. of | TH/THQHs
PHCs where CHCs where TH/ where
delivery delivery THQHs | delivery
facility is facility is facility is
provided provided 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 — I1.
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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

CHC s in remote areas.
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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 hespitals 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 31" 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
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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 |Sanctioned | Menin | Requirement | Shortage
strength | strength | position | as per IPHS

THQH Kayamkulam | 125 2 2 2 Nil
THQH Kodungallur 176 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 10" 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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primipara™ 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:

)K
!ﬁ 7

Picture 2.1: Patients sharing beds at DH Mananthavady in Wayanad District (28 June 2017)

11  Primipara cases relate to women who are pregnant for the first time.
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N\
s
Picture 2.2: Delivery patients resting in corvidors and floors at GH Manjeri
in Malappuram District (24 May 2017)

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 — I1.

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 31* 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
Gol 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 cent'? 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 — I1.

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 31" 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 1* 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, Gol 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 six'® 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 four™ institutions, the mothers were discharged from
the institutions prior to the days prescribed (three days for normal and seven days
for LSCS") 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 X11.88 crore with KMSCL

The JSSK launched by Gol (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 X500 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
X27.45 crore (X15.57 crore for purchase of 283 Patient transport ambulances,
X5.09 crore for setting up a control room and X6.79 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) X11.88 crore to M/s. Kerala Medical Services Corporation Ltd.
(KMSCL), which included X5.09 crore for setting up of a control room and
X 6.79 crore to meet operational costs. However, the cost of purchase of
ambulances (X15.57 crore) was not transferred to KMSCL. Audit noticed that
KMSCL neither set up the call centre nor purchased ambulances as the cost of
ambulances (X15.57 crore) was not transferred to them. Thus, I11.88 crore was
retained by KMSCL since March 2013. It was also noticed that NHM submitted
Utilisation Certificate (UC) for 2012-13 to Gol certifying that all amount received
during 2012-13 was utilised.

Audit observed that besides parking X11.88 crore with the KMSCL since
March 2013, an amount of X3.23 crore’® was paid as cash assistance to the
beneficiaries in test-checked institutions thereby violating the scheme guidelines.

GoK stated (November 2017) that though X11.88 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 Gol by forwarding UC
certifying that all amounts received during 2012-13 were expended, when
X11.88 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 - I1.

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 X11.88 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.
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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 31" 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)". Similarly, all FRUs/CHCs needed to have a Newborn
Stabilisation Unit (NBSU)', 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 three'® 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 five? 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 31" 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 kg®' 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 - I1.

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 31" 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 screening® 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 ASHA? 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 JPHNSs 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-I1.

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 31" 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 CHCs** 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 Thuravoor®. The details are
as shown inTable below:

Details of institutions providing family planning activities

Family Alappuzha Thrissur Malappuram Wayanad
Planning PHC |CHC| PHC |CHC| PHC |CHC| PHC |CHC
Activities

Vasectomy Not 1 Not Nil | Not Nil | Not 2
required required required required

Tubectomy Not 1 Not Nil Not Nil | Not 2
required required required required

Laparoscopy Not 1 Not Nil | Not Nil | Not 2
required required required required

TUCD insertion Nil Nil 4 Nil Nil 4

Oral pills/ 8 8 4 8 8 4

Mini lap

sterilisation/

Condom

distribution

(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 — I1.

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 31" 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 Fully Partially | Unimmunised
immunised | immunised | immunised

(in per cent)

Wayanad® | 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 31* 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 31" 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 31 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.



50

Status of Civil Works

Year

No. of No. of No. of No. of works not No. of works
works works | works in | started due to non- | not started due
sanctioned | completed | progress | availability of land | 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 X 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 X1,030.52 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
X 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 31" 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 hospitals®’ to obtain licence. In two
hospitals®® 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  THQHSs 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 hospitals® 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- I1.

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 31* 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
CHC:s 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 Total Number of Total Number of
district number of |PHCs provided| number of CHCs
PHCs with CHCs provided
ambulances 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- I1.

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 31" March 2017 (General & Social Sector)]

2.12.5 Idling of equipment

Audit observed that in 19 institutions in the test-checked districts, equipment
worth X 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 Test-checked Non- Required Non-
institution number of | availability of number availability
institutions laboratory of laboratory of tests
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 -I1.

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 31" March 2017(General & Social Sector)]
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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 10 out of 15 hospitals, X-ray machines were operated without
obtaining Certificate of Safety from DRS and 10 equipment in seven® 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 five* 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 31* 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.
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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 -I1.

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 31* 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). Gol 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 Envelope® 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 X 86.40 crore to the
three HPDs during 2013-2017 as detailed in Table below:

Shortage of funds allotted to High Priority Districts

(X in crore)

Year 2013-14 2014-15 | 2015-16 | 2016-17 | Total
Total allotment to 11| 181.59 181.53 305.50 209.59
non-high priority
districts
Average of 11 such 16.51 16.50 27.77 19.05
districts
Amount due adding 21.46 21.45 36.10 24.77
30 percent of average
to each HPD
Amount allotted to 16.39 12.22 12.19 10.72
Kasaragod
Amount allotted to 24.44 20.98 21.99 25.77
Malappuram
Amount allotted to| 20.06 19.92 18.34 21.92
Palakkad
Shortage of funds to 5.07 9.23 23.91 14.05 52.26
Kasaragod
Shortage of funds to -2.98 0.47 14.11 -1.00 10.60
Malappuram
Shortage of funds to 1.40 1.53 17.76 2.85 23.54
Palakkad
Total short release of 86.40

funds

(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 Gol during the
years 2012-17 accorded approval to only 67 per cent of the PIPs forwarded by
GoK. Thus, against the PIP of X 4014.75 crore*, approval was accorded by Gol for
only X 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 Gol 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 X700 under JSY was
admissible only to mothers belonging to BPL families who hailed from rural areas
and X600 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 | Percentage | Total Number | Percentage
number | beneficiari| of non- number of of non-
of es disbursement of beneficiaries | disbursement
institutio| to whom institution| to whom
nal cash al cash
deliveries | assistance deliveries | assistance
not not
paid paid
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
of
Government/private accredited health facilities. Even though Kerala fell under the

women regardless of age and number children, for delivery in

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 Gol 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) stipulated® 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 X19.59 lakh was transferred by the District Project Manager
(DPM) to the PHC for the period from 1% April 2012 to 29" November 2014.
However, Cash Book was available in the PHC only from 30 November 2014 with
an opening balance of X 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 cheques™ 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, X 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 X 87,040, Cash cheque No. 350698 dated
3-3-2015 for X 29,100 and Cash cheque No0.350699 dated 10-3-2015 for X 25,000.



65

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 -I1.

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 31" March 2017 (General & Social Sector)]

2.14  Non-compliance to mandatory disclosures

The yearly approval to the State’s PIP, accorded by Gol 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 Gol (7" 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 7" October 2017
1 2 3

1 |Facility wise service delivery data|While the OPD data upto
particularly on Outpatient Department | November 2015 only, was
(OPD), Inpatient Department(IPD), |available on the website the HMIS
Institutional delivery, C-section, Major |data was protected by user name
and minor surgeries etc., on Health |and password. Thus, the
Management  Information  System |information was not generally
(HMIS). available.

291/2022.
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3

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.

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 17" October 2017 and observed that data with respect
to S1.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 X 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- I1.

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,
16™ March, 2022. Committee on Public Accounts.
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APPENDIX ]

SUMMARY OF MAIN CONCLUSION/RECOMMENDATION

Sl No. ParaNo.  Department concerned

1

g

Lo

11

12

13

14

18

25

Health and Family Welfare

Health and Family Welfare

| Health and Farﬂily Welféreﬁ

Health and Family Welfare

Health and Family Welfare

Health and Family Welfare

Cbn&lﬁsiﬁﬁ/ﬁe&o;n;néndaﬁon
The Comni_itt;ee_ (iir;ecis tﬁe -depairtlilerntr tb 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.

;Committee noticed t_hét 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.

ITﬁe 7(3701;11711ii7te; 7rec_;or_.nr_ne_r-1(is_tﬂat_. (_}o_vemment
!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.

;The Committee also directs the department to
‘fumish a detailed report on the steps taken to
ensure sufficient supply of IFA tablets to pregnant'

woImen.

i

The committee difeds the éeéaftmerit o 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.
The Committee points out that there are many

Pamily Health Centres in which the service of the




I -

9

doctors was not availablee 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 Health and Farmly Welfare The Committee directs ﬁw deparlanent to conduct -
a study on patient inflow, OP/IP data in each

hospital and availability of medical staff in each of

y :these institutions. The Committee recommends
Ithat 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. |

35 Health and Family“Welfare The Corn:mttee expresse; 1;s 7dlspIeasure overﬂ 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 intentionj

to improve the infrastructure facilities and also

providing adequate medical personnel and other,

Staff for setting state of the art medical services to

| o the new borns and mothers in Taluk hospltals
36 Health and Family Welfare 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

hosgitalsﬂir} order to alleviate the difficulty of the
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people in rural areas to access and avall the

fac111t1es of Taluk Head Quarters Hospitals.

The Comrmttee directs the department to take
necessary action to provide delivery facilities in

CHC 5 1n remote areas,

The Committee directs the department to take

effective measures to ensure the gquality and
:availability of medicines especially medicines for

critical care and fatal diseases, in Karunya‘l
i’hannacies. 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.

