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Preface

This Report has been prepared for submission to the
Governor of Odisha under Article 151 of the Constitution of
India, for being laid before the State Legislature.

The Report contains significant results of the Performance
Audit of ‘Public Health Infrastructure and Management of
Health Services in the State’ relating to Health and Family
Welfare Department, Government of Odisha.

The instances mentioned in this Report are those, which
came to notice in the course of test audit for the period 2016-
17 to 2021-22 as well as those which came to the notice in
earlier years, but could not be reported in the previous Audit
Reports. Instances relating to the period subsequent to 2021-
22, have also been included, wherever necessary.

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

vii
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EXECUTIVE SUMMARY

Public health infrastructure plays a significant role in making available, the
resources, materials and facilities to individuals, for ensuring good health, and
also by providing to communities/ States, the wherewithal to prevent diseases,
respond to emergencies and deal with challenges to health. The framework for
strengthening health infrastructure in India is guided by the National Health
Policy, 2017, which aims to strengthen and prioritise the role of the
Government, in shaping health systems in all its dimensions. The policy also
recognises the pivotal importance of Sustainable Development Goals (SDG 3)
in ensuring healthy lives and promoting wellbeing for all. The Indian Public
Health Standards (IPHS) is a set of uniform standards, envisaged to improve the
quality of healthcare delivery in the country and serve as a benchmark, for
assessing the functional status of healthcare facilities.

Despite gradual improvement in health status over the years, preventable
mortality and morbidity has remained high in the State. In view of the criticality
of the healthcare facilities, in providing necessary healthcare to the citizens, the
Government spending on the same, and the significant gaps in the available
health infrastructure, the Performance Audit of ‘Public Health Infrastructure
and Management of Health services in the State’ was taken up. An attempt has
been made in this Report, to assess adequacy of funding, health infrastructure,
human resources, availability of drugs and equipment, and management of
healthcare and emergency services, in healthcare facilities at different levels.
This Report aims at identifying the areas, that require systemic corrections and
improvement.

Key Findings

Health Infrastructure

Availability of healthcare facilities in the State, was not in consonance with the
IPHS norms. There was a significant shortfall against these norms, in the State,
with 27 per cent shortage in Sub-centres (SCs), 23 per cent in Primary Health
Centres (PHCs) and 12 per cent in Community Health Centres (CHCs). Despite
the shortages, the Government had not approved the proposals for creation/
upgradation of 72 health institutions in the State, as of 31 March 2022.

Augmentation and improvement of health infrastructure was delayed, on
account of the tardy pace of construction of hospital buildings in the State.
Execution of 456 works, approved during FYs 2016-17 to 2019-20, by the
National Health Mission, Odisha, had not been completed, even after two to five
years of approval, though 2165.95 crore had been incurred on these works.

Provision of residential accommodation for the staff of the hospitals, was quite
inadequate, compelling them to reside outside the hospital vicinity. In seven
test-checked District Headquarters Hospitals (DHHS), only 312 (25 per cent)
staff quarters were available for 1,269 staff, whereas only 272 staff quarters (14
per cent) were available for 1,919 teaching and non-teaching staff, in the two
test-checked MCHSs. Hostel accommodation facilities for students, in both the
test-checked MCHSs, were insufficient, due to which, the students were
constrained to stay in the staff quarters and unsafe buildings.
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Against the requirement of 91,392 hospital beds, as per the National Health
Policy, 2017, only 32,767 beds (64 per cent shortage) were available in the
State, seriously impacting hospital functions, as it is the primary cause of denial
of admission, cancellation of surgeries and delays in emergency admissions.
There were 42 per cent and 49 per cent shortages of beds in the DHHs and
CHCs of the State, respectively, as compared to IPHS norms. Due to shortage
of beds, patients were being treated on the floors or in congested environment,
by placing additional beds.

Human resources

The human resources, available in hospitals across the State, were not in
consonance with the IPHS norms. The doctor to population ratio in Odisha was
1:1,622 against the World Health Organisation norm of 1:1,000. For staff
nurses, the ratio was 1:3,829, against the norm of one nurse for 300 people. The
overall vacancy of specialist doctors in the State was 49 per cent, as compared
to the sanctioned strength, whereas it was 40 per cent for Medical Officers. In
case of Staff Nurses/ Nursing Officers, 30 per cent posts were vacant.

The vacancy in the cadre of doctors (including specialists), was 40 per cent in
DHHs, whereas it was 58 per cent in CHCs. There was a shortage of 28 per cent
MBBS doctors in PHCs, which were the first point of contact of the rural people,
to a qualified doctor in the public health system. Huge gap in availability of
specialists in CHCs of the State, was noticed, as 58 per cent of sanctioned posts
were vacant.

Shortage of human resources in MCHSs, hampered medical education and
research work, and compromised the quality of tertiary healthcare services.

Healthcare services

Community Health Centres were found deficient in providing specialised OPD
services to the patients, due to absence of specialist doctors. Five out of the 14
test-checked CHCs, lacked all the prescribed specialised OPD services. Basic
amenities like seating arrangements and toilet facilities, for OPD patients, were
found inadequate in the test-checked hospitals.

IPD wards in DHHs and MCHs lacked central oxygen supply. In two test-
checked MCHs, only 325 beds (42 per cent) had the facility for central oxygen
supply, against the requirement of 775 IPD beds. There were considerable gaps
related to the availability of in-patient services, as most of the test-checked
DHHs failed to provide Psychiatry, Skin and VD, Dental and Trauma Care
services.

Accident and Trauma Care Centres for strengthening and boosting the
emergency services, were not available in four of the seven test-checked DHHs.
The TCCs in other three DHHSs, lacked infrastructure and manpower. Dedicated
TCC for Pandit Raghunath Murmu Medical College and Hospital, Baripada had
not been created and the equipment worth X3.04 crore, was lying idle.

