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Preface

This Reportof the Comptroller and Auditor General of Indiar the year
ended31 March 2018 has been prepared $olbmission to the Governor of
Uttar Pradesh under Article 151 the Constitution of India.

The Report contas the results of the €rforomance Au d i t oml O0HO:
Management in Uttar Prad&shodé, coveri|

The audit has been conducted in fwomity with the Auditing Standards
issued by the Comptroller and Auditor General of India.

Vil






Executive Sumnary

About the Report:

There is a critical requirement for sustained and determinexhaotclose the

gap between the patient care received and the target outcomes in public
hospitals at the primary and secondary care levels. Uttar Pradesh, as the most
populous State in Indigvith poor health indicators as compared to the national
averagehas a significant weight in the unmet needs of public health in the
country.

It is in this backdrop that the Performance Audit of Hospital Management in
Uttar Pradeslinas been carried out dag 201819, covering the period 2013

18. This Report has attgrted to assess the quality of medical services and
patient care being provided by the district and block level hospitals.

Why have we prepared this Report now?

We have adited the health seat@nd presented the findings in various Union
and State Reports the Parliament and legislature of differ&wtes over the
last decade. All Indi&erformanceAudit of National Rural Health Mission
(NRHM) was conducted and findiagpresented in Union Report No. 8 of
200910. More recently UnionReport No. 25 of 2017on NRHM
Reproductive and Child Health Component was laid in the Parliamendit A

of NRHM in the Sate of Uttar Pradesh was also conducted for the period
200511 and &Report was laid in the State Legislature on 30 May 2012.

All these earlier reports hddcussed on compliance issues, inadequacies and
mismatch of inputs and outputs, efficiency of dgyaassurance mechanism
and effectiveness of monitoringic. Keeping n view the goals laid down in
the National Health Policy and expected outcomes of Susable
Development Goa#3 at the global level, evaluating the outcome has become
crucial for timey and systemic corrections. In this context, we have tried to
assesshe outcomes in this audit with a view to ascertain the quality of
healthcare being madavailable to people through the existing policy
interventions and scope for further improvemenhisT Report aims at
identifying the areas that require systemic coroestand improvement.

What has been covered in this audit?

In this outcome based auditve have focussed on patient care received at the
primary and secondary care levels in the Statgioua Services like Out
Patient and lfpatient Services, Maternity Seces, Emergency Services,
Diagnostic Services, Infection Control and Drug Managenit&ve been
assessed on prdetermined outcome indicators/criteria in the sampled
district level and block level hospitals (Community Health Centres).

What have we found am what do we recommend?

We found significantareasfor improvementin the healthcare meels of the
people as highlighted below:
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Policy framework for healthcare services

The policy framework for hospital management in the Stateahgdp that
needs to beduressedwe noted that the Department neither prepared its own
norms/standards nor ditladopt those prescribed by the Government of India
(Gol) in respect of ogpatient and inpatient services, pathology investigations
and human resources. As a resaltnethodical gap analysiwas not, and
cannot be, carried oufThis would, and hasjmpacted the availability of
resources and services in the hospitals/Community HEaltitres (CHCSs).

The revised Drug Procurement Policy 2012 and revised Equipment
Procuement Policy 2012 also had significant gaps such as modalities to be
followed in case ofemergencies necessitating local purchase of drugs and
consumables; sampling nosincriteria and periodicity for quality testing of
drugs; types of equipment requirad the district level hospitals; and
maintenance of equipment.

Recommendations

Keeping inview the fact that Healtls a State subject, it is imperative that the
State Geernment should prescribe/adopt standards and norms for
provisioning of services andewources for different levels of hospitals. A
serious policy response is required to addrgaps inhie Drug Procurement
Policy and the Equipment Procurement Policy.

Out-patient services

We found that the patient load in the €Ratient Departments (OPD) the
testchecked hospitals and CHCs spiked by-timed during 201318, but the

addition in the number of doctors available was nominal. Resultantly, there
was a dsis of overcrowding with a rise in the number of OPD cases per
doctor by 24per centin District Hospitals (DHs)/Joint Hospitals (JHs), as well

as 20per centin District WomenHospitals (DWHs) and 1ger centin CHCs.

This had a cascading impact with @ér centpatients in DHs/JHs, 68er cent

in DWHs and 50per centin CHCs experiencing lsst han f i ve mi 1
consultation time, signifying inadequate diagnosis, investigation nal
treatment in OPD.

Conversely, wait times for patients were adversely ingahsince the number
of registration counters were not commensurate with the incredse daily
patient load, exacerbated in some of the¢bsttked hospitals/CHCs by a lack
of suitableand commensurate increasesmating facility and toilets, and an
overall weak grievance redressal system.

Recommendations

Consultation time per patienh district hospitals and CHCs should be peer
reviewed at the State level by the Direc@eneral of Medical and Health
Services, so that corrective steps may be takesddress theery short per
patient consulaition period The inequities in the numberf gegistration

X



Performance Audit Report on Hospital Management infBRtadesh for the year endiidrch 2018

countersvis-a-vis the rising patient demand should be addressed witreday d
so that wait times for patients are reducattl seating/toilet facilities be
increased commensurate to increase in patient load

Diagnostic services

Despite beig the bedrock of evidendeased mdern treatment procedures,
diagnostic services, bothdialogical and pathological, were deficient in terms
of availability of functional equipment, consumables and human resources in
the testchecked hospitals/CHCs.

A majority of DWHs and a large numbef CHCs did not have the baseline
X-ray facility; more han half of the DHs lacked the requisite range afX
machines; a substantial number of CHCs were withoutilaasonography
(USQ) facility andthe computed tomograg (CT) scan was available in ks
than onethird of the eligible hospitals.

There werealso serious gaps in the availability of essential pathological
investigations in almost all the hospitals and CH@sereasin-house
pathology services were hamstrubg a shortage of lab technicians and
unsatisfactory quality assuran&ngaging privateervice provider, to fill this
gap, does not seem to have improved the situatibstantially

Quality-wise, due to lack omonitoring of the time lag between receqgt
samples and completion as well as reporting of results of investigations to the
patients, minimum efficiency standards in diagnostic services remain a
challenge.

Recommendations

The availability of essential radiology servicez. X-ray and USG and
pahology investigations as per Indian Public Health Standards (IRIH&)
availability of requisite human resourceshould be ensured in every
hospital/CHC, particularly in view of thacreasing reliance on diagnostics for
treatment of patients. Records fagring to waiting time and turnaround time
in respect of both radiological and pathotmli investigations should be
maintained, so as to monitor the timeliness of the diagnostices alongside
the interpretation and reporting of results for treatmglah and further
referral to higher centers.

In-patient services

There were considerablgaps in the availability of upatient services with
more than half of the DHs lacking a Buwward, an Accident and trauma ward
as well as indoor services for DialgsPhysiotherapy and Psychiatmhereas
pediatric services were available in less thdhdfahe CHCs.

In-patient services in the different hospitals also varied in terms of the
availability of resources.

A Asymmetric distribution of human resources irettestchecked hospitals
was revealed ranging from a pér centexcess in JH Lucknow ta 74
per centshortfall in JH Balrampur of doctors; an excess of @d0centin

Xi
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JH Lucknow o a shortage of 6fger centin JH Balrampur of nurses; and

a 45 per centshortfall in DH Banda to a 35@er centexcess in JH
Lucknow of paramedical staff, visxvis the sanctioned strength. Since
similar unevenness was also noticed in CHCs, there isgamtuneed to
rationalise the workforce shortages towards achieving ¢ie skills mix

in a hospital/CHCExcess posting of doctors and panadical staff in big

cities like Lucknow andigra needs to be reversed guyckand a system

put in place wheressc h excessive postings/ inde
emergency and for apecific period) are impasble at any level of
authority.

A The availability of doctors ithe IPD could not be ascertained in any of
the hospitals in the absence of rosters for assigning their duty.
Furthermore, as against the requirement of one nursexpleeds, except
for Shift-l in DH Banda the number of betiended to by a nurse ranged
from 10 to 43 beds in eight hospitals wherein rosters for nursing duty
were maintained. This was a reflection on ihéifferent quality of the
nursing care provided i®D.

A Only 07 to 12 types of essential drugs were availabl®D against the
14 typesequiredin thetestcheckedDHs during 201718; thus, either the
quality of treatment was compromised or significant -agpocket
expenditure wasncurred by the patiats to buy vital drugs such as
adrenaline (used in emergees to stimulate heart), di¢knac sodium
(relieves inflammation) and salbutamol (used to treat asthma) from
outside.

A Similarly, vital equipment such as Doppler (for estimation of blood flow)
in DHs Agra, Allahabad, Banda, Balrampur, Budaun, Saharanpdr a
DH-1l Allahabad; Glucomete(for estimation of blood sugar) in DH
Balrampur; and Defibrillator (for use in IHéareatening cardiac casen)
DHs Agra, Balrampur and Budauwere not available dung 201718.
Further, none of the DHs had executed anuwahrMaintenance Contract
for IPD equipment.

Operation Theatre (OT) services were-sgitimal in DH and JH Balrampuir,

DH Banda and DH Budaun where considerably less numbers of major
surgeriescould ke performed as compared to rest of the DHs. Further, ENT
surgeries in DH and JH Balrampuand orthopaedic surgery in DH Banda
were not conducted due to namailability of surgeons. Furthermore, the
prescribed essential drugs and equipment pertaining tee@/ices were short

by at least 5(@er centin five andeight DHs/JHs respectively. Thuesources
available for OTs were insufficient and offered little prospect of effective
treatment in the concerned hospitals.

Intensive Care Unit (ICU) services weaailable only in DHs Lucknow and
Gorakhpur out of the 1iestchecked DHs/JHs. In the sénce of an ICU
facility in the remaining DHs/JHSs, patients approaching these hospitals in an
emergent condition were likely to be referred and/or passed on to higher
facility public or private hospitals.

Xii
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A The ICUs in DHs Luknow and Gorakhpur also sufferérom shortage of
essential equipment such as Ventilators, Infusion Pumps, Ultrasound and
Arterial Blood Gas analysis machine. Nursing care was compromised as
againstthe requirement of one nurse for each bed in the ICl@gethto
seven beds were assigrtech nurse in DH Lucknow.

There was a serious dearth of emergency services as five out of the 11
DHs/JHs testchecked did not have any emergency OT, while accidemt an
trauma services were available in DHs Banda and Saharanty. However,

the trauma adtre in Banda was nefunctional since December 2017 for want

of a surgeon and both trauma centres suffered from substantial shortages of
essential equipment. Furthem,respect of CHCs, the emergency services were
limited to snake bite and other caseg rexjuiring diagnostic services, while

for emergencies such as cardiac arrest and severe pneumonia, the CHCs
effectively served only as referral centres.

Dietary serices, an important therapeutic tool, were -sptimal sine the
prescribed six types ofiet for inpatients were provided only in DHs
Lucknow and Saharanpur; the per patient per day expenditure on diet ranged
from ° 29 to ~ 102, indicating that the qualitof the diet served was
inconsistenteven providing fointer-district difference in prces.Most of the
testchecked hospitals/CHCs also did not have a system of quality checking of
the diet.

Patient safety was a matter of serious concern as a DidMatagement Plan
was prepared in only two hospitals andnione of the CHCs. Further, adi
audit was not conducted in any of the hospitals/CHCs during-2813

The IPD services in 10 DHs/JH were compared against each other using
outcome indicators evalteal and the resources available with them.

A Every hospital relative to the other teshecked DHSIH,
underperformed on at least one outcome indicator, with the performance
of DHs Banda, Budaun, Gorakhpur and Saharanpur being, in particular,
below par.

A The combined Leave against Medical Advice & Absconding Redes
very high at 7&er centin DH Budaun and 5@er centin DH Gorakhpur,
indicating poor satisfaction with the service quality as experienced by the
patients. However, both these hospitals hadstanbally higher number
of doctors and nurses visvis the sanctioned strength and aksloove
average availability of other resources, indicating ineffectual
management.

A A high bed occupancy rate was observed in DHs Banda and Saharanpur
along with a highreferral out rate as well as a low discharge rate,
indicaing that these hospitals stglgd to provide quality services.

Recommendations

Governmenshould proactively synergize availability gfpecialisedn-patient
services along with the essential dsugquipment and human resources in
district hospitals and CHCs, so that patients dofa shortages of medical

Xiii
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resources and access to quality medical care is boosted. The availability of
round the clok accident and trauma services in DHs and emeygseivices

in CHCs should be ensured. Nutritional care epatients, in order to reduce
complications and facilitate speedy recovery, should be ensured through
availability of the recommended six typesdidt in the hospitals.