The Coﬁﬁnittée reeonnﬁen(is to equip CHCs with

full range of family planning services. |
‘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 furmshed to the Comm1ttee
‘The Comnuttee recommends the deparf:ment to,
,prepare a guideline on waste disposal and bio.
 medical waste d15posa1 in hospltals

The Cormmttee pomted out that it is lll‘lpOSSlble

‘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.
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APPENDIX II _
Notes Furnished By Government

REPLY ON THE DRAFT PERFORMANCE AUDIT PARAGRAPH OF THE

PRINCIPAL ACCOUNTANT GENERAL (GENERAL AND SOCIAL SECTOR

AUDIT) ON THE PERFORMANCE AUDIT ON NATIONAL HEALTH

MISSION-RCH AND IMMUNISATION FOR THE PERIOD 2012-17

_AUDIT FINDINGS

2.6. Attainment of demographic
goals

NHM aimed 10 reduce Infant
mortahity Rate (IMR), Maternal
Mortality Rate (MMR) and Total
Fertility (TFR}). In this
process, NHM was expected to
help achieve related goals set
under the Millenmium
Development Goals {(MDG) 2015
and UN Sustainable Development
| goals (2030). The performance of
the Swiate was impressive and
exceeded the targets set under the
UN' Sustamable  Development
Goals

rate

B o REMARKS
No comments

'2.7. Non-allotment of State
share of funds

Audit noticed that against the
receipt of Rs2144.12 crores by
GOl during 2012-17, the State
comributed only Rs.59].98 crores
as 1ts share of contribution. There
was thus a short release of funds
by GOK  to the extent of
Rs32322 crores. Il is also
noticed that Rs.309.74 crores
which was released from State
Plan fund was intimated 10 GOI
as State share which is contrary 10
the puidelines.

Asfper the Government orders received from State Government 1] 2012-
I3, certain plan funds released by State Government were treated as state
share, but later as per the instructions from Government of India, no plan
funds were treated as state share. From the financial year 2013-14, State
Government is releasing comesponding siate share in line with GOJ
releases. However, GOI accepted the treatment of plan funds as state share
till 2012-13, and further State Society not received any letter rejecting the
plan funds treated as state share from GOI.

It is also informing that even though treating of plan funds as state share
was contrary to the guidelines, till 2012-13 Ministry had accepted the same
and it is evident in further letters from GOI. Letter received from GOI
regarding state share pendency as on 31.03.2017 is enclosed to substantiate
the claim. As per the letter an amount of Rs.84.26 crores was the pendency
which was released by State Governmen during 2017-18.

2.8 Health care for Women
2.8.1 Ante Natal Care (ANC)

As per DLHS 4 (District Level Household survey) data, the Antenatal Care
in Govenmeni Health institutions is 54.4% only. Rest of the care is given
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fi&ﬂngrﬁbfﬁﬂf7narﬂy 80.13% of

-
l
|

!

Vfirst  trimester for pregnancy : PMSMA (Pradhan Manti  Surakshn Mathnitve  Abhiyan) has  been
9%% (2168273} could not | launched for strengthening ANC for identifying hgh sk pregnancies and

I

Further,

breceive  three  ANC  checkups
' during  the pregnancy penaod.

‘LThere was also shorifall in the | registration of antenatal women, Injection T
who | Folic acid tablets Even though more than 70% of patients approach private |

recerved first dose of TT Against | sector for delivery services, all efforts are being taken to regisier all the

iper(enlage of  woman
85 6% women who received first
dose of TT, only &1 23% received

the second dose

|24 95 lakh  pregnant  women } behavior {that toc a specialist ariented) of pecple agamsi what is cbserved
rreg:slered for ANC within the ] in other parts of the couniry During 2016-17, a new programme called

by privale insututions. This is attributed 10 the F]gh tevel of health ééékjng !

the care during second and third tnmester
All antenatal care services are provided through PHCs and CHCs including
T. antenatal checkup, lron and |

i

pregnant women in the MCTS during the first inmester itself However 'n
the corporation/Municipal area, the data capturing 1s very poor as there are
deficiencies in HR under hezlth department and the available field staff are
under the direct control of the Local Seif Government. From 2014-15,
Urban Health Centers have been started in the urban areas with the contract
staff appointed by NHM. Now ihe data collection and services 1 the urban
areas have improved 1o a large exient.

With regard to the point raised for TT Immunisation, the current protocol
“Immunisation Handbook for

for TT administration as provided 1n the
Medical Officers reprimt 2017 page No 17 there can be 2 single "Booster
Dose’ for the Pregnant women who had twe doses of TT in their fas
pregnancy within previous three years This could be the reason for the

shght difference of 4%.

' Audit noticed that over 12% of
24 95 lakhs pregnant women who
had registered for ANC during

2012-17 did not recerve [FA

tablets

Records revealed that the tes
checked districts of Malappuram,
Wayanad, Alappuzha and

Thrissur reporied 3774, 1205, 363
1104
anaemic cases during 2012-17

and instances of severe

i1l 2008, [FA tablets were 1ssued as a part of RCH Kit from GOI duectly.
When the ASHA Kit was introduced, the [FA tablets were included in the |
ASHA kit also. Due 1o abrupt programmatic changes within the system,
responsibility for procurement and supply of IFA was shifted from Gol to0
state under NHM, but without any hike in Resource Envelope for the state.
For the iast two years ASHA Kits were not supplied due to Jack of funds
and request was placed before GOJ for supply of IFA tablets. Meanwhile
steps were taken not to compromise the care t0 pregnant and lactating
wormen in the state by providing Ferrous sulphate tablets through general
supply intend by all the health institutions in the state through KMSCL in
their annual intend. However, NHM got approval for the procuremient of
IFA tablets during 2016-17 {supplementary PIP} and procured the same
through KMSCL. For the year 2017-18 also, GOl has approved the
procurement of IFA Tabiets and procured through KMSCL. So the point
raised may be changed to “over 12% of 24 95 Jakhs pregnant women who
had registered for ANC during 2012-17 did not found receive 1FA tablers
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through the usual program.™ As lron tablets were available throughout the |

year i the general supply through insuitution pharmacy.

As per the Government of India guidelines, 100 tablets of Iron and
Folic acids are provided to all pregnant mothers for prevention of Anemia
As per the latest guidelines, the number of IFA to be provided 1o pregnani
mathers i1s 180 during pregnancy and 180 during lactation. Innovative
[EC/BCC activities for awareness creation will be done this year as part of
the campaign ‘Anemia free Kerala’which will the Kerala model of
‘Apemia Mukth Bharath’. Different steps are being taken up by
Department of Health in the state to tackle the issue of anemia even though
the prevalence of Anemia is less in Kerala comparing the National figures
as observed in NFHS-4. The prevalence of anermia in the state 1s high in
the adolescent population, the reason for the same is unknown. In all
schools, weekly Iron and Folic acids tablets are given to the children for
the prevention of anemia.

The heatlth facilities where delivery takes place are being equipped
with facilities for the management of severe anemia This includes the test
and treal strategy adopted under ‘Anemia Mukth Bharath® campaign and
for this testing device and stnips are being provided to all Subcenters for
point of care testing even during field visits. There is a provision given to
capture data online mn a real ume basis and with a provision for tracking all
those found anemic. The measures are already taken 1o establish High
Dependency Unit in one hospital per district for management of obstetrics
complications including severe anemia.

Testing of
HIV

2.82
women

pregnant
for and STI
infections

Audit noticed that out of 24.95
lakhs pregnant  women who
registered for ANC during 2012-
17, almost 36.88% and 55.86%
were not tesied for HIV and
VDRL Since
pregnant with
HIV/VDRL 1dentified
during  during the
possibility of more such cases
escaping detection due to failure

respectively.
mothers
WETE

testing,

As per NACO & RMNCH+A guidelines, Women who access antenata)
services al health facilities should receive a routine offer to test for HIV
infection. The Prevention of Parent To Child Transmission (PPTCT)
programme involves counseling and testing oflpregnam women in the first
trimester, detection of positive pregnant women and early initiation of
ART to HIV positive pregnant women and Antiretroviral (ARV)
prophylaxis 1o their infants, to prevent mother to child transmission of
HIV. In Kerala, 60% of the population access private hospitals for their
medical care and only 50% of FICTCs established in CHCs and PHCs are
functional. The data captured is mainly the reports from Stand Alone
ICTCs. Hence reports received on HIV testing of pregnant women are low.
But over the years ANC coverage has increased from 260027 in 2012-13 1o
363758 in 2016-17. Various measures were taken up by NHM, KSACS
and development partner UNICEF together 10 improve the coverage and




1o conduct the tests cannot be !ca

v
f
|

Fridled ot

283 Adequacy of Health
Centers maopower

Audit nouced shertfall in setiing
up of Sub Centres, PHCs and
CHCs as per population norms
(2011 census) The shortage of
CHCs was acute in the districts of
Malappuram (54%) and Thnissur
(62%). Audit cbserved that Lhe
GOK did not set up stipulated
number of CHCs and also did not
fill up vacancies of doctors and
para medical staff 1o the extent of
48% and 35% respectively in lesi

checked institutions.