There was a serious dearth of emergency services. None of the seven test-
checked DHHSs, had dedicated emergency services, equipped with mobile X-
ray/ laboratory services, OT facilities, emergency beds and separate manpower.
Emergency equipment such as ventilators, oxygen concentrators, etc., supplied
to the health facilities were found idle, due to non-provisioning of ancillary
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infrastructure and equipment. The CHCs also lacked blood storage units to meet
the emergency requirement, as nine of the 14 test-checked CHCs had no blood
storage units.

Maternity and New-born Services

Significant deficiencies were observed in all three major components of
maternity services (Antenatal care, Intra-partum care and postnatal care),
despite the fact that the Maternal Mortality Ratio (136) and Infant Mortality
Rate (36.3) in the State had remained behind the national average of 103 and
35.2, respectively. Also, the Neo-natal mortality rate of the State remained at
27, compared to the national average of 24.9.

Support and auxiliary services including diet, laundry, mortuary, etc., were also
deficient, in terms of availability of infrastructure and equipment, as compared
to the norms of IPHS.

Diagnostic services

The full range of Radiology services were not available in any of the test-
checked DHHs/ CHCs. The DHHs of Bhadrak, Kandhamal and Nuapada were
most deficient in terms of having radiology services. Prescribed pathology
services for extending evidence based healthcare to the public, were
underprovided in the test-checked hospitals, due to shortage of skilled
manpower and essential equipment. Important investigations like cytology,
bone marrow aspiration, brucellosis, etc., were not carried out in most of the
test-checked DHHs.

Drugs and equipment

Government was not successful in providing an uninterrupted supply of
essential drugs to patients in public healthcare facilities, in terms of its own
prescribed essential/ critical drug list. There was a short supply of 53 per cent
of the indented quantity of essential drugs and medical consumables to public
health facilities, during FYs 2016-17 to 2021-22. Monitoring/ supervision of
supply chain management of drugs and medical consumables was inadequate,
leading to stock out and expiry of essential medicines. It was noticed that 6.07
crore units of essential drugs, valued X11.68 crore, had expired during FYs
2016-17 to 2021-22. The norms and parameters prescribed for storage of
medicines, were also not followed for ensuring efficacy of procured medicines.

Hospitals were not fully equipped with essential equipment, in terms of IPHS/
National Medical Council norms. In test- checked DHHSs, the shortfall in
equipment ranged from 47 per cent to 57 per cent, compared to the IPHS norms.
Test-checked CHCs and PHCs were also found lacking in essential equipment.
Equipment and medical devices were lying idle/ non-functional, in hospitals,
due to non-provisioning of the required infrastructure and manpower. Non-
availability and idling of equipment, impacted the delivery of healthcare
services in hospitals, as well as medical education in the MCHs.

Regulatory issues

Bio-medical waste management in the State was inadequate. About 10 to 50 per
cent of the healthcare facilities, functioning in the State, had no authorisation
from the State Pollution Control Board, during the period from FYs 2016-17 to
2021-22. Besides, 48 per cent of the healthcare facilities had defaulted in regular

Xi
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submission of their annual reports to the SPCB. Equipment like autoclaves and
shredders, costing 352.64 crore, supplied to the healthcare facilities for bio-
medical waste management, were found idle, due to non-provisioning of
ancillary civil infrastructure.

Administration of the Odisha Clinical Establishment (Control and Regulation)
Act and Rules made thereunder, was deficient, as the clinical establishments
were found functioning without valid registration. Inspection of clinical
establishments by the Inspecting Authorities, was either absent or inadequate.

Implementation of Central and State sector health schemes

Implementation of the disease control programmes in the State, under NHM,
suffered due to inadequate manpower, low spending efficiency etc., impacting
programme outcomes adversely. The State suffered from shortage of human
resources, in critical positions, at the district level, affecting successful
implementation of the programmes. The activities approved in Programme
Implementation Plans for implementation of various disease control
programmes, were not carried out fully to achieve the desired goals/ targets set
in the National Health Policy/ SDGs.

Implementation of the National Programme for Health Care of the Elderly, for
providing dedicated comprehensive healthcare to the elderly people, was not
adequate and efficient, despite availability of funds. Only 9 to 20 per cent of the
available funds under the programme, were utilised, during FYs 2016-17 to
2021-22. Dedicated geriatric wards for treatment of the elderly people, were not
available in five of the seven test-checked DHHs. Similarly, funds allocated
under the National Tuberculosis Elimination Programme and National Leprosy
Eradication Programme (NLEP) were not fully utilised, as there were unspent
balances of X22.24 crore under these two programmes, as of March 2022.

Sustainable Development Goal

The Odisha State Indicator Framework (OSIF) was not fully aligned with the
National Indicator Framework, for monitoring progress on Sustainable
Development Goal 3 (SDG 3). Mapping of the schemes and the department,
with the targets in the OSIF, was inadequate. Instances of non-provision of
funds or low expenditure for schemes mapped to the goals, were also noticed.
The Department had neither set the targets for the health indicators, for the
districts, nor had it prepared any roadmap, for the districts, to achieve the SDG
goals.

Recommendations:

1. State Government may take suitable steps to address the gaps in
human resources in the health sector, as also to rationalise the
manpower in hospitals across the State, based on appropriate criteria,
such as patient load or population. A periodic review of the vacancies
may be conducted in all hospitals, in order to ensure timely
recruitment of doctors, nurses and paramedical staff.

2. Hospitals may maintain records for absconding cases and analyse the
reasons of absconding, and take appropriate action for addressing the
shortcomings for delivering quality healthcare service to patients.

Xii
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3. State Government may draw up an action plan to prioritise the
provisioning of most essential healthcare services such as emergency,
trauma care services, etc. It may adopt and implement IPHS norms
fully, in provisioning OPD, IPD and Emergency services, ensuring
availability of essential equipment and human resources.

4. State Government may ensure availability of round-the-clock accident
and trauma care services, along with functional ICU facilities, for
critically ill patients, requiring highly skilled lifesaving medical aid.

5. Essential radiology and pathology services, as per IPHS, may be
ensured in hospitals, in view of increasing reliance on diagnostics, for
treatment of patients.