The hospitals and CHCsalid rigorously adhere to the Uttar Pradesh Manual
of Fire Safety Norms 2005. The monitay mechanisma significant lever for
facilitating the responsibility and accountability of the hospitalsould be
revamped by including measurement of outcomecabois pertaining to
productivity, efficiency, service quality and clinical care capgbibf the
hospitals.

Maternity services

Significant deficiencies were observed in all three major components of
facility based maternity services Antenatal care, Im&-partum care or
delivery care and postnatal care:

A Antenatal Car§ ANC) was of low quaty since in nine out of the 10
CHCs upgraded to First Referral Units (FRUs) for maternity services,
gynaecologists @are not or only intermittently available during13018;
only six out of 22 CHCs had the facility for conducting all six prescribed
patholaical investigations; there were substantial shortages of drugs for
management of Reproductive Trattfection (RTI) and Sexually
Transmitted Infection(STI) cases inboth hospitals and CHCs; and
Comprehensive Abortion Cargervices were not available i@ CHCs
out of the 22 testhecked.

A Intra-partum Carevas markedby a more than 5@er centdeficiency of
essential cugs in eight out of 10 hospitals; shortages ithk@HCs and
hospitals of basic consumables, including baby wrapping sheets, as well
as slortfall in key human resources typified, for instance, by a particularly
grim situation in DWHs Agra, Lucknow and Sahnpur wherein the
number of deliveries dealt viiby a nurse ranged from 31 to 61 deliveries
per day.

- Partographs, whicknable the birtlattendant to identify and manage
the complication olabour promptly, were ngplottedin any of the
hospitals and BCs except DWH Allahabad and CHC Campiarganj,
Gor&hpur.

- Preterm labour was inadequately managed as the requisite
Corticosteroid injectiowas not administered or records in this regard
were not maintained in the concerned hospitals and CHCs; besides in
a large number of préeerm delivery cases the preded injection
itself was not in stock. Thugreterm babies remained at risk of
seriots postnatal complications and neonatal deaths.
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- NHM Guidelines state that aroundl18 per centof total delivery
cases require -Section.While 21 per centof deliveriesin hospitals
occurred through Gection, the corresponding figure for FRIHCS
was oty one per cent This is becausehere were shortfalls of
gynaecologists and/or anaesthetig@atticularly in FRUCHCs. This
was coupled with substantial shortagestié relevant drugs and
consumables. Thus, pregnant women in rural aapparently had m
optionbutto go to DWHSs for Gsection servicesDWHs themselves
faced insufficiency of resmces and were hargressed to take the
extra load

A Postnatal Care (PNCwas characterised by lack of documentation
regarding pospartum health cheelps of tle mothers and the newborns.
Further, the immunization status of pér centnewborns in hospita and
at least 13er centin CHCs was not available on record, thupliying
poor monitoring of neonatal healtfhis is indicative of the inadequacy
of comprdensive PNC, with an emphasis on a series of ebhpskduring
pregnancy but not after it.

A High stillbirth rates of 2 to 2.4er centwere observed in the teshecked
hospitals/CHCs against the average of e centfor Uttar Pradesh.
While the reasonfor stillbirths were not available on record, these high
rates were a sign of poorly managetearatal care and delivery process.

A Neonatal deaths were not recordedalkin the CHCs and majority of the
hospitals, thus compromising the ability to seek ticmous quality
improvement towards neonatal health.

On the outcome indicators evaluate®WHs Allahabad, Banda and
Gorakhpur underperformed the most compared to tther aestchecked
hospitals

A In DWH Banda, the combined Leave against Medical AdviceMIXA &
Absconding rate was at a very high level offg2 centwhile the average
length ofstay was the lowest at just more than a day, thus indicating less
than satisdory clinical care of patients. Pertinently, this hospital had
below average availahii of resources.

A DWH Gorakhpur had significantly low Bed Occupancgt®as well as
the hidhest LAMA & Absconding rate (95 per cent), indicating poor
service quality depte low patient load. DWH Allahabad performed
poorly on outcome indicators despite heghthan average availability of
human resources and equipment, indicating ineffectual geament.

Recommendations

Concerted efforts to reduce the very high infant axaernal mortality rates
should focus on achieving a greater level of consistency afalpance by
strengthening the timeliness, adequacy and quality ofna&taeCare services

! Some CHCs have been upgraded to First Referral Units {ERCs) to equip them for provitg delivery of
emergency obstetric mato pregnant women with complications.
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in the CHCs; ensuring that &WHs and CHCs have a wadhuipped facility

for abortion care, management of RTI/STI, handlirgeCtion deliveries; and
intracpartumcare is impactful through augmentation of essential resources as
well asproviding a clinically safe environmerdand,meticulous monitoring of

the delivery of presdred postpartum care towards minimizing adverse
pregnancy outcomes, so thabmen and neborns reach their full potential

for health.

Infection control

Infection control practices were not sufficiently embedded in the functioning
of a large number of hoggis and all CHCs since they lacked even standard
operating procedures (SOPs)/checklits hygiene and infection control,
disinfection andsterilisaton of medical tools, instruments and equipment in
the hospitals and CHCs was mostly limited to boilingd autoclaving,
whereas a large number of hospitals and CHCs lacked chestecgisatian

and high level disinfection facility.

SOPs for housekeepingere not available in a majority of the hospitals and
all CHCs; cleaning services, despite outsourcingre not of a satisfactory
level in several hospitals; reports of surface/air/hand swats twere not
prepared in almost all hospitals/CHCs, signalliasck of oversight on the part

of the hospital administration in ensuring adequate decontamination of
functional areas.

Laundry services were also highly inadequate as there was a shortage/non
availability of 13 to 19 types of prescribed linen items in libspitals; bed
sheets were not changed nor soiled linen collected on a daily basis in several
hospitalsand CHCs; outsourcing partners did not adhere to the agreement
conditions in respect giroviding the requisite washing equipment, collection

of dirty linen in covered trolleys and its pbéeaching, provision of coloured
bags to separate soiled and ditiyen etc, increasing the vulnerability of
patients to hospital acquired infections.

Further, monitoring of the disposal of binedical waste was extmely weak
since most of the hospitals and CHCs did not shoulder the responsibility of
submitting annualreports to the State Pollution Control Board; the daily
collection of the waste was ndbne in at least 13 Hospitals/CHCs during
201718, up from seve such hospitals/CHCs in 2013; staff were not
trained in handling the waste in all the CHCs as welh anajority of the
hospitals, putting them -aisk of contamination; and none of the pials had

an Effluent Treatment Plant, escalating the hazafdgoor disposal of the
waste.

Recommendations

A culture of infection control management should be aidbe in the
hospitals through strict adherence to National Quality Assurance Standards;
effective implementation as well as documentation of pestitactntrol and
sterilisation procedures; adequate availability of clean linen to thwart the
spread of hsptal acquired infections; rigorous conduct of microbiological
surveys to monitor air/stace infections; and, active surveillance regarding
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adherencdo Bio-Medical Waste Rules 2016 to identify any potential issues
for reducing the spread of infectiousehses.

Drug management

The Department did not provide an unbroken supply of drugsraisspawvn
Essential Drug List (EDL) which prescribed 498, 80@l 859 drugs for the
CHCs, DHsand DWHs/JHs, respectively. Only a portion of the drugs under
the EDL wee procured ranging between 06 and 34 per cent, 03 and 24 per
cent, 07 and 4er centin the DHs, DWHs/JHs and CHCs, respectively,
during 201617 and 2Q7-18.

Stock out of at least 30 days was observed during the year1®0fiof more
than 50per centof the drugs procured in DH Agra, DH Allahabad, DH
Allahabad DH Balrampurand DH Gorakhpr. Due to norprocurement of the
full range of drugs as peEDL, even the vital drugs for IPD, OT, ICU,
emergency and maternity services were not available in tipgtéles

Further, the CMOs and CMSs did not assess the requirement of drugs as per
EDL or prepare drug formulary on the basis of disease patternsfio of
patients in the hospitals to support the selective procurement of drugs.
However, they took recaose to copious procurement of drugs through local
purchase without ascertaining reasoeabbks of prices, ensuring quality
assurance or putting on wed the justification warranting, in view of any
emergent situations, such local purchases.

There was lackf publicity of Notice Inviting Tenders, thus Rate Contracts for
only 83 drugs (206-17) to 371 drugs (20%45) from the EDL could be
concluded durig 201318. The details of the capacity of the bidders was not
ascertained nor were the quantity of drugsbe supplied by the bidders
mentioned in the NITs. In the absence of these vital paeas)gtroduction
capacity of the firms was not evaluated, iegdo delay/norsupply of drugs

in several cases.

The Department also did not actively restrict unsaféneffective products
which is critical to patient safety. There were major deficienoigse system

of drug storage in the teshecked hospitalsnd CHCs. Quality assurance of

the drugs procured was ignored as a bulk of the drug supplies were accepted
without quality test reports issued Nwtional Accreditation Board for Testing

and Calilvation Laboratories, while drug testing through Drug Cordrslivas
minimal.

Overall, the weak supply chains for procurement of essential medicines and
lack of relialbe access to safe and effective drugs, potentially exposed patients
to financial hardshipand diminished public trust in the health system.

Recommenrations

It should be ensured that a formulary of drugs is prepared by each hospital on
the basis of diseaspatterns and inflow of patients, the EDL updated
accordingly and the eventuality of skegut of required drugs forestalled. The
Department should égr into rate contracts for all drugs under EDL to ensure
consistency in prices as well as quality of ¢tinegs supplied. Storage of drugs
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under conditions prescribed in the Drugs and CosmetigesR1945 to
maintain their efficacy should be ensured, befobeing administered to the
patients. The free drug distribution initiative of the State Government should
be underpinned by the careful maintenance of was® drugs stock book,
records of day distribution of drugs and OPD drugs slips in each hospital,
towards ensuring its effective implementation.

Building infrastructure

Leveraging positive health outcasfrom augmentation and improvement of
health infrastructure was stymied on account of

A the tardy pace of construction of hospital buildings in the State with 361
works sanctioned during 20438 yet to be completed, despite an overall
shortage of 38er cent beds in district hospitals and a 4ér cent
shortfall of CHCs;

A nonoperationalisatio of newly completed hospital buildings with, for
instance, eight out of the 12 workempleted during 20138 in the test
checked hospitals/CHCs yet to achieve fundiostatus for want of
human resources and equipment, even after a lapse of one md@#h to
months from the date of handover of these buildings; and

A faulty maintenance of existing buildings, stemnfieon nonpreparation
by CMOs and CMSs of building maintme plans as per the stipulated
norms and periodicity as well as records of buildivige annual
maintenance of hospitals/CHCs, and inadequate control of management
over maintenance issues.

Recommandations

The Department should as quickly as possibleratip@alise every newly
constructed hospital or a medical facility within its premisgsdbvetailing

the provision of required human resources and equipment at the planning stage
itself. Further, maintenance management of hospitals buildings should be
strictly monitored to ensure a conducive environment in the hospitals.

What has been the rgponse of the Government?

While providing general response regarding efforts being made at their level,
the Government have agreed with the recommendations and adsutake
necessary action to improve the system.
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1lntroduction

The focusoff ndi ads Nat i on alstoBtersgthan hhe tust lofi c y
the common man in the public healthcare system by making it predictable,
efficient, patientcentric, affordable and effective, with a comprehensive
package of servicesnd products that meet immediate healthcare needs of
most peple. At the global level, the Sustainable Development Agenda aims to
ensure healthy lives and promote wading for all at all ages by 2030 asr
Sustainable Development Goal (SDG) 3.

In this cotext, the performance of the public healthcare systeneistate of

Uttar Pradesh (UP), the most populous State in India with more than 20 crore
population, would b one of the most critical factors in achieviggals of
National Health Policy an&DG 3for the country as a whole. This assumes
even more importare as the health indicators in UP lag much behind the
national average as shownTable 1

Table 1: Health Indicators

Health Indicator Uttar Pradesh India
2011 2016 2011 2016
1 Birth Rate ( inper cen} 278| 26.2| 21.8| 204
2 Death Rate (iper ceny 7.9 6.9 7.1 6.4
3 Total Fertility Rate (number of births pg 3.4 31 2.4 2.3
woman)
4 Institutional Deliveries (agper centof total 56.7| 67.8| 67.0| 78.9
deliveriesy
5 Maternal Mortality Rate (MMR) ger lakh 292 201 178 130
live birthsy
6 Infant Mortality Rate (IMR) fer 1000 live 57 43 44 34
births)

(Source: National Fanhy Health Surveyd, Sample Registration System, Annual Health St8y&ol)

National Fanily Health Survey, 201516 (NFHS4) reported that in UP only

about 20per cent(the lowest among all States in India) of households
generallyuse a government helaltacility as compared to 4per centaverage

for India; more than threéifths of theswu veyed househpoords i r
gual ity asoaf reaspm forenot generally using a government health
faci |l i tno,nearwt ialc e d Nddvajtibg time toolongd wer e al
reported as reasons by around p8 centand 36per centof the surveyd
households, respectively.

