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Preface 

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

ended 31 March 2018 has been prepared for submission to the Governor of 

Uttar Pradesh under Article 151 of the Constitution of India. 

The Report contains the results of the Performance Audit on óHospital 

Management in Uttar Pradeshô, covering the period 2013-18. 

The audit has been conducted in conformity with the Auditing Standards 

issued by the Comptroller and Auditor General of India. 
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Executive Summary 

About the Report:  

There is a critical requirement for sustained and determined action to close 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 India with poor health indicators as compared to the national 

average, has 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 Pradesh has been carried out during 2018-19, covering the period 2013-

18. This Report has attempted 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 audited the health sector and presented the findings in various Union 

and State Reports to the Parliament and legislature of different States over the 

last decade. All India Performance Audit of National Rural Health Mission 

(NRHM) was conducted and findings presented in Union Report No. 8 of 

2009-10. More recently Union Report No. 25 of 2017 on NRHM-

Reproductive and Child Health Component was laid in the Parliament. Audit 

of NRHM in the State of Uttar Pradesh was also conducted for the period 

2005-11 and a Report was laid in the State Legislature on 30 May 2012.  

All these earlier reports had focussed on compliance issues, inadequacies and 

mismatch of inputs and outputs, efficiency of quality assurance mechanism 

and effectiveness of monitoring etc. Keeping in view the goals laid down in 

the National Health Policy and expected outcomes of Sustainable 

Development Goal #3 at the global level, evaluating the outcome has become 

crucial for timely and systemic corrections. In this context, we have tried to 

assess the outcomes in this audit with a view to ascertain the quality of 

healthcare being made available to people through the existing policy 

interventions and scope for further improvement. This Report aims at 

identifying the areas that require systemic corrections and improvement. 

What has been covered in this audit? 

In this outcome based audit we have focussed on patient care received at the 

primary and secondary care levels in the State. Various Services like Out-

Patient and In-patient Services, Maternity Services, Emergency Services, 

Diagnostic Services, Infection Control and Drug Management have been 

assessed on pre-determined outcome indicators/criteria in the sampled 

district level and block level hospitals (Community Health Centres). 

What have we found and what do we recommend? 

We found significant areas for improvement in the healthcare needs of the 

people as highlighted below: 
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Policy framework for healthcare services 

The policy framework for hospital management in the State had a gap that 

needs to be addressed: we noted that the Department neither prepared its own 

norms/standards nor did it adopt those prescribed by the Government of India 

(GoI) in respect of out-patient and in-patient services, pathology investigations 

and human resources. As a result, a methodical gap analysis was not, and 

cannot be, carried out. This would, and has, impacted the availability of 

resources and services in the hospitals/Community Health Centres (CHCs).  

The revised Drug Procurement Policy 2012 and revised Equipment 

Procurement Policy 2012 also had significant gaps such as modalities to be 

followed in case of emergencies necessitating local purchase of drugs and 

consumables; sampling norms, criteria and periodicity for quality testing of 

drugs; types of equipment required in the district level hospitals; and 

maintenance of equipment. 

Recommendations 

Keeping in view the fact that Health is a State subject, it is imperative that the 

State Government should prescribe/adopt standards and norms for 

provisioning of services and resources for different levels of hospitals. A 

serious policy response is required to address gaps in the Drug Procurement 

Policy and the Equipment Procurement Policy. 

Out-patient services 

We found that the patient load in the Out-Patient Departments (OPD) in the 

test-checked hospitals and CHCs spiked by one-third during 2013-18, but the 

addition in the number of doctors available was nominal. Resultantly, there 

was a crisis of overcrowding with a rise in the number of OPD cases per 

doctor by 24 per cent in District Hospitals (DHs)/Joint Hospitals (JHs), as well 

as 20 per cent in District Women Hospitals (DWHs) and 12 per cent in CHCs. 

This had a cascading impact with 86 per cent patients in DHs/JHs, 69 per cent 

in DWHs and 50 per cent in CHCs experiencing less than five minutesô 

consultation time, signifying inadequate diagnosis, investigation and 

treatment in OPD.  

Conversely, wait times for patients were adversely impacted since the number 

of registration counters were not commensurate with the increase in the daily 

patient load, exacerbated in some of the test-checked hospitals/CHCs by a lack 

of suitable and commensurate increase in seating facility and toilets, and an 

overall weak grievance redressal system.  

Recommendations 

Consultation time per patient in district hospitals and CHCs should be peer 

reviewed at the State level by the Director General of Medical and Health 

Services, so that corrective steps may be taken to address the very short per 

patient consultation period. The inequities in the number of registration 



Performance Audit Report on Hospital Management in Uttar Pradesh for the year ended March 2018 

xi 

 

counters vis-à-vis the rising patient demand should be addressed without delay 

so that wait times for patients are reduced and seating/toilet facilities be 

increased commensurate to increase in patient load.  

Diagnostic services 

Despite being the bedrock of evidence-based modern treatment procedures, 

diagnostic services, both radiological and pathological, were deficient in terms 

of availability of functional equipment, consumables and human resources in 

the test-checked hospitals/CHCs. 

A majority of DWHs and a large number of CHCs did not have the baseline 

X-ray facility; more than half of the DHs lacked the requisite range of X-ray 

machines; a substantial number of CHCs were without an ultrasonography 

(USG) facility and the computed tomography (CT) scan was available in less 

than one-third of the eligible hospitals.  

There were also serious gaps in the availability of essential pathological 

investigations in almost all the hospitals and CHCs; whereas in-house 

pathology services were hamstrung by a shortage of lab technicians and 

unsatisfactory quality assurance. Engaging private service provider, to fill this 

gap, does not seem to have improved the situation substantially. 

Quality-wise, due to lack of monitoring of the time lag between receipt of 

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 services viz. X-ray and USG and 

pathology investigations as per Indian Public Health Standards (IPHS) and 

availability of requisite human resources should be ensured in every 

hospital/CHC, particularly in view of the increasing reliance on diagnostics for 

treatment of patients. Records pertaining to waiting time and turnaround time 

in respect of both radiological and pathological investigations should be 

maintained, so as to monitor the timeliness of the diagnostic services alongside 

the interpretation and reporting of results for treatment plan and further 

referral to higher centers. 

In -patient services 

There were considerable gaps in the availability of in-patient services with 

more than half of the DHs lacking a Burn ward, an Accident and trauma ward 

as well as indoor services for Dialysis, Physiotherapy and Psychiatry whereas 

pediatric services were available in less than half of the CHCs. 

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

availability of resources.  

Á Asymmetric distribution of human resources in the test-checked hospitals 

was revealed ranging from a 54 per cent excess in JH Lucknow to a 74 

per cent shortfall in JH Balrampur of doctors; an excess of 210 per cent in 
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JH Lucknow to a shortage of 67 per cent in JH Balrampur of nurses; and 

a 45 per cent shortfall in DH Banda to a 356 per cent excess in JH 

Lucknow of para-medical staff, vis-à-vis the sanctioned strength. Since 

similar unevenness was also noticed in CHCs, there is an urgent need to 

rationalise the workforce shortages towards achieving the right skills mix 

in a hospital/CHC. Excess posting of doctors and para-medical staff in big 

cities like Lucknow and Agra needs to be reversed quickly, and a system 

put in place where such excessive postings/ñdeputationsò (other than for 

emergency and for a specific period) are impossible at any level of 

authority. 

Á The availability of doctors in the 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 nurse per six beds, except 

for Shift-I in DH Banda the number of beds tended 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 the indifferent quality of the 

nursing care provided in IPD. 

Á Only 07 to 12 types of essential drugs were available in IPD against the 

14 types required in the test-checked DHs during 2017-18; thus, either the 

quality of treatment was compromised or significant out-of-pocket 

expenditure was incurred by the patients to buy vital drugs such as 

adrenaline (used in emergencies to stimulate heart), diclofenac sodium 

(relieves inflammation) and salbutamol (used to treat asthma) from 

outside. 

Á Similarly, vital equipment such as Doppler (for estimation of blood flow) 

in DHs Agra, Allahabad, Banda, Balrampur, Budaun, Saharanpur and 

DH-II Allahabad; Glucometer (for estimation of blood sugar) in DH 

Balrampur; and Defibrillator (for use in life-threatening cardiac cases) in 

DHs Agra, Balrampur and Budaun, were not available during 2017-18. 

Further, none of the DHs had executed an Annual Maintenance Contract 

for IPD equipment. 

Operation Theatre (OT) services were sub-optimal in DH and JH Balrampur, 

DH Banda and DH Budaun where considerably less numbers of major 

surgeries could be performed as compared to rest of the DHs. Further, ENT 

surgeries in DH and JH Balrampur, and orthopaedic surgery in DH Banda 

were not conducted due to non-availability of surgeons. Furthermore, the 

prescribed essential drugs and equipment pertaining to OT services were short 

by at least 50 per cent in five and eight DHs/JHs respectively. Thus resources 

available for OTs were insufficient and offered little prospect of effective 

treatment in the concerned hospitals. 

Intensive Care Unit (ICU) services were available only in DHs Lucknow and 

Gorakhpur out of the 11 test-checked DHs/JHs. In the absence of an ICU 

facility in the remaining DHs/JHs, patients approaching these hospitals in an 

emergent condition were likely to be referred and/or passed on to higher 

facility public or private hospitals.  
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Á The ICUs in DHs Lucknow and Gorakhpur also suffered from shortage of 

essential equipment such as Ventilators, Infusion Pumps, Ultrasound and 

Arterial Blood Gas analysis machine. Nursing care was compromised as 

against the requirement of one nurse for each bed in the ICU, three to 

seven beds were assigned to a nurse in DH Lucknow.  

There was a serious dearth of emergency services as five out of the 11 

DHs/JHs test-checked did not have any emergency OT, while accident and 

trauma services were available in DHs Banda and Saharanpur only. However, 

the trauma centre in Banda was non-functional since December 2017 for want 

of a surgeon and both trauma centres suffered from substantial shortages of 

essential equipment. Further, in respect of CHCs, the emergency services were 

limited to snake bite and other cases not requiring diagnostic services, while 

for emergencies such as cardiac arrest and severe pneumonia, the CHCs 

effectively served only as referral centres.  

Dietary services, an important therapeutic tool, were sub-optimal since the 

prescribed six types of diet for in-patients were provided only in DHs 

Lucknow and Saharanpur; the per patient per day expenditure on diet ranged 

from `  29 to `  102, indicating that the quality of the diet served was 

inconsistent, even providing for inter-district difference in prices. Most of the 

test-checked hospitals/CHCs also did not have a system of quality checking of 

the diet. 

Patient safety was a matter of serious concern as a Disaster Management Plan 

was prepared in only two hospitals and in none of the CHCs. Further, a fire 

audit was not conducted in any of the hospitals/CHCs during 2013-18.  

The IPD services in 10 DHs/JH were compared against each other using 

outcome indicators evaluated and the resources available with them.  

Á Every hospital, relative to the other test-checked DHs/JH, 

underperformed on at least one outcome indicator, with the performance 

of DHs Banda, Budaun, Gorakhpur and Saharanpur being, in particular, 

below par. 

Á The combined Leave against Medical Advice & Absconding Rate was 

very high at 78 per cent in DH Budaun and 50 per cent in DH Gorakhpur, 

indicating poor satisfaction with the service quality as experienced by the 

patients. However, both these hospitals had substantially higher number 

of doctors and nurses vis-à-vis the sanctioned strength and also above 

average availability of other resources, indicating ineffectual 

management. 

Á A high bed occupancy rate was observed in DHs Banda and Saharanpur 

along with a high referral out rate as well as a low discharge rate, 

indicating that these hospitals struggled to provide quality services. 

Recommendations 

Government should proactively synergize availability of specialised in-patient 

services along with the essential drugs, equipment and human resources in 

district hospitals and CHCs, so that patients do not face shortages of medical 
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resources and access to quality medical care is boosted. The availability of 

round the clock accident and trauma services in DHs and emergency services 

in CHCs should be ensured. Nutritional care of in-patients, in order to reduce 

complications and facilitate speedy recovery, should be ensured through 

availability of the recommended six types of diet in the hospitals.  

The hospitals and CHCs should rigorously adhere to the Uttar Pradesh Manual 

of Fire Safety Norms 2005. The monitoring mechanism- a significant lever for 

facilitating the responsibility and accountability of the hospitals- should be 

revamped by including measurement of outcome indicators pertaining to 

productivity, efficiency, service quality and clinical care capability of the 

hospitals. 