always prefer 10 go to the Gynecologists for the antenatal care. Delivery

pture mformation on tesung for HIV mcluding that from the private

sector too Tramning offered 1o ali category of staff under the program from |
| each distnct in Kerala n the vear 2016-17 and the mprovement n
; coverage reflects the effectiveness of the mtervention. In order 10 achieve

|

\

!

| universal screeningftesting of pregnant women for HIV & cyphihs, as 2
I

|

| part of the escential antenalal care package, scale up s 10 be pianned up 0
J‘ the level of Communny Health Cenire and Primary Health Centre through
i NHM integration, as well as private sector by developing pubiic- prnivate
| partnerships  Kerala State AIDS Contrel Socrety has asked Director of !
; Health Services (DHS) 1o give proper directions 1o [DMOs  and ;

Supenmtiendents/Medical Officers i/c of the 1CTCs 10 improve referrals to |
1CTCs, and action i this regard has happened I
\
To scale up Public Private Partmerships for PPTCT services NACO j
*introduced a project “Svetana” which was rolled out from October 17 2018 |
im Kerala for esiabhshment of 1CTCs in private hospitals and regisiening ‘
privale hospitals for dawa sharing. The NGO SAATHIl (Sohdarny and |
Actioni Against the HIV Infection in India) has been selected under new 1
: funding model as Principal Recipient (PR to implement this intervention. .
s Imitially siarted with 10 distnets, this year they are covenng all 14 districts |
'in Kerala By March 2018, they 1argeted ic achieve 120 PPP sites i the j
state thereby improving the coverage of PPP sites and work 1owards:
- elimmation of pediatne HIV. Now we have 92 PPP sites reporting in SIMS |
| and 353 hospitals who are sharing data through SAATHI's HIV Pulse, an

online reporuimg system.

The shortfal] in setting up of Sub Cenires, PHCs and CHCs were noted
The maner will be taken up with the Health Department. As per the present
pariemn at least one Health Care Insutution is established in all Panchayats.
The National perspective providing specialty care through CHCs (under
[PHS) was not taken up in the state and the services were provided through
Taluk level Hospitals. All specialty services are available in TH in the state
including the provisions for LSCS, Blood and Blood products through
BSU RBeing 2 state with specielty oriented mindset for public the
availability of Obstetricians and Anesthetists 1s the key liminng factor for
providing such services in CHCs and it is the reason for not establishing

new CHCs in the siate.

In Kerala, the antenatal care is providing through PHCs. However patients




services are available in Thaluk hospitals, District HOSp!.[_aIS, G—e‘r;-r;ﬁ’
|
f

Hospnats and W & C Hospitals only.

Moreover the OP services, field acuivities, Nahonal Health Programmes
and other preventive services are provided through PHCs The PHCs and l
CHCs were handed over 10 the Local Self Government Institutions during f
lhe decentralization process. Health programmes of the LSGI department "
are also implemented through PHCs and CHCs.

During 2017-18, State Government has Slarted a new programme iz
Aardram Mission. Under this mission, mitially 170 PHCs are selected for |
upgradation as family hezlih centres in the year 2017-18 and 503 PHCs in !
2018-19 and remaining PHCs are proposed in 2019-20. Through these
PHCs, the state is ensuring extended OP services from 9arm 1o 6pm.

Stae has been creating new posts in Health institutions through Aardram

project. [

2.84 Availability of delivery
facility
Audit noticed that out of test

In Kerala, delivery services are available in Thaluk hospitals,
District Hospitals, General Hospitals and W and C Hospitals only. Due 10
the typical health seeking behavior of the public, they always prefer 10 see
Gynecologists for antenatal and deljver services and prefer 10 go 10 major
hospitals for delivery than 10 CHCs and PHCs. There are no provision of |
providing an obstetrician in a PHC as per the existing guidelines. And as
per the existing practice in the state it i preferred not to do any delivery in
PHCs considering the availabibity of facilities in the nearby inself. Also it
may be considered that there are no accessibility issues (except in tribal
areas} other than the financing in Kerala if the facility for healthcare is
considered in Kerala.

Moreover with regard to having new posts created in CHCs is not
enough to have delivery services there, rather the posts of anesthetists and
more than that the position getting filled up is very much essentjal.

More over the specialist posts as -per Indian Public Health
Standards, like Gynecologists, Pediatrician, Physician, Surgeon and
Anesthesiologist are not available in the CHCs in the state.

If adequate numbers of specialist posts are not available in PHCs and
CHCs, providing more facilities and equipments may go unutilized.

Al present, the facilities like Operation theatre, Blood bank,
ambulance services and other infrastructure facilities for the management
of Obstetric emergencies are either not available or inadequate in the CHCs
and PHCs.

Creation of the adequate number of Specialist posts in CHC Pulpally
is required for providing delivery services.

checked 65 health Insttlions in
’Lhe selected  districts, dehivery

facility was available only in 15
mstitutions. None of the 245
PHCs in the 1est checked districts
provided delivery services. Even
the CHCs not equipped 1o handle
dehvery services in the four test
checked distriets.

Audn observed thai despite GOK
sanctioning posts of
Gynecologists in 4 out of 16 test
checked CHCs, a Gynecologist
was  posted only in  CHC
Meenangandi in Wayanad. In the
case of CHC Pulpally, even
though the hospital has a six
bedded maternity wards, a well-
equipped OT and Jabor room with
adequate facility, there was no
Gynecologist and the hospita)
generally provided only ANC,




?

manpower and infrastructure
op maternal care

Shormage of Gynecclogists noted
in THGH Sulthan Bathery (1) and
TH Thuravoor (2) as per [PHS

| Audit mouced  instances  of
} number of deliveries in haospitals
%Comjng down during the years
|
|

———— ___.______1.‘44“

due 10 avarlabihty of  lesser
- number of doctors leading 1o the
. suspicion that the hospitals might
! be tuming away patients on some
f pretext or the other Inthe THQH
| Thirwangads, it 1s noticed that the
" number of delivenes was steadily
dechnming over the years from 574
during 2012136 1o 284 during
201617 Similarly in THQH
vythir, delivery facihiies were
not made available to the patients
from August 2015 to June 2017
due 1o the transfer of the lone
Gynecologist to another hospital.
In. THQH Thirurangadi, men in
positon  were short of posts
sanctioned by GOK (1).

n DH Mananthawady and in GH
Kalpenia, GOK accorded sanction
lo increase the bed strength
However, neither the number of
beds was increased nor the
infrastructure developed to cater

2.85 Impact of inadequacy of |

} congestion 1s happening across all delivery points in the state considering |
| the people’s feeling that adequate privacy with regard 10 provicing rooms !
Feap £ €4 p b £ p £

- One Gynecologist s not able 10 provide 24 hou del:very services in 566]
T days in the CHC |
} Feasibility of converting this centre as an active delivery pomt will be
; ascertaimed and necessary proposal will be submitied 1o Government i this |

i 1egard

|

| Not sauisfied with this,

[ Measures are being taken w0 fili all the sanctioned posts of Gynecologists
in different hospitats the state Moreover varigus steps are being laken 1o
improve the quahty of care provided to the pregnam women, lhke
implementing LaQshya program, seting up new HDU and ICUi 1o manage
complications of dehvery at least one facility in each dismct, BSU in all
FRUs, NBSU for weking care of Newbom babies which 1s ofien a reason
for referral, elc Extensive creathon of fleor area 10 bnng down the

{

: . !
and private area in hospitals. Hopefully all these efforts will improve the |

numbers and will be able 10 reduce the out of pocket expenditure.

specialist’s posts in selecled institutions as per the delivery oad

1
¢ Decision may be taken up in the Government level for the creation of maore 1
|
|
|
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o the demand. The resultant
shorage of space and beds led 0
situations like panents having to
share beds- and even sleep on
DH Manjery, 36
dehvery patems were admitied

floors In

against the sanctioned strength of
25,

Audit observed two instances of
pregnant
children in the oitet at ANC ward
in GH Manjen due 10 delay 1n
shifiing them 1o the labour room

women  dehvering

2.8.6 Shortage of drugs and
consumables in PP Units
Shortage  of  drugs
consumables nouced 1n the 65

and

| test checked mstitutions

“1FA- Imernminiemt shortage from
2012-17. IFA small from 2014
A,
Contraceptive  pills/condom/EC
pills-from 2016 onwards, ORS-
[ntermittent shortage  from
01/09/2015, Nishchay from Nov
2016 onwards

onwards, Vitamin

Measures were laken 1o supply the IFA and Vitamin A through KMSCL.
Contraceptive pillsicondom/EC pills are supplied by the Govemnment of
India. The policy changes and changes in program implementation and the
hurdles in the initial phase of rolling out results in the intermitient shoriage
as pointed out This has been corrected in due course and was possible only
because of the strong monioring system Kerala Health sysiem 1s having
and the commitment of state to provide primary and prevenuve care
services through these units. Earlier all these commodities were directly
supphed under RCH Program as RCH Kit 10 these units and now 1t is
brought under different vertical program components and the procurement
happens locally in state.” The process of procurement, supply chain and
Jogistics makes it cumpursome when 11 is done based on intend and
allocation. The programmatic change of supply through ASHA as
mandated by GOI and as a paid service through selling these commeodities
{0 beneficiaries made these items excess stock in some areas and stock out

in few other areas.