1.1. Public healthcarefacilities in the State

The landscape of public healthcare facilities in Uttar Pratestinuctured into

three levelsn the State for providing primary care, secondary care and tertiary
care. While tertiaryhealthcare is administered by the Department of Medical
Education and Training, the secondary and primary healthcare is administered

2 Data for institutionbdeliveries pertains to 20123 and 2018.6
3 Combined figures for Uttar Pradesh duidarakhand
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by the Department of Medical, Heélaland Family WelfareGovernment of
Uttar Pradesh (GoUPas shown below:

Figure 1: Public healthcare facilities in Uttar Pradesh
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1.1.1. Funding for hospitals andCHCs

The District Hospitals (DHs), District WomeHhospitals (DWH), Joint
Hospitals (JHs)and Community Health Centres (CHCsjthrough Chief
Medical Officers of the districts)eceive funds from the State budget. Apart
from the State budget, financial assistance under #immalHealth Mission
(NHM) is also received from theGovernment of India Gol) with
correspondig share of the State Government.

1.1.1.1. Funds underState budget

Yearwisealotment and expenditure of the funds during 2Q83pertaining to
the Department of Medical, Health and Family Welfare was as shown

Table 2.
Table 2: Budget provision and expenditure during 201318
(" in crore)
Year Budget Provision Expenditure SEVS
201314 6,095.00 5,080.03 1,014.97
201415 6,710.63 6,036.24 674.39
201516 7,456.89 6,423.27 1,033.62
201617 8,080.13 6,938.01 1,142.12
201718 8,726.82 7,782.89 943.93
Total 37,069.47 32,260.44 4,809.03

(Source: Budgetatument)

Table 2 indicatesthat expenditure incurred on medical, health and family
welfare by the State Government increasedb®yer cen from 201314 to
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201718 Componerwwvise breakup of the expenditureancurred during
201318 is presenteh

1

Chart 1: Componentwise expenditure during 201318

Others, 12%
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Equipments, 29

Construction, 69

Human
Resources, 72%

(Source: Budget Document)

Further, n respect of savings, provision for human resources accounte8 for 5
per centof the totalsavings and the Government explained that these savings
occurred on account @fsignificant number of posts remaining vacant due to

multiple reasonsEquipment and construction activities accounted for further

20 per centof the savings, while other seces accounted fathe remainin@2

per cent

1.1.1.2. Funds under NHM

During 201315, the ratioof the Gol and GoUP share in respect of NHM
funds was75:2%5, which changed t®60:40 during 205-18. The amount of
funds received under NHM was as shawifable 3.

Table 3: Receiptand expenditureunder NHM during 2013-18

(" in crore)
Year %gﬁﬂgg Interest earnec Refﬁép;e(;l:”ng Expenditure g;?:;]nci

201314 2139.48 96.49 2654.28 1796.32 3093.93
201415 3093.93 76.12 227719 2363.03 3084.21
201516 3084.21 33.15 2979.D 2903.36 3193.20
201617 3193.D 34.65 3453.85 3184.99 3496.71
201718 3496.71 27.64 3769.28 4402.21 2891.42
Total 26805 15,133.80 14,649.91

(Source: State Project Management Unit, NHM, UP)

Thus, 84 per centof the fundsavailableunder NHM in the State during 2013
18 wereutilised.

1.2. Planning and execution of Performance Audit
1.2.1. Audit objectives

The Performance Audit of Hospital Management in Uttar Pradesh was
undertaken to assess whether:

1) Policy framewok was robust enough to improve the quality of healthcare.
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2) Adequateprovisions for line serices such as otgatient services, i
patient services, emergency services, maternity senetesywere made
and these services were delivered in an efficientedfiedtive manner.

3) Efficient support services with regardsdiagncstic servicesmainterance
of equipment, storage of drugdietary services, laundry servicegkeep
of facilities, etc were present in hospitals.

4) Hospitals had adequate resource®. human, infrastructure, drugs,
consumables, equipmertc as per prescribed norms aatllised those
resources efficiently and effectively.

5) Norms and practices for hygiene, infection control, employee and patient
safety were followed within the premiseshmspitals.

1.2.2. Audit criteria

To evaluate the subject matter in pursuit of the above medticnelit
objectives, the criteria were sourced from ¥aeious guidelines on health care
services issued by Gand GoUR Indian Public Health Standardd?HS),
legal Acts and Rules, and policiesyders and manuals issued by GoUP. The
list of sources ofmteria is given inAppendixl.

1.2.3. Audit scope andmethodology

An entry conference was held on 09 July 2018 with the Secretary, Medical,
Health and FamilyWelfare Departrart (Department) and other officers
wherein the audit objectives, scope, criteei@, were discussed and the inputs

of the Department were obtained and thereafter the field awdg
commenced.

The audit scope covered public health féedi of seconds care (District
level Hospitals) and primary care (CHCs) and involved scrutiny of dedor
the period 201338.

The audit examination included records maintained at the office of the
Principal Secretary, Medical, Health and Family Wiedf®epartmentoffice

of the Director General of Medical and Health Services (DGMH), office of the
Director General of Family Welfare (DGF{)y/ State Project Management
Unit (SPMU) of National Health Mission (NHM), offices of the Chief Medical
Officers (CMGs), 19 Districtlevel Hospitals and 22 CHCs in eight districts
across the four geographical regivothe State.

Audi t met hodol ogy was in accordance
2017 and involved scrutiny and analysis of records/data as per thie audi
objectives, sope and criteria, evidence gathering by scanning records, joint
physical inspection of arious facilities ofthe testchecked hospitaland by

taking photographsissuing questionnaires/audit observations and obtaining
replies,etc

4 DGFW is responsible for implementation of family wetfachemes, including maternity seesddn the State.
5 BundelkhandRegion Banda, CentraRegion Barampur and Lucknow, EasteRegion Allahabad(Prayagraj), and
Gorakhpur, Wesrn Region Agra, Budaun and Saharanpur
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Further, numerous reauals vital for efficient and effective management of
hospitals and CHCs were not/partiathaintained asdetailedin Appendixl| .

The non/partial maintenance of essential records was symptomatic of the
malaisei a malunctional systen and scant remediat#on by the concerned
authorities, consequently limiting the scope of audit and infesetiereof.

The draft Report of the Performance Audit was sent to the State Government
for its comments on 09 April 2019. Subsequenttyeait conference was held

on 03 May 2019 with the Principal Secretary of Medical, Health and Family
Welfare Departmen The views/replies of the State Governmemere
received or23 May 2019%ndhave beerduly consdered and incorporated in

the Report.

1.2.3.1. Samplingmethodology

Samplirg was done in two stages ‘smfa Figure 2: Sanpled districts
In the first stage, the sample siz

of eight districts was allmated to

the four regions of UP in the W‘”da”"
proportion of the number of A — ’
districts in each region and th WK % GorakhpurQ

districts were selected in eac

Balrampur

region by using Simple Randor Banda
Samping Without Replacement ’
(SRSWOR). Thus, geographice Allahabad

representation was factored int

the sample. In the second stage,

the various districtevel hospital$ (hospitals) within each selectatistrict
were sampled.

To choose hospitals in the selected disdrithe sample for regions was further
redistributed as per the riddased classificatioaf the hospitals. Following the
sample allocation across regions, the hospitals were selectedSIB8\WYOR
in each of the eight chosen districts. For each selecs#icgitwo or three
CHCS were chosen using SRSWOR as showiahle 4.

Table 4: List of sampled hospitals/CHCs

District Hospital CHC
District Hospital DH Agra Baroli Ahir
Agra District Women Hospital DWH Agra 2 alip R
Kheragarh
District Hospital DH Allahabad Baharia
Allahabad District Women Hospital DWH Allahabad Handia
T B Sapru Hospital DH-1I Allahabad Meja
District Hospital DH Balrampur Gaisandi
Balrampur District WomenHospital DWH Balrampur Pachperwa
Joint Hospital JH Balrampur
Banda District Hospital DH Banda Kamasin

8 Include District Hospitak (DHs), Joint Hospitals JHS andDistrict Women Hospitals[WHS)

" If the number of CHCs in the selectedtdi was less than 10, two CHOB&lrampur and Banda) were selected
using SRSVOR, else three CHCs (Agra, Allahabad, Budaun, Gorakhpur, Lucknow and Saimravere
selected.
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District Women Hospital DWH Banda Naraini
District Hospital DH Budaun Asafpur
LT District Women Hospital DWH Budaun Sahids Wl
Samrer
District Hospital DH Gorakhpur Campiarganj
Gorakhpur District Women Hospital DWH Gorakhpur P.a“ -
Pipraich
District Hospital DH Lucknow Gosaiganj
Lucknow District Women Hospital DWH Lucknow Mall
LBRN Hospital JH Lucknow Sarojini Nagar
District Hospital DH Saharanpur Behat
Saharanpur District Women Hospital DWH Saharanpur Bzgg?nd

Keeping in mind the limitation of resources, the sampling strategy was
designed to capture and evaluate appropriate amounts of unbiased data to
ensure that thedformance Audit was able tpick up variations across the
entire audit periodThus, thequesionnaire designed for the audit captured
data at different frequenciegearly, monthly and weekly.

To ensure the variations/coverage in the data recorded othlyndrasis,
different monthf thefive-yearaudit periodvere covered. For this, eachar

was divided into four quarters and the middle month of each quarter was
selected for capturing the dator indicators reported at monthly frequency.
Following this, to capture weeklyrequency, the first week agpicked outfor

the selected months maintain consistency.

For instancethe data in respect of thetjgmt load andavailability of hospital

beds was taken on yearly basis; monthly data was capturegspect of
essential drugs, equipment, human resources, diagnostics, maternity services
including labour room records, laundry astdrilisationservices; and weekly

data pertaining to Bed Head Tickets for evaluating outcome indicators.

1.2.4. Acknowledgement

Audit acknowledgeshie ceoperation extended by the Department of Matji
Health and Faity Welfare and the sampled distrevel hospitals and
CommunityHealthCentres in conduct of the Performance Audit.

1.2.5. Structure of the report

This report of the Pesfmance Audit has been structured on the basis of
various servicegind resourceavailabk in a hospital and consists séven
themesyiz. Out-Patient(OPD) Services, Diagnostic Services;mPatient(IPD)
Services, Maternity Services, Infection Controlyu® Managementand
Building Infrastructure.

While the abovehemesdiscuss in detail thaudit findings with respect to the
concerned hospitalservices, the following section covers the policy
framework related to the provisioning of resourceiz. humanresources,
drugs, consumableand equipment for the hospitand services rendered to
patients.
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1.3. Policy framework for healthcare services

Delivery of quality and efficienhealthcare services in public health facilities
plays a significant role in iproving the health indicators of the public at
large. Thus, it was incumbent upon the Bement of Medical, Health and
Family Welfare of the Government of Uttar Pradesh (GoUijich was
responsible for providing and managing the healthcare (primaryeaoadary
care) facilities in UP, tearry outcomprehensive and outcorbased planning
so that essential resources were provided to the public hospgalsekh as
resources avhible utilised optimallyin the short, medium and losigrm.

Audit, howeverpbserved that the policy framework under which the planning
was to be done was signifidhninadequate, as discussedtire succeeding
paragraphs:

1.3.1. Standardisation of services and resources

For ensuring efficient operation of public sector hospitalss #ssential to
prescribe standards/norms for providing various resources in the hopitals

the basis of these standards/norms, requirement of resources should be
assessed and provisions should be made accordingly.

Audit, however, observed that the Depant did not prescribe
standards/norms in respect of type and quantum of resourcesraiugs for
the hospitals as discussedTliable 5 anddetaikedin subsequent chapters.