6. OSMCL may put in place a real-time Inventory Management System,
with deployment of Point-of-Sale Terminals, at all DDCs, to clearly
establish the actual availability of stocks of medicines, at all the
hospitals and PHCs, on a real-time basis, for use by both the officials
of the Corporation, as well as the healthcare facilities. Besides, the
system should also enable a two-way communication and/ or work
flow system, to assess and communicate the requirements, in the event
of medicines getting exhausted earlier than the estimated time, due to
heavy demand, or in case of medicines being over-stocked, due to slow
movement/ demand, etc.

7. State Government may ensure availability of the full range of essential
equipment, at all levels in hospitals. It may also ensure correlation
between the availability of infrastructure, manpower and equipment,
to avoid idling of medical equipment and medical devices.

8. The Department and its field functionaries may maintain a database
of the approved works and coordinate with the line departments to
monitor execution of the works, for ensuring their completion and
handing over the same to the user agencies, as per the schedule.

9. State Government may ensure fully equipped SNCUs, as per the MNH
toolkit and IPHS, for treating critically ill newborns, in district
hospitals.

10. State Government may enhance its health budget and expenditure for
healthcare services, to ensure the availability of adequate and quality
healthcare infrastructure and services.

11. The Mission Director, NHM may ensure optimum utilisation of funds
received under various National Health Programmes, through
effective implementation and monitoring.

12. State Government may review the manpower position relating to
mental health professionals and fill up the vacancies there against,
with a view to ensuring quality mental healthcare services to patients,
under the programme.

13. State Government may take appropriate action to address the
shortfall in manpower, spend the allocated funds optimally, improve
monitoring and surveillance to make the State TB free, as per NHP
and SDG.

Xiii
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14. State Government may take effective steps for filling up the vacancies
and implementing the activities under NLEP more efficiently, with
focus on high-endemic districts to eliminate the disease from the
State.

15. State Government may intensify the programme related activities in
high burden districts with continuous monitoring and critical
evaluation, for eliminating malaria from the State.

16. Government may strengthen the monitoring mechanism for
achieving the targets for screening of various diseases, so that
effective and timely treatment can be provided.

17. State Government may strengthen the monitoring mechanism for
achieving the targets for screening of various diseases, so that
effective and timely treatment can be provided.

18. State  Government may ensure strict adherence to the BMW
Management Rules, in order to provide an infection-free environment
in the hospitals.

19. State Government may ensure construction of effluent treatment
plants in all DHHs.

20. State Government may ensure creation of the required infrastructure,
before procurement of biomedical equipment, so that the procured
equipment is made functional, for treatment of bio-waste.

21. The Health and Family Welfare Department may strengthen the
enforcement mechanism and ensure regular inspections, so that
all the clinical establishments, functioning in the State, comply
with the provisions of the Odisha Clinical Establishment (Control
and Regulation) Act and Rules.

22. The Department may initiate disciplinary action for the laxity by the
clinical establishments which were not registered under the OCE Act,
but were issued trade licenses.

23. State Government may take early steps to implement the action points,
outlined in the OSIF, such as the development of a dashboard, Odisha
SDG Index, baseline report, etc., and strengthen the monitoring
mechanism, at all levels, for achieving the SDG goals and targets.

Xiv



Chapter 1

Introduction






| Chapter 1: Introduction

CHAPTER 1

INTRODUCTION

The focus of India’s 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 the immediate healthcare needs of
most of the people. The policy also recognises the pivotal importance of the
Sustainable Development Goals (SDG) in ensuring healthy lives and promoting
well-being for all at all ages.

As per the NITI Aayog’s report (Health Index, June 2019), the State of Odisha
ranked 19, among 21 larger States, in the Health Index, with only Bihar and
Uttar Pradesh, behind. Its position, in regard to the Health Index in the reference
year (2017-18), in fact, deteriorated from the base year (2015-16), by 3.46
points. As such, there is a vast scope for improvement in the healthcare services
at all levels, in order to enhance the faith of patients, in the services rendered by
Government hospitals.

In this context, the performance of the public healthcare system, in the State of
Odisha, is critical in achieving the goals of the National Health Policy and
SDG - 3 (Health and Well Being), for the country as a whole. This assumes
importance, as the health indicators, in Odisha, lag behind the national average,
in a number of cases, as shown in Table 1.1.

Table 1.1: Health Indicators of Odisha, compared to India

Sl. — q Odisha India

No. Health indicator 2016 2021 | 2016 2021
1 Total Fertility Rate (TFR) 2.1 1.8 2.2 2.0
2 Institutional deliveries 85.3 92.2 78.9 88.6
3 Neo-natal Mortality Rate (NMR) 28.2 27.0 29.5 24.9
4 Infant Mortality Rate (IMR) 39.6 36.3 40.7 35.2
5 Under 5 Mortality Rate (USMR) 48.1 41.1 49.7 41.9
. . 150 136 113 103

6 Maternal Mortality Ratio (MMR) (2018) (2019) (2018) (2019)
. 18 19.7

7 Birth Rate 18.6 (2019) 20.4 (2019)
7.1 6.0

8 Death Rate 7.8 (2019) 6.4 (2019)

(Source: National Family Health Survey (NFHS)-5, Sample Registration Systems (SRS) and
Economic Survey, India, 2021-22)

! TFER: Average number of children that would be born to a woman (15-49 years);
Institutional Deliveries: Proportion of deliveries conducted in public and private health
facilities against the number of estimated deliveries during the year; NMR: Number of
neonatal deaths in a given year per 1,000 live births in that year; IMR: Number of infant
deaths in a year per 1,000 live births during the year; USMR: Number of child deaths of less
than 5 years per 1,000 live births during the year; MMR: Annual number of maternal deaths
per 1,00,000 live births; Birth Rate: The number of live births per 1,000 estimated midyear
population, in a given year; Death Rate: The number of deaths per 1,000 estimated mid-
year population in one year, at a given place
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Thus, while the State is behind the national indicators in regard to certain health
indicators, such as NMR, IMR and MMR, its position is slightly better in regard
to TFR, institutional deliveries, USMR, as compared to the National average.

1.1  Public Healthcare System in the State

The landscape of public healthcare facilities in Odisha, is structured into three
levels, for providing primary care, secondary care and tertiary care, under the
administrative control of the Health and Family Welfare Department, as
discussed in Table 1.2.