Maternity services 

Significant deficiencies were observed in all three major components of 

facility based maternity services - Antenatal care, Intra-partum care or 

delivery care and postnatal care:  

Á Antenatal Care (ANC) was of low quality since in nine out of the 10 

CHCs upgraded to First Referral Units (FRUs) for maternity services, 

gynaecologists were not or only intermittently available during 2013-18; 

only six out of 22 CHCs had the facility for conducting all six prescribed 

pathological investigations; there were substantial shortages of drugs for 

management of Reproductive Tract Infection (RTI) and Sexually 

Transmitted Infection (STI) cases in both hospitals and CHCs; and 

Comprehensive Abortion Care services were not available in 19 CHCs 

out of the 22 test-checked.  

Á Intra-partum Care was marked by a more than 50 per cent deficiency of 

essential drugs in eight out of 10 hospitals; shortages in both CHCs and 

hospitals of basic consumables, including baby wrapping sheets, as well 

as shortfall in key human resources typified, for instance, by a particularly 

grim situation in DWHs Agra, Lucknow and Saharanpur wherein the 

number of deliveries dealt with by a nurse ranged from 31 to 61 deliveries 

per day. 

- Partographs, which enable the birth attendant to identify and manage 

the complication of labour promptly, were not plotted in any of the 

hospitals and CHCs except DWH Allahabad and CHC Campiarganj, 

Gorakhpur. 

- Pre-term labour was inadequately managed as the requisite 

Corticosteroid injection was not administered or records in this regard 

were not maintained in the concerned hospitals and CHCs; besides in 

a large number of pre-term delivery cases the prescribed injection 

itself was not in stock. Thus, pre-term babies remained at risk of 

serious post-natal complications and neonatal deaths. 



Performance Audit Report on Hospital Management in Uttar Pradesh for the year ended March 2018 

xv 

 

- NHM Guidelines state that around 8-10 per cent of total delivery 

cases require C-Section. While 21 per cent of deliveries in hospitals 

occurred through C-section, the corresponding figure for FRU-CHCs1 

was only one per cent. This is because there were shortfalls of 

gynaecologists and/or anaesthetists, particularly in FRU-CHCs. This 

was coupled with substantial shortages of the relevant drugs and 

consumables. Thus, pregnant women in rural areas apparently had no 

option but to go to DWHs for C-section services.  DWHs themselves 

faced insufficiency of resources, and were hard-pressed to take the 

extra load. 

Á Postnatal Care (PNC) was characterised by lack of documentation 

regarding post-partum health check-ups of the mothers and the newborns. 

Further, the immunization status of 69 per cent newborns in hospitals and 

at least 13 per cent in CHCs was not available on record, thus implying 

poor monitoring of neonatal health. This is indicative of the inadequacy 

of comprehensive PNC, with an emphasis on a series of check-ups during 

pregnancy but not after it.  

Á High stillbirth rates of 2 to 2.4 per cent were observed in the test-checked 

hospitals/CHCs against the average of 1.6 per cent for Uttar Pradesh. 

While the reasons for stillbirths were not available on record, these high 

rates were a sign of poorly managed ante-natal care and delivery process. 

Á Neonatal deaths were not recorded at all in the CHCs and majority of the 

hospitals, thus compromising the ability to seek continuous quality 

improvement towards neonatal health. 

On the outcome indicators evaluated, DWHs Allahabad, Banda and 

Gorakhpur underperformed the most compared to the other test-checked 

hospitals.  

Á In DWH Banda, the combined Leave against Medical Advice (LAMA) & 

Absconding rate was at a very high level of 82 per cent while the average 

length of stay was the lowest at just more than a day, thus indicating less 

than satisfactory clinical care of patients. Pertinently, this hospital had 

below average availability of resources. 

Á DWH Gorakhpur had significantly low Bed Occupancy Rate as well as 

the highest LAMA & Absconding rate (95 per cent), indicating poor 

service quality despite low patient load. DWH Allahabad performed 

poorly on outcome indicators despite higher than average availability of 

human resources and equipment, indicating ineffectual management. 

Recommendations 

Concerted efforts to reduce the very high infant and maternal mortality rates 

should focus on achieving a greater level of consistency and performance by - 

strengthening the timeliness, adequacy and quality of Antenatal Care services 

 
1 Some CHCs have been upgraded to First Referral Units (FRU-CHCs) to equip them for providing delivery of 

emergency obstetric care to pregnant women with complications. 
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in the CHCs; ensuring that all DWHs and CHCs have a well-equipped facility 

for abortion care, management of RTI/STI, handling C-section deliveries; and 

intra-partum care is impactful through augmentation of essential resources as 

well as providing a clinically safe environment; and, meticulous monitoring of 

the delivery of prescribed postpartum care towards minimizing adverse 

pregnancy outcomes, so that women and newborns reach their full potential 

for health. 

Infection control 

Infection control practices were not sufficiently embedded in the functioning 

of a large number of hospitals and all CHCs since they lacked even standard 

operating procedures (SOPs)/checklists for hygiene and infection control; 

disinfection and sterilisation of medical tools, instruments and equipment in 

the hospitals and CHCs was mostly limited to boiling and autoclaving, 

whereas a large number of hospitals and CHCs lacked chemical sterilisation 

and high level disinfection facility.  

SOPs for housekeeping were not available in a majority of the hospitals and 

all CHCs; cleaning services, despite outsourcing, were not of a satisfactory 

level in several hospitals; reports of surface/air/hand swab tests were not 

prepared in almost all hospitals/CHCs, signalling lack 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/nonï

availability of 13 to 19 types of prescribed linen items in the hospitals; bed 

sheets were not changed nor soiled linen collected on a daily basis in several 

hospitals and CHCs; outsourcing partners did not adhere to the agreement 

conditions in respect of providing the requisite washing equipment, collection 

of dirty linen in covered trolleys and its pre-bleaching, provision of coloured 

bags to separate soiled and dirty linen etc., increasing the vulnerability of 

patients to hospital acquired infections. 

Further, monitoring of the disposal of bio-medical waste was extremely weak 

since most of the hospitals and CHCs did not shoulder the responsibility of 

submitting annual reports to the State Pollution Control Board; the daily 

collection of the waste was not done in at least 13 Hospitals/CHCs during 

2017-18, up from seven such hospitals/CHCs in 2013-14; staff were not 

trained in handling the waste in all the CHCs as well as a majority of the 

hospitals, putting them at-risk of contamination; and none of the hospitals had 

an Effluent Treatment Plant, escalating the hazards of poor disposal of the 

waste.  

Recommendations 

A culture of infection control management should be embedded in the 

hospitals through - strict adherence to National Quality Assurance Standards; 

effective implementation as well as documentation of pest/rodent control and 

sterilisation procedures; adequate availability of clean linen to thwart the 

spread of hospital acquired infections; rigorous conduct of microbiological 

surveys to monitor air/surface infections; and, active surveillance regarding 
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adherence to Bio-Medical Waste Rules 2016 to identify any potential issues 

for reducing the spread of infectious diseases. 

Drug management 

The Department did not provide an unbroken supply of drugs as per its own 

Essential Drug List (EDL) which prescribed 498, 809 and 859 drugs for the 

CHCs, DHs and DWHs/JHs, respectively. Only a portion of the drugs under 

the EDL were procured ranging between 06 and 34 per cent, 03 and 24 per 

cent, 07 and 42 per cent in the DHs, DWHs/JHs and CHCs, respectively, 

during 2016-17 and 2017-18.  

Stock out of at least 30 days was observed during the year 2017-18 for more 

than 50 per cent of the drugs procured in DH Agra, DH Allahabad, DH-II 

Allahabad, DH Balrampur and DH Gorakhpur. Due to non-procurement of the 

full range of drugs as per EDL, even the vital drugs for IPD, OT, ICU, 

emergency and maternity services were not available in the hospitals. 

Further, the CMOs and CMSs did not assess the requirement of drugs as per 

EDL or prepare drug formulary on the basis of disease patterns and inflow of 

patients in the hospitals to support the selective procurement of drugs. 

However, they took recourse to copious procurement of drugs through local 

purchase without ascertaining reasonableness of prices, ensuring quality 

assurance or putting on record the justification warranting, in view of any 

emergent situations, such local purchases. 

There was lack of publicity of Notice Inviting Tenders, thus Rate Contracts for 

only 83 drugs (2016-17) to 371 drugs (2014-15) from the EDL could be 

concluded during 2013-18. The details of the capacity of the bidders was not 

ascertained nor were the quantity of drugs to be supplied by the bidders 

mentioned in the NITs. In the absence of these vital parameters, production 

capacity of the firms was not evaluated, leading to delay/non-supply of drugs 

in several cases. 

The Department also did not actively restrict unsafe or ineffective products 

which is critical to patient safety. There were major deficiencies in the system 

of drug storage in the test-checked hospitals and CHCs. Quality assurance of 

the drugs procured was ignored as a bulk of the drug supplies were accepted 

without quality test reports issued by National Accreditation Board for Testing 

and Calibration Laboratories, while drug testing through Drug Controllers was 

minimal. 

Overall, the weak supply chains for procurement of essential medicines and 

lack of reliable access to safe and effective drugs, potentially exposed patients 

to financial hardships and diminished public trust in the health system. 

Recommendations 

It should be ensured that a formulary of drugs is prepared by each hospital on 

the basis of disease patterns and inflow of patients, the EDL updated 

accordingly and the eventuality of stock-out of required drugs forestalled. The 

Department should enter into rate contracts for all drugs under EDL to ensure 

consistency in prices as well as quality of the drugs supplied. Storage of drugs 
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under conditions prescribed in the Drugs and Cosmetics Rules 1945 to 

maintain their efficacy should be ensured, before being administered to the 

patients. The free drug distribution initiative of the State Government should 

be underpinned by the careful maintenance of ward-wise drugs stock book, 

records of daily distribution of drugs and OPD drugs slips in each hospital, 

towards ensuring its effective implementation.  

Building infrastructure 

Leveraging positive health outcomes from augmentation and improvement of 

health infrastructure was stymied on account of 

Á the tardy pace of construction of hospital buildings in the State with 361 

works sanctioned during 2013-18 yet to be completed, despite an overall 

shortage of 38 per cent beds in district hospitals and a 47 per cent 

shortfall of CHCs; 

Á non-operationalisation of newly completed hospital buildings with, for 

instance, eight out of the 12 works completed during 2013-18 in the test-

checked hospitals/CHCs yet to achieve functional status for want of 

human resources and equipment, even after a lapse of one month to 32 

months from the date of handover of these buildings; and 

Á faulty maintenance of existing buildings, stemmed from non-preparation 

by CMOs and CMSs of building maintenance plans as per the stipulated 

norms and periodicity as well as records of building-wise annual 

maintenance of hospitals/CHCs, and inadequate control of management 

over maintenance issues.  

Recommendations 

The Department should as quickly as possible operationalise every newly 

constructed hospital or a medical facility within its premises, by dovetailing 

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 response of the Government? 

While providing general response regarding efforts being made at their level, 

the Government have agreed with the recommendations and assured to take 

necessary action to improve the system.  
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1. Intro duction 

The focus of Indiaôs National Health Policy 2017 is to strengthen the trust of 

the common man in the public healthcare system by making it predictable, 

efficient, patient-centric, affordable and effective, with a comprehensive 

package of services and products that meet immediate healthcare needs of 

most people. At the global level, the Sustainable Development Agenda aims to 

ensure healthy lives and promote well-being for all at all ages by 2030 as per 

Sustainable Development Goal (SDG) 3. 

In this context, the performance of the public healthcare system in the State of 

Uttar Pradesh (UP), the most populous State in India with more than 20 crore 

population, would be one of the most critical factors in achieving goals of 

National Health Policy and SDG 3 for the country as a whole. This assumes 

even more importance as the health indicators in UP lag much behind the 

national average as shown in Table 1. 

Table 1: Health Indicators 

(Source: National Family Health Survey-4, Sample Registration System, Annual Health Survey-3, GoI)  

National Family Health Survey-4, 2015-16 (NFHS-4) reported that in UP only 

about 20 per cent (the lowest among all States in India) of households 

generally use a government health facility as compared to 45 per cent average 

for India; more than three-fifths of the surveyed households in UP cited ópoor 

quality of careô as a reason for not generally using a government health 

facility, while óno nearby facilityô and ówaiting time too longô were also 

reported as reasons by around 48 per cent and 36 per cent of the surveyed 

households, respectively.  