Table 5: Standardisation of services and resources in hospitals/CHCs

Services/ Availability of State
Resources Government norms ‘ Other norms/standards Remarks
- The State Government did not adopt the standar
OPD and IPD No NHM Assessa s Gook, various OPD and IPD services prescribed in the
services IPHS -
guidelinedlPHS
Norms for X-ray and
. ) Ultrasonographygervices . . The Stée Government did not adoptthe Gol
SD;\%ZZ?'C available for DHs and CHC ggmcirﬁtgﬁ\?:olgﬁé guidelines/IPHS norms/standards  for patholo|
however, no norms for ' investgations forhospitalsand CHCs.
pathological service
The State Government did not adopt the norms presq
Human No NHM As s &uidsbook, in the Gol guidénes/IPHS. Further, he basis o0
resources MNH Toolkit IPHS sanctioned strength of human resources for hospitais
not found on records.
Drugs and Essential Drugs List, NHM Asses s ook, The Essential Drugs List was not updated regularly g

consumables

Drug Procurement Policy

MNH Toolkit, Free Drug

Initiative of Gol IPHS formularies were prepared in $ptals.

Equipment

Equipment Procurement
Policy, however, no
standardisation of the typeg
andnumber of equipment
required for hospitals/CHC¢

The State Government did not adopt the
guidelines/IPHS norms/standards for ugmnent fo
hospitals and CHCs.

NHM Assessad &uidebook,
IPHS

Hospital beds

No

NHM Assessor Guideipk, |The State Gowament did not adopt norms of hosp
IPHS beds prescribed in the Gol guides/IPHS.

Further, facility development plans comprising of components such as
infrastucture, equipment, human resources, drugs and supplies, quality
assurance systems and servpevisioning were to be prepared for each
hospitaf. These plans were toe prepared on the basis of analysis of gaps in
the health facilitieyis-a-vis the normsstandards.

8 As per NHM Franework 201217
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Audit, however, observed that the gap analysis to ascertain the requirement of
resources and service provisioning in the hospitals was not dtdmeabsnce

of norms/standards as discussed in Table 5 above. Conseqaemsigningful
budgetay exercise ér ascertaining demands/need of resources and funds
requirement from the CMOs and CMSs for consolidation at the State level
could not be carried out, antthe planning exercise remained limited to
allocating the budgeted funds to the CMOs aMiSS onanad hocbasis.

Chart 2: Average annual expenditure

per bed in hospitals (2013L8) _ ] ) )
This lack of rigour in the plannin

R in lakh) exercise is exemplified by th
iInequity in availability of financial
resource$ in the 11 testhecked
district hospitals durig 201318,
as shown irChart 2.
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DH 167 DHAll:flsmbad The inequity also adversel

impacted the availability of variou
out-patient and irpatient services
and other support services inet
testchecked hospitals and CHC
asdiscussed in subsequent chapt
of the report.

(Sowrce: Test-checked hospitals)

The Government replied (May 2019) tlthé standardisation of availability of
resources and services had been provided by the State Government and efforts
were beingmdet o f i r st f ul f imsand IRHS n@msavbuldd s @
be adopted depending upavailability of financial resources.

The reply isgeneral in nature, which does not address the issue of non
standardisation of either State specific or IPHS stanftemeissin respect of
OPD and IPD services, pathological services, human resources gitalhos
bedks.

1.3.2. Policies for acquisition of resource

1.3.2.1. Human resources

Since public hospitals in the Staie the wholevere suffering fronpersistent
shortage ofdoctors ranging between 30 and0 per centduring 201318,
therefore structuralpolicy initiativest! were required taddress thesubstantial
shortagesas suggested ithe NHM Framework 201217.

Audit observed that to offset the shortage of doctors in the,8taddition to
the normal recruitment process through Uttar Pradesh Public Service
Commission (UPPSC), the Department in June 2017 took a decision to hire

® Provisioning of resources and services in spiital are done on the basisnefmber of beds.

10 As on March 2018, 6,021 posts of doctors were vacant against the sanctioned strength of 18,38 dbetors i
Department of MedicaHealth & Family Welfare.

11 Such asexpeditious recruitment (e.g. takingcruitment of doctors out of prew of State Public Service
Commissiof; alignment of recruitment rules to the needs of human resources, opportunitesefer progression
and professionalevelopment; effective skills utilization; stability of tenueéc.
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1000 doctoron contractual basighrough walkin interviews for a period of
one yeat?, with differentiated salary structure for different zones of the State.
Till March 2018, 247 doctorsad been hired under this poliddiso, in May
June 2017 the retirement age of doctors was incre&@ad 62 years, along
with re-appointment of 1000 superannuatedtdrs till the age of 65.

Further, in the tesichecked hospitalsAudit noticed that tb sanctioned
strength of doctorslid not correlatewith the size of the hospitah terms of
number ofbedsand/or case load, as suggested in NHM Framework-2012
The Department however,did not undertake any exercise towerk the
number of sanctionedosts in the hospitdlSHCs based on current level$ o
utilization/demand from the public.

The Govenmentreplied thato improve theavailability of human resourcds

had taken various initiativesuch as increasinthe superannuation age of
existing dctors hiring doctors and nursesn contractbasis, imparting
specialised training to thieealth persondeetc and a proposal of providing
five per centincentive br the doctors posted in remote areas was under
process.t added that to addredke neals of an increasing population and
morbidity patternsanctioned posts would be revisegasthe bed strength of
thehospitals

Althoughthese policy initiatives afhe Governmenare expected to lesséme
deficit in the availability ofdoctors in theshort term,they need to be
buttressed by a more effective and sustainable solution towards building a
high-quality workforce with the right skills mix.

1.3.2.2. Drugs and cosumables

The patientsin the government hospitais the State were to be provided
drugs free of cost. The Department addressed drug management issues
through various Government Orders, includihg revisedDrug Procurement
Policy (DPP) in 2012 for procement of drugs for the hospitaldowever,the
following important aspectswere not addrssed in these @ernment
OrdergDPP.

f CMOs and CMSs werauthorisé by the DPP, in case of navailability
of drugs on Rate ContractfRCs) of GoUPR to procure drugsard
consumables from the firms listed in the RCs of the other State
Governments and thedGbut did not have any authority to recommend
action against the firms for any defaults.

f The DPP merely stipulated that quality testing may beechaut any time
through sampling without specifying sampling norms, criteria and
periodicity for quality tsting of drugs.Further, provision regarding
modalities to be followed by CMOs and CMSs for quality assurance in
such local purchases of drugs andsumables was oveoked.

1 Prescription audif was not stipulatetly the Department

12 Extendable by two yearsidhe basis of good performance (GoUP Ordeng2017)

13 GoUP Order, April 2012

14 Prescription audit by each hospitals required under the NHM frameworls & mechanism to assess the
consumption pattern and actual sfieation of drugs.
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The Government respoed that in the absence afiagreement with the firms
listed in the RCs of other State Governments and Gol, it was unable to
undertakeany ation on default local puchases of drugs were regulated
through the Government Orders issued in 1986 and 2@@3prescription
audit could not be initiated due to lack of resources.

The Government, despite accepting thleortcomings did not provide any
details on the corrective essuresproposed to be taken in this regdrdrther,

in respect of local purchase of dajGovernment Ordersf 1986 and 2003
did notaddresgshe vital issuef quality assurance.

1.3.2.3. Equipment

Avalilability of essetial functional equipment in all hospisCHCs, regular
needs assessment, timely indenting and procurement, identification of
unusel/faulty equipment, regular maintenance, competitive and transparent
bidding processes are the significant components dapegunt management.
The State Government pmulgateda revisedEquipment Procurement Policy
(EPP) in 2012 which stipulated procedufesprocurement of equipment but
did not cover certain key issues as under:

 EPP did notstandardisehe types of equipment needed in the district
level hospitalsto pefform various types of surgical and medical
interventions in the hospitals.

 There was a forethought in the EPP in respect of maintenance of
equipment.

The Governmenassuredhat the list of essential equipment as per the need of
hospitals of varying &d strength would batandardise It was also informed
thatthe Departmenhad proposedan increase irthe budget provisiom the
year 201920 for procurement of equipmenthile a private agenchadbeen
engaged(June 2018)for maintenance and calibrati of equipment in all
hospitalsof the Staten 201819.

The fact remains that the stipated procedures for the maintenance of
equipment should be built into the EPP itself in order to ensure its sustained
implementation in the hospitals/CHCs

To sum up the policy framework for hospital management in the State had
significant limitations.The Departmentfor the most partneither prescribd

its own norms nor adopted the norms/standards suggested by then Gol
respect of resources and servicés hospitds and CHCs This was
exacerbated by the absence gdp analysis ath need assessmemt the
planning process, with a concomitaativerseimpact on the availability of
resources and service provisioning as discussed in the subsequent chapters.
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Chapter

20ut Patient Services

To avail OutPatient Services in the hospitals, -patients first register at the
outdoor patient department (OPD). After registration, dbecerned doctors
examine the patients and either prescribe diagnostic tesesiflance based
diagnosis or drugs, as per the diagnosis done during the consultatieasproc

Figure 3: Flow of out-patient services

hent enters
h05p|ta| Registration
Consultatlon with . ] ]
[ doctor in OPD ]1—[Dlagnosnc servuces]

Further
examination/
procedures
needed?

Patient needs
to be admitted?

."ﬁétient exits hospifé':[;

The audit findings pertaining to diagnostic services, IPD and pharmacy are
discussed in the Chapteirs3, 4 and 7 respetively. This chapter discusses
audit observations in respect of patient load in OPD, agjgnsystem,
registration facilities, grievanaedressal and evaluation of OPD services.

2.1. Patient load in OPD

The number of oupatients attended to in the testeckedhospitals® wasas
shownin Table 6.

Table 6: Number of out-patients in testchecked hospitals
Numbers inakh

No. of out

No. of out No. of out

Year patients in IErEs patients in Iieresters patients in llcicass
DHsiHs ~ °Y) Tpwhs  (YoY) chcs  (YoV)
201314 46.35 - 7.85 - 12.68 -
201415 51.83 12% 8.67 10% 13.32 5%
201516 55.72 8% 8.98 4% 14.63 10%
201617 58.16 4% 9.67 8% 15.82 8%
201718 61.79 6% 10.42 8% 16.80 6%

(Source: Testhecked hospitals/CHCs)

Thus,there was a sulastiial increase of 3per centin outpatient load in the
testchecked hospital€HCs in 201718 as compared to 2043l Further,

15 DH Budaun for 201314 did not provide the required information and JH Balrampasestablished in 20134,
hence both hospitals wenet included in thable.

11
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while the average number of doctorsadable in OPD increased from 22 23
for a DH/JH, there was almost no increase in Hhwerage number of doctors
available for OPD in a DWH and a CH@uring 201318. Thus increase in
out-patient load in thehospitals and CHCsvas not accompanied by a
proportionalbuild upin the number of doctors available, resulting insain
the numbepf patients per doctor andcascading impact in terms of reduction
of consultation timger patientas discussed in paragradb.

The Government replied (May 2019) th&wer doctors are choosing
Governmensavice as a career, hence a huge proportion of sanctioned posts
remained vacant, thougheasures have been taken to address this situation in
the form of Walkin-Interview, Reemployment, Oscall consultation and
enhancement of th superannuation age adaiors.

The reply of the Government indicates that despite these measures to alleviate
the situation, rising patient demand will put immense pressure on the system
putting quality of care and patient safety at riBkis necessitatethat the gaps

in thenumber of doctors and their retention must be tackled on a longer term
and more sustainébbasis.

2.2. Registration facility for OPD

Registration counter is the first point of contact with the hospital for a patient
and isan important component of the hospeaperience for patients and their
attendants. Audit observed that in 201 in the teschecked hospitals, the
averageaaily patient load on a registration counter was as shav@harts 3

and 4.
Chart 3: Daily patient load Chart 4: Daily patient load
per counter in DHs (201718) per counter in DWHs (201718)
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(Source: Testhecked hospitals)

During 201718, the averagedaily patient load on a registration counter was
significantly higher in DH Sadranpur (792) and Allahabad (787) than the
average (460) for the 11 testecked DHs/JHs. Similarly, the load was
substantially higher in DWHs Saharanpur (595) anda@gour (402) than the
average (277) for the 08 tesdtecked DWHSsFurther, n the 22 testhecked
CHCs, the averagéaily patient load on a registration counter varied from 87
to 428 patients, with CHCsniBaharia, Handia and Meja in Allahabad,
Sahaswan iBudaun, Pipraich in Gorakhpur, Mall and Gosaiganj in Lucknow

12
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and Deoband in

Saharanpur  dving Positive feature
higher load than the Proper signage system is needed in eas$pltal
average. Due to SO that patients and their attendants can mq

heavy load at around in the hospital premises from one sectior
registration counters anothe in a troublgfree manner. A_udit observe
long queues  of that for the out-patient services, signage syste
patients were regarding OPD timings/working hours and oth
obsered in hospitals. senices were available in all the teshecked

hospitals/CHCs Besides drinking water an

The Gwoernment electricity facility were available in all test
replied that the checked hospitals and CHCs.
number of

registration countersould be increased to reduce waiting time.
2.3. Other basic faciities in OPD

Audit observed the following shortcomings in provisioning of basic facilities
such as suitable seating facilapdtoilets and in the OPD premises oétlst
checked 41 hospitals/CHCs, as shawiiable 7.