Table 1.2: Three tier system of healthcare services in the State

Primary Provided through Primary Health Centres (PHCs) and Sub-centers
Healthcare (SCs). A Sub-centre is the first point of contact between the health
Service care system and the community. PHCs serve as the first port of call

for a patient, to a qualified doctor in the public health system.
While an SC is headed by an Auxiliary Nurse Midwife (ANM)/
Health Worker (Female), MBBS doctors look after the PHCs.
Secondary Community Health Centres (CHCs), Sub-Divisional Hospitals
Healthcare (SDHs) and District Headquarter Hospitals (DHHs), constitute the
Service secondary level of the public healthcare system. These health
facilities provide curative and specialist healthcare services to the
community. CHCs provide referral healthcare for cases from the
PHCs, as also for patients in need of specialist care, approaching
the centre directly. DHHs are responsible for providing
comprehensive secondary health care services, at an acceptable
level of quality.

Tertiary Tertiary healthcare refers to the third level of the health system, in
Healthcare which specialised consultative care is provided, usually on referral
Service from primary and secondary medical care centres. Specialised

intensive care units, advanced diagnostic support services and
specialised medical personnel, are the key features of tertiary
healthcare. Under the public health system, tertiary care service is
provided by Medical College and Hospitals (MCH) and advanced
medical research institutes.

(Source: Indian Public Health Standards)

The healthcare facilities available in the State, as of March 2022, are given in
Table 1.3.

Table 1.3: Healthcare Facilities in the State

Sl. No. Healthcare Facilities Number

1 Government Medical Colleges and Hospitals 8

2 Private Medical Colleges and Hospitals 4

3 Super Specialty Hospitals 3

4 District Headquarter Hospitals (DHH)? 32

5 Sub-Divisional Hospitals (SDH) 32

6 Community Health Centres (CHC) 382

7 Primary Health Centres (PHC) 1,340
8 Sub-Centres (SCs) 6,688

(Source: Data provided by the Directorate of Health Services, National Health Mission,
Odisha)

2 Including: (i) Capital Hospital, Bhubaneswar and (ii) Rourkela Government Hospital,
Rourkela, being the two major hospitals in the State, with District Headquarter Hospital
status
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The availability of Medical Colleges and Hospitals and the All India Institute
of Medical Sciences (AlIIMS), is shown in Map 1.1.

Map 1.1: Districts having MCHs and AIIMS
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The status (May 2023) of MCHs functioning in the State, including four new
MCHs established during 2018-23, is given in Appendix 1.1.

1.2 Organisational set-up

The Health and Family Welfare (H&FW) Department, GoO, is responsible for
the management of healthcare services in the State. It formulates policies for
providing health care services, with the assistance of its different Directorates.

In addition, the Odisha State Medical Corporation Limited (OSMCL) handles
procurement of drugs, consumables and equipment, and their supply to various
healthcare institutions in the State. Further, the Drug Controller, Odisha, issues
licenses for drug manufacturing and sales establishments, Drug Testing
Laboratories, Blood banks, etc. The detailed organisational structure of the
Department is given in Appendix 1.2.
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1.3 Audit Objectives

The Performance Audit of ‘Public Health Infrastructure and Management of
Health Services in the State’ was undertaken with the objective of assessing the
following:

1. Adequacy of funding for healthcare services in the State
2. Availability and management of the healthcare infrastructure in the State

3. Awvailability of drugs, medicines, equipment and other consumables, to
meet the requirements of the beneficiaries adequately

4. Availability of necessary human resources (doctors, nurses, paramedics,
etc.) at all levels

5. Adequacy and effectiveness of the regulatory mechanisms for ensuring
quality healthcare services in the public/ private healthcare facilities

6. Whether spending on health has improved the health and wellbeing of
the people, as per SDG - 3

7. Efficiency of the State Government in Emergency Management
1.4 Audit Criteria
The audit criteria for the Performance Audit are derived from:
e National Health Policy, 2017
e Sustainable Development Goals
e Indian Public Health Standards (IPHS), 2012
e NHM Assessor’s Guidebook and guidelines issued from time to time
e [Kayakalpa Guidelines

e Indian Medical Council Act, 1956 / National Medical Commission
Act, 2019

e Minimum Standard Requirements Regulations, 1999
e Clinical Establishment Act, 2010
e (Qdisha Clinical Establishment Act, 1991 and rules made thereunder

e Bio Medical Waste Management and Handling Rules, 1998 and Bio
Medical Waste Management Rules, 2016

e Atomic Energy Regulatory Board guidelines for imaging units, etc.

e Standard Operating Procedures for management at COVID-19
hospitals/ units, GoO

e (Odisha Budget Manual, and

e Departmental/ Government policies, rules, orders, manuals and
regulations.

1.5  Scope and Methodology

The Performance Audit was conducted during January to August 2022, covering
the period from financial years (FYs) 2016-17 to 2021-22. The Audit
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methodology involved scrutiny of records at the Health and Family Welfare
(H&FW) Department, Directorates and sampled units. Audit also involved
document analysis, collection of information through questionnaires/ proforma,
response to audit queries/ observations, patient-surveys through structured
questionnaires, etc. Besides, joint physical inspection of hospital assets, sub-
stores and civil works, was also conducted. Analysis of the database of the web
application (e-Niramaya) used by the OSMCL and hospitals was also
conducted, through data-analysis tools, such as Microsoft Excel.

An Entry Conference was held on 7 January 2022, with the Additional Chief
Secretary to Government of Odisha, H&FW Department, wherein the audit
objectives, audit criteria, audit scope and methodology, were discussed.

The draft report was issued to the H&FW Department on 1 November 2022.
The responses received from the Department have been suitably incorporated in
the Report.

1.6 Audit Sampling

At the State level, the H&FW Department, with eight Controlling units, was
selected for the Performance Audit. Two out of seven MCHs established prior
to 2018 and seven out of 30 DHHSs, had been selected, using the random
sampling method. Similarly, two CHCs, under each DHH (total 14 CHCs), were
selected, using the random sampling method. One PHC, under each sampled
CHC, had been selected on judgmental basis. The details of sampling units are
given in Appendix 1.3.