1.1. Public healthcare facilities in the State 

The landscape of public healthcare facilities in Uttar Pradesh is structured into 

three levels in the State for providing primary care, secondary care and tertiary 

care. While tertiary healthcare is administered by the Department of Medical 

Education and Training, the secondary and primary healthcare is administered 

 
2 Data for institutional deliveries pertains to 2012-13 and 2015-16 
3 Combined figures for Uttar Pradesh and Uttarakhand 

Sl. 

No. 
Health Indicator 

Uttar Pradesh India 

2011 2016 2011 2016 

1 Birth Rate ( in per cent) 27.8 26.2 21.8 20.4 

2 Death Rate (in per cent) 7.9 6.9 7.1 6.4 

3 Total Fertility Rate (number of births per 

woman) 

3.4 3.1 2.4 2.3 

4 Institutional Deliveries (as per cent of total 

deliveries) 2 

56.7 67.8 67.0 78.9 

5 Maternal Mortality Rate (MMR) (per lakh 

live births)3 

292 201 178 130 

6 Infant Mortality Rate (IMR) (per 1000 live 

births) 

57 43 44 34 
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by the Department of Medical, Health and Family Welfare, Government of 

Uttar Pradesh (GoUP), as shown below: 

Figure 1: Public healthcare facilities in Uttar Pradesh 

 

1.1.1. Funding for hospitals and CHCs 

The District Hospitals (DHs), District Women Hospitals (DWHs), Joint 

Hospitals (JHs) and Community Health Centres (CHCs) (through Chief 

Medical Officers of the districts) receive funds from the State budget. Apart 

from the State budget, financial assistance under the National Health Mission 

(NHM) is also received from the Government of India (GoI) with 

corresponding share of the State Government.  

1.1.1.1. Funds under State budget 

Year-wise allotment and expenditure of the funds during 2013-18 pertaining to 

the Department of Medical, Health and Family Welfare was as shown in  

Table 2. 

Table 2: Budget provision and expenditure during 2013-18 
(`  in crore) 

Year Budget Provision Expenditure Savings 

2013-14 6,095.00 5,080.03 1,014.97 

2014-15 6,710.63 6,036.24 674.39 

2015-16 7,456.89 6,423.27 1,033.62 

2016-17 8,080.13 6,938.01 1,142.12 

2017-18 8,726.82 7,782.89 943.93 

Total 37,069.47 32,260.44 4,809.03 

(Source: Budget document) 

Table 2 indicates that expenditure incurred on medical, health and family 

welfare by the State Government increased by 53 per cent from 2013-14 to 
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2017-18. Component-wise break-up of the expenditure incurred during  

2013-18 is presented in  

 1. 

 
(Source: Budget Document) 

Further, in respect of savings, provision for human resources accounted for 58 

per cent of the total savings and the Government explained that these savings 

occurred on account of a significant number of posts remaining vacant due to 

multiple reasons. Equipment and construction activities accounted for further 

20 per cent of the savings, while other services accounted for the remaining 22 

per cent.   

1.1.1.2. Funds under NHM 

During 2013-15, the ratio of the GoI and GoUP share in respect of NHM 

funds was 75:25, which changed to 60:40 during 2015-18. The amount of 

funds received under NHM was as shown in Table 3. 

Table 3: Receipt and expenditure under NHM during 2013-18 
(`  in crore) 

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

Thus, 84 per cent of the funds available under NHM in the State during 2013-

18 were utilised. 

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 framework was robust enough to improve the quality of healthcare. 

Human 

Resources, 72%

Construction, 6%

Equipments, 2%

Drugs, 8%

Others, 12%

Chart 1: Component-wise expenditure during 2013-18

Year 
Opening 

balance 
Interest earned 

Receipt during 

the year 
Expenditure 

Closing 

balance 

2013-14 2139.48 96.49 2654.28 1796.32 3093.93 

2014-15 3093.93 76.12 2277.19 2363.03 3084.21 

2015-16 3084.21 33.15 2979.20 2903.36 3193.20 

2016-17 3193.20 34.65 3453.85 3184.99 3496.71 

2017-18 3496.71 27.64 3769.28 4402.21 2891.42 

Total  268.05 15,133.80 14,649.91  
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2) Adequate provisions for line services such as out-patient services, in-

patient services, emergency services, maternity services, etc. were made 

and these services were delivered in an efficient and effective manner. 

3) Efficient support services with regards to diagnostic services, maintenance 

of equipment, storage of drugs, dietary services, laundry services, upkeep 

of facilities, etc. were present in hospitals. 

4) Hospitals had adequate resources, viz. human, infrastructure, drugs, 

consumables, equipment etc. as per prescribed norms and utilised those 

resources efficiently and effectively. 

5) Norms and practices for hygiene, infection control, employee and patient 

safety were followed within the premises of hospitals. 

1.2.2. Audit criteria  

To evaluate the subject matter in pursuit of the above mentioned audit 

objectives, the criteria were sourced from the various guidelines on health care 

services issued by GoI and GoUP, Indian Public Health Standards (IPHS), 

legal Acts and Rules, and policies, orders and manuals issued by GoUP. The 

list of sources of criteria is given in Appendix-I. 

1.2.3. Audit scope and methodology 

An entry conference was held on 09 July 2018 with the Secretary, Medical, 

Health and Family Welfare Department (Department) and other officers 

wherein the audit objectives, scope, criteria, etc. were discussed and the inputs 

of the Department were obtained and thereafter the field audit was 

commenced.  

The audit scope covered public health facilities of secondary care (District-

level Hospitals) and primary care (CHCs) and involved scrutiny of records for 

the period 2013-18.  

The audit examination included records maintained at the office of the 

Principal Secretary, Medical, Health and Family Welfare Department, office 

of the Director General of Medical and Health Services (DGMH), office of the 

Director General of Family Welfare (DGFW4), State Project Management 

Unit (SPMU) of National Health Mission (NHM), offices of the Chief Medical 

Officers (CMOs), 19 District-level Hospitals and 22 CHCs in eight districts 

across the four geographical regions5 of the State. 

Audit methodology was in accordance with the CAGôs Auditing Standards 

2017 and involved scrutiny and analysis of records/data as per the audit 

objectives, scope and criteria, evidence gathering by scanning records, joint 

physical inspection of various facilities of the test-checked hospitals and by 

taking photographs, issuing questionnaires/audit observations and obtaining 

replies, etc. 

 
4 DGFW is responsible for implementation of family welfare schemes, including maternity services in the State. 
5 Bundelkhand Region- Banda, Central Region- Balrampur and Lucknow, Eastern Region- Allahabad (Prayagraj), and 

Gorakhpur, Western Region- Agra, Budaun and Saharanpur 
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Further, numerous records vital for efficient and effective management of 

hospitals and CHCs were not/partially maintained, as detailed in Appendix-II . 

The non/partial maintenance of essential records was symptomatic of the 

malaise ï a mal-functional system and scant remedial action by the concerned 

authorities, consequently limiting the scope of audit and inferences thereof.  

The draft Report of the Performance Audit was sent to the State Government 

for its comments on 09 April 2019. Subsequently, an exit conference was held 

on 03 May 2019 with the Principal Secretary of Medical, Health and Family 

Welfare Department. The views/replies of the State Government were 

received on 23 May 2019 and have been duly considered and incorporated in 

the Report.  

1.2.3.1. Sampling methodology 

Sampling was done in two stages. 

In the first stage, the sample size 

of eight districts was allocated to 

the four regions of UP in the 

proportion of the number of 

districts in each region and the 

districts were selected in each 

region by using Simple Random 

Sampling Without Replacement 

(SRSWOR). Thus, geographical 

representation was factored into 

the sample. In the second stage, 

the various district-level hospitals6 (hospitals) within each selected district 

were sampled. 

To choose hospitals in the selected districts, the sample for regions was further 

redistributed as per the risk-based classification of the hospitals. Following the 

sample allocation across regions, the hospitals were selected using SRSWOR 

in each of the eight chosen districts. For each selected district, two or three 

CHCs7 were chosen using SRSWOR as shown in Table 4. 

Table 4: List of sampled hospitals/CHCs 

District  Hospital CHC 

Agra 

District Hospital DH Agra Baroli Ahir 

District Women Hospital DWH Agra 
Jaitpur Kalan 

Kheragarh 

Allahabad 

District Hospital DH Allahabad Baharia 

District Women Hospital DWH Allahabad Handia 

T B Sapru Hospital DH-II Allahabad Meja 

Balrampur 

District Hospital DH Balrampur Gaisandi 

District Women Hospital DWH Balrampur Pachperwa 

Joint Hospital JH Balrampur  

Banda District Hospital DH Banda Kamasin 

 
6 Include District Hospitals (DHs), Joint Hospitals (JHs) and District Women Hospitals (DWHs) 
7 If the number of CHCs in the selected district was less than 10, two CHCs (Balrampur and Banda) were selected 

using SRSWOR, else three CHCs (Agra, Allahabad, Budaun, Gorakhpur, Lucknow and Saharanpur) were 
selected. 

Saharanpur

Budaun

Agra Lucknow

Balrampur

Gorakhpur

Allahabad

Banda

Figure 2: Sampled districts 
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District  Hospital CHC 

District Women Hospital DWH Banda Naraini 

Budaun 

District Hospital DH Budaun Asafpur 

District Women Hospital DWH Budaun 
Sahaswan 

Samrer 

Gorakhpur 

District Hospital DH Gorakhpur Campiarganj 

District Women Hospital DWH Gorakhpur 
Pali 

Pipraich 

Lucknow 

District Hospital DH Lucknow Gosaiganj 

District Women Hospital DWH Lucknow Mall 

LBRN Hospital JH Lucknow Sarojini Nagar 

Saharanpur 

District Hospital DH Saharanpur Behat 

District Women Hospital DWH Saharanpur 
Deoband 

Nagal 

Keeping in mind the limitation of resources, the sampling strategy was 

designed to capture and evaluate appropriate amounts of unbiased data to 

ensure that the Performance Audit was able to pick up variations across the 

entire audit period. Thus, the questionnaire designed for the audit captured 

data at different frequencies- yearly, monthly and weekly. 

To ensure the variations/coverage in the data recorded on monthly basis, 

different months of the five-year audit period were covered. For this, each year 

was divided into four quarters and the middle month of each quarter was 

selected for capturing the data for indicators reported at monthly frequency. 

Following this, to capture weekly frequency, the first week was picked out for 

the selected months to maintain consistency.  

For instance, the data in respect of the patient load and availability of hospital 

beds was taken on yearly basis; monthly data was captured in respect of 

essential drugs, equipment, human resources, diagnostics, maternity services 

including labour room records, laundry and sterilisation services; and weekly 

data pertaining to Bed Head Tickets for evaluating outcome indicators.    

1.2.4. Acknowledgement 

Audit acknowledges the co-operation extended by the Department of Medical, 

Health and Family Welfare and the sampled district-level hospitals and 

Community Health Centres in conduct of the Performance Audit.  

1.2.5. Structure of the report 

This report of the Performance Audit has been structured on the basis of 

various services and resources available in a hospital and consists of seven 

themes, viz. Out-Patient (OPD) Services, Diagnostic Services, In-Patient (IPD) 

Services, Maternity Services, Infection Control, Drug Management and 

Building Infrastructure.  

While the above themes discuss in detail the audit findings with respect to the 

concerned hospital services, the following section covers the policy 

framework related to the provisioning of resources, viz. human resources, 

drugs, consumables and equipment for the hospitals, and services rendered to 

patients.  
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1.3.   Policy framework for healthcare services 

Delivery of quality and efficient healthcare services in public health facilities 
plays a significant role in improving the health indicators of the public at 
large. Thus, it was incumbent upon the Department of Medical, Health and 
Family Welfare of the Government of Uttar Pradesh (GoUP), which was 
responsible for providing and managing the healthcare (primary and secondary 
care) facilities in UP, to carry out comprehensive and outcome-based planning 
so that essential resources were provided to the public hospitals as well as 
resources available utilised optimally in the short, medium and long-term.  

Audit, however, observed that the policy framework under which the planning 
was to be done was significantly inadequate, as discussed in the succeeding 
paragraphs: 

1.3.1.  Standardisation of services and resources 

For ensuring efficient operation of public sector hospitals, it is essential to 
prescribe standards/norms for providing various resources in the hospitals. On 
the basis of these standards/norms, requirement of resources should be 
assessed and provisions should be made accordingly. 