12.8.7
Caesariap sections

It is observed that the average
proportion of C-sections In
Kerala was higher than the
national average and that high
risk of complications in the
warranted

Deliveries through

second  C-section
reduction of primary C-section to
as minimum as possibie. Against

the national average of 17.2% C-

The Health Department has taken steps to reduce the Caesarian section by
issuing guidelines. GO (Rt) No 17917201 1/H&FWD dated 07-05-2011.

Training was provided to the Doctors, Nurses and other staff working in
the labor room with the support from KFOG. At the end it is the clinical
judgment and decision making of the treating physician is the final with
regard 1o whether go for LSCS or normal delivery. Moreover there is no
difference between government and private sector in this regard, in fact the

LSCS figures are more in private seclor.




‘sections  n 201516, dat |
| obtamed from DHS indicates that |
f40—42% of the deliveries 1n the
!Slale durmg  2012-17  were
| through C-section

[288JSSK
' 2.8.8.1 Deficiencies in providing

|
| |
|
J l
| |

e

|
Jfree diet and other facilities to’r

|
:
|
|

i Supply of diet ISSK bgi‘;é_e;{grgatfemenl to mothers and (Eh;]d_rierrsi}—?egla ﬂ]_SI?UC!I(;ﬂ—S ;
] N - H
i Audit observed that 6 gur fha\fe been given by NHM (o a)) Districts 10 ensure thar free dier for all |
| prégnant women may be ensured ar af mstitetions. This will be complied. J

1 of 15 test checked INSLTUTions
provided  dier  ag per ISSK [ Post Partum duration of hospital stay varies from individual 16 mdividual ll

guidehnes 7 insutution provided / and 1s the chaice of the patent as well, as the national guideliries says only |
f diet bui ot conforming 10 ! about monitoring for firs: 48 hours post partum i1 the facility. Instructions j'l
fgudelines  and  two (THQH # have been given that no mother will he discharged prior 10 fitness 10 leave f
| Kayamkulam, THOQH Vythi) did ;f the hospial. Guidelines formulated by GOJ are broad ones meant for the g
r | entire country Kerala's health piciure ¢ vastly differemt from Nationgl
|

L insututions mothers were | Mother and Child health picture and Kerala ofien modifiec them to suit our

|
i Pregnant women under JSSK |

| not provide any diet In g4

L discharged prior 19 the days | Health scenario
| :

I'mentoned  in (he gudelines i
| !
y resuling in mothers nog receiving |

| the stpolated diet ‘}

Non implementation of pa?igﬂi ’.—AS per the reguest from KMSCL Rs H.8§ar‘esﬁeleased EOKMS(I
| transport ambulance  under | from the head of refenal transport - Patien; transport ambulance. Though
JSSK and resuhant parking of | the funds have been transferred 10 KMSCL. formal directions are awajied
’ Rs.11.88 crores with KMSCL from the Governmen for the purchase of the vehicles ang implementation
of the project, which i rum has resulied in the idling of the funds.
The transpor SYSIEm s yet 1o be | Since the ambulances are not purchased, as per GQOJ Instructions free
el up. 11 was noticed that no referral ransport SUpPpOIt 1s being providing from the siate by way of cash
further action has been Initiated | assistance @ Rs.500/- each 10 the mothers unti) Government established
by NKEM 1o implement the project lransport system for the pregnant women under JSSK .
after ransfer of funds 10 KMSCL | But as 3 new Initiative z prepaid mode] where the cost is borm by NHM an
The failure of NHM 10 effectively arrangement is being done by most of the districis since January 2019
vtthize the assistance received by | called ‘Mathny yaanam’. Here a counter is provided i the office of PRO of
o for implementation of the | the hospital and alf those getung discharged will be arranged a vehicle ai 3
ransportation project led 10 ap fixed cost per kilometers. One other factor also was considered when the
avoidable expenditure of Rs 323 f program is initiated that the Poor acceplance of an ambulance by the family

trore by way of disbursement of | for return from hospital due (o socio cultural reasons,
cash assistance, in  the lest
el ARt —_— T o
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"checked 4 districts during 2012-

Free brugs and
Consumables/Diagnostics/Blood

' Wadakancherry, THQH Suithan
Bathery, THQH Vythiri),
pregnant women were compelled
10 purchase medicines and blood
from outside sources

In three  “institutions  (DH

The steps have been 1aken to ensure that the entitlements envisaged under
the scheme will be made available to all mothers. As part of FRU
operatiocnalization minimum BSU 1s ensured in all delivery points across
Kerala and measures are taken 1o provide equipment and HR in these

facilities.

2.9. Health care of Children
2.9.1 Setting up of facilities for
newboirns at delivery points
Even though DHS stated that
NBCC was available at all
points, test  check
revealed that 5/15 of these
dehivery points did not have the
facibty. There was shortfall in
setuing  up of NBSUs also
NBSUs were not available 1n 41
DPs across the state In the 1est
checked districts, NBSUs were
not available in 7 DPs

delivery

SNCUs and NBSUs had set up based on the IPHS/UNICEF Guideline. As
per UNICEF and FBNC (Facility Based Newbomn Care) Guideline, any
facility with more than 3000 vear per delivery should have an SNCU and
SNCUs are provided accordingly. NBSUs are provided having delivery
less than 3000 dehvery per year as per the guideline. Based on delivery
load, availabihty of infrastructure, NBSUs are provided at 68 institutions.
NHM i1s providing equipments to strengthen NBCC as per the requirement
Currently there are 97 Delivery points in the state and all are having
NBCCs. There are 21SNCU ( 17 functional, 4 under construction) in the

i state, 68 NBSUs attached delivery poinis with adequate delivery load and

all delivery points have NBCC.

2.9.2 Low Birth Weight babies

Audnn observed an increasing
trend of LBW babies. The
percentage of LBW babies in the
test checked i5 DPs ranged from
2.61%-30.61% (30.61% in DH
Mananthawady, 2733 in TH
Sulthan Bathery, 21.79 in CHC
Meenangadi, 2030 in  GH
Kalpetta). Audit noticed that
almost 7.82% of the underweight
children recorded weight of less
than 1.8 kg.(W&C Alappuzha -
38% of 1.8kg) Audit noticed that
even though the percentage of
LBW babies was increasing in

Measures wil] be taken to find out the cause of LBW and measures will be
taken to reduce the number of LBW.

Currently there are 97 Delivery points in the state and all are having
NBCCs. NBSUs are provided with institutions having delivery less than
3000 delivery per year as per the guideline. Based on delivery load,
availability of infrastructure, NBSUs are provided at 68 institutions. The
instituiion wise in the parameter of LBW can not be considered for an
argument or analysis as this has lot of implications. The prevalence of
LBW in the state as per national surveys is less than 11% in the state. But
there are pockets and vulnerable groups among which the prevalence is
noticed high and community level interventions by health department like
testing for anemia and treatment through supply of IFA is ensured.
Similarly other line departments are also contributing to improve the

situation.
Moreover the facilities are equipped to manage cases requiring medical
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——
'he State, NBSUs an NBCCe ! : attentor due to LBW or glgﬁﬁ_a-larﬁy_&_eiabhﬁhmp 21 SNCLJ, 68 N'BQU
iwhmh wWer e required forr l and 100 NBCC across the state ar relevant levels of msuiutions. Al the |

‘F not set up in the delivery poimts

1293 Child Health Screenmg ‘

"and Farly Intervention Sew:(es

| under NHM

12931 Eﬁ!’ly

hstrict
i Intervention Centers (DEIC)
State  had
which were
2014-15

canstituted

though  the

i

i Lven
Sconsmmed DEIC
| funcnional from
onwards, 1 neithe:
dedicated Mohile Health Teams
for

proposed capnal  cost

nor
setiing up the same as reguired
The
; screering be
undertaken by MHT were being
done by IPHN who were tramned

and posted for the purpose Audit

the  puidelines.

(s

under

aclivities

JPHN
with

by not in
| comphance RBSK
% guidelines which cicarly stipulate
- that here should be of Two dociors
in o each team 1o the
chidren with the help of an
ANM/SN

| done wags

SCTEEN

Audn observed that even though
DEIC formed n all the
selected districts, i1 15 working

was

cbserved that screeming acuvilies |

i

:‘~18b"128110ﬂ of such babies were | LBW< need not he stabilized or admitied 10 the uni,

J c}}rlcal need the> w‘ii Fave 10 be admitted in the units.

| Screeming and Early Intervention Services envisage 10 cover 30 1denufied
i health conditions under tirth Defects, Diseases, Deficiencies, Development

but hased on the
f

* Jusilfcahon for non formation of MHT under RBS}( ‘
Rashinya Bal Swasthya Karyakram(RBSK) i< an imimative under the |
prQJeu National Health Mission by Government of India s a Child Health | J
Screeming  and  Early Intervennion  Services programme 10 provide
comprehensive care 1o ail the children in the community Child Healih |

Delays and Disabihiry for early detection, free treatment and managemen f
through dedicated RBSK nurses and the large network of health personne! |

of the Government health services 1n the state
As per the Naticnal RBSK guideline, a dedicated RBSK Maobile

Heaith Team (MHT) is responsible for the primary RBSK screening, bu |
in Kerala; we have dedicated RBSK Nurses instead of MHT The RBSK |
program s implemented n the state &s a mod:fied version of ex:sling%
School Health Programme n the FY 20i3-14, and as per the é
GO(R1) No 3320 2013 H&FWD-did 28 092013, the RBSK program 15|
being operational in the state In the above said GO s clearly mentioned |
that, the RBSK screening has e done by School Health Nurses/ RBSK

Nurse ‘

The RBSK Nurses will carry out screening (as per the RBSK Job Aid}
of ali children in the pre-school age enrclled at Anganwadi centers at least |
twice a year besides screening of all children studying in Government and |
Government aided schools, whereas the newboms are screened for visible
and functional binh defecis n all delivery points by wamned staff
nurses/RBSK  Nurses. Now  Shalabham-Comprehensive New  Bom
Screening programme is strengthened with the availabilty of digital
platform for the screening, referrals and service access.