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, a questionnaire was designed for the audit, to capture data at different
frequencies - yearly, monthly and weekly.

To ensure variations/ coverage in the data recorded on monthly basis, different
months of the audit period were covered. For this, each year was divided into
four quarters and the middle month of each quarter was selected for capturing
data for indicators, reported at monthly frequency. Following this, to capture
weekly frequency, the first week of the selected months was selected, to
maintain consistency.

Details of the years, months and weeks selected, are given in Table 1.4.
Table 1.4: Details of months and years, sampled for audit check

Year Quarter-1 | Quarter-2 | Quarter-3 Quarter-4 Weeks selected
2016-17 | May 2016 1-7 May 2016
2017-18 August 2017 1-7 August 2017
2018-19 November 1-7 November 2018

2018
2019-20 February 2020 | 1-7 February 2020
2020-21 | May 2020 1-7 May 2020
2021-22 August 2021 1-7 August 2021

1.7  Structure of the Report

This report has been structured, keeping in mind the major components of
healthcare, i.e. (i) Introduction, (ii) Human Resources, (iii) Healthcare Services,
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(iv) Availability of Drugs, Medicines, Equipment and Other Consumables,
(v) Healthcare Infrastructure, (vi) Financial Management, (vii) Implementation
of Central and State sector health schemes, (viii) Adequacy and Effectiveness
of the Regulatory Mechanisms and (ix) Sustainable Development Goal 3.

Audit findings, relating to the identified components, have been discussed in
detail, in the succeeding chapters.

1.8 Acknowledgement

Audit acknowledges the co-operation of the H&FW Department, Government
of Odisha, Directorate/ Controlling offices and the field functionaries, in the
conduct of the audit.
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CHAPTER 2

HUMAN RESOURCES

ﬁ he human resources, available in hospitals across the State, were notm
consonance with the IPHS norms. There were huge gaps between the
availability and requirement of specialists in CHCs. Further, there were
significant shortages of staff nurses and paramedics in hospitals. Pathological
investigations were hindered in the hospitals, wherever Laboratory Technicians
were not deployed as per the sanctioned strength and/ or IPHS. The deployment
of medical staff was not rational, for ensuring optimum utilisation of the scarce
manpower.

Shortage of human resources in MCHs hampered medical education and
research work, and compromised the quality of tertiary healthcare services.

2. Adequacy of human resources

For effective and efficient functioning of a healthcare facility, adequate human
resources need to be provisioned. The number and type of staff required, in
terms of specialists, medical officers, nurses, allied health professionals and
administrative support staff, are outlined in the IPHS.

The doctor to population® ratio in Odisha is 1:1,622*, against the World Health
Organisation (WHO) norm of 1:1,000. For staff nurses®, the ratio was 1:3,829,
against the norm of one nurse for 300 people.

2.1  Availability of human resources in the healthcare institutions of the
State

Audit observed that there were acute shortages of doctors, nurses and
paramedics, in the entire State. Details of the persons-in-position as of March
2022, vis-a-vis the sanctioned strength, in the healthcare facilities of the State,
are given in Chart 2.1.

Chart 2.1: Sanctioned strength and persons-in-position

16927
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Specialist Medical  Staff nurses Paramedics
doctors Officers

(Source: Data furnished by Director of Health Services, Odisha)

3 Population as per Economic Survey 2021-22, Government of Odisha

4 Considering the total Allopathic doctors registered under the Odisha Council of Medical
Registration, as on 31 March 2022

5 Data furnished by the Director of Nursing, Odisha
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From the Chart 2.1, it is evident that there were shortages across all categories
of human resources in the healthcare facilities. The overall vacancy of specialist
doctors in the State was 49 per cent, as compared to the sanctioned strength,
whereas it was 40 per cent in the cadre of Medical Officers (MOs). In case of
Staff Nurses/ Nursing officers, 30 per cent posts were vacant.

Compared to the sanctioned strength, shortages in the cadres of specialists and
doctors, were more than 50 per cent in 14 and 6 districts, respectively. Similarly,
more than 50 per cent shortage of staff nurses was noticed in four districts. The
district-wise shortage of manpower in different cadres is given in Appendix 2.1.
The shortage of specialist doctors in the districts, is shown in Map 2.1.

Map 2.1: Shortage of specialist across the State (in per cent) ‘é'
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An analysis of the specialists and doctors, deployed in the healthcare facilities
of various districts, showed that there were more than 60 per cent vacancies, in
the specialists’ category, in eight districts®, while there were more than 60 per
cent vacancies, in the cadre of doctors, in two districts (Deogarh: 67 per cent;
Nabarangpur: 65 per cent) as compared to their sanctioned strength. In two
districts (Deogarh and Nabarangpur), more than 60 per cent vacancies existed
in both categories of doctors i.e., specialists and MOs. Similarly, there was a
shortfall of more than 60 per cent staff nurses/ Nursing Officers, in the
healthcare facilities of two districts’, against the sanctioned strength.

Thus, there was disproportionate deployment of doctors and staff nurses in the
districts of the State, in comparison to the sanctioned strength.

6 Koraput (78 per cent); Rayagada (69 per cent); Kandhamal (68 per cent); Deogarh (67 per
cent); Malkangiri (65 per cent); Sundargarh (65 per cent); Mayurbhanj (65 per cent);
Nabarangpur (62 per cent)

7 Boudh (62 per cent); Jagatsinghpur (68 per cent)
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The availability of human resources, in the secondary and primary healthcare
facilities of the State, is discussed in succeeding paragraphs.

2.1.1 Manpower position of doctors in DHHs, CHCs and PHCs

Audit observed that a significant number of posts of doctors (including
specialists), sanctioned for the healthcare facilities, had not been filled in. The
sanctioned strength, persons-in-position and the vacancy position in the
secondary (DHHs and CHCs) and Primary (PHCs) healthcare facilities of the
State, as of March 2022, is shown in Chart 2.2.