Audit, however, observed that the Department did not prescribe 
standards/norms in respect of type and quantum of resources and services for 
the hospitals as discussed in Table 5 and detailed in subsequent chapters.  

Table 5: Standard isation of services and resources in hospitals/CHCs 
Services/ 

Resources 

Availability of  State 

Government norms 
Other norms/standards Remarks 

OPD and IPD 

services 
No  

 NHM Assessorôs Guidebook, 

IPHS 

The State Government did not adopt the standards of 
various OPD and IPD services prescribed in the GoI 

guidelines/IPHS. 

Diagnostic 

services 

Norms for X-ray and 

Ultrasonography services 

available for DHs and CHCs, 
however, no norms for 

pathological services 

NHM Free Diagnostics 

Service Initiative, IPHS 

The State Government did not adopt the GoI 

guidelines/IPHS norms/standards for pathology 

investigations for hospitals and CHCs. 

Human 

resources 
No 

NHM Assessorôs Guidebook, 

MNH Toolkit IPHS 

The State Government did not adopt the norms prescribed 
in the GoI guidelines/IPHS. Further, the basis of 

sanctioned strength of human resources for hospitals were 

not found on records. 

Drugs and 

consumables 

Essential Drugs List, 

Drug Procurement Policy 

 NHM Assessorôs Guidebook, 

MNH Toolkit, Free Drug 

Initiative of GoI, IPHS 

The Essential Drugs List was not updated regularly as no 

formularies were prepared in hospitals. 

Equipment 

Equipment Procurement 

Policy, however, no 
standardisation of the types 

and number of equipment 

required for hospitals/CHCs. 

NHM Assessorôs Guidebook, 

IPHS 

The State Government did not adopt the GoI 
guidelines/IPHS norms/standards for equipment for 

hospitals and CHCs. 

Hospital beds No  
NHM Assessor Guidebook, 

IPHS 

The State Government did not adopt norms of hospital 

beds prescribed in the GoI guidelines/IPHS.  

Further, facility development plans comprising of components such as 

infrastructure, equipment, human resources, drugs and supplies, quality 

assurance systems and service provisioning were to be prepared for each 

hospital8. These plans were to be prepared on the basis of analysis of gaps in 

the health facilities vis-à-vis the norms/standards.  

 
8  As per NHM Framework 2012-17 
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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 done in the absence 

of norms/standards as discussed in Table 5 above. Consequently, a meaningful 

budgetary exercise for ascertaining demands/need of resources and funds 

requirement from the CMOs and CMSs for consolidation at the State level 

could not be carried out, and the planning exercise remained limited to 

allocating the budgeted funds to the CMOs and CMSs on an ad hoc basis. 

Chart  2: Average annual expenditure 

per bed in hospitals (2013-18) 

 

This lack of rigour in the planning 

exercise is exemplified by the 

inequity in availability of financial 

resources9 in the 11 test-checked 

district hospitals during 2013-18, 

as shown in Chart 2.  

The inequity also adversely 

impacted the availability of various 

out-patient and in-patient services, 

and other support services in the 

test-checked hospitals and CHCs, 

as discussed in subsequent chapters 

of the report. 
 

The Government replied (May 2019) that the standardisation of availability of 

resources and services had been provided by the State Government and efforts 

were being made to first fulfil the Stateôs own norms and IPHS norms would 

be adopted depending upon availability of financial resources.  

The reply is general in nature, which does not address the issue of non-

standardisation of either State specific or IPHS standards/norms in respect of 

OPD and IPD services, pathological services, human resources and hospital 

beds.   

1.3.2. Policies for acquisition of resources 

1.3.2.1. Human resources 

Since public hospitals in the State on the whole were suffering from persistent 
shortage of doctors, ranging between 30 and 40 per cent during 2013-1810; 
therefore, structural policy initiatives11 were required to address the substantial 
shortages, as suggested in the NHM Framework 2012-17. 

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

 
9  Provisioning of resources and services in a hospital are done on the basis of number of beds. 
10 As on March 2018, 6,021 posts of doctors were vacant against the sanctioned strength of 18,382 doctors in the 

Department of Medical, Health & Family Welfare. 
11 Such as expeditious recruitment (e.g. taking recruitment of doctors out of purview of State Public Service 

Commission); alignment of recruitment rules to the needs of human resources, opportunities for career progression 
and professional development; effective skills utilization; stability of tenure, etc. 
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1000 doctors on contractual basis through walk-in interviews for a period of 
one year12, with differentiated salary structure for different zones of the State. 
Till March 2018, 247 doctors had been hired under this policy. Also, in May-
June 2017 the retirement age of doctors was increased 60 to 62 years, along 
with re-appointment of 1000 superannuated doctors till the age of 65.  

Further, in the test-checked hospitals, Audit noticed that the sanctioned 
strength of doctors did not correlate with the size of the hospital in terms of 
number of beds and/or case load, as suggested in NHM Framework 2012-17. 
The Department, however, did not undertake any exercise to re-work the 
number of sanctioned posts in the hospitals/CHCs based on current levels of 
utilization/demand from the public.  

The Government replied that to improve the availability of human resources it 
had taken various initiatives such as increasing the superannuation age of 
existing doctors, hiring doctors and nurses on contract basis, imparting 
specialised training to the health personnel, etc. and a proposal of providing 
five per cent incentive for the doctors posted in remote areas was under 
process. It added that to address the needs of an increasing population and 
morbidity pattern, sanctioned posts would be revised as per the bed strength of 
the hospitals.  

Although these policy initiatives of the Government are expected to lessen the 
deficit in the availability of doctors in the short 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 consumables 

The patients in the government hospitals in the State were to be provided 
drugs free of cost13. The Department addressed drug management issues 
through various Government Orders, including the revised Drug Procurement 
Policy (DPP) in 2012 for procurement of drugs for the hospitals. However, the 
following important aspects were not addressed in these Government 
Orders/DPP: 

¶ CMOs and CMSs were authorised by the DPP, in case of non-availability 
of drugs on Rate Contracts (RCs) of GoUP, to procure drugs and 
consumables from the firms listed in the RCs of the other State 
Governments and the GoI but did not have any authority to recommend 
action against the firms for any defaults. 

¶ The DPP merely stipulated that quality testing may be carried out any time 

through sampling without specifying sampling norms, criteria and 

periodicity for quality testing of drugs. Further, provision regarding 

modalities to be followed by CMOs and CMSs for quality assurance in 

such local purchases of drugs and consumables was overlooked.  

¶ Prescription audit14 was not stipulated by the Department. 

 
12 Extendable by two years on the basis of good performance (GoUP Order, June 2017). 
13 GoUP Order, April 2012. 
14 Prescription audit by each hospital, as required under the NHM framework, is a mechanism to assess the 

consumption pattern and actual specification of drugs. 
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The Government responded that in the absence of an agreement with the firms 

listed in the RCs of other State Governments and GoI, it was unable to 

undertake any action on default; local purchases of drugs were regulated 

through the Government Orders issued in 1986 and 2003 and prescription 

audit could not be initiated due to lack of resources. 

The Government, despite accepting the shortcomings, did not provide any 

details on the corrective measures proposed to be taken in this regard. Further, 

in respect of local purchase of drugs, Government Orders of 1986 and 2003 

did not address the vital issue of quality assurance. 

1.3.2.3. Equipment 

Availability of essential functional equipment in all hospitals/CHCs, regular 

needs assessment, timely indenting and procurement, identification of 

unused/faulty equipment, regular maintenance, competitive and transparent 

bidding processes are the significant components of equipment management. 

The State Government promulgated a revised Equipment Procurement Policy 

(EPP) in 2012 which stipulated procedures for procurement of equipment but 

did not cover certain key issues as under:  

¶ EPP did not standardise the types of equipment needed in the district-

level hospitals to perform various types of surgical and medical 

interventions in the hospitals. 

¶ There was no forethought in the EPP in respect of maintenance of 

equipment.  

The Government assured that the list of essential equipment as per the need of 

hospitals of varying bed strength would be standardised. It was also informed 

that the Department had proposed an increase in the budget provision in the 

year 2019-20 for procurement of equipment, while a private agency had been 

engaged (June 2018) for maintenance and calibration of equipment in all 

hospitals of the State in 2018-19. 

The fact remains that the stipulated 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 Department, for the most part, neither prescribed 

its own norms nor adopted the norms/standards suggested by the GoI in 

respect of resources and services for hospitals and CHCs. This was 

exacerbated by the absence of gap analysis and need assessment in the 

planning process, with a concomitant adverse impact on the availability of 

resources and service provisioning as discussed in the subsequent chapters. 
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2. Out-patient services 

To avail Out-Patient Services in the hospitals, out-patients first register at the 

outdoor patient department (OPD). After registration, the concerned doctors 

examine the patients and either prescribe diagnostic tests for evidence based 

diagnosis or drugs, as per the diagnosis done during the consultation process. 

Figure 3: Flow of out-patient services 

 

The audit findings pertaining to diagnostic services, IPD and pharmacy are 

discussed in the Chapters ï 3, 4 and 7, respectively. This chapter discusses 

audit observations in respect of patient load in OPD, signage system, 

registration facilities, grievance redressal and evaluation of OPD services. 

2.1. Patient load in OPD 

The number of out-patients attended to in the test-checked hospitals15 was as 

shown in Table 6. 

Table 6: Number of out-patients in test-checked hospitals 
(Numbers in lakh) 

Year 

No. of out-

patients in 

DHs/JHs 

Increase 

(YoY) 

No. of out-

patients in 

DWHs 

Increase 

(YoY) 

No. of out-

patients in 

CHCs 

Increase 

(YoY) 

2013-14 46.35 - 7.85 - 12.68 - 

2014-15 51.83 12% 8.67 10% 13.32 5% 

2015-16 55.72 8% 8.98 4% 14.63 10% 

2016-17 58.16 4% 9.67 8% 15.82 8% 

2017-18 61.79 6% 10.42 8% 16.80 6% 
(Source: Test-checked hospitals/CHCs) 

Thus, there was a substantial increase of 33 per cent in out-patient load in the 

test-checked hospitals/CHCs in 2017-18 as compared to 2013-14. Further, 

 
15 DH Budaun for 2013-14 did not provide the required information and JH Balrampur was established in 2013-14, 

hence both hospitals were not included in the Table. 
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while the average number of doctors available in OPD increased from 22 to 23 

for a DH/JH, there was almost no increase in the average number of doctors 

available for OPD in a DWH and a CHC during 2013-18. Thus, increase in 

out-patient load in the hospitals and CHCs was not accompanied by a 

proportional build up in the number of doctors available, resulting in a rise in 

the number of patients per doctor and a cascading impact in terms of reduction 

of consultation time per patient, as discussed in paragraph 2.5.  

The Government replied (May 2019) that fewer doctors are choosing 

Government service as a career, hence a huge proportion of sanctioned posts 

remained vacant, though measures have been taken to address this situation in 

the form of Walk-in-Interview, Re-employment, On-call consultation and 

enhancement of the superannuation age of doctors.  

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 risk. This necessitates that the gaps 

in the number of doctors and their retention must be tackled on a longer term 

and more sustainable basis. 

2.2. Registration facility for OPD 

Registration counter is the first point of contact with the hospital for a patient 

and is an important component of the hospital experience for patients and their 

attendants. Audit observed that in 2017-18 in the test-checked hospitals, the 

average daily patient load on a registration counter was as shown in Charts 3 

and 4. 

  
 (Source: Test-checked hospitals) 

During 2017-18, the average daily patient load on a registration counter was 

significantly higher in DH Saharanpur (792) and Allahabad (787) than the 

average (460) for the 11 test-checked DHs/JHs. Similarly, the load was 

substantially higher in DWHs Saharanpur (595) and Gorakhpur (402) than the 

average (277) for the 08 test-checked DWHs. Further, in the 22 test-checked 

CHCs, the average daily patient load on a registration counter varied from 87 

to 428 patients, with CHCs in Baharia, Handia and Meja in Allahabad, 

Sahaswan in Budaun, Pipraich in Gorakhpur, Mall and Gosaiganj in Lucknow 

499

787

254249

519
469

337

792

483

295

379

Chart 3: Daily patient load 

per counter in DHs (2017-18)
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Chart 4: Daily patient load 

per counter in DWHs (2017-18)
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Positive feature 

Proper signage system is needed in each hospital 

so that patients and their attendants can move 

around in the hospital premises from one section to 

another in a trouble-free manner. Audit observed 

that for the out-patient services, signage system 

regarding OPD timings/working hours and other 

services were available in all the test-checked 

hospitals/CHCs. Besides drinking water and 

electricity facility were available in all test-

checked hospitals and CHCs. 

and Deoband in 

Saharanpur having 

higher load than the 

average. Due to 

heavy load at 

registration counters, 

long queues of 

patients were 

observed in hospitals. 