As part of Shalabham-Comprehensive New Bom  Screening
programme consists of comprehensive clinical examination of a full
physical assessment from head to 10e 10 be performed on all Newbom
babies, usually within the first 48 hours of life at each delivery point.
This needs 1o be performed by the trained delivery point Staff Nurse/
RBSK Nurses (Post Natal Ward or anyone designated), under the
guidance of the Pediatrician/ or med:ical officer.

Android App for Visible Birtb Defect Screening reporting and ;
documenting |

This 1s planned in such a way that each child will be linked to the
corresponding sub center and AWC using GIS technology For this
mapping of all health mmsuwnons including sub centers and AWCs is
completed. The details aiong with photographs of new bom screened will
be entered using the AndrOJd app installed in the Tab. The prehmmary|

1
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I without the SETVICe of
Pediatiician  in Wayanad  and
Malappuram distncts.

Scrutiny of récord maintamned al
DEICs Alappuzha, Malappuram,
Wayanad and Thrissur distncts
for the vear 2016-17 revealed that
out of 9588 children referred 1o
DEIC under SHP only 1616
children reached DEIC for further
treatment. There is no mechanism
at the DEICs to endure that all
cases referred from  various
periphery  level institunons
reached the DEIC for further
investigation and treatment.

details like name, contact number;esiding local body (drop box provided). '
date of birth, no. of Hve births, time of delivery, APGAR score, new bomn
reflexes. anthropometnic measures, breast feeding etc will be documented
through this app After that, if the child does not have any defects it wili be
saved as normal baby, if not, the app will be moving to the disease
condition part and the nurses can sec the check list of the condition hsted

n the app with photographs

and description.

[ fnr Defecls related 10 Top Body Parts [ o« Deterts related 10 Midgdle Body Parts ]

For Defects related 1o Bomiom Bady Parts

As per the above picture all condition with photographs and description is
added in the android app itself, so that the RBSK Nurses can add the
presenting condition of the child after comparing with photo and
description, and they can take photograph of the presenting defects of the

child as seen below

i1
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{Tap or The camerg won beside ihe delea
narme 1c capiuie the image of the Chio with

l_me wvisible birth delect (VBD)

—— - . ——— - |
Carmera app wii oper You (an Preview 1he image

Tap here to discard
and caplure again

Tap here 1o continu
with The captured
one

These photographs of the defecis can be saved against the screening
details of the child. The Program 1s designed in such a way that while
entering the screening detatls en visible buth defect result for any new
born screened at delivery pont nto the Android app including the
photographs, concerned DEIC will be able 1o see the case and verify the

Icondition. Before venfying the case DEIC should see the image, interact
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with concerned staff uploaded the same or even the Pediatrician/ MO 1/c to
confirm the case. Then information w:!l be passed to RBSK MHT
of concerned field area for ensuring follow up services automatcally by
the systen. 11 is also planned 10 provide instant alerts to all relevant
stakeholders through text messages and consolidated reports on screening
and follow up on a designated frequency for program monitoring at distnet
and state level

VBD ID- after screening( either normal or defect identified} one 1D will
be generated against the data of the child, this id will be base for the further
screening of the child including pulse oximery screeming for congenal
hear: diseases, OAE screening for hearing and 1EM screening for inborn
errors of metabolism. These programmes also digitalized now, the same |
VBD-1D is adding in the initial part of documentation, so that all screening
deiails will be added to the same child profite.

The identified cases are conformed by Pediatricians and referrals and
service access through DEICs. The children from the age group of 6weeks
10 6 yrs are screened during the regular immunization sessions with the
help of android app. Now the RBSK nurses are using their personal phone
for screening, and ROP of NHM 2019-20 approved for procuring tablet
computer with intemet connection for all RBSK Nurses. So that all
components of screening will be converted 1o digital daia. The District
Early intervention Centers {DEICs) are established 1n ail distnicts as firgt
referral point for further investigation, treatment, management of cases and

follow up services.

In the ROP 2018-19, we got approval for mobility support for RBSK
screening at difficult-rural, ribal, vulnerable areas. There are 19 such areas
were identified across the state, doctors are being the part of this team
along with 3 skilled RBSK nurses. A MUV is allotted for visiting these
vulnerable areas, they are planned to visit all AWCs and Schools as per the
micro plan, which is being prepared with the guidance of Block MO and
JCDS-CDPO/Supervisor.

Our RBSK Nurses are dedicated and wained for screening of 4Ds,
repeated capacity building sessions and close monitoring is being done by
the block/district/siate teams. They have the enough capacity to screen
NTD, Down’s syndrome, cataract, deafness, CHD etc. '

Pediatricians service at DEIC Wayanad and Malappuram
DEIC Wayanad- Now pediatrician is appointed at DEIC Wayanad
DEIC Malappuram- Now pediatrician is appointed at DEIC Malappuram
Service access at DEIC
Audit report states that the major numbers of screened positive referred
cases are not atiending DEIC for further investigation and management of
diseases
The RBSK nurses are screening on the basis of RBSK Job Aids, they are
identifying/suspecting the conditions under 4 Ds. The major portion of the

screened conditions by the RBSK nurses will be under child hood diseases

13
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" and deficiencies which does not require any DEIC service unless the same |
E child has some issuesin developmental delay or disabiiity. i
| Under RBSK Scherme, staie has following state specific protocols for '
refernimg the childrento DEIC. The DEIC s the speciahized unit for the ‘
| carly interventicn & management of developmental delays and disathhnes j
} cspecially for under 6 yrs children The Childhood Deficiency and diseases |
! are the major health 1ssues among under 18 yrs children especially in rural ‘[
" areas in the state In Kerala scenano the Childhood Deficiency and :
J Diseases can be managed at SDH level itself The RBSK Nurses screening |
5 sV children under 18 yrs as per thewr micro plan, identifying the 4Ds and 1
| referring the child according the actual needs The childhood deficiency
" and diseases are refemmng 1o nearby insuivtions where the treatment faciity
's available and the child with Developmenta! Delay and Dhisabihties are
referring directly to DEICs

Inder this circumstances, we proposed one tablet computer for all RBSK
‘ Nurses and 10 tablet computer for each DEIC in order to digitalize the
| documentation from screening to service access Now we gol approval, the i
procurement process already gomng on a state level. For this, sofiware 1s |
+ establishing with the help of NHM It wing, so that the screened/referred

| children 1o DEJC will be 1dentified and the follow up can be done easly
for missing child.
{ The DEICs are established n the district level hospitals. the accessibiity of |
" children from rura) areas is very poor, this wll be mfluencing 1m chiidren
referred 1o DEIC for ns services. For this reason NHM s established
Maobile Intervenuion Unit (MIUs) as pant of Anuyathara campagn of socal
| justice cept of Kerala The financial support for MIUs1s from S1D-KSSM,
| Dept of Social Justice. One MIU will cover 6 CD blacks (6 institutions in &
week), 23 MIU is operational and one special umit 1s operational at
Atapad) area The swaff patern for MiUs consists of | Developmental |
therapist, 1 Physiotherapist, 1 Chnical Psychologist, ] Early Interventionist |
cum Special educator and 1 Audiologist cum speech therapist. One vehicle
and set of equipments 1s provided for the inlervention services. The
developmental delay, disability children can atiend the MIU chinic as per
the plan and avail the early intervention services.

727.1'('].7I*;Varmily Pi;nning e

2.10.1  Non availability of

Family Planniag activities

H 1s observed that all the 32 | In Kerala most of the Sterilization procedures were done by Gynecologists

PHCs test checked provide all the
FP acuvities as envisaged in
{PHS, except TUCD nsertion
Ouwl of the test checked 16 CHCs,
only one CHC (Meenangadi)
provide for all the supulated FP

or Surgeons. Hence Laproscopy, PPS and NSV are provided through
Thaluk, District, General and W and C Hospitals.
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activities. Out of the remaining
15 CHCs, none of them provide
for  Tubectomy,  Vasectomy,
Laparoscopy  while TuCD
msertion 1s not provided in CHC
Vengara and CHC Muhamma
All the FP activines were being
provided in all the TH/THQHs
except TH Thuravoor

2.11. Immunisation

2.11.1  Poor Progress in
Immunisation

The details of Immunisation 1n
the selected districts from 20)2-
1310 2016-17 are

% of fully immunized Wayanad -
93.16,  Malappuram  90.09,
Thnissur 99.09, Alappuzha 98.65.