Chart 2.2: Sanctioned strength and persons-in-position of doctors
in healthcare facilities of the State

6000 5602
5000

4000

2925

3000

2000 1357

978

1000 379

DHHs CHCGCs PHCs

B Sanctioned strength B Persons-in-position @ Vacancies

(Source: Data obtained from the Director of Health Services, NHM, Odisha)

It would be seen from the above that the vacancy in the cadre of doctors
(including specialists), was 40 per cent in DHHSs, whereas it was 58 per cent in
CHCs. There was a shortage of 28 per cent MBBS doctors in PHCs, which were
the first point of contact of the rural people, to a qualified doctor in the public
health system. Shortage of doctors in healthcare facilities hinders delivery of
quality healthcare services to the public, as discussed in Paragraph 2.1.4. The
DHH-wise position of doctors is given in Appendix 2.2.

2.1.2 Non-availability of specialist doctors in hospitals

The State Government had sanctioned 824 posts of specialist doctors in the
DHHs, to provide comprehensive secondary healthcare services, at an
acceptable level of quality. Against this sanctioned strength, only 523 (63 per
cent) specialists were available in the DHHSs, as of March 2022. Department-
wise availability of specialists in DHHs of the State, is given in Appendix 2.3.
The vacancy position of specialist doctors, across seven specialisations, is given
in Chart 2.3.
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Chart 2.3: Vacancy of specialists in the State (Percentage)
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(Source: Information furnished by DHS, Odisha)

In percentage terms, the vacancy position of specialists in the DHHSs of the State,
was maximum in the Dermatology category (55 per cent), followed by
Pathology (51 per cent) and Paediatric (51 per cent).

Similarly, 1,501 specialist posts had been sanctioned, to provide four key
essential specialised services® in CHCs, against which only 309 (21 per cent)
specialists were in position, as of March 2022. Thus, there was a shortage of 79
per cent specialists in CHCs. The specialist-wise sanctioned strength and
persons-in-position, in these four key categories, are shown in Chart 2.4.

Chart 2.4 : Availability of specialists in CHCs
0&G S 377
Paediatrics 4 376
m Persons-in- position
Surgery 68 375 ™ Sanctioned strength
Medicine 373
0 100 200 300 400

(Source: Data obtained from DHHS)

Audit observed that Medicine specialists were not available in CHCs of nine®
districts, whereas CHCs in 10 districts had no surgery specialists. Similarly,
0&G specialists were not available in CHCs in six*! districts, and Paediatricians

8 Medicine; O&G; Surgery; Paediatrics

®  Deogarh, Dhenkanal, Gajapati, Kandhamal, Kendrapara, Malkangiri, Nabarangpur,
Raygada, Sambalpur

10 Bolangir, Deogarh, Dhenkanal, Gajapati, Kandhamal, Malkangiri, Nabarangpur, Raygada,
Sambalpur, Sonepur

11 Deogarh, Gajapati, Kandhamal, Malkangiri, Raygada, Sambalpur
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were not available in any of the CHCs of nine*? districts. Consequently, delivery
of specialised medical services in the CHCs of these districts was restricted, due
to the absence of specialists.

2.1.3 Availability of staff nurses and paramedics in hospitals

Audit observed shortage of staff nurses and paramedics in DHHs, CHCs and
PHCs, compared to the sanctioned strength. The sanctioned strength and

persons-in-position, as of March 2022, is given in Table 2.1.

Table 2.1: Sanctioned strength and persons-in-position in hospitals

Staff nurses Paramedics
8 . Persons- .
Hospitals | Sanctioned in Shortage | Sanctioned Persons- Shortage
strength . (Per cent) strength in- position | (Per cent)
position
DHHs 3,677 2,573 1,104 (30) 906 731 175 (19)
CHCs 3,497 2,367 1,130 (32) 1,909 1,244 665 (35)
PHCs 2,156 753 1,403 (65) 2,715 2,220 495 (18)

(Source: Data obtained from DHHs, NHM, Odisha)

Thus, there was shortage of staff nurses and paramedics at all levels of
healthcare facilities. Significant shortage of staff nurses was noticed in PHCs,
compared to the sanctioned strength, influencing the medical care of patients in
rural areas. The DHH-wise availability of staff nurses and paramedics is given
in Appendix 2.2. The institution/ district-wise position of clinical manpower in
CHCs and PHCs, is given in Appendix 2.4 and Appendix 2.5 respectively. Even
the sanctioned strength of staff nurses for PHCs in the State was less than the
IPHS norm. Against the requirement of 4,020' staff nurses, the State had
sanctioned 2,156 staff nurses for the PHCs.

2.1.4 Availability of clinical manpower* in the test-checked hospitals

Audit noticed that the human resources available in the test-checked hospitals
were not as per the IPHS norms. Availability of manpower, in the test-checked
DHHs, CHCs and PHCs, is discussed below:

2.1.4.1 Manpower in District Headquarters Hospitals

The requirement and availability of clinical manpower, in the test-checked
DHHs, as of March 2022, is given in Table 2.2.

Table 2.2: Requirement and availability of manpower, in the test-checked DHHs (as of
March 2022)

DHH Bed Minimum manpower required, as Persons-in-position
strength er IPHS
(function- Doctors, Staff Paramedics Doctors, Staff | Parame-
al) including | nurses including | nurse dics
specialists specialists S
Bhadrak 336 50 135 66 44 58 19
Dhenkanal 300 50 135 66 32 80 22
Kandhamal 236 34 90 42 36 161 17

12 Bargarh, Deogarh, Dhenkanal, Gajapati, Kandhamal, Malkangiri, Nabarangpur, Nayagarh,
Raygada

13 Minimum three staff nurses each for 1,340 PHCs as per IPHS 2012 norm

14 Doctors, staff nurses, paramedics

15 IPHS norm for 300 beds considered for DHHs with bed strength between 252 and 336;
IPHS norm for 200 beds considered for DHH, Kandhamal, which had 236 beds; and IPHS
norm for 500 considered for DHH, Puri, which had 451 beds
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DHH Bed Minimum manpower required, as Persons-in-position
strength er IPHS
(function- Doctors, Staff Paramedics Doctors, Staff | Parame-
al) including | nurses including | nurse dics
specialists specialists S
Nabarangpur 252 50 135 66 21 95 15
Nuapada 315 50 135 66 20 90 20
Puri 451 68 225 100 41 99 43
Sundargarh 330 50 135 66 36 103 24
Total 352 990 472 230 686 160