Table 7: Non-availability of basic facilitiesin OPD premises

Suitableseating| DH Saharanpur, DWH Saharanp@HC Kamasin and Naraini in Band
facility
Toilets DH Saharanpur and DWH Gorakhpur

Separate téets | DH and DWH, Balrampur, DH and DWH, BudgubH and DWH,
for male and Saharanpur, DWH GorakhpurCHC Pachperwa and Gaisandi
female Balrampur, CHC Asafpur, Sahaawand Samrer in Budaun

(Source: Testhecked hospital€HC9

The Government replied ah instructionshad been issued for provision of
amenities in all hospital$lowever, he fact remains that the basic foundations
of a satisfactory level of facilitieare urgently required to be ensuredtire
concernedospitals/CHCs.

2.4. Patient rights and grievance redressal

NHM Assessor 0s Gui debook prescribes
Citizenos Charter at a suitable pl a
patierts vis-a-vist hei r ri ghts. Audi t observed
displayed in althe testchecked hspitals/CHCs.

Further, for effective redressal of
Guidebook envisaged a mechanism for receipt of complaeqgsstration of
complaints and disposal of complaints on a {fo@tefirst-serve basispoting

of action t&en in respect of complaints in a register, periodic monitoring of
system of disposals and follemp by superior authorities as necessary.

The reords of grievance redressal, however, were maintained only in DH
Agra and JH Lucknow durg 201718. Thus, inthe absence of such records, it
could not be verified whether these hospitals properly attended to the
complaints of the patients.

13
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The Governmenin reply stated thahe Department had assigned each district
to one Joint Director lesf officerwho had to visit anassigned district once in

a month to provide feedback on the available health facilities and functionality
and submit all the informatmin the portal ésigred for this. Thisreview of
these reports is donesuallyon monthy basis by top stakeholders including
the Health Minister, Uttar Pradesh. Government further added that the
Department was operating a toll free number 18805145 b address any
kind of deficiencyin service delivery.

However, the fact remains that teewas no recorcavailablein the test
checked hospitalsexcept DH Agra and JH Lucknowo derve assurance
regardingredressal of grievances of patients within theespitals. In this
conext, the Governmentreplied in the Exit Conference that necessary
instruction would be issued to the hospitals/CHCs for maintaining the records
of grievance redressal.

2.5. Evaluation of out-patient services through outcome indicators

NHM As s e s s or 6 dor Quality dAssuranae lprovided for evaluation of
the services pragled in an OPD through certain outcome indicators. Audit
ascertained the quality of opatient services in the teshecked
hospitals/CHCs using the following outcommelicators:

2.5.1. OPD caseger doctor

OPD cases per doctor is an indicator for measuringiefiity of OPD services

in a hospital. Audit observed that due to substantial increase in the number of
out-patients during 20:38, OPD cases per doctor in the tel®dked
hospitals/CHCsricreased significantly during 208 as detaileth Chart 5.

Chart 5: Average OPD cases per day per doctor

98 103 03

1
94 97
g3 g3 20 86 o1 86 86

77 71 77

DHs/JHs DWHSs CHCs
m2013-14 m2014-15 m2015-16 = 2016-17 =2017-18

(Saurce: Testthecked hospitals/CHCs)

Thus, the average number of OPD cases per day per doctor increased during
201318 by 24 per centin DHs/JHs, 2(Qoer centin DWHs and12 per centin

CHCs testchecked. Resultantly, examination of the patients was inadegsat
evidenced by less consultatidime per patient, which is an indicator for
measuring clinical care in OPD.
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3Diagnostic Services

Efficient and effective diagnostic services, both radiological and pathological,
are amongst the most essential heakle ¢acilities for delivering quality
treatment to the public based on accurate diagnosis.

Audit observed that many of the significaradiology and pathology tests
were not performed in the testhecked hospitat®é and Community Health
Centres (CHCs) duéo lack of required equipment and skilled manpower.
Significant audit findings are discussedhe succeeding paragraphs:

3.1. Radiology sevices

The role of radiology is central to disea:
management for the detection, staging &
treatment of diseases. Agleae availability ~— District hospitals Gorakhpur
of functional radiology equipment, skillec and Lucknow had all type
human resources and consumabédee the of radiology services.

key requirements for the delivery of quli

radiology services.

Positive feature

3.1.1. Availability of radiology services

Indian Public Health Standards (IPHS) 2012 prescribeslices for the
hospitals (Xray, Ultrasonography and CT sé¢dnand for CHCs (Xray and
Ultrasonography). The Department also prescribed (January 2014 and
September 2015) the facilities ofrdy and Ultrasonography (USG), free of
cost, in the hospitalsnd CHCs.

Audit, however, observed that in none of the -tdsickel hospitals/CHCs
except DHsGorakhpur and Lucknowall types of prescribed radiology
services were available during 2018. The position of availability of
radiology services is givein Table 9.

Table 9: Availability of various types ofradiology services
No. of DHs No. of DWHs No. of CHCs

Radiol : : : : : :
;:rl\?i:egsy Service | Service  Service  Service @ Service  Service
required available required available required available
X-ray 11 11 08 02 22 14
Dental Xray 11 04 08 00 22 01
Ultrasonography 11 10 08 05 22 04
(USG)
CT scan 08 04 05 00 00 00

(Source: Testhecked hospitals/CHCs)

Thus,the DWHSs except Agra and Lucknadid not have Xray facility while
most of the CHCs didat have ultrasonography facility. Similarly, CT scan

18 District Hospitals DHs), Joint Hospitals JHs) andDistrict Women HospitalsSWHSs)
19 Desiredfor the hospitals having bed strength of more than 100 beds

17
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service was available in only Odut of the 13 eligiblehospitald®. Also,

analysis indicated that if the required-r&y machines would haveeen
provided in the concerned DWHs/CHCs, approximately 2.%0 @D and
OPD patients would not have been left without-day investigations during
201318.

Absence of radiology services in the abonentioned hospitals/CHCs was
mainly due to noravailablity of required radiology equipment and/or skilled
human resowces as detailed Table 10.

Table 10: Reasons for noravailability of radiology services
No. of hospitals/CHCs lackingservices

Radiology service | Type of hospital _ . Forwantof  Forwantof
equipment technician

X-ray DWH 06 06 00
CHC 08 08 00
Dental Xray DH/JH 07 07 00
DWH 08 08 00
CHC 21 21 00
Ultrasonagraphy DH/JH 01 01 00
DWH 03 02 01

CHC 18 18 00
CT Scan DH 04 02 (04
DWH 05 05 00

(Source: Testhecked hospitals/CHCs)

Thus, he CT san machines in DHs Bda ad Saharanpur and
Ultrasonography machine in DWH Banda were 4fiomctional for want of
technician.

Further, IPHS prescribe two to three types ofa¥ machinesof varying

penetrationand radiation levefé for different radiological investigations
Audit, however, observed that out of the 13 hospitals havingyXservices

only DHs Agra, Balampur, Gorkhpur and DHIl Allahabad had all the
prescribed Xray machines available.

Also, 15radiologyequipment, out of the availabtadiologyequipment in th
hospitals, were lying unutilised for want of repair, manpower and accessories
in the testchecked hosmals/CHCs Appendixlll) . Shortavailability of the

full range of Xray equipment and nefunctionality of the available radiology
equipment impactethe efficiency and appropriateness of level of care to be
offered in different types of hogals.

The Government replie@May 2019)that efforts had been made to ensure
radiology services through the State Plan as well as through ,NHM
maintenance of bimedicl equipment was being outsourced under NHM and
CT scan in DH Banda and Saharanpur wdogddnae functional.

20 DHs Agra, Gorakhpur, Lucknow, DH Allahabad

21 Based on the proportion of patients availinga¥ servicesn 13 testcheckechospitalsand 14 CHCs

22100 M.A. X-ray machine, 300 M.AX-ray machine and 500 M.AX-ray machine for more than 200 bedded
hospitals; D0 M.A. X-ray machine and 300 M.AX-ray machine foless thar200 bedded hospitals
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Notwithstanding the measures taken by Governmibet,fact remains that
serious gaps in the basic provision of radiology seryicgs. X-ray,
Ultrasonographyetc, in thetestcheckedhospitals/CHCs limitetheaccess of
patients teeviderce based treatemt facilities and quality care.

3.1.2. AERSB licences for radiology machines

As per Atomic Energy (Radiation Protection) Rules 2004, for establisting
ray and CT scan unit license from the Atomic Energy Regulatory Board
(AERB) is necessy.

Contrary to the provisions of the said Rules,0fvout of the 13 hospitals
where Xray and/or CT scan facilities were availabled 14 CHCs where -X
ray servies were provided, the requisite licence from AERB was not
obtained.

The Government statedhdat he process for obtaining licences in the
concerned testhecked hospitals was underway, but did not elucidate the
reasons for noncompliance with Rules, whichasimplications for safety of
patients as well as stafis-a-vis potential exposure to egssradiation.

3.2. Pathology services

Pathology services are the backbone of any hospital for extending evidence
based health care to the public. As in the case dfolayy services,
availability of essential equipment, reagents and human resources araithe
drivers for the delivery of quality pathology services througkhanse
laboratories. The related audit observations are discussed in the succeeding
paragraphs

3.2.1. Institutional arrangements for pathology services

The pathology services in the hospitals well as in CHCs were provided
through irhouse laboratories up to October 20However, due to nen
availability of facilities in hospitals for providing the fuange of pathology
services, the Department started (November 2015) engaging privateeservi
vendors forproviding highend diagnostic services in the hospitals and CHCs.
Under this arrangement, certain highd pathological services were
outsourceé’ in 52 tospitals during November 2015 @ctober2016. Furher,

in February 2017pathologyservices in 95 hospitals and 822 CHCs for a
period of three years were outsourded

3.2.2. Availability of pathology services

IPHS prescribed 29 to 70 types of pathologicalesigations under five
categoriesviz., Clinical pathology (18 to 29 testdpathology (0o 08 tests),
Microbiology (02 to 7 tests), Serology (03 to 07 tests) and Biochemistry (05 to
19 tests) to be carried out in the disttetel hospitals and CHCs.

2 UnderUP Healh Systenstrengthening Project
24 The privateoutsourcing partner provided services only in 210 out of the 822 CHCs duringl&@hd in noneof
the earmeked hospitals.
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Scutiny of records disclosed that the full range of desired pathological
investigations wee not available in any of the tesdtecked hospitals/CHCs.
The position of availability of investigation facility in the hospitals and CHCs
is summarised iable 11.

Table 11. Availability o f pathology services as o081 March 2018

Types of pathology service: Hospitals Hospitals with Shortfall (per ceny
(no. of tests prescribed) withoutany 1ty 26t050% 51to 76 to
shortfall | 5504 75% @ 99% % |
DHs
Clinical pathology (24 to 29 00 05 04 02 00 00
Pathology (01 to 08) 02 01 00 02 02 04
Microbiology (04 to 07) 00 01 02 03 00 05
Serology (04 to 07) 02 02 05 02 00 00
Biochemistry (06 to 19) 00 04 05 02 00 00
DWHs
Clinical pathology (24 to 29 00 00 06 02 00 00
Pathology (01 to 08) 00 00 00 02 01 05
Microbiology (04 to 07) 00 00 00 01 01 06
Serology (04 to 07) 02 01 04 01 00 00
Biochemistry (06 to 19) 00 00 05 02 01 00
CHCs

Clinical pathology 18) 00 00 12 09 01 00
Pathology (01) 08 00 00 00 00 14
Microbiology (02) 03 00 19 00 00 00
Serology (03) 16 00 04 01 00 01
Biochemistry (05) 01 01 01 01 15 03

(Source: Testhecked hospital€HCg

It can be seen from Tablkl above that every hospit@HC testchecked
lacked investigations under one or more-sategories. Further, none dfet
desired investigations under the microbiology and pathologycatdgories
were carried out in 11 and 09 hospitals respectively.

Thus,despite engaging privagenice providers, pathology services were not
available as prescribed in IPHS, depriving thublic from availing evidence
based health care. Navailability of essential equipment and short
deployment of skilled human resources the tesichecked hospals were
amongst the reasons for the absence of desired investigation facilities.

The Govenment responded thatl effortshadbeen made to ensure all types
of pathology services in the hospitals and thahoose pathology of the
hospitals was also beg drengthened.