The reason for not completng immunization Js as follows:-
|. False behef against fear of immunization
2. Negative propaganda against immunization and

3. The decision makers abroad in some of the families especially in

Malappuram districts.

However the immunization status of Kerala is improving since 2011 The
State has taken various measures (0 improve the immunization status hike
Special Immunisation Programme, Total Immunizanon Programme,
Mission Indradhanush Programme, Mission Mukthi  Programme
(Malappuram only) and awareness regarding immunization has been

strengthened.

[t may be noted that there is no act n India for compulsory
immunization. Hence if the parents are not willing for immunization
even after the health education by health swaff, it is not possible to
provide immunization against their will.

712. [nfrastructure

2.12.1 Functioning of ASHA
Audit observed shortage of 7058
ASHAs in the sate (Required
32584, existing 25796) and 3143
ASHAs were not trained in all the
seven stipulated modules.

Audit observed that the project
for supply of ASHA lts was
implemented by NHM in 2008-09
and in 2013-14 only. ASHA kats
comprising of essential drugs and

At present 26314 ASHAs are working in fourteen districts. We have
completed the training of all ASHA on module 7.

We have started a state specific module called ASHA Module VI in
2018-19. The module has two parts; the first part is a revision of previous
seven modules and the introduction of Aardhram. The second part is
AYUSH which is an introduction to all the systems under AYUSH for
ASHA workers. It is first time ASHA workers are rained on AYUSH. We
have completed araund 9500 ASHA training on Module 8. In the ROP
2019-20 we have got approval for remaining batches.

As per ROP 2016-17, we have not got approval for ASHA drug kit. Gol
has directed to replenish it at the existing health facility.




| (.:.oﬁsJ mah] e ' eria’giaim oo t;(:
Cdistibuted free of cosl 10 ihe
!bem’ﬂcaanes m the fieid are nol
[ replenished from time to time In
the test checked 32 SC, o no ASHA
kis have been replemished smce
12001314

healih Centre
2122
infrastructure in health centres
2.12.21 Non conducung of
baseline survey

NHM had not conducted any

Dehciencies n

|
iObsened that v the ahsence of

“base%me survey, NHM did not
{possess mpais 1o moenior the

Fprogress and was nol o 2 pos,Lion |

o access detals of mmprovement
Pwhich came zghout due 10 the

invesiments made under NIHM

2.12.2.2 Status of Civil Works
I Training Centre in the
premises of TDB  Haspital,
Manjeri-HLL life care hd-even
after the lapse of 48 months since
handing over the bullding 10
M{P\L the building 1s 1dling due
o lack of manpower and
infrastructure. Tramming activinies
are being conducted m rented
building

2 Maternity Block ar CHC
Edappal-HIL-the matemitly
| block building is idling for more

than two years f{or want of

;Lrsufﬁuem equipment and Eomnmsmon However the building is put tc use by the hospital authorities.

Audit obeerved that 1939 ASH AL !

are no! brmgmg any case 10

baseiine survey after 2006 Audn .

As per l}éﬁeanmeﬂ_dawong ome_(Jo:Cm_mﬁ%oF\o_ﬁh_e State Health &
CPamily Welfare Society, NIHM has expelled 1939 non performing ASHAS

State has not conducied Baseline sm:vey" The Stae has 5403
Subcentres and each centre have 10000-15000 populavon and 10-15
ASHAs are working the area @ 1000 per population ASHA workers have

s

|
S L

all the details regarding total population, total number of houses, eligibie
couples, under five ratio, antenaial cases etc and the dala are being .
updaled regularly every year angd enterec in the {am:ly health regisier

| Fven though nc baseline survevs were conducied, every year,
| Programme  Implementation  Plans  are  being  prepared  based
Comprehensive Health Action Plans cobmitted by the msututions A

“bottom up process 1s done for conselidaling these Actuon Plans These

i plans are prepared from ward level then consohidated ar SC tevel, PHC
level Block level and then disinict level  These plans are giving required

| inputs for further improvement of the facihites

{.- ]

t

1.Manjeri- NHM has constructed the traimng centre and handed over 1o
the hospitai authorines. The distnct is conduciing the internal rainings of
all the pregrammes at the traming centre.

2.Edappal- NHM has entrusted the maternity block and handed over to the
hospital authorines. There was a delay in getting the electric connection
and the connection abtained on 16.052017. Equipments are supplied by
NHM in 2018.

3.Fort - Request toreview the stand of the town planning department was
sent to Chiefl Town Plenner. The issue is in the consideration of Heritage




as

-[fuml_l_i;é;gc)ist‘hﬁ"gjofcleclrical and Ii4.Ti-rmu—;-—“ih—l1ia]]y the bhﬁxidméﬁ@; proposed on the rear side of the |

cleaning staff

IMCH Block in CHC Fort-
HLL- the bulding could not be
put to use due to the objection
the Chief Town
that the

raised by
Planner, Trivandrum
elevation of the building was not
as per the norms prescribed under
heritage zone.
14 W&C Block at DH Tirur-
BSNL- deviation on civil works
the site
proper
planning of
project estimate without studying
the site condition resulted 1n the

necessitated die 1o
Lack of

and preparation

condition.

increase of project cost by more
than 20%. The work which
should have been completed by
November 2016 with a project
cost of Rs Scrores could not be
completed tiil date.

5. Construction of MCH Block
at THQH Chengannur-M/s
HSCC (India)- as the progress of
the work was very slow, the
consultant terminated the contract
on 27/05/2015 after forfeiting the
' Performance Guarantee. Work
was retendered and the lowest
amount quoted was accepted by
the 1echnical Committee in
January 2016 with a time of
completion of one year. The
additional hability consequent on
revision of the estimate due to
terrmination of the work by the
first contractor was avoidable if
included a

the agreement

compound after dismantling some existing structures. There was a delay in
getting clearance from Health department. So the building was shifted 10
the parking area. A basement floor to accommodate the vehicle parking
was necessary. Above this basement parking area the three storied building
was built with the facilites as per the proposal. As a result heavier
foundation was needed. The construction of an extra basement floor
resuited 1n excess cost. Also there were changes in electrical installations
such as A/C, power wiring etc. based on the requirement of the hospnal
authonties More over 4 Nos of totlets has been provided in addition 10 the
earher provision 11 was necessary to construct RCC staming 10 weli, RCC
wall for Ramp, dadoing with wall ies for the entire building, additional
wall construction for the parapet wall, providing plastic emulsion paint
instead of distemper etc. Also i1 was necessary to provide wet riser for
firefighting as per the latest revision of fire rules. Changes were effected in
the Operation Theawe such as Vinyl flooring was done as per the
requirernent of the hospital authorities. There was poor response for the
tender calls for the Jaminar flow A/C in the Operation theatre. Response |
was obtained only on the 4™ call which was received on 27/09/2017 ]

Approval for the same 15 since communicated 1o BSNL on 31/10/2017
With the completion of this work, the building will be ready for
occupation. The actual escalation will be known after the setlement of

final bill.

Chengannur- NHM follows the CPWD rules in our works. As per the
CPWD rules, there is no clause for risk and cost. So risk and cost clause
has not been included in the agreement condition. The re arrangement of
the work through a2 new contractor based on DSR 2014 resulted in excess
amount. The original estimate was based on DSR 2012. Following the
views of Audit party, the risk and cost conditions have now been included
in the recent contracts. Hence the loss due to rearrangement of works

through other agencies can be minimized.
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.I condional nisk and cost clause 10
make good any loss in case of
termination of work

.6 Construction Staf{

DH
e

of
‘I Quarters at
J Manzanthawady H1.1 - durmg t
J execution af work the Kerala
| police 1aised an objection stating
I'that 2 part of the land beionged 10
then department and the dispute
1S yel to be resolved Failure of
| the SHM in planning and failure
10 ensure hindrance free land led
1o inability 1o complete the Staff
quarters and infructucus payment
} of Rs3689 lakh 1w the

; consultant

—— e —

aq

i

;‘ Mananthavady- Whthin the land assigned to the hospital authonnies. there |

‘ are three pockets occupied by Pazhashi Memorial Police Depariment and |

Water Authorily A< per the survey map, an extent of 27 cents belongs 1

j police department Now the pohee depariment has claimed ownership of
63 cenms The zbsence of any clear cut boundary has paved the way for

dispute The 1ssue was raised befare the DDC that met on 28/04/2016 and |
they have resalved 1w handover the land of police department 1 Distric: :
hospnal Mananthavady A proposal to rehabilitate the pohce office 10 some |

other revenue land has been referred to the Government. The decision i<

awalled

JE— e e = —_— . —_ —— e S —— T __..,,ifﬁ‘
l2123 Shortages in blood]/-\mong the vanious CHCs/Thaluk  Hospital/Thaluk  JHead Quarniers |

‘ bank/blood storage
, Audy of
| medical insttutions functioning

roticed  Instances

1 without  blood  storage/blood
| bank, available blood slorage
facihnes remalning non

functional due (o failure 10 obiain
license, blood banks functioning

without  license, blood banks
functioning without license and
instilunons  offering Blood

storage faciities instead of the
supuiated  fuil-fledged  blood
bank

No blood bank at GH Kalperta,
. OH Alappuzha, DH Mavelikkara,
and BSU not available in THQH
Pudukkad, THQH Kodungaliur,
THQH Thuravoor.