The Government 

replied that the 

number of 

registration counters would be increased to reduce waiting time. 

2.3. Other basic facilities in OPD 

Audit observed the following shortcomings in provisioning of basic facilities 

such as suitable seating facility and toilets and in the OPD premises of the test-

checked 41 hospitals/CHCs, as shown in Table 7. 

Table 7: Non-availability of basic facilities in OPD premises 

Facilities Hospitals with non-availability of the facility  

Suitable seating 

facility 

DH Saharanpur, DWH Saharanpur, CHC Kamasin and Naraini in Banda 

Toilets DH Saharanpur and DWH Gorakhpur 

Separate toilets 

for male and 

female 

DH and DWH, Balrampur, DH and DWH, Budaun, DH and DWH, 

Saharanpur, DWH Gorakhpur, CHC Pachperwa and Gaisandi in 

Balrampur, CHC Asafpur, Sahaswan and Samrer in Budaun  

(Source: Test-checked hospitals/CHCs) 

The Government replied that instructions had been issued for provision of 

amenities in all hospitals. However, the fact remains that the basic foundations 

of a satisfactory level of facilities are urgently required to be ensured in the 

concerned hospitals/CHCs. 

2.4. Patient rights and grievance redressal 

NHM Assessorôs Guidebook prescribes the requirement to display the 

Citizenôs Charter at a suitable place in the hospitals towards facilitating 

patients vis-à-vis their rights. Audit observed that Citizenôs Charters were 

displayed in all the test-checked hospitals/CHCs. 

Further, for effective redressal of grievances of patients, NHM Assessorôs 

Guidebook envisaged a mechanism for receipt of complaints, registration of 

complaints and disposal of complaints on a first-come-first-serve basis, noting 

of action taken in respect of complaints in a register, periodic monitoring of 

system of disposals and follow-up by superior authorities as necessary.  

The records of grievance redressal, however, were maintained only in DH 

Agra and JH Lucknow during 2017-18. Thus, in the absence of such records, it 

could not be verified whether these hospitals properly attended to the 

complaints of the patients.  
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The Government in reply stated that the Department had assigned each district 

to one Joint Director level officer who had to visit an assigned district once in 

a month to provide feedback on the available health facilities and functionality 

and submit all the information in the portal designed for this. This review of 

these reports is done usually on monthly basis by top stakeholders including 

the Health Minister, Uttar Pradesh. Government further added that the 

Department was operating a toll free number 1800-180-5145 to address any 

kind of deficiency in service delivery.  

However, the fact remains that there was no record available in the test 

checked hospitals, except DH Agra and JH Lucknow, to derive assurance 

regarding redressal of grievances of patients within the hospitals. In this 

context, the Government replied 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 Assessorôs Guidebook for Quality Assurance provided for evaluation of 

the services provided in an OPD through certain outcome indicators. Audit 

ascertained the quality of out-patient services in the test-checked 

hospitals/CHCs using the following outcome indicators: 

2.5.1. OPD cases per doctor 

OPD cases per doctor is an indicator for measuring efficiency of OPD services 

in a hospital. Audit observed that due to substantial increase in the number of 

out-patients during 2013-18, OPD cases per doctor in the test-checked 

hospitals/CHCs increased significantly during 2013-18 as detailed in Chart 5. 

 (Source: Test-checked hospitals/CHCs) 

Thus, the average number of OPD cases per day per doctor increased during 

2013-18 by 24 per cent in DHs/JHs, 20 per cent in DWHs and 12 per cent in 

CHCs test-checked. Resultantly, examination of the patients was inadequate as 

evidenced by less consultation time per patient, which is an indicator for 

measuring clinical care in OPD.  
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Chart 5: Average OPD cases per day per doctor
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3. Diagnostic services 

Efficient and effective diagnostic services, both radiological and pathological, 

are amongst the most essential health care facilities for delivering quality 

treatment to the public based on accurate diagnosis.  

Audit observed that many of the significant radiology and pathology tests 

were not performed in the test-checked hospitals18 and Community Health 

Centres (CHCs) due to lack of required equipment and skilled manpower. 

Significant audit findings are discussed in the succeeding paragraphs:  

3.1. Radiology services 

The role of radiology is central to disease 

management for the detection, staging and 

treatment of diseases. Adequate availability 

of functional radiology equipment, skilled 

human resources and consumables are the 

key requirements for the delivery of quality 

radiology services.  

3.1.1. Availability of radiology services 

Indian Public Health Standards (IPHS) 2012 prescribed services for the 

hospitals (X-ray, Ultrasonography and CT scan19) and for CHCs (X-ray and 

Ultrasonography). The Department also prescribed (January 2014 and 

September 2015) the facilities of X-ray and Ultrasonography (USG), free of 

cost, in the hospitals and CHCs. 

Audit, however, observed that in none of the test-checked hospitals/CHCs 

except DHs Gorakhpur and Lucknow, all types of prescribed radiology 

services were available during 2013-18. The position of availability of 

radiology services is given in Table 9. 

Table 9: Availability of various types of radiology services 

Radiology 

services 

No. of DHs No. of DWHs No. of CHCs 

Service 

required 

Service 

available 

Service 

required 

Service 

available 

Service 

required 

Service 

available 

X-ray 11 11 08 02 22 14 

Dental X-ray 11 04 08 00 22 01 

Ultrasonography 

(USG) 

11 10 08 05 22 04 

CT scan  08 04 05 00 00 00 

(Source: Test-checked hospitals/CHCs) 

Thus, the DWHs except Agra and Lucknow did not have X-ray facility while 

most of the CHCs did not have ultrasonography facility. Similarly, CT scan 

 
18 District Hospitals (DHs), Joint Hospitals (JHs) and District Women Hospitals (DWHs) 
19 Desired for the hospitals having bed strength of more than 100 beds 

Positive feature 

District hospitals Gorakhpur 

and Lucknow had all types 

of radiology services. 
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service was available in only 04 out of the 13 eligible hospitals20. Also, 

analysis indicated that if the required X-ray machines would have been 

provided in the concerned DWHs/CHCs, approximately 2.50 lakh IPD and 

OPD patients21 would not have been left without X-ray investigations during 

2013-18. 

Absence of radiology services in the above-mentioned hospitals/CHCs was 

mainly due to non-availability of required radiology equipment and/or skilled 

human resources, as detailed in Table 10. 

Table 10: Reasons for non-availabilit y of radiology services 

Radiology service Type of hospital 

No. of hospitals/CHCs lacking services 

Total 
For want of 

equipment 

For want of 

technician 

X-ray DWH 06 06 00 

CHC 08 08 00 

Dental X-ray DH/JH 07 07 00 

DWH 08 08 00 

CHC 21 21 00 

Ultrasonography DH/JH 01 01 00 

DWH 03 02 01 

CHC 18 18 00 

CT Scan DH 04 02 02 

DWH 05 05 00 

(Source: Test-checked hospitals/CHCs) 

Thus, the CT scan machines in DHs Banda and Saharanpur and 

Ultrasonography machine in DWH Banda were non-functional for want of 

technician.  

Further, IPHS prescribe two to three types of X-ray machines of varying 

penetration and radiation levels22 for different radiological investigations. 

Audit, however, observed that out of the 13 hospitals having X-ray services, 

only DHs Agra, Balrampur, Gorakhpur and DH-II Allahabad had all the 

prescribed X-ray machines available.  

Also, 15 radiology equipment, out of the available radiology equipment in the 

hospitals, were lying unutilised for want of repair, manpower and accessories 

in the test-checked hospitals/CHCs (Appendix-III) .  Short availability of the 

full range of X-ray equipment and non-functionality of the available radiology 

equipment impacted the efficiency and appropriateness of level of care to be 

offered in different types of hospitals. 

The Government replied (May 2019) that efforts had been made to ensure 

radiology services through the State Plan as well as through NHM, 

maintenance of bio-medical equipment was being outsourced under NHM and 

CT scan in DH Banda and Saharanpur would be made functional.  

 
20 DHs Agra, Gorakhpur, Lucknow, DH-II Allahabad 
21 Based on the proportion of patients availing X-ray services in 13 test-checked hospitals and 14 CHCs 
22 100 M.A. X-ray machine, 300 M.A. X-ray machine and 500 M.A. X-ray machine for more than 200 bedded 

hospitals; 100 M.A. X-ray machine and 300 M.A. X-ray machine for less than 200 bedded hospitals  
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Notwithstanding the measures taken by Government, the fact remains that 

serious gaps in the basic provision of radiology services, viz. X-ray, 

Ultrasonography, etc., in the test-checked hospitals/CHCs limited the access of 

patients to evidence based treatment facilities and quality care. 

3.1.2. AERB licences for radiology machines 

As per Atomic Energy (Radiation Protection) Rules 2004, for establishing X-

ray and CT scan unit, a license from the Atomic Energy Regulatory Board 

(AERB) is necessary.  

Contrary to the provisions of the said Rules, in 09 out of the 13 hospitals 

where X-ray and/or CT scan facilities were available and 14 CHCs where X-

ray services were provided, the requisite licence from AERB was not 

obtained.  

The Government stated that the process for obtaining licences in the 

concerned test-checked hospitals was underway, but did not elucidate the 

reasons for non- compliance with Rules, which has implications for safety of 

patients as well as staff vis-à-vis potential exposure to excess radiation.  

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 of radiology services, 

availability of essential equipment, reagents and human resources are the main 

drivers for the delivery of quality pathology services through in-house 

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 as well as in CHCs were provided 

through in-house laboratories up to October 2015. However, due to non-

availability of facilities in hospitals for providing the full range of pathology 

services, the Department started (November 2015) engaging private service 

vendors for providing high-end diagnostic services in the hospitals and CHCs. 

Under this arrangement, certain high-end pathological services were 

outsourced23 in 52 hospitals during November 2015 to October 2016. Further, 

in February 2017 pathology services in 95 hospitals and 822 CHCs for a 

period of three years were outsourced24.  

3.2.2. Availability of pathology services 

IPHS prescribed 29 to 70 types of pathological investigations under five 

categories, viz., Clinical pathology (18 to 29 tests), Pathology (01 to 08 tests), 

Microbiology (02 to 7 tests), Serology (03 to 07 tests) and Biochemistry (05 to 

19 tests) to be carried out in the district-level hospitals and CHCs. 

 
23  Under UP Health System Strengthening Project 
24 The private outsourcing partner provided services only in 210 out of the 822 CHCs during 2017-18 and in none of 

the earmarked hospitals. 
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Scrutiny of records disclosed that the full range of desired pathological 

investigations were not available in any of the test-checked hospitals/CHCs. 

The position of availability of investigation facility in the hospitals and CHCs 

is summarised in Table 11. 

Table 11: Availability o f pathology services as on 31 March 2018 

Types of pathology services 

(no. of tests prescribed) 

Hospitals 

without any 

shortfall  

Hospitals with Shortfall (per cent) 

1 to 

25% 

26 to 50% 51 to 

75% 

76 to 

99% 

100

% 

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: Test-checked hospitals/CHCs) 

It can be seen from Table 11 above that every hospital/CHC test-checked 

lacked investigations under one or more sub-categories. Further, none of the 

desired investigations under the microbiology and pathology sub-categories 

were carried out in 11 and 09 hospitals respectively.  

Thus, despite engaging private service providers, pathology services were not 

available as prescribed in IPHS, depriving the public from availing evidence 

based health care. Non-availability of essential equipment and short 

deployment of skilled human resources in the test-checked hospitals were 

amongst the reasons for the absence of desired investigation facilities.  

The Government responded that all efforts had been made to ensure all types 

of pathology services in the hospitals and that in-house pathology of the 

hospitals was also being strengthened.  

Notwithstanding the above, the provision of evidence-based treatment 

remained largely unachieved, especially in respect of diseases requiring 

clinical, serological and biochemistry investigations during 2013-18. 
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3.2.3. Essential resources- equipment and human resources 

Equipment: IPHS prescribe 21 to 51 types of pathology equipment for the 

hospitals25 depending upon their bed capacity. Besides, the Department 

prescribed 06 types of equipment for each CHC. 