(Source: IPHS norms and data obtained from the test-checked DHHS)
Audit observed that:

e The persons-in-position of clinical staffs in DHHSs, as detailed in
Appendix 2.2, provided by the DHS, Odisha, did not match with that of
the staff position given in the table above. Thus, there was no correlation
between the data maintained at district and State levels relating to the
staff position at hospitals.

e Forensic specialists were not available in any of the test-checked DHHs
and Microbiologists were available only in DHHs, Sundargarh and
Dhenkanal. Shortage of specialists in four'®other categories, ranged
between 67 and 81 per cent of the requirement, in the seven test-checked
DHHs.

e Against the requirement of three Anesthetists (IPHS 2012), only one was
available at DHH, Bhadrak. Due to the shortage of Anesthetists, the ICU
in the Trauma Care Centre at the DHH, Bhadrak, was not functional and
patients in need of critical care, were being referred to SCB MCH,
Cuttack. Resultantly, the lives of these critical patients remained at risk,
as they had to cover a distance of about 100 kms, to avail medical care
at the MCH, Cuttack.

e Maximum vacancies, against five specialist posts, in the test-checked
DHHs, are shown in Chart 2.5.

Chart 2.5: Vacancies of specialists in the test-checked DHHs

Forensic specialist
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(Source: Data furnished by the test-checked DHHS)

16 Anesthesia (67 per cent); Radiology (77 per cent); Pathology (81 per cent); Psychiatry (71
per cent)
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Audit noticed that the distribution of specialist doctors, in the test-checked
DHHs, was asymmetric, as shown in Table 2.3.

Table 2.3: Asymmetric deployment of specialists in the test-checked DHHs

Bhadrak Dhenkanal Kandhamal Puri
Specialists (336 beds) (300 beds) (236 beds) (451 beds)
R A R A R A R A
Surgery 3 5 3 1 2 2 4 5
0 &G 4 3 4 3 3 4 6 2
Paediatrics 4 1 4 2 3 5 5 2

(Source: Data furnished by the test-checked DHHS)
(R for requirement as per IPHS and A for availability)

Audit observed that:

e A higher number of O&G specialists and Paediatricians had been
deployed at DHH, Kandhamal, as compared to the IPHS norms,
whereas, a lower number of such specialists had been posted in the
DHHs of Puri and Bhadrak. Similarly, five surgery specialists had been
deployed, against the requirement of four, in DHH, Puri, contrary to the
position at DHH, Dhenkanal, where only one specialist was available
against the requirement of three.

e There were a high number of vacancies of staff nurses/ nursing officers
in two DHHs (Bhadrak and Puri), with only 34 to 46 per cent of the
requirement against these posts being available. Due to the shortage of
staff nurses, patient care in these hospitals was hampered and there was
a high amount of workload on the existing staff, adversely affecting the
quality of patient care.

e Availability of Paramedic staff in the test-checked DHHSs, was below 40
per cent in six of the test-checked DHHSs, while it was above 40 per cent
in DHH, Puri. Due to shortage of laboratory technicians, diagnostic and
radiology services were either inadequate or were not being provided to
the patients. This had also resulted in idling of equipment, as discussed
in Chapter 4.

2.1.4.2 Availability of manpower for Operation Theatres

As per IPHS, an Operation Theatre (OT) is generally expected to have a team
of surgeons, anesthetists, nurses (sometimes pathologist and radiologist), to
operate upon or care for the patients. Besides, 4 to 14 OT technicians should be
available in a district hospital, depending upon its bed capacity.

Audit, however, observed that OT technicians had not been positioned in any of
the test-checked DHHs. Staff nurses and OT Assistants were, however,
available.

The H&FW Department stated (February 2023) that IPHS norms would be
followed to provide required manpower.

2.1.5 Manpower in Community Health Centres

In the 14 test-checked CHCs, there was acute shortage of clinical manpower for
delivering essential medical services. Availability of doctors in these CHCs,
during FY 2021-22, is detailed in Appendix 2.6. Audit observed that:
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e Medical Superintendents, responsible for overall administration/
management of the hospitals, including monitoring of NHM
programmes, had not been posted in six!’ of the 14 test-checked CHCs.
General Duty Medical Officers/ Specialists, available in these six CHCs,
had to look after the duty of the Medical Superintendent, which
indirectly held back delivery of related medical services to the patients
in these CHCs.

e Asper IPHS, 2012, against the requirement of 56 specialists in four key
categories (Medicine, Surgery, O&G and Pediatrics) in 14 test-checked
CHCs, 42 (75 per cent) were not in position, as shown in Chart 2.6.

Chart 2.6: Non-availability of Specialists in the 14 test-checked
CHCs
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(Source: Information furnished by the test-checked CHCs)

A Medicine specialist was available only in CHC, Komana, whereas a
Surgery specialist was available only in CHC, Basudevpur. Similarly, 0&G
specialists and Pediatricians were available in only five®® of the 14 test-
checked CHCs. Thus, there was a significant gap between the requirement
and availability of specialists in CHCs, due to which delivery of specialised
medical care, including maternity and neonatal services to the patients in the
locality, had suffered.

e The position of staff nurses and paramedics, in CHCs, was also not
encouraging. Against the requirement of 140 staff nurses in the 14 test-
checked CHCs, only 69 (49 per cent) were available, during FY 2021-
22.

e There was a shortage of nine laboratory technicians in the test-checked
CHCs, which had hampered diagnostic services in the hospitals. For
example, pathological tests, such as blood urea, blood cholesterol, liver
function test, kidney function tests, lipid profile, etc., were not being
conducted in CHC, Barapada, despite availability of equipment and
infrastructure, due to the absence of laboratory technicians. Similarly,
the blood storage unit, at CHC, Basudevpur, was not functional, due to
want of technicians.