Notwithstanding the above, the provision of evidebased treatment
remaned largely unachieved, especially respect of diseases requiring
clinical, serological and biochemistry investigations during 208.3
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3.2.3. Essential resourcesequipment and human resources

Equipment: IPHS prescribe 21 to 51 types of pathology equipmenthe
hospitalé® depending upon their bed capacity. Besides, the Department
prescribed 06 types of equipment for each CHC.

Audit observed that the full range of peeibed pathology equipment was not
available in the testhecked hospitals (shortfalls: 18 77 per cen} and in
CHCs (shortfalls: 17 to 8fBer cen}. Shortfall of more than 6per centin the
number of equipment was noticed Hs Agra, Balrampur, Banda&Budaun,
Lucknow, Saharanpur, DHI Allahabad and DWHs Agra, Banda and
Lucknow. Similarly, there was anajor shortfall ofequipment in CHCs Nagal,
Saharanpur (10Qer cen}, Baroli Ahir, Agra (83per cen}, Asafpur, Budaun
(67 per cen} and Campiarganj, @akhpur (67percen).

Audit also observed that 05 testchecked hospitals, 09 pathologi
equipment were lying unutilised for a period ranging between 12 and 30
months for want of repairO6 equipment) and for want of reagents (03
haematology analys®). This further aggravated the shortfall in functional
equipment in the hospita{g&ppendk-1V).

The Government replied that the Department was buildiffgpuse capacity

of pathologicaservices and budgéiad been allotted for the same. However,
fact remans that testhecked hospitals/CHCs did not have prescribed
pathological equipment wHicaffected the quality of patient care offered by
these hospitals/CHCs.

Human resourceslab Technicians (LTs) are the key personnel fenanise
laboratoriesand are responsible for taking samples and carrying out all
prescribed pathological investigatis. However, out of the 19 tedtecked
hospitals, 10 hospitals had no shortfall in LT cadre, while in 05 hogfitals
shortfall in the number of LTs against tha&ttioned strength ranged between
11 and 43per cent In the remaining 04 hospitéls LTs weredeployed over
and above the sanctioned strength.

When compared against the IPHS, the shortfall in the number of LTs ranged
between 11 and 8Per centin 15 test-checked hospitals while there was an
excess of LTs in the remaining 04 tekiecked hospitadd

Similarly, out of the 22 testhecked CHCs, in three CH&so LTs were
deployed; in 18 CHC4d.Ts were deployed as per sanctioned strength and in
CHC Gosaignj, Lucknow only one LT was deployed against the sanctioned
strength of two LTs. Further, astime case of hospitals, shortages of LTs were
higher when compared to the IPHS.

25 The Department did ot prescribe any norsfor districthospitals.

26 DH Agra (43per ceny, DH-II Allahabad (11per cen), DH Banda (25er cen}, DH Lucknow (11per cen) and
DH Saharanpur (4fer cen}

27 DHs Budaun, Gorakhpur, DWH Luckw and JH Lucknow

28 DH-II Allahabad,JH Balrampur, DH Gorakhpur and JH Lucknow

2% CHCs Jaitpur KalarandKheragarhAgra and Samrer, Budaun
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Thus, pathological investigations were hindered in the hospitals and CHCs
whereve LTs weae not deployed as per sanctioned strength and/or IPHS.

The Government replied that gnb6 per centof the sanctioned posts of
laboratory technicians were filled due to pendency ofuiement of 729 posts
with UPSSSE& since 2016. It also statetiat for seamless functioning of
routine laboratory services, the Departmérad engaged 403 laivatory
technicians on contractual basis all across the State.

The reply of Governmeninderscores he Gover nmentos f ail
effective action for recuitment ofthe vacantposts of LTs Furtherproactive

steps are needed to rationalise tlpldyment of LTs in the hospitals and
CHCs.

3.2.4. Quality assurance of pathology services

Quiality testing of iFhouse pathological services was not donéengu201318
in any of the testchecked hospitals/fCHCs which was in contravention of
IPHS.

Further, as disessed in paragrapB.2.], private service progers were
engaged (November 2015 @ctober2016) to provide higlend patblogical
services in 52 district hospitals. As per the terms of the contractpeoment
pathological test results performed by the service providers were to be
validated by an gernal Quality Agency (EQA).

Scrutiny of records revealed that againstldlakh pathological investigations
performed by the service providers in 52 district hiadpi (including 12
hospitals testhecked) in the State durif@ecember 2015 to March 281
validation of results through EQA was carried out in respect of 59591 (
per cen} test results. Of these, 81 results (6per ceny were found
unsatisfactoryand 5792 test results (1Per cen} were rejected by EQAS.
Hospitalwise details of EQA validation were, however, not furnished to audit.
Further,” 5.41 crore pealty was imposed and recovered from the service
providers for carrying out suktandard invetigations as per EQA validation.

The Government replied thatirection for ensuring quality assurance of the
test results through EQA was issu@dhouse patholgy in all hospitals and
CHCs was being strengthened and Standard Operating Proceduresswede i
to all peripheral offices.

The reply is not acceptable, as Standard Operating Procedures or related
directions wasot issued by the State Governméat EQA validation of in-

house pathology services. As a resntine of the testhecked hospitaland

CHCs sent sample of test resutif inrhouse pathology services for external
assessment and validation during 2AB3 Thus, building minimum quality
standard#nto the health system remaiaschallenge.

30 Uttar Pradesh Subordinate Services Selection Commission
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3.2.5. Waiting time and turn-around time

Time taken m receiving samples from the patiemtf$er being prescribed by
the doctors, for investigationsi.e., Waiting Time (WT) and time taken in
getting the investigatiomlone and reporting the results to the patients i.e.
Turn-around Time (TAT) reflet overall dficiency of the diagnostic services
in terms of patientds satisfaction.
patients prescribing the radiology and p&tblggy investigations after which the
patients register themselves in the concgrepartmerisection for giving of
therequiredsamples/tests.

Audit observed that the teshecked hospitals/CHCs neither preserved the test
indent forms nor recorded the datkissue of test indents in the registration
registers during 20138. Therefore, the timkag between the two evenig
recommendation fonvestigation by the doctor and taking out of the sample
was not ascertainable in audit. Further, in the absehttes test indent forms,

it was not ascertainable whether all investigations were perfolwethe
hospitals/CHCs.

Besides, no records were im@ined in any of the testhecked
hospitals/CHCs regarding TAT in respect of radiological and pathological
investigations performed during 204138.

The Government assured in reply that necessary instngcivould be issued
to the hospitals and CHCs foecording the waiting time and tuaround time
in the prescribed records.

To sum up, the provisioning of diagrsiic services in the testhecked
hospitds was sukoptimal, marred byinadequacy of presdsed equipment
and shortage ofhuman resources, thudepriving patients of evidendmsed
treatment procedures. Further, the lack of monitoring of waiting time and
turn-around time negatively affected the ability of hospitals to measure and
improve the efiiency of diagnostic services.
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Chapter

4In -Patient Services

Indoor Patients Department (IPD) refers to the areas of the hospital where
patentsar e accommodated after being admi
assessment, fromhe OutPatient Department, Emergency Services and
Ambulatory Care. lfpatients requie a higher level of care through nursing
services, availability of drugs/diagstic facilities, observation by doctorstc

Figure 4: IPD services in a hospital

| Doctorsand | [ Paramedical |
\ nurses ‘ \ staff / Performance of the IPD as a whole
‘ is evaluated through certain
- Outcome Indicators such as
* Bed Occupancy Rate

* Bed Turnover Rate

| Infection control | Diagnostic

practices services | ° Leave Against Medical Advice
Rate
= B + Absconding Rate
+ Discharge Rate
‘ » Average Length of Stay
Dietary services| | Drugs

While availability of doctors, nurses, essential drugs/equipment, dietary
services and pint safety along with performance evaluation are included in
this chapter, dignogic services and drug management are discussed in
Chapters 3 and 7 respectively. Simparthe results of audit scrutiny of
infection control practices in the testeckedhospitals are discussed in
Chapter 6. AlsoMaternity services in DWHs have beeanmented upon in
Chapter 5. The following paragraphs discuss theaitient services of even

DHs (including two JHs) and 22 CHCs tesiecked in audit.

4.1. Availability of in -patient services

AsperNHM Assessordéds Gui debooktinpatiebtH s h
services pertaining to General Medicine, General Surgery, Ophthalmology,
Orthopadics, etc. Audit observed that the required services were, however,
not available in the testhecked DHss shownn Table 12.

Table 12: In-patient services in District Hospitals
Hospital ~ Act Bur Dia GM GS Oph

No No

DH Allahabad js\le] No

DH Balrampur N}
DH Banda
DH Budaun No
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Hospital Act Bur Dia GM ‘ GS ‘ Oph
DH Gorakhpur\e]
DH Lucknow No
DH
Saharanpur
DH-II
Allahabad
JH Balrampur S\ \[o]

JH Lucknow \[o] \[o] \[o]

*Act: Accident andtrauma ward, Bur: Burn ward, Di®ialysis, GM: General medicine, GS: Geng
surgery, Oph: Ophthalmology, Orth: Orthopedics, Phy: Physiotherapy, Psy: Psychiatry
(Souce: Testchecked hospitals, 20418)

Yes

\[o} \[o}

Thus, while General medicine, General surgery, tBglmology and
Orthopaedic services were available in all the-¢bsicked DHsAccident and
trauma ward Burn ward, Dialysis, Physiotherapy and Psychiatry indoor
senices were available in less than hdltte testchecked DHEHs

The Government remd (May 2019)that the Departmenwasimplementing
Basic Minimum Module to ensure availability of essential medical care
specialgation. Further, the District Mert&lealth Programwasrunning in 45
districts and in these distrigtrovision of psychiatryindoor facility is
available, while thersvere 31 trauma centres, 29 plastic and burn units, and
30 dialysis units functioning in the State.

The fact, however, mairs that the irpatient services as meotied in the
audit observation were not availabtethe testthecked hospitals.

Table 13: In-patient services in CHCs

ClgleERnE ] Similarly, as seen frorfable 13, 12
1 e s B EIEEE ot of the 22 testhecked CHCs dic
not have a paediatrician available 1

(total test-

checked 22) . . .
1 | General medicine 18 perlowccljlng spec!allsed chllg_ hhealthc?
2 | Paediatric service! 10 r ate . Ser\{lces’ W IC. we
3 >2 inconsistent with the nornsipulated

(Source: Testhecked CHCs, 20118)

The Government admitted that due to shortagepetialists, all specialised
services could not bengured at the CHC level.

4.2. Availability of human resources
4.2.1. Doctors and nurses

IPHS envisagehtat dctors and nurses should be available round the clock in
IPD to provide due medical care to thepatients.The availability of doctors
and nurses in test ebked hospita/ CHCs are detailed iAppendixV. During
201718, there was shortage/excessikablity of doctors and nurses in the
DHs, as shownn Chart 6.
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4.2.2. Rostas for doctors and nurses

To ascertain the availability of doctors for providing variondoor health

care services in IPD, Audit recuitioned the roster of doctors but none of the
hospitals furnished the samauditcoud t he
not ascertain the availability of doctors for the IPD.

The Government replied thdoctorswereal ways avail abl e 0
and instructionsvould be issued to ensure the availability of doctors in IPD as
per the requirement.

The reply isnot acceptable, as the General Duty doctor was required to be
available in the IPD all théme®..

Further, Audit observed that the te$stecked DHs maintained the roster of
duty in IPD for nurses, excepy the DHs detaileth Table 14

Table 14: Shift-wise norravailability of roster for nurses in IPD in DHs/JHs
2013-14 201415 201516 201617 201718

(May-2013)  (Aug-2014) (Nov-2015) (Feb-2017) (May-2017)

Shift-1 | 5 (Balrampur, |4 (Balrampur,| 4 (Balrampur,| 3 (Budaun, |3 (Budaun,
(8 am to | Budaun, Budaun, Budaun, Gorakhpur, | Gorakhpur,
2 pm) Gorakhpur, Gorakhpur, | Gorakhpu, Saharanpur) | Saharanpur)
Saharanpr, JH | Saharanpur | Saharanpur)

Balrampur)
Shift-2 | 5 (Balrampur, |4 (Balrampur,| 4 (Balrampur,| 3 (Budaun, |3 (Budaun,
(2 pm to | Budaun, Budaun, Budaun, Gorakhpur, | Gorakhpur,

8 pm) Gorakhpur, Gorakhpur, | Gorakhpur, |Saharanpur) | Saharanpur)
Saharanpur, JH Saharanpur) | Saharanpyr

Balranpur)
Shift-3 | 5 (Balrampur, |4 (Balranpur, | 4 (Balrampur,| 3 (Budaun, |3 (Budaun,
(8 pm to | Budaun, Budaun, Budaun, Gorakhpur, | Gorakhpur,

8 am) Gorakhpur, Gorakhpur, | Gorakhpur, | Saharanpur) | Saharanpur)
Saharanpur, JH Saharanpur) | Saharanpur)
Balrampur)
(Source: Testhecked hospitals)

Thus, lack of maintenance of roster of duty for nurses in IPD indicatkd
hocismin the system of patient care in the concernstideecked hospitals.