Audit observed that the full range of prescribed pathology equipment was not 

available in the test-checked hospitals (shortfalls: 19 to 77 per cent) and in 

CHCs (shortfalls: 17 to 83 per cent). Shortfall of more than 60 per cent in the 

number of equipment was noticed in DHs Agra, Balrampur, Banda, Budaun, 

Lucknow, Saharanpur, DH-II Allahabad and DWHs Agra, Banda and 

Lucknow. Similarly, there was a major shortfall of equipment in CHCs Nagal, 

Saharanpur (100 per cent), Baroli Ahir, Agra (83 per cent), Asafpur, Budaun 

(67 per cent) and Campiarganj, Gorakhpur (67 per cent).  

Audit also observed that in 05 test-checked hospitals, 09 pathological 

equipment were lying unutilised for a period ranging between 12 and 30 

months for want of repair (06 equipment) and for want of reagents (03 

haematology analysers). This further aggravated the shortfall in functional 

equipment in the hospitals (Appendix-IV).  

The Government replied that the Department was building in-house capacity 

of pathological services and budget had been allotted for the same. However, 

fact remains that test-checked hospitals/CHCs did not have prescribed 

pathological equipment which affected the quality of patient care offered by 

these hospitals/CHCs.   

Human resources: Lab Technicians (LTs) are the key personnel for in-house 

laboratories and are responsible for taking samples and carrying out all 

prescribed pathological investigations. However, out of the 19 test-checked 

hospitals, 10 hospitals had no shortfall in LT cadre, while in 05 hospitals26 

shortfall in the number of LTs against the sanctioned strength ranged between 

11 and 43 per cent. In the remaining 04 hospitals27, LTs were deployed over 

and above the sanctioned strength.  

When compared against the IPHS, the shortfall in the number of LTs ranged 

between 11 and 89 per cent in 15 test-checked hospitals while there was an 

excess of LTs in the remaining 04 test-checked hospitals28.  

Similarly, out of the 22 test-checked CHCs, in three CHCs29 no LTs were 

deployed; in 18 CHCs, LTs were deployed as per sanctioned strength and in 

CHC Gosaiganj, Lucknow only one LT was deployed against the sanctioned 

strength of two LTs. Further, as in the case of hospitals, shortages of LTs were 

higher when compared to the IPHS. 

 
25 The Department did not prescribe any norms for district hospitals. 
26 DH Agra (43 per cent), DH-II Allahabad (11 per cent), DH Banda (25 per cent), DH Lucknow (11 per cent) and 

DH Saharanpur (40 per cent) 
27 DHs Budaun, Gorakhpur, DWH Lucknow and JH Lucknow  
28 DH-II Allahabad, JH Balrampur, DH Gorakhpur and JH Lucknow 
29 CHCs- Jaitpur Kalan and Kheragarh, Agra and Samrer, Budaun 
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Thus, pathological investigations were hindered in the hospitals and CHCs 

wherever LTs were not deployed as per sanctioned strength and/or IPHS.  

The Government replied that only 56 per cent of the sanctioned posts of 

laboratory technicians were filled due to pendency of recruitment of 729 posts 

with UPSSSC30 since 2016. It also stated that for seamless functioning of 

routine laboratory services, the Department had engaged 403 laboratory 

technicians on contractual basis all across the State.  

The reply of Government underscores the Governmentôs failure to take timely 

effective action for recruitment of the vacant posts of LTs. Further proactive 

steps are needed to rationalise the deployment of LTs in the hospitals and 

CHCs. 

3.2.4. Quality assurance of pathology services 

Quality testing of in-house pathological services was not done during 2013-18 

in any of the test-checked hospitals/CHCs which was in contravention of 

IPHS. 

Further, as discussed in paragraph 3.2.1, private service providers were 

engaged (November 2015 to October 2016) to provide high-end pathological 

services in 52 district hospitals. As per the terms of the contracts, one per cent 

pathological test results performed by the service providers were to be 

validated by an External Quality Agency (EQA).  

Scrutiny of records revealed that against 31.14 lakh pathological investigations 

performed by the service providers in 52 district hospitals (including 12 

hospitals test-checked) in the State during December 2015 to March 2018, 

validation of results through EQA was carried out in respect of 59,511 (1.91 

per cent) test results. Of these, 3,861 results (6 per cent) were found 

unsatisfactory and 5,792 test results (10 per cent) were rejected by EQAs. 

Hospital-wise details of EQA validation were, however, not furnished to audit. 

Further, ̀  5.41 crore penalty was imposed and recovered from the service 

providers for carrying out sub-standard investigations as per EQA validation.  

The Government replied that direction for ensuring quality assurance of the 

test results through EQA was issued, in-house pathology in all hospitals and 

CHCs was being strengthened and Standard Operating Procedures were issued 

to all peripheral offices. 

The reply is not acceptable, as Standard Operating Procedures or related 

directions was not issued by the State Government for EQA validation of in-

house pathology services.  As a result, none of the test-checked hospitals and 

CHCs sent sample of test results of in-house pathology services for external 

assessment and validation during 2013-18. Thus, building minimum quality 

standards into the health system remains a challenge. 

 

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

Time taken in receiving samples from the patients after being prescribed by 

the doctors, for investigations i.e., Waiting Time (WT) and time taken in 

getting the investigation done and reporting the results to the patients i.e. 

Turn-around Time (TAT) reflect overall efficiency of the diagnostic services 

in terms of patientôs satisfaction. The doctors issue the test indent forms to the 

patients prescribing the radiology and pathology investigations after which the 

patients register themselves in the concerned department/section for giving of 

the required samples/tests. 

Audit observed that the test-checked hospitals/CHCs neither preserved the test 

indent forms nor recorded the date of issue of test indents in the registration 

registers during 2013-18. Therefore, the time lag between the two events viz. 

recommendation for investigation by the doctor and taking out of the sample 

was not ascertainable in audit. Further, in the absence of the test indent forms, 

it was not ascertainable whether all investigations were performed by the 

hospitals/CHCs. 

Besides, no records were maintained in any of the test-checked 

hospitals/CHCs regarding TAT in respect of radiological and pathological 

investigations performed during 2013-18. 

The Government assured in reply that necessary instructions would be issued 

to the hospitals and CHCs for recording the waiting time and turn-around time 

in the prescribed records.  

To sum up, the provisioning of diagnostic services in the test-checked 

hospitals was sub-optimal, marred by inadequacy of prescribed equipment 

and shortage of human resources, thus depriving patients of evidence-based 

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 efficiency of diagnostic services. 
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4. In-patient services 

Indoor Patients Department (IPD) refers to the areas of the hospital where 

patients are accommodated after being admitted, based on doctorôs/specialistôs 

assessment, from the Out-Patient Department, Emergency Services and 

Ambulatory Care. In-patients require a higher level of care through nursing 

services, availability of drugs/diagnostic facilities, observation by doctors, etc.  

Figure 4: IPD services in a hospital 

 

While availability of doctors, nurses, essential drugs/equipment, dietary 

services and patient safety along with performance evaluation are included in 

this chapter, diagnostic services and drug management are discussed in 

Chapters 3 and 7 respectively. Similarly, the results of audit scrutiny of 

infection control practices in the test-checked hospitals are discussed in 

Chapter 6. Also, Maternity services in DWHs have been commented upon in 

Chapter 5. The following paragraphs discuss the in-patient services of eleven 

DHs (including two JHs) and 22 CHCs test-checked in audit.  

4.1. Availability of in -patient services 

As per NHM Assessorôs Guidebook, a DH should provide specialist in-patient 

services pertaining to General Medicine, General Surgery, Ophthalmology, 

Orthopaedics, etc. Audit observed that the required services were, however, 

not available in the test-checked DHs as shown in Table 12. 

Table 12: In -patient services in District Hospitals 

Hospital Act Bur  Dia GM GS Oph Orth  Phy Psy 

DH Agra No No No Yes Yes Yes Yes Yes No 

DH Allahabad No No No Yes Yes Yes Yes No No 

DH Balrampur No No No Yes Yes Yes Yes No No 

DH Banda Yes Yes No Yes Yes Yes Yes Yes No 

DH Budaun No Yes No Yes Yes Yes Yes No No 
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Hospital Act Bur  Dia GM GS Oph Orth  Phy Psy 

DH Gorakhpur No Yes No Yes Yes Yes Yes No No 

DH Lucknow No Yes Yes Yes Yes Yes Yes Yes Yes 

DH 

Saharanpur 
Yes Yes Yes Yes Yes Yes Yes Yes No 

DH-II 

Allahabad 
No No Yes Yes Yes Yes Yes No No 

JH Balrampur No No No Yes Yes Yes Yes No No 

JH Lucknow No No No Yes Yes Yes Yes Yes No 

*Act: Accident and trauma ward, Bur: Burn ward, Dia: Dialysis, GM: General medicine, GS: General 

surgery, Oph: Ophthalmology, Orth: Orthopedics, Phy: Physiotherapy, Psy: Psychiatry 

(Source: Test-checked hospitals, 2017-18)  

Thus, while General medicine, General surgery, Ophthalmology and 

Orthopaedic services were available in all the test-checked DHs, Accident and 

trauma ward, Burn ward, Dialysis, Physiotherapy and Psychiatry indoor 

services were available in less than half of the test-checked DHs/JHs.  

The Government replied (May 2019) that the Department was implementing 

Basic Minimum Module to ensure availability of essential medical care 

specialisation. Further, the District Mental Health Program was running in 45 

districts and in these districts, provision of psychiatry indoor facility is 

available, while there were 31 trauma centres, 29 plastic and burn units, and 

30 dialysis units functioning in the State.  

The fact, however, remains that the in-patient services as mentioned in the 

audit observation were not available in the test-checked hospitals.   

Table 13: In -patient services in CHCs 

(Source: Test-checked CHCs, 2017-18) 

The Government admitted that due to shortage of specialists, all specialised 

services could not be ensured at the CHC level. 

4.2. Availability of human resources 

4.2.1. Doctors and nurses 

IPHS envisage that doctors and nurses should be available round the clock in 

IPD to provide due medical care to the in-patients. The availability of doctors 

and nurses in test checked hospitals/CHCs are detailed in Appendix-V. During 

2017-18, there was shortage/excess availability of doctors and nurses in the 

DHs, as shown in Chart 6. 

Sl. 

No 
In patient service 

CHCs with 

service available 

(total test-

checked 22) 

Similarly, as seen from Table 13, 12 

out of the 22 test-checked CHCs did 

not have a paediatrician available for 

providing specialised child healthcare 

related services, which was 

inconsistent with the norms stipulated 

in the NHM Assessorôs Guidebook 

1 General medicine  18 

2 Paediatric services 10 

3 Maternal health  22 
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4.2.2. Rosters for doctors and nurses 

To ascertain the availability of doctors for providing various indoor health 

care services in IPD, Audit requisitioned the roster of doctors but none of the 

hospitals furnished the same. In the absence of the doctorsô roster, Audit could 

not ascertain the availability of doctors for the IPD. 

The Government replied that doctors were always available óon callô in IPD 

and instructions would be issued to ensure the availability of doctors in IPD as 

per the requirement. 

The reply is not acceptable, as the General Duty doctor was required to be 

available in the IPD all the time31.  

Further, Audit observed that the test-checked DHs maintained the roster of 

duty in IPD for nurses, except by the DHs detailed in Table 14. 

Table 14: Shift-wise non-availability of roster for nurses in IPD in DHs/JHs 

Shift 
2013-14  

(May-2013) 

2014-15  

(Aug-2014) 

2015-16  

(Nov-2015) 

2016-17  

(Feb-2017) 

2017-18  

(May-2017) 

Shift-1 

(8 am to  

2 pm) 

5 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur, JH 

Balrampur)  

4 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur 

4 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur) 

3 (Budaun, 

Gorakhpur, 

Saharanpur) 

3 (Budaun, 

Gorakhpur, 

Saharanpur) 

Shift-2  

(2 pm to  

8 pm) 

5 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur, JH 

Balrampur) 

4 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur) 

4 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur) 

3 (Budaun, 

Gorakhpur, 

Saharanpur) 

3 (Budaun, 

Gorakhpur, 

Saharanpur) 

Shift-3  

(8 pm to  

8 am) 

5 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur, JH 

Balrampur) 

4 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur) 

4 (Balrampur, 

Budaun, 

Gorakhpur, 

Saharanpur) 

3 (Budaun, 

Gorakhpur, 

Saharanpur) 

3 (Budaun, 

Gorakhpur, 

Saharanpur) 

(Source: Test-checked hospitals) 

Thus, lack of maintenance of roster of duty for nurses in IPD indicated ad 

hocism in the system of patient care in the concerned test-checked hospitals. 