Blood Storage available but not
THQH

mn

functioning

Hospnal.Blood bank/Biood Storage Centres are set up based on the

crequirement of blood uniis i the hospita! where there are surgeryvidelivery

|

lpomls which requires blood wansfusion as part of the treatment 42
permitted BSC are there 1n Kerala State of which 16 are non funcuonal

given heense and renewal by Drugs Control Department There are three
proposed Blood banks where equipments were given in the year 2013, stii
they are functioning as BSC a1 DH Neyyattinkara, DH Mavelikare and DH
Vadakara.

I GH Kalpetta- Though Blood bank is not available, Blood Storage unit is

functioning
2.GH Alappuzha- The Medical College Hospital has the facility of Blood

bank which 1s nearby the GH Alappuzha.

3.DH Mavelikkara- Though Blood bank is not available, Blood Storage
unit s functioning

4. THQH Pudukkad- The institunon is recently upgraded as THQH and
there is no delivery services are provided.

5. THQH Kodungailur- Blood Storage Unit is now functioning in the
hospital

6. THQH Thuravoor- The institution s recently upgraded as THQH and
there is no delivery services are provided.

d Blood Storage unit is now

because of ml requirement of blood in the institution. The biood banks are ‘

| 7.THQH Thirurangadi, - license obtained an
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(CHC menangadi, Blood bank |

hhcense m

and THQH

functioning  without
W&C  Alappuzha
Sulthan Bathery

functioning.

§. THQH Vythir - Blocd Storzge unit 1s now functioning,

9 CHC Meenangadi- Blood Storage Unit is now functioning i the hospital
10.W&C Alappuzha -License obtained in 2018.

11. THQH Sutthan Bathery- the hospinal applied for renewai of the license

and approval 1s awaiting.

2.12.4 Ambulance Service

As per TPHS guidelines, referral
transport facility was to be made
available 1n each PHC. Tt was
seen  that
available only in 50out of 850
PHCs and 58 out of 232 CHCs.
QOut of the 32 PHCs and 16 CHCs
test checked ambulance facility
was availabie in two CHCs and
one PHC (Pulpally, Meenangad:
and Noolpuzha)

ambulances were

Under NHM 50 Ambulances are procured for running 108 ambulances As
per the request from KMSCL Rs. 11.88 Crores released 10 KMSCL from
the head of referral transpont for the procurement of Patient Transpon
Ambulance. Though the funds have been transferred 10 KMSCL, formal
directions are awaited from the Government for the purchase of the
vehicles and implementation of the project.

T2.12.5 Idling of equipments
worth Rs.98 takhs

Audin observed in 17 institutions
mn the test checked districts
equipments worth Rs 98 lakhs
were 1dling for various reasons

|

Equiprﬁems idling as unserviceable - In the case of unserviceable idlin,g:1

action has 10 be taken 10 declare the items condemned and 1o dispose as per
the GO Ms:63/2013/H& FWD dated 23.02.2013.Process for the same will
be imuiated.

Equipments idling for want of repair — In the case of items to be repaired,
action has to be taken at the institution level NHM had aiready initiated a

Audit noticed non availability of
laboratory in 18 out of 32 test
checked PHCs. Severe shortfall
i the laboratory  services
provided by the DH, TH/THQHs,
CHCs and PHCs in the test

such as non availability of | programme “ Biomedical Equipment Maintenance Programme” to get the
infrastructure/space/man  power | equipment repaired within the shortest possible time under an agreement
and i1s non-requirement. with M/s Kirloskar Technologies Pvt [td. Action intimated to repair the
same.
Equipment idling for want of Manpower — The equipments can be
managed by the siaff in the institution. Hence direction in this regard Is
being given.
2.12.6 Non Availability of | Presently laboratories are available in all THQH, DH, GH and W and C
Laboratory services Hospitals.

Public Health laboratory, Regional Public Health Laboratories many CHCs
have Laboratories and regular post of laboratory Technicians.

Through NHM, sanction has accorded 1o start 205 Laboratories (5 labs are
sanctioned in 2017-18). KMSCL has supplied equipments for 185 labs and
for 15 labs all other equipments supplied except micropipette. Local Seif
Government also started laboratories which are functioning under Hospital
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Management Comminees
‘ | . |

’llz"gaftr\ measures in-_X~ray ; Aer%Reglslzala)nEf Radiologiéa] E
- Badpe« shouid he done by the concermed hospital zuthority by regisiering
' the deralls through e - LORA Sofrware QA 1est of Radiological
Equipments ts included in Biomedical Equipment Mamienance Pregramme |

2y services However an 11 out of NHM and a< per therequest fom hosprial, QA Tesi s being cenducted
ol 16 hospitals, X-ray machines l NHM gotapproval in PIP 2018-19 for taking AERE icense for ail .

were operated withioul obtaming | Radiological eguipments at al! the govemment hospials and AS 1ssued 1o

KMSCL |

gquipments & the purchase of TLD

Centres
i/—\udu noticed that 16 out of 32
' hospials 1es1 checked offerec X- |

Cemificanon of Safety from DRS
(Ihrector of Radiation  Safety) ;l
and 1en equipments m seven J
hospitals are bemng used without |

conducting the guality tests. |
Audn nouced that the technicians
manning the X-ray uniis in four |
hospitals were not provided wiih
TLD flm badges 1o indicate |
levels of exposure 10 radiation i

Aas per the operatonal guidelines for Quality Assurance 2003 the

2128 Comp{ién(‘(-f to Quahn
- Assurance Guidelines

Audn noticed that though the ‘ ull Distriet Hospiial level In all other instituuons which are not taken for |
- SQAC and DQACs were formed. | NQAS accreanat.on. Infection Control Commitiee 1s formed and ey
DQAT and faulny level Quality Cserve the functions of quahty controi team. In the case of panent
| satisfaction survey a new android application for conducting online patient
| satisfaction survey s being developed with of C-DAC and will be

organizahonal struciere shows that the quality team should be formed only

leans were not constituled 1n all
msututions In the test checked
8DH/GH, QAT was not formed implemented soon Now instructions are given 10 all disinets 10 form
m 3CH/DH and four Thaiuk
hospitals.  Further facihty level
quality teams were not formed in
il CHCs and 24PHCs Ln the
absence of such QAT, intemai |
assessment of quality acuivities,
preparation of key performance
indicators, pauent  sausfaction
surveys, dentfication of gaps
and mprovement, follow up

guality teams in all institutions.

achions elc were nol done.
, ) . ) S

213. Financial Management | |
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' 13.1 Short releasc of funds to
High priority Districts
Audit noticed

duning 2013-17

short release of
5. 8640 crores 1¢ the three HPDs

Usuaily NHM budget division is mainly based on population, but in these |
districts some additional proposal as requested by districts and as GOl
approvals were given as additional approvals such as additional incentive
to Medical Officers, Endosulphan rehabilitation programmes, Nutritional
development programme, etc. In addition 1o this there were no additional
requesis by these districts. Thus state 1s providing additional funds in order
1o get required doctors and other services. These are the figures of fund
allotted to these distncts, fund allotment to districts are as per the

requirernents of districts.

20313-14 2014-15 2015-16 2016-17
] T

Budger | Fund Budget | Fund Budget | Fund Budget | Fund

allomed | Allotied | sllotied | AHotred | aliotied | Allorted | allotied | Allotted
FLKD 159200 | 200600 | 1908 00 199} 85 2200 0 1834 69 24110 | 215197
MIPM | 210448 | 244379 2551 8 | 209949 25010 | 21990) 31370 | 2576 74
KSD 1203 73 16395 1242 8 1222 66 14330 121906 1504 0 1071 52
Total 4%900.21 6089.29 57¢2.6 5314.0 6141.0 | 5252.77 7052.0 5840.13J

|
J Except 2013-14 1t can be seen that budget allotted was more compared 1o
| fund allotted. It shows that even though we aliotted more budget in HPDs
1 the absarption capacity of these districts are comparatively low.

2.13.2 Janani Suraksha YO-j;—[‘]B

(JSY)
Audit observed that during 2012-
17, 1144 lakh beneficiaries

across the state and 33782 (33%)
beneficiaries in the 15 seiected
institutions of the four selected
| districts paid the
stipulated cash assistance.
though 11 was
stipulated  that  for  High
Performing States the facility
would be available only to
BPL/SC/ST, audit noticed that
the State extended the ISY
benefits to APL beneficiaries.

were  not

Even clearly

| Nonpayment of 1SY incentives was mostly due to the introduction of DBT.
The software was not working properly and the technical support was also
not in a proper way. That all affected the payment delay to the
beneficiaries. Comective measures have been taken for clearing the
pending 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 and
Rs.600 for urban areas. In Kerala, it was decided that the cash assistance
should be extended to all the women who are delivering in government
hospitals from March 2012. However, CAG, in the All India Performance
Audit in the State for 2011-16 has mentioned that Kerala had extended
(March 2012) the benefit of JSY 1o all women who are delivering in
government hospitals irespective of their BPL/APL status. It was pointed
out that this was done without obtaining State/Central Government
approval. As per the direction from the Govemning Body of NHM, a
proposal in this regard has been submitted to Govemment of Kerala for
further approval. Based on this, Government of Kerala has given direction
to continue the same as per the letter no Health -~ FW1/191/2017 /Health
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- dated 2752017 - ' |
|

of' The maner has beern Vfomed (o Directar of Health SGF\’ICES/d& Ihese fund< ]
are handled by regular s1aff of health sennces/fm taking necessary aclions ’

L_ - .
71‘3 5 Non ax-f_;;llabfln)'
| records at PHC Cherthalavam
! Audit observed that the PHC - inthis regard
{mamzamed Ame0 gccounts an SBT

[ Sulihan Bathery i ellec

| bansachons of NHM While one ;

,account was ¢ the o name of

{ MO and Hiock Panchayath

President  for transactions  Jike

unvied fund, maintenance grant, |
WHSC  ewc and  the second !

accouni was mamntained in ihe
[name of MO for all other |
schemes of NFM. \ !