Further, Nusing Council of India (NCI) recommends one nurse per six beds
in the general ward of a DHhe details oB testchecked DHs where rosters
for duty of nurses in IB were maintained in 20118, are given inTable 15.

Table 15: Beds ajainst one nurse in IPD in DH&JHs (201718)
DH DH DH-II DH JH DH DH JH

Shift

Agra Allahabad Allahabad Balrampur @ Balrampur Banda Lucknow Lucknow
Shift-1 21 13 12 25 25 6 15 20
Swft' 43 38 20 37 25 10 15 25
Sn:ﬂ' 43 25 20 37 25 10 15 25

(SourceTestchecked hospitals)

SlAssessorods Guidebook foHospi@sal ity Assurance in Distric:
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Thus, except for Shit in DH Banda, none of the teshecked hospitals
complied with the NCI norms in respect of nursing care.

Further,in the 22 testhecked CHCs, the number of nurses in Shifend Il
were either one or twfor the entire IPD, théione nurse was available b

to 30 beds except in CHC Kamasin {9ddded) in Banda, CHCs Meja,
Handia and Baharia in Allahabad (numleéifunctional beds ranged between
11 to 20) and CHC8% Samrer and Asafpur in Budaun (numbérfunctional
beds were @ in each CHC).

The Government replied that nurskead also been engaged on contractual
basis and the deployment of nurses would be resebakd rationalised.

The fact remains thahe suboptimal nurse to bed ratio all the testchecked
DHs and CHCswvould have adversely affected the quality of nursing care in
these hospitals.

4.2.3. Para-medical staff

The paramedical staff was responsible foplementation and management of
the prescribed treatment plan and to deal with the patieetaéngent medical
situatons. Audit observed that there was shortage/excess cfrpdizal staff
in the testchecked DHs/CHG$, as showrin Table 16.

Table 16: Details of availability of para-medical staff
DHs with shortage of paramedical noticed DHs with excess paramedical staff

against the sanctioned strength posted against sanctioned strength
(in per cenj (in per ceny

Allahabad (7)Balrampur (20), JH Balrampur | Saharanpur (9), Luckno¢41), DH-II
(26) and Banda (45) Allahabal (64), Gorakhpur (75), Agra
(184), JH Lucknow (356)

CHCs with shortage of staff paramedical CHCs with excess paramedical staff

staff noticed against the sanctioned strength  posted against sanctioned strength
(in per cenj (in percen)

11 to 22per entin Gaisandi and Pachperwa,| Mall (14), Lucknow; Deoband (38),
Balrampur; Naraini, Banda; CampiargaRgli | Saharanpur; and Baroli Ahir (100), Agr
and Pipaich, Gorakhpur; Gosaiganj and
Sarojini Nagar, Lucknow; Nagal, Saharanpu
MejaandBaharia, Allahabad
60 per centin Jaitpur Kalan, Agra
(Source: Testhecked hospitals/CHCs)

Thus, it was observed that maximum shortage and excess ahpdreal staff
vis-a-vis the sanctioned strength ranged betweepetxentin DH Banda and
356 per centin JH Luckiow, respectively, underscoring the inequitable
deployment of paraedical staff, who share with physicians, the direct
responsibility of patient care.

The Goverment stated that the vacancies of pamadical staff are being
filled up throughregular as wll ascontractual engagements and recruitments
and their deployment would be reworked and rationalised.

32 DH Budaun andCHCsAsafpur, Samrer and $@swanBudaun and BehatSaharanpur did not foishto auditthe
sanctioned strength of panaedical staff.
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4.3. Availability of essential drugs and equipment

To ascertai the availability of essential drugs in the IPD, Audit examined
availability of 14 types oéssential drugépr escri bed i n the
Guidebook during the sampled montas,shownn Table 17.

Table 17: Availability of essential drugs in DHs
Number of drugs available out of the 14 testhecked drugs

Hospital®*
P May-2013 Aug-2014 Nov-2015 Feb-2017  May-2017

DH Agra 9 9 9 9 9
DH Allahabad
DH Budaun
DH Balrampur
DH Banda

DH Gorakhpur
DH Lucknow
JH Lucknow
DH Saharanpur 10 12 11 11 12

DH-II Allahabad 11 11 11 11 11
(Source: Testhecked hospitals)

Thus, noravailability of the essentials drugs such Adrenaline (sed in
emergepies to treat very seriouallergicreactions to improve breathing,
stimulate the heart, rasa dropping blood pressusc), Diclofenac Sodium
(used to relievgain, inflammation and joint stiffness), Salbutamol (used to
trea asthma, chronic bronchstiand to prevent exerciseelated asthmagtc in

the IPD of the testhecked DHs indicatethat either the quality of treatment
was compromised or the patients were compelled to buy these drugs from
outside.

According to NHM As essor 6 s Gui degbredadkensurb the ar
availability of equipment and instruments for examination and mamgaf
patients. However, Audit observed that during 2Q87 out of the sampled 19
essential equipmettt DH Balrampur had 9 equipmenthile DHs Agra and
Allahabadhad 11 each. The rest of the 08 DHs had 14 to 17 equipment
available. Further, none of thesstchecked DHs execute@n Annual
Maintenance Contract for IPD equipment.

Thus, important equipment such as Craalht (used for trangptation and
dispensing ofdrugs and consumables on site) in DHs Agra, Allahabad,
Balrampur and DHI Allahabad; Defibrilator (used in cardiac arrest) in DHs
Agra, Balrampur and Budaun; Dopplers{anation of blood flow) i07 DHs;

and Glucometer etimaion of blood sugar) in DH &rampur, were not
available.

33 Activated Charcoal, Adrenaline, Aminophylline, Antiserum Polyvalent Snake Venom, Atrapptee, Dextrose,
Dextrose with normiasaline, Diclofenac Sodium, ifoxin, Metoclopramide, Ringer ddate, Salbutamol, Sodium
Chloride and Vitamin K (Phytomenadione)

34 JH Balrampur did not maintain the relevant records.

35 Adult Bag and Mask, AED, Baby Baand Mask, BP Apparatus, Crastrt, Defibrillator, Doppler, Dressing kit,
Dressing material, Dresgintrolley, ET Tubes, Foetoscope, Glucometer, Laryngoscope, Oxygen flow meter,
Suction machine, Thermometer, Weighing scale for adult and Weighing schbbfo
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The Government responded that the availability of essentiajsdand
equipment in IPOwvould be ensured according to the required norms.

4.4. Operation Theatre services

Operation Theatre (OT) is assential service that is to Ipeovided to the

patients. IPHS guidelines prescribe 30r elective major surgery, emerggnc
services and ophthalmology/EN€&ar, nose and thrfafor district hospitals

having bed strength of 101 to 500. Availability of ©fquired for various
servicesvasasshownin Table 18.

Table 18: Availability of OTs in DHs (2017-18)

OT for elective OT for emergency OT for
major surgeries surgeries ophthalmology/ENT

Hospital®®

DH Agra Yes No Yes
DH Allahabad Yes \[o] Yes
DH Balrampur Yes No? Yes
DH Banda Yes® Yes Yes
DH Budaun Yes Yes Yes
DH Gorakhpur Yes Yes Yes
DH Lucknow Yes Yes Yes
DH Saharanpur Yes Yes Yes
DH-I1I Allahabad Yes Yes
JH Balrampur Yes Yes
JH Lucknow Yes Yes Yes

(Source: Testhecked hospitals)

Further, Auditobseved that Minor OT was not available in 09 CHGsut of

the 22 testhecked. This in effgd would have denied patients from receiving
even minor surgical operations as part of the treatment processhythere
driving them in the direction of private cias, or referral to DHs which would
have further increased the strain on the resources of DHs

The Government in its response stated that the matter would be examined and
necessary directionsould be issuedo activate emergency surgery services in
the dstrict hospitals and CHCs.

Asper N HM Assessor6s Gui deb pergurgeossuan g e r i
indicator to measure efficiency of the hospitals. Analysis of the records of
surgeriesconductedon the basi®f a sample of the last quarter of 201 in

the estchecked DHs, indicated substantial variation in the number of major
and minor surgees per surgeon in the tedtiecked hospitalas shown

in Table 19.

% DH and H Balrampurhave les than 100 beds.

57 Minor OT is availate.

38 Due to noravailabilty of a surgeon, the OT services were not functional since December 2017

39 CHCs 1 Baroli Ahir, Jaitpur Kalan andKheragarhin Agra, Asafpur, Sahaswan aramrer in Budaun,
CampiarganjPali and Pipraich in Gorakhpur
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As evident from the table given above, #&sential drugs and equipment in
OT were short in respect of all hospitalSignificant shortagen terms of
equipment and drugsas observed 08 and 05 hospitas respectively. Thus,

the resources available f@Ts in the testhecked hospitals were irfaient,
implying that quality of surgical treatment would have been adversely affected
in these testhecked hospitals.

The Government stated that the avail&pibf drugsandequipmentvould be
ensured accomdg to the required norms.

4.4.2. Documentationof OT procedures

NHM Assessorod6s Guidebook prescr-i bes
surgery evaluation records and poperative evaluation records for OTs
should be prepared for each case. The availabilityequired records in the 11
testchecked s during 201318 was as detaileid Table 21.

Table 21; Documentation of OT procedures

Surgical safety Pre-surgery Postoperative
checklist evaluation records evaluationrecords

DH Allahabad Partially maintained in 20158

Other 10 testhecked DHs Not maintained
(Source: Testhecked hospitals)

Hospital

In the absence of surgical safety checklist;quregery evaluation records and
postopemtive evaluation records for OT#,was not ascertainable whether
safety procedures inT3 were adhered to in the tettecked DHSs.

The Government stated that instructiowsuld be issued to hospitals to
prepare required records and follow all safatycedures in OTs.

4.5. Intensive CareUnit services

Intensive Care Unit (ICU) is essential fortiwally ill patients requiring highly
skilled life-saving medical aid and nursing care. These include major surgical
and medical cases such as head injuriesyedaemorrhage, poisonirgjc

4.5.1. Availability of ICU services

Intensive care services in a Dist Hospital are essential for providing
minimum assured services as per the IPHS for DHs having more than 100
beds.

Audit observed that only DH Lucknoand Goakhpur had an ICU. Thus, in
the absence of ICU facility, patients approaching district halspilespite
being in an emergent condition were likely to be referredoamssed on to
higher facilitypublic or privatenospitals.

The Government stadl thatiCU services would be provided after conducting
a gap analysis.
4.5.1.1. Discrepancies in availablentensive care services

 As per IPHS, the number of ICU beds should be 05 tpetQOcentof the
available number of beds in the hospital. Audit observedothigittwo per
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cent beds in DH Luckno# and threeper centof the beds in DH
Gorakhpur were earmarkéar ICU.

f ICU is requiredto be equipped with essential equipmest. High-end
Monitor, Ventilator, Defibrillator, Ultrasound for invasive procedyess.
aspeNHM Assessord6s Guidebook. Aemdlit o
Monitors were available agsst the requirement of 14even Infusion
pumps were available againste requirement of 14, whil¥entilators
Ultrasound for invasive procedures and Arteridlodl Gas (ABG)
analysis machine were not available at all in DH Lucknow. Similarly, in
DH Gorakhpur, there were no Ventilators, Infusion Pumps, Ultrasound for
invasve procedures and ABG analysis machine.

f  Out of the 14 essential drugs for an I@8preschedi n NHM Asses s
Guidebook Audit observed that during 204B, two drugs (Activated
Chacoal andAntiserum Polyvalent Snake Venomwgre not available in
DH Lucknow, while DH Gorakhpur did not have $ixirugs.

f  As per the norms of the Indian Nursingu®ai, one nurse is required for
each bed in ICU. In DH Lucknow, it was observed that thetbaaurse
ratio in Shiftl was 3.5:1 and in Shiftd and Il it was 7:1, indicating
significant shortfall in the requisite level of care in ICU. DH Gorakhpur
did not furnish specific information in this respect.