Further, Nursing Council of India (NCI) recommends one nurse per six beds 

in the general ward of a DH. The details of 8 test-checked DHs where rosters 

for duty of nurses in IPD were maintained in 2017-18, are given in Table 15. 

Table 15: Beds against one nurse in IPD in DHs/JHs (2017-18) 

Shift 
DH 

Agra 

DH 

Allahabad 

DH-II 

Allahabad 

DH 

Balrampur  

JH 

Balrampur  

DH 

Banda 

DH 

Lucknow 

JH 

Lucknow 

Shift-I 21 13 12 25 25 6 15 20 

Shift-

II  
43 38 20 37 25 10 15 25 

Shift-

III  
43 25 20 37 25 10 15 25 

(Source: Test-checked hospitals) 

 
31 Assessorôs Guidebook for Quality Assurance in District Hospitals 
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Thus, except for Shift-I in DH Banda, none of the test-checked hospitals 

complied with the NCI norms in respect of nursing care.  

Further, in the 22 test-checked CHCs, the number of nurses in Shifts-II and III 

were either one or two for the entire IPD, thus one nurse was available for 15 

to 30 beds except in CHC Kamasin (04-bedded) in Banda, CHCs Meja, 

Handia and Baharia in Allahabad (number of functional beds ranged between 

11 to 20) and CHCs ï Samrer and Asafpur in Budaun (number of functional 

beds were 10 in each CHC).  

The Government replied that nurses had also been engaged on contractual 

basis and the deployment of nurses would be reworked and rationalised. 

The fact remains that the sub-optimal nurse to bed ratio in all the test-checked 

DHs and CHCs would have adversely affected the quality of nursing care in 

these hospitals. 

4.2.3. Para-medical staff 

The paramedical staff was responsible for implementation and management of 

the prescribed treatment plan and to deal with the patients in emergent medical 

situations. Audit observed that there was shortage/excess of para-medical staff 

in the test-checked DHs/CHCs32, as shown in Table 16. 

Table 16: Details of availability of para-medical staff 

DHs with shortage of para-medical noticed 

against the sanctioned strength 

(in per cent) 

DHs with excess para-medical staff 

posted against sanctioned strength 

(in per cent) 

Allahabad (7), Balrampur (20), JH Balrampur 

(26) and Banda (45) 

Saharanpur (9), Lucknow (41), DH-II 

Allahabad (64), Gorakhpur (75), Agra 

(184), JH Lucknow (356) 

CHCs with shortage of staff para-medical 

staff noticed against the sanctioned strength  

(in per cent) 

CHCs with excess para-medical staff 

posted against sanctioned strength 

(in per cent) 

11 to 22 per cent in Gaisandi and Pachperwa, 

Balrampur; Naraini, Banda; Campiarganj, Pali 

and Pipraich, Gorakhpur; Gosaiganj and 

Sarojini Nagar, Lucknow; Nagal, Saharanpur; 

Meja and Baharia, Allahabad 

60 per cent in Jaitpur Kalan, Agra 

Mall (14), Lucknow; Deoband (38), 

Saharanpur; and Baroli Ahir (100), Agra 

(Source: Test-checked hospitals/CHCs) 

Thus, it was observed that maximum shortage and excess of para-medical staff 

vis-à-vis the sanctioned strength ranged between 45 per cent in DH Banda and 

356 per cent in JH Lucknow, respectively, underscoring the inequitable 

deployment of para-medical staff, who share with physicians, the direct 

responsibility of patient care.  

The Government stated that the vacancies of para-medical staff are being 

filled up through regular as well as contractual engagements and recruitments 

and their deployment would be reworked and rationalised.  

 
32 DH Budaun and CHCs Asafpur, Samrer and Sahaswan, Budaun; and Behat, Saharanpur did not furnish to audit the 

sanctioned strength of para-medical staff. 



Performance Audit Report on Hospital Management in Uttar Pradesh for the year ended March 2018 

30 

4.3. Availability of essential drugs and equipment 

To ascertain the availability of essential drugs in the IPD, Audit examined 

availability of 14 types of essential drugs33 prescribed in the NHM Assessorôs 

Guidebook during the sampled months, as shown in Table 17. 

Table 17: Availability of essential drugs in DHs 

Hospital34 
Number of drugs available out of the 14 test-checked drugs 

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

DH Agra 9 9 9 9 9 

DH Allahabad 10 10 10 10 10 

DH Budaun 10 10 10 10 10 

DH Balrampur 5 4 7 9 7 

DH Banda 11 8 10 11 11 

DH Gorakhpur 7 10 8 8 8 

DH Lucknow 12 12 12 12 12 

JH Lucknow 6 3 7 11 11 

DH Saharanpur 10 12 11 11 12 

DH-II Allahabad 11 11 11 11 11 

(Source: Test-checked hospitals)  

Thus, non-availability of the essentials drugs such as Adrenaline (used in 

emergencies to treat very serious allergic reactions to improve breathing, 

stimulate the heart, raise a dropping blood pressure, etc.), Diclofenac Sodium 

(used to relieve pain, inflammation and joint stiffness), Salbutamol (used to 

treat asthma, chronic bronchitis, and to prevent exercise-related asthma) etc. in 

the IPD of the test-checked DHs indicated that either the quality of treatment 

was compromised or the patients were compelled to buy these drugs from 

outside. 

According to NHM Assessorôs Guidebook, DHs are required to ensure the 

availability of equipment and instruments for examination and monitoring of 

patients. However, Audit observed that during 2017-18, out of the sampled 19 

essential equipment35, DH Balrampur had 9 equipment while DHs Agra and 

Allahabad had 11 each. The rest of the 08 DHs had 14 to 17 equipment 

available. Further, none of the test-checked DHs executed an Annual 

Maintenance Contract for IPD equipment. 

Thus, important equipment such as Crash-cart (used for transportation and 

dispensing of drugs and consumables on site) in DHs Agra, Allahabad, 

Balrampur and DH-II Allahabad; Defibrillator (used in cardiac arrest) in DHs 

Agra, Balrampur and Budaun; Doppler (estimation of blood flow) in 07 DHs; 

and Glucometer (estimation of blood sugar) in DH Balrampur, were not 

available.  

 
33 Activated Charcoal, Adrenaline, Aminophylline, Antiserum Polyvalent Snake Venom, Atropine sulphate, Dextrose, 

Dextrose with normal saline, Diclofenac Sodium, Digoxin, Metoclopramide, Ringer Lactate, Salbutamol, Sodium 

Chloride and Vitamin K (Phytomenadione) 
34 JH Balrampur did not maintain the relevant records.  
35 Adult Bag and Mask, AED, Baby Bag and Mask, BP Apparatus, Crash-cart, Defibrillator, Doppler, Dressing kit, 

Dressing material, Dressing trolley, ET Tubes, Foetoscope, Glucometer, Laryngoscope, Oxygen flow meter, 
Suction machine, Thermometer, Weighing scale for adult and Weighing scale for baby. 
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The Government responded that the availability of essential drugs and 

equipment in IPD would be ensured according to the required norms.  

4.4. Operation Theatre services 

Operation Theatre (OT) is an essential service that is to be provided to the 

patients. IPHS guidelines prescribe OTs for elective major surgery, emergency 

services and ophthalmology/ENT (ear, nose and throat) for district hospitals 

having bed strength of 101 to 500. Availability of OTs required for various 

services was as shown in Table 18. 

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

Hospital36 
OT for elective 

major surgeries 

OT for emergency 

surgeries 

OT for 

ophthalmology/ENT 

DH Agra Yes No Yes 

DH Allahabad Yes No Yes 

DH Balrampur Yes No37 Yes 

DH Banda Yes38 Yes Yes 

DH Budaun Yes Yes Yes 

DH Gorakhpur Yes Yes Yes 

DH Lucknow Yes Yes Yes 

DH Saharanpur Yes Yes Yes 

DH-II Allahabad Yes No Yes 

JH Balrampur Yes No Yes 

JH Lucknow Yes Yes Yes 

(Source: Test-checked hospitals) 

Further, Audit observed that Minor OT was not available in 09 CHCs39 out of 

the 22 test-checked. This in effect would have denied patients from receiving 

even minor surgical operations as part of the treatment process, thereby 

driving them in the direction of private clinics, 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 directions would be issued to activate emergency surgery services in 

the district hospitals and CHCs. 

As per NHM Assessorôs Guidebook, surgeries performed per surgeon is an 

indicator to measure efficiency of the hospitals. Analysis of the records of 

surgeries conducted on the basis of a sample of the last quarter of 2017-18 in 

the test-checked DHs, indicated substantial variation in the number of major 

and minor surgeries per surgeon in the test-checked hospitals as shown  

in Table 19. 

 

 

 

 
36 DH and JH Balrampur have less than 100 beds. 
37 Minor OT is available. 
38 Due to non-availability of a surgeon, the OT services were not functional since December 2017 
39 CHCs ï Baroli Ahir, Jaitpur Kalan and Kheragarh in Agra, Asafpur, Sahaswan and Samrer in Budaun, 

Campiarganj, Pali and Pipraich in Gorakhpur 
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As evident from the table given above, the essential drugs and equipment in 

OT were short in respect of all hospitals. Significant shortage in terms of 

equipment and drugs was observed in 08 and 05 hospitals respectively. Thus, 

the resources available for OTs in the test-checked hospitals were insufficient, 

implying that quality of surgical treatment would have been adversely affected 

in these test-checked hospitals.  

The Government stated that the availability of drugs and equipment would be 

ensured according to the required norms.  

4.4.2. Documentation of OT procedures 

NHM Assessorôs Guidebook prescribes that surgical safety checklist, pre-

surgery evaluation records and post-operative evaluation records for OTs 

should be prepared for each case. The availability of required records in the 11 

test-checked DHs during 2013-18 was as detailed in Table 21. 

Table 21: Documentation of OT procedures 

Hospital 
Surgical safety 

checklist 

Pre-surgery 

evaluation records 

Post-operative 

evaluation records 

DH Allahabad Partially maintained in 2015-18 

Other 10 test-checked DHs Not maintained 

(Source: Test-checked hospitals) 

In the absence of surgical safety checklist, pre-surgery evaluation records and 

post-operative evaluation records for OTs, it was not ascertainable whether 

safety procedures in OTs were adhered to in the test-checked DHs. 

The Government stated that instructions would be issued to hospitals to 

prepare required records and follow all safety procedures in OTs. 

4.5. Intensive Care Unit services 

Intensive Care Unit (ICU) is essential for critically ill patients requiring highly 

skilled life-saving medical aid and nursing care. These include major surgical 

and medical cases such as head injuries, severe haemorrhage, poisoning etc.  

4.5.1. Availability of ICU services 

Intensive care services in a District Hospital are essential for providing 

minimum assured services as per the IPHS for DHs having more than 100 

beds.  

Audit observed that only DH Lucknow and Gorakhpur had an ICU. Thus, in 

the absence of ICU facility, patients approaching district hospitals despite 

being in an emergent condition were likely to be referred and/or passed on to 

higher facility public or private hospitals.  

The Government stated that ICU services would be provided after conducting 

a gap analysis.  

4.5.1.1. Discrepancies in available intensive care services 

¶ As per IPHS, the number of ICU beds should be 05 to 10 per cent of the 

available number of beds in the hospital. Audit observed that only two per 
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Heavy seepage in the ICU, DH Lucknow 

(25.09.2018) 

cent beds in DH Lucknow42 and three per cent of the beds in DH 

Gorakhpur were earmarked for ICU. 

¶ ICU is required to be equipped with essential equipment, viz., High-end 

Monitor, Ventilator, Defibrillator, Ultrasound for invasive procedures, etc. 

as per NHM Assessorôs Guidebook. Audit observed that only six High-end 

Monitors were available against the requirement of 14, seven Infusion 

pumps were available against the requirement of 14, while Ventilators, 

Ultrasound for invasive procedures and Arterial Blood Gas (ABG) 

analysis machine were not available at all in DH Lucknow. Similarly, in 

DH Gorakhpur, there were no Ventilators, Infusion Pumps, Ultrasound for 

invasive procedures and ABG analysis machine. 