- Cash book wes avarable oniy
“fraom November 2014 Other

cregilers ke fund egisier,

| Chegque  issue register. SOE,

supporing vouchers elc aiso nat |
maintzained by the PHC MQ cf J
the PHC 1ssued cash cheques ior

'arge  amounis Hence  the
possibihty of nmusappropriation of

iGovm'nmenl funds carmol  be

| fiedaut, _ -
2134 Advance perding I All the advances are senled Details are shown below. -
statement | SIWI Torjr;;)_m_pér_d—; Amount of Date__—wu  Status |
Audit observed that an amount OH ‘ Advance (In
K83 74 lakhs released during | f 11 SEM(ADmn &Trg) ;i)‘()}o 001 632010 Settled
the period from 2010-11 10 2016- ’ = 2 i Rethen khetka | 3800000  11/2010 Settled
I'7 w6 vanous  organisauons/ I}’ T T Setiled
mdwiduals (toial § cases) are sull | f 3 11DSP 20,00,0006.00 l 11/12/201
pending sertiement ! 4 DrSunl - 20,000.00 / 2013-14 Settled
i '5 State Health 787722 201314 | Setled |
o Resource Centre 4{» | ]
| 6 | State Health 425000  2015-16 Settled
I “L Resource Centre J - -
i NMHP %I0,00,000 Q| 2016-17 Setled

| J




1214 Non Complaanee
pmandatory Discloson e

| 1115 observed tha INF M dd o
}makf disclosures of foan ol ihe

‘ niie mandziory

Creguirel by GO or i webue
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[T e Tmaereann T arsooe ] a6 | Semieo T
1 gReseunetemve || L 4
; ‘ 70 NRHP 11000000 00 | GG 17 settied i
_1 - T T ’i’i ot - T B -- !
&1 Quiz Kerala i 3.20,000 0C ! 216 }7% settled 1 i

L | R — S ,I - i e

, G 1 SHSRC i 727772800 l Y06 17 Settred

: { i 1‘

4 —_——

[EeR

shpianons
Ccepportive supervision plan and reports will be updated shonly

tneriutignal Delivery, C section, major and mino surgenes etc on HMIS

has peer updated up o MARCH 2017
delhvery data ncluding clients served and kiiometer logged on manthly

The facihty wise service delivery dale

basis of PTA and emergency ambuiances, ali procurement detatls and

or OPD. IPD.

perticularty

The dawa regarding the service
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APPENDIX III
—- -, Appendix From Audit Report

- Appendi;; 21
Shortage of drugs in post-partum units
(Reference: Paragraph 2.8.6; Page: 23)

Perivd of stock-out in the
Name of drug/ o test-checked  institutions
S Puirpose . S
vaceing during the period 04/2012
y U5/ 2017

Iron folic. £




" IName of institution

B R S

s =38

13
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Appendices

Appendix 2.2
Caesarean Sections performed in test-checked delivery points
(Reference: Paragraph 2.8.7; Page: 24)

201213 W1314 204-15 201516

Total Delivery
atal Delisery
‘ereentage of
atul Deliyvery
Percentage of

Total Delivery
Percentage of
i Totul Delivery

GH Kalpetta = :
GH Manjeri . 3935 7541916
GH Thrissur 129

W&C Alapgirsh
DH Mananthavady
DH Txrur i ERLL
DH Wm@chm
DH Mavelikkara
THQH Vythiri 4. :
THQH Sulthan Bathery *13¢
THQH Tirurangadi ‘
THQH Ponnani
THQH Kodungail!lf.

- 908
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Appendix 2.3

Provision for free diet

(Reference: Paragraph 2,8.8.1; Page: 25)




|10¢

Appendices

Appendix 2.4
Free drugs and consumables

(Reference: Paragraph 2.8.8.1; Page: 26)

Ttems on which
Nume of the hospitai | expenditure Audit observation
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Appendix 2.5
Low Birth Weight babies
(Reference: Paragraph 2.9.2; Page: 27)

No. of babies Pereentage
with birth Total ng, of LBW
weight between | of E.BW babies with
L8 kipand less | babices birthweighr
than 2.5 kg upty 1.8 he
7 = (4/6) 1)

¢ No, of
of delivery | babies with
. during birth weight
' upw 15 ke

Pereentape of
FEBW habies
ant of togal
deliyerigs

3

4 W&C Alappuzha
5 DH Mananthavady
6. DH Tirur

7. DH Wadakkinchérry” = 5
3 DH Mavelikkara

9. TH Vythiri =

10.  TH Sulthan Bathery
1. TH Tirurangadi "
12, TH Ponnasi ¥

I3. TH Kodungailur-
14 TH Kayamkilam .
CHE Meghangadi
CTOTAL
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Appendix 2.6
Shortage of essential facilities in test-checked institutions
(Reference: Paragraph 2.12.2.2; Page: 33)
Shortage of essential facilities in test-checked CHCs

Test-

Blood

checked [ ECG | 0 | Generator Ambadance

No. of CHCs -

which do not Thri
have the } apy

facility

N I TN B Y T

Shortage of essential facilities in test-checked PHCs

. Separate
I i k . Management
checked th Generator | wilet for R

Service "RTIASTI
i = PHCs .su\(u, 1T of RTI]
No.  of  Alappuzha 8 I ‘
PHCb ¢ TegiiE. o e
which do  TAMSSUE {7 '8
not  have Malappuram 8
the facility g

- -a-:m-nm-n_m
Sub-Centre data for the selected districts
Total

S | . L. Coniputer
P no. ol § Quarters | . . Drinking | Road | .

nctitre facility . N Filectricisy L o e g

weinre facility Sub- | for ANM tdectricity Foilet | Telephone -mld [

Centres | . interne

wier ACUESS

No. of Alappuzha .

Sub- RS
Centres Thrissur: - » - - 4T
Wh!(.‘h dO Maiappuram 589
not  have

the facility 204

Wayanad =

¥ Three PHCS viz., Pothukkal and Thirunava
but do not provide Ip service.

Bl pHC Pothukkal in Maiappuram provide partial services only.
"2 Data not available,

ya in Malappuram and Nattika in Thrissur have the facility

163
3
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Appendix 2.8
Idling of equipment
(Reference: Paragraph 2.12.5; Page: 35)

1 t’“t ",' S l Cost ot Dute from Remirks
4 4 v e il I
Jsttation thers " mpmu,, G0 | which idiing

GH Thrissar -~ Aviomatic
o prmr o a

Thrissur THQH - - * o Centufuge A
Kunnamkulam .;.‘_{e,mpal Ny
© 7 Autoclave

Malappuram :

* GH Manjei -

GH Kalpetia - XRayMachme
T ey
“(2n08)" - -
. Plasma.. Thawmg
-Bath
THQH  Sulthan -1
Bathery

Wayanad

Platelet Agitator - D8

Alappuzha
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Suction

‘District Hospital :

CHC

i DeepPr
DISTRICT HOSPITAL

General Hospital ~ Manjeri L

Appendices
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Appendix 2.9

Non-availability of laboratory/diagnostic services
{Reference: Paragraph 2.12.6; Page: 35)
(i} PHCs- Number of tests required to be conducted - 11

Test-checked | Non- Noi-
mumber  of | availability | availability of
institutions

Alappisha = . 8
(ii) CHCs- Number of tests required to be conducted - 36

Test-checked number of | Non-availahility
of tests

(iii) TH/THQHs - Number of tests required to be cbmiucted -51

S est-c . mber of | Non-availability
District Test-chéeked number o ( thility

Nont-avaitability
of tests

.. Test-checked number of @ Non-availability
District PO . '
“institutions of tests

Wayanad




10.

L1,

12,

13,

“Name - . of awnber  of
instifution radioactive

GH Alappuzha .~ -

 THQH Sultan Bathery

Appendices

Appendix 2.10
Non-availability of radiation equipment
(Reference: Paragraph 2.12.7; Page: 36)

‘No.  of radioactive | No. of
equipment cquipment | Whether TLID

TFotal

‘operated  without | for  which | badge given 1o
AERB Licence/ | QA test not | workers
Registration 011

| equipment
DH Mavelikkara
THQH Kayﬁﬁkﬁlaﬁl o

TH Thuravoor

THQH Vythiri =~

GH Thrissur -
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Appendix 2.11
Advances pending adjustment
(Reference: Paragraph 2.13.4; Page: 41)

L - _ Amount  of
Te whom advande released ) .
e dvance (3)

ol