7 IPHS prescribe that a hospital
building shluld be well
maintained with no seepage or
cracks in the walls of ICU to <"
preclude infection amongst |
patients/ attendants/ visitors
and hospital staff. In DH
Lucknow, during joint physical
inspection, heavy seepage in ' :
the walls of the ICU was Heavy seepage in the ICU, DH Lucknow
noticed as dacted alongside (25.09.2018

The Government replied that the issweould be examined and instructions
would be issued to hospitals to take necessary corrective action.

4.6. Emergeng services
4.6.1. Availability of emergency services

As per IPHS, emergency OT is required todwilable in each DH but as
discussed previously, it was not available in DH Agra, DH andIDH
Allahabad, DH and JH Balrampur out of the 11-tdstcked DHs. Audl also
observed that accident and trauma careices were available in only DH
Banda and &haranpur.

“21n DH Lucknow, the ICU catered only to dégc patients.
43 Activated Charcoal, &butamol, Ringer Lactat®igoxin, Vitamin K (Phytomenadionend Antiserum Polyvalent
Snake Venom
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Further, none of the 22 teshecked CHCs attended to all types of emergency
care services, except for snake bite arfteiotases not requirindjagnosic
services. For other emergencies, such as aamlirest and severe pneumonia
etc, CHCs dfectively served only as referral centres.

The Government replied that proper emergency serwoesd be ensured in
all CHCs.

4.6.2. Accident and trauma care services

Government of Uttar Pradesh sanctioned equipnagict human resoursas
per norms fixed iduly 2015 in order to operationsdi Trauma Centres in the
district hospitals.

Audit observed the following in DHs Banda and Saharanpur, wherein Trauma
Centres wez functioning:

f In DH Banda, due to neavailability of surgeon, surgery services in the
Trauma Centre were not availabkince December 2017 and patients
were referred to higher facilities after providing primary treatment.

f In DHs Banda and Saharanpur, pr centand 43per centof Trauma
Centre related equipmentuch asX-ray machine, PortabldJSG,
Anaesthesia machine, ABGanalysis machine and Defibrillator
respectively were not available and the required human resources were
also not deployed.

Thus, nam-availability of vital equipment jeopardized the quality of medical
care administered to thmatients in the Trauma Centres in DH Banda and DH
Saharanpur.

The Government replied that deployment of a surgeould be made at the
earliest and essential égment made available to the concerned DHs as per
available resources.

4.6.3. Triaging of patients and average turn-around time

Only a limited number of patients admitted in the emergency have life
endangering, medically urgent conditions demanding to be icehtdad

g ven treat ment on priority. NHM As s
treatment potocol for triaging* of patients getting admitted in an emergency
departmentHowever, there waso evidence of triagingpeing done during

201318 in the testcheked hosptals/CHCs. Further, Audit could not
ascertain the average twamound time of the pents admitted in the
emergency department due to froaintenance of relevant records.

Thus, assurance could not be drawn regarding efficacy of the emergency
sewvices in terms of classification of patients according to the criticality of
their conditionand the turnaround time.

4 The process of sorting people based on their need for immeataliealtreatment as compared to their chance of
berefiting from such care.
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The Government replied that triagimgasdone in emergency and instructions
would be issued to document the procedti@wever, lack of psperrecords

not only limits the ability of audit to provide assurance in this regard buot als
impairs the ability of the hospitals to monitor and improve emergency
services.

4.6.4. Continuity of care during emergency

As per NHM Assess or wee ragiiwed  ensweadferral h o s
services for transfer to other/higher health facilitiesirduremergencies to
ensure continuity of care of the patients.

Audit observed that none of the 11 tekecked DHs except DH Allahabad
had a system of preparatiohreferral cards for patients to be referred.

The Government in its response stated thaeseary instructions would be
issued to all DHs/CHCs to ensureferral linkages and to prepare referral
cards.

4.7. Dietary services

IPHS envisage dietary serviceasimportant therapeutic tool. It,iherefore
essential that the quality and quantitytbé diet should be of the requisite
standard. The Governmentd@r (2011) prescribes six types of &fiefor in-
patients, to be provided free of cost as per thécad¥ the doctor.

Scr_utiny of records, ho_wever, reveale_:d tr Positive feature
during 201718, the patientswere provided _

six types of diet in DHs Lucknow an¢ District hospitals Lucknow
Saharanpur, four types in DH Banda a and Saharanpur provide
DWH Lucknow, three types in DH Agra an all six types ofprescribed
two types in DH Budaun and DH  diets to then-patients.
Allahabad, while irthe rest 12 hospitals anu

19 CHC$® testchecked, the patients were nabyided different diets. Non
provision of the six types of diet indicated that the distinctive dietary
requirements of the different categories of patients wenered in the
concernd testchecked hospitals.

The dietary services provided are documenkedugh a Diet Register which
records the diets distributed to the patients in the hospitalit, however,
observed that Diet Registers were not maintained inHaHd for 201316,
DWH Gorakhpur for 20147 ard JH Balrampur for 20:328 out of the 19
hosptals testchecked. Similarly, Diet Registers were not maintained in 07 to
09 CHC$' out of the testhecked 19 CHCs during 2013.

45 Full milk diet, half milk diet, fullatta diet, halfattadiet, full khichd diet, and halkhichdidiet.

46 CHCs Baharia, Handia and Meja, Allahabad did not furnish records to audit.

47 Jaitpur Kalan in Agra for 20138, Asafpur n Budaun for 20138, Gaisadi for 201-18 and Pachperwa for 2013
17 in Balrampur, Naraini for 202326 and Kamasin for 20335 in Banda, Campiarganj, Pali and Pipraich in
Gorakhpur for 20138.
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Thus, in the absence of Diet @tsters, Audit could not derive an assurance
whether diet was provided to -patients during201318 in the above
mentioned hospitals/CHCs.

Further, scrutiny in audit revealed thdiring 201718, the dietary services
were provided through thouse arrangmern in 12 testchecked hospitals and
outsoured in07 hospitalé®.

Audit compared the expdiiure on irhouse diet services in five test checked
hospitals, which revealeslibstantialvariation ranging between29 to™ 102
per patient per daySimilarly, in respectof outsourceddietary services, per
patient per day expenditure varied betweéti and” 100 insix testchecked
hospitals. The remaining 08 hospitald® did not provide the related
information

None of the testhecked hospitals/CHCs had a systd quality testing of the
diet provided to the irpatients during 20138, except for DH Grakhpur and
JH Lucknow during 201-38, DH Banda during 201¥8 and CHC Pipraich,
Gorakhpur during 20188. Resultantly, Audit could not derive an assurance
regardng the quality of the diet proded in the testhecked hospitals/CHCs.

The Government rejgd that the matter would be examined and accordingly
necessary directiongould beissued to the hospitdBHCs

4.8. Patient safety
4.8.1. Disaster management capabilityof hospitals

Standard Operating récedures of the Emergency Support FuneBaoiblic

Health & Sanitation of GoUP’, 2010 (SOFESF) require that a Disaster
Management Plan (DMP) be developed for each hospital to trigger mechanism

of preparedness in case ofjsal of a disaster in the hosplitand also organise
disaster management training for hodpgtaff and conduct periodic mock
drills in the hospitals. Further, NH
each hospitalSOPs should be available and a dsasanagement committee

should be constituted.

Audit, however, observed thaut of the Positive feature

19 testchecked hospitals, only DF ;

Gorakhpur and DWH Allahab&tl had ~District hospitals  Allahabad
prepared DMP. Both DH Gorakhjédand ~and Gorakipur had Disaster

DWH Allahabad had formed a Disaste Management Committee ar
Management Committee agll. SOPs for also prepared Disastel
disaster and mass casualty managem Management Plan.

were available in DWH A#habad, DH

andDWH Banda and DH Gorakhpur. On the other hand, none of the 22 test
checked CHCs had prepared the DMP or SOPs for disaster management.

48 JH Balrampur, DWHs Agra, Banda, Budaun and GorakhpuDH and DWH Saharanpur, the services were
outsourced but the preparation was done in tHeirse kitchen

“DH and DHII Allahabad, DH, DWH and JH Balrampur, DH and DWH Banda and DH Budaun

%0 The High Powered Committee on Disaster Management, 2001 of Gohifiéde14 emergencysupportfunctions

51 This was reported to Audit by DWH Allahabad but no suppgrtiacuments were available.

52 DH Gorakhpur formed the Committee in January 2018.
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Further scrutiny revealed thanly DH Banda, DH Gorakhpur, DH Lucknow,
DWH Allahabad and DWH Saharanpurdhgrovided traning to staff on
disaster management and conducted mock Hrilsiongst the testhecked
hospitals/CHCs.

The Government did not give a specific reply regardingnl@nces of non
compliance of the SOP on Disaster Management pointed caidiyy and the
remedial action proposed to be taken in this regard.

4.8.2. Safety from fire

Uttar Pradesh Manual of Fire Safety Norms 2005 (UP Fire Norms) prescribe
standards in respedf safety from fire for the hospital building®Audit,
however, observed tham the testchecked 19 hospitals and 22 CHCs, fire
safety audit was not conducted during 2483

Further, National Building Code of India 2016, Part 4, Fire and Life Safety

requred that fire extinguishers must be installed in every hospital, so that the
safety of the ptients/attendants/visitors and the hospital staff may be ensured
in case of any fire in the hospital premises

Audit observed that during 20418, safety of patnts attendants, visitors and

the hospital staff from fire was compromiseddin CHCS* out d the 22 test
checked as no fire extinguishers were available in these CHCs. In respect of
hospitals, while fire extinguishersvere available in 20118 in eachhosptal,

their numbers varied widely, as shoimrChart 10.

Chart 9: No. of beds against one fire extinguisher
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(Source: Testhecked hospita)

53 In DH Gorakhpur and DH Lucknow, mock drills were conducted in Dece@igt and February 2018, while no
suppating documents were provided to Audit in DH Banda, DWH Allaldabad DWH Saharanpur in respect of
the mock drills claimed to be conducted.

54 CHCs i Baroli Ahir, Jaitpur Kalan andKheragarhin Agra, Baharia, Handia ant¥leja in Allahabad and
Campiarganj irGorakhpur.

%5 n the absence of any bemsark or fire safety autinumber of fire extinguishewvailablewere compared against
the total number of beds.
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Thus, one fire extinguisher was
available against less than five beds
in DWH Banda, JH and DH

Lucknow, while in DH Balrampur

and DWH Agra one fire

extinguisherwas available against

25 beds.

UP Fire Norms also prescriberfo

an evacuation plan along Wit

photographs of evacuation routes

and staircases for evacuating

patients and staff during emergency

(disaster incidents) situations. Out

of the 19 testhecked hspitals, the

evacuation plans and photographs

of evacuation roes and staircases

were availale in DHII Allahabad,

JH and DWH Lucknow only, while photographs of evacuation routes and
staircases were available in DWH Allahabad also. In respect of CHESs, th
evacuation plan was available only in CHC Gosaiganj, Lucknehile the
photographs of evaation routes and staircases were present in CHCs
Gosaiganj, Lucknow and Pipraich, Gorakhpur.

The Government replied that fire safety arrangement has beenehitiat
throughthe State budget from 201¥8, under which presentl®8 hospitals
and 232 CHCs areeing covered in a phased manner

4.9. Evaluation of in-patient servicesthrough Outcome Indicators

The IPD services provided during 2018 in the 10 testhecked s were
evaluated througbertainOutcome Indicators (Olsyiz.,, Bed Occupancy Rate
(BOR), Leave Against Medical Advice (LAMA) Rate, Patient Satisfaction
Score (PSS), Average Length of Stay (ALoS), Adverse Event Rate (AER),
Completeness of Medical RecsrdAbsconding Rate, Referral Out Rate
(ROR), Discharge RateDR) and Bed Turnover Rate (BTR).The
categorsation and methodology of evaluating these Ols diszussedin
AppendixVI. In the absence ahformationsuch as date of discharge, patient
status,etc being recorded in the IPD register in several hospiBi$]s’’
were evaluated for calating the average outcome for the aforementioned
outcome indicators.

Further, Audit observed that 08 out of the 22-tdsicked CHC$ Asafpur,
Sahaswan and Saerrin Budaun, Gaisandi and Pachperwa in Balrampur, and
Campiarganj, Pali and Pipraich in Gkinpur did not maintailBHTs. Thus,
assirance could not be derived budit with respect to the performance of
these CHCs. Besides, in respect of CHCs which wermatarang BHTS,
patient status was not recorded on @& cent of the sampled BHT&

56 JH Balrampur has not been included in the findingsubfomeindicators on account aficonsistentiata.
57 All treatment plan prescription/orders are recordethénpatient records known as BHT.
581579 BHTs were sampled.
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