¶ Out of the 14 essential drugs for an ICU as prescribed in NHM Assessorôs 

Guidebook, Audit observed that during 2017-18, two drugs (Activated 

Charcoal and Antiserum Polyvalent Snake Venom) were not available in 

DH Lucknow, while DH Gorakhpur did not have six43 drugs. 

¶ As per the norms of the Indian Nursing Council, one nurse is required for 

each bed in ICU. In DH Lucknow, it was observed that the bed to nurse 

ratio in Shift-I was 3.5:1 and in Shifts-II and III 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. 

¶ IPHS prescribe that a hospital 

building should 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 

noticed as depicted alongside. 

The Government replied that the issues would be examined and instructions 

would be issued to hospitals to take necessary corrective action.  

4.6. Emergency services 

4.6.1. Availability of emergency services 

As per IPHS, emergency OT is required to be available in each DH but as 

discussed previously, it was not available in DH Agra, DH and DH-II 

Allahabad, DH and JH Balrampur out of the 11 test-checked DHs. Audit also 

observed that accident and trauma care services were available in only DH 

Banda and Saharanpur.  

 
42 In DH Lucknow, the ICU catered only to cardiac patients. 
43 Activated Charcoal, Salbutamol, Ringer Lactate, Digoxin, Vitamin K (Phytomenadione) and Antiserum Polyvalent 

Snake Venom 
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Further, none of the 22 test-checked CHCs attended to all types of emergency 

care services, except for snake bite and other cases not requiring diagnostic 

services. For other emergencies, such as cardiac arrest and severe pneumonia 

etc., CHCs effectively served only as referral centres. 

The Government replied that proper emergency services would be ensured in 

all CHCs.   

4.6.2. Accident and trauma care services  

Government of Uttar Pradesh sanctioned equipment and human resources as 

per norms fixed in July 2015 in order to operationalise Trauma Centres in the 

district hospitals. 

Audit observed the following in DHs Banda and Saharanpur, wherein Trauma 

Centres were functioning: 

¶ In DH Banda, due to non-availability of surgeon, surgery services in the 

Trauma Centre were not available since December 2017 and patients 

were referred to higher facilities after providing primary treatment. 

¶ In DHs Banda and Saharanpur, 52 per cent and 43 per cent of Trauma 

Centre related equipment, such as X-ray machine, Portable USG, 

Anaesthesia machine, ABG analysis machine and Defibrillator, 

respectively were not available and the required human resources were 

also not deployed. 

Thus, non-availability of vital equipment jeopardized the quality of medical 

care administered to the patients in the Trauma Centres in DH Banda and DH 

Saharanpur.  

The Government replied that deployment of a surgeon would be made at the 

earliest and essential equipment 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 identified and 

given treatment on priority. NHM Assessorôs Guidebook prescribes standard 

treatment protocol for triaging44 of patients getting admitted in an emergency 

department. However, there was no evidence of triaging being done during 

2013-18 in the test-checked hospitals/CHCs. Further, Audit could not 

ascertain the average turn-around time of the patients admitted in the 

emergency department due to non-maintenance of relevant records.  

Thus, assurance could not be drawn regarding efficacy of the emergency 

services in terms of classification of patients according to the criticality of 

their condition and the turnaround time. 

 
44 The process of sorting people based on their need for immediate medical treatment as compared to their chance of 

benefiting from such care.  
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The Government replied that triaging was done in emergency and instructions 

would be issued to document the procedure. However, lack of proper records 

not only limits the ability of audit to provide assurance in this regard but also 

impairs the ability of the hospitals to monitor and improve emergency 

services. 

4.6.4.    Continuity of care during emergency 

As per NHM Assessorôs Guidebook, hospitals were required to ensure referral 

services for transfer to other/higher health facilities during emergencies to 

ensure continuity of care of the patients. 

Audit observed that none of the 11 test-checked DHs except DH Allahabad 

had a system of preparation of referral cards for patients to be referred.  

The Government in its response stated that necessary instructions would be 

issued to all DHs/CHCs to ensure referral linkages and to prepare referral 

cards. 

4.7.    Dietary services 

IPHS envisage dietary service as an important therapeutic tool. It is, therefore, 

essential that the quality and quantity of the diet should be of the requisite 

standard. The Government Order (2011) prescribes six types of diet45 for in-

patients, to be provided free of cost as per the advice of the doctor.  

Scrutiny of records, however, revealed that 

during 2017-18, the patients were provided 

six types of diet in DHs Lucknow and 

Saharanpur, four types in DH Banda and 

DWH Lucknow, three types in DH Agra and 

two types in DH Budaun and DH-II  

All ahabad, while in the rest 12 hospitals and 

19 CHCs46 test-checked, the patients were not provided different diets. Non-

provision of the six types of diet indicated that the distinctive dietary 

requirements of the different categories of patients were ignored in the 

concerned test-checked hospitals. 

The dietary services provided are documented through a Diet Register which 

records the diets distributed to the patients in the hospital. Audit, however, 

observed that Diet Registers were not maintained in DH Banda for 2013-16, 

DWH Gorakhpur for 2013-17 and JH Balrampur for 2013-18 out of the 19 

hospitals test-checked. Similarly, Diet Registers were not maintained in 07 to 

09 CHCs47 out of the test-checked 19 CHCs during 2013-18.  

 
45 Full milk diet, half milk diet, full atta diet, half atta diet, full khichdi diet, and half khichdi diet. 
46 CHCs Baharia, Handia and Meja, Allahabad did not furnish records to audit. 
47 Jaitpur Kalan in Agra for 2013-18, Asafpur in Budaun for 2013-18, Gaisandi for 2013-18 and Pachperwa for 2013-

17 in Balrampur, Naraini for 2013-16 and Kamasin for 2013-15 in Banda, Campiarganj, Pali and Pipraich in 
Gorakhpur for 2013-18.  

Positive feature 

District hospitals Lucknow 

and Saharanpur provided 

all six types of prescribed 

diets to the in-patients. 
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Thus, in the absence of Diet Registers, Audit could not derive an assurance 

whether diet was provided to in-patients during 2013-18 in the above 

mentioned hospitals/CHCs.  

Further, scrutiny in audit revealed that during 2017-18, the dietary services 

were provided through in-house arrangement in 12 test-checked hospitals and 

outsourced in 07 hospitals48.  

Audit compared the expenditure on in-house diet services in five test checked 

hospitals, which revealed substantial variation ranging between `  29 to ̀  102 

per patient per day. Similarly, in respect of outsourced dietary services, per 

patient per day expenditure varied between `  71 and ̀  100 in six test-checked 

hospitals. The remaining 08 hospitals49 did not provide the related 

information. 

None of the test-checked hospitals/CHCs had a system of quality testing of the 

diet provided to the in-patients during 2013-18, except for DH Gorakhpur and 

JH Lucknow during 2013-18, DH Banda during 2017-18 and CHC Pipraich, 

Gorakhpur during 2016-18. Resultantly, Audit could not derive an assurance 

regarding the quality of the diet provided in the test-checked hospitals/CHCs.  

The Government replied that the matter would be examined and accordingly 

necessary directions would be issued to the hospitals/CHCs.  

4.8.   Patient safety 

4.8.1. Disaster management capability of hospitals 

Standard Operating Procedures of the Emergency Support Function-Public 

Health & Sanitation of GoUP50, 2010 (SOP-ESF) require that a Disaster 

Management Plan (DMP) be developed for each hospital to trigger mechanism 

of preparedness in case of signal of a disaster in the hospital and also organise 

disaster management training for hospital staff and conduct periodic mock 

drills in the hospitals. Further, NHM Assessorôs Guidebook envisages that in 

each hospital, SOPs should be available and a disaster management committee 

should be constituted.   

Audit, however, observed that out of the 

19 test-checked hospitals, only DH 

Gorakhpur and DWH Allahabad51 had 

prepared DMP. Both DH Gorakhpur52 and 

DWH Allahabad had formed a Disaster 

Management Committee as well. SOPs for 

disaster and mass casualty management 

were available in DWH Allahabad, DH 

and DWH 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 Gorakhpur. In DH and DWH Saharanpur, the services were 

outsourced but the preparation was done in the in-house kitchen. 
49 DH and DH-II Allahabad, DH, DWH and JH Balrampur, DH and DWH Banda and DH Budaun 
50 The High Powered Committee on Disaster Management, 2001 of GoUP identified 14 emergency support functions. 
51 This was reported to Audit by DWH Allahabad but no supporting documents were available. 
52 DH Gorakhpur formed the Committee in January 2018. 

Positive feature 

District hospitals Allahabad 

and Gorakhpur had Disaster 

Management Committee and 

also prepared Disaster 

Management Plan. 
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Further scrutiny revealed that only DH Banda, DH Gorakhpur, DH Lucknow, 

DWH Allahabad and DWH Saharanpur had provided training to staff on 

disaster management and conducted mock drills53 amongst the test-checked 

hospitals/CHCs. 

The Government did not give a specific reply regarding the instances of non-

compliance of the SOP on Disaster Management pointed out by audit 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 respect of safety from fire for the hospital buildings. Audit, 

however, observed that in the test-checked 19 hospitals and 22 CHCs, fire 

safety audit was not conducted during 2013-18. 

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

required that fire extinguishers must be installed in every hospital, so that the 

safety of the patients/attendants/visitors and the hospital staff may be ensured 

in case of any fire in the hospital premises.  

Audit observed that during 2017-18, safety of patients, attendants, visitors and 

the hospital staff from fire was compromised in 07 CHCs54 out of the 22 test-

checked, as no fire extinguishers were available in these CHCs. In respect of 

hospitals, while fire extinguishers55 were available in 2017-18 in each hospital, 

their numbers varied widely, as shown in Chart 10. 

 
(Source: Test-checked hospitals) 

 
53 In DH Gorakhpur and DH Lucknow, mock drills were conducted in December 2017 and February 2018, while no 

supporting documents were provided to Audit in DH Banda, DWH Allahabad and DWH Saharanpur in respect of 

the mock drills claimed to be conducted. 
54 CHCs ï Baroli Ahir, Jaitpur Kalan and Kheragarh in Agra, Baharia, Handia and Meja in Allahabad and 

Campiarganj in Gorakhpur. 
55 In the absence of any benchmark or fire safety audit, number of fire extinguishers available were compared against 

the total number of beds. 
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Chart 9: No. of beds against one fire extinguisher
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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 

extinguisher was available against 

25 beds. 

UP Fire Norms also prescribe for 

an evacuation plan along with 

photographs of evacuation routes 

and staircases for evacuating 

patients and staff during emergency 

(disaster incidents) situations. Out 

of the 19 test-checked hospitals, the 

evacuation plans and photographs 

of evacuation routes and staircases 

were available in DH-II Allahabad, 

JH and DWH Lucknow only, while photographs of evacuation routes and 

staircases were available in DWH Allahabad also. In respect of CHCs, the 

evacuation plan was available only in CHC Gosaiganj, Lucknow, while the 

photographs of evacuation routes and staircases were present in CHCs 

Gosaiganj, Lucknow and Pipraich, Gorakhpur.  

The Government replied that fire safety arrangement has been initiated 

through the State budget from 2017-18, under which presently 28 hospitals 

and 232 CHCs are being covered in a phased manner. 

4.9.   Evaluation of in-patient services through Outcome Indicators 

The IPD services provided during 2013-18 in the 10 test-checked DHs56 were 

evaluated through certain Outcome Indicators (OIs), viz., 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 Records, Absconding Rate, Referral Out Rate 

(ROR), Discharge Rate (DR) and Bed Turnover Rate (BTR). The 

categorisation and methodology of evaluating these OIs are discussed in 

Appendix-VI . In the absence of information such as date of discharge, patient 

status, etc. being recorded in the IPD register in several hospitals, BHTs57 

were evaluated for calculating the average outcome for the aforementioned 

outcome indicators.   

Further, Audit observed that 08 out of the 22 test-checked CHCs ï Asafpur, 

Sahaswan and Samrer in Budaun, Gaisandi and Pachperwa in Balrampur, and 

Campiarganj, Pali and Pipraich in Gorakhpur did not maintain BHTs. Thus, 

assurance could not be derived by audit with respect to the performance of 

these CHCs. Besides, in respect of CHCs which were maintaining BHTs, 

patient status was not recorded on 59 per cent of the sampled BHTs58 

 
56 JH Balrampur has not been included in the findings of outcome indicators on account of inconsistent data. 
57 All treatment plan prescription/orders are recorded in the patient records known as BHT. 
58 1579 BHTs were sampled. 




































































































































































