17 Basudevpur; Lahunipada; Khajurikata; Sriramchandrapur; Raikia; Komana
18 O&G specialist: Basudevpur; Lahunipada; Khariar Road; Papadahandi; Nimapada;
Pediatricians: Basudevpur; Kuarmunda; Khariar Road; Komana; Nimapada
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Thus, there were significant shortages of medical manpower in the test-checked
CHCs, as compared to the IPHS norms, influencing the hospital care of patients
in the locality.

2.1.5.1 Irrational posting of dentists in CHCs

Audit noticed that dental surgeons had been posted in CHCs, without supply of
dental equipment to the concerned CHCs and vice versa, as detailed in Table
2.4.

Table 2.4: Position of dental surgeons and dental equipment with CHCs

Distri CHCs with Dentists, but no CHCs with equipment, but no
Istrict - !
equipment Dentists
Bhadrak 5 0
Dhenkanal 7 0
Nabarangpur 0 4
Sundargarh 11 3
Puri 14 0
Total 37 7

(Source: Data obtained from the test-checked DHHs and JPI)

It would be seen from the above that dental surgeons had been posted in 37
CHC:s, across five of the test-checked districts, despite dental equipment, with
dental chairs, not having been made available. Contrary to this, dental
equipment had been supplied to seven CHCs, where no Dentists were in
position. Thus, there was no correlation between the posting of dentists and
supply of dental equipment. Resultantly, the Dentists in CHCs could not provide
appropriate dental care to the patients, without the necessary equipment. On the
other hand, these equipment supplied to CHCs, without posting of dentists,
remained idle/ non-functional, at the cost of the State exchequer.

The H&FW Department stated (February 2023) that the proposal for revamping
public health system had been under active consideration of Government, and
the situation in regard to manpower position in hospitals would improve by
2025.

2.1.6 Manpower in Primary Health Centres

To ensure round-the-clock access to public health facilities, PHCs are expected
to provide 24-hour services, with basic Obstetric and Nursing facilities. Under
NHM, PHCs are to be operationalised for providing 24 X 7 services, in various
phases, by placing at least three staff nurses in these facilities. PHCs are also
expected to play a key role in increasing the number of institutional deliveries,
which would help in reducing maternal mortality.

Audit observed that the required manpower, as per the IPHS norms, was not
available in the test-checked PHCs, during FY 2021-22. There were acute
shortages in the categories of Auxiliary Nurse-Midwife (ANM)/ Staff Nurse,
Laboratory Technician (LT), Health Worker (HW), Health Assistant (HA)/
Lady Health Visitor (LHV) etc., in the PHCs. The manpower position, as
available in the test-checked PHCs, during FY 2021-22, is given in Table 2.5.
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Table 2.5: Availability of human resources in the test-checked PHCs

Availability of Clinical Manpower in the test-checked PHCs
Medical Health .
PHC Officer _ ANM | Health Health Assistant Sanitary
(MBBS) | Pharmacist | (Staff | Worker | Worker (Female)/ LTs | Worker/
Nurse) | (Female) | (Male) LHV watchman
Sabarang Yes Yes No No No Yes No No
Ertal Yes Yes No Yes No Yes No No
Rasol Yes Yes No No No No Yes Yes
Joranda Yes Yes No Yes No Yes No Yes
Khuntagaon No Yes No No No Yes Yes Yes
Andalijambahal Yes Yes No Yes No No No Yes
Indragarh Yes Yes No No No No No No
Ranjabrodi Yes Yes No No No No No No
Darlimunda Yes Yes Yes Yes No Yes No Yes
Tarbod Yes No Yes Yes No No No No
Kodinga Yes Yes Yes Yes No Yes No No
Maidarpur Yes Yes Yes Yes No Yes No No
Badanigaon Yes Yes No No No No No Yes
Fakirasahi Yes Yes No Yes No No Yes Yes

(Source: Data obtained from the test-checked PHCs)

It would be seen from the above that, out of the 14 test-checked PHCs, staff
nurses and LTs were available only in four and three PHCs, respectively. HWs
(Male) were not available in any of the test-checked PHCs, whereas female
HWs were positioned in eight PHCs only. The vacancy position of three key
posts, in the test-checked PHCs, is given in Chart 2.7.

Chart 2.7 : Non-availability of manpower in the 14 test-checked
PHCs

Lab Technician
3
S

& ANM/ Staff Nurse
8
=

LHV

0 2 4 6 8 10 12 14
Number of PHCs

(Source: Information furnished by the 14 test-checked PHCs)

Due to shortage/ non-availability of human resources in PHCs, essential clinical
services were not being provided to the patients. A few such examples are given
below:

e In the absence of LTs, the full range of diagnostic/ laboratory services
were not available in the test-checked PHCs. Only routine malaria tests
and rapid testing of blood sugar, were being conducted. Other
investigations, such as haemoglobin, urine albumin and sugar, RPR
(Rapid Plasma Regain), tests for syphilis, blood grouping and RH
typing, ECG, etc., were not being conducted.
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e Absence of staff nurses/ ANMs contributed to inadequate maternity
services. Deliveries at PHC, Sabrang, had been stopped, since March
2021, due to non-availability of ANMs.

¢ No allopathic doctor was available at PHC, Khuntagon, during the entire
period of 2016-22 and the patients were being treated by Ayush doctors.
Due to absence of MBBS doctors, at three!® PHCs, Pharmacists were
treating the patients.

In the test-checked hospitals, the availability of doctors, nurses and paramedics,
as compared to the requirement, as per the IPHS norms, varied significantly and
was not necessarily linked to the number of beds in the respective hospitals, or
to their patient loads.

2.1.7 Manpower in Sub-Centres

As per IPHS norms, there should be minimum one ANM/ HW (Female) and
one HW (Male) in each SC. Audit noticed that the required manpower was not
available in the SCs. Against the sanctioned strength of 7,237 ANM/ HW
(Female) for 6,688 SCs in the State, 6,716 persons were in position, as of March
2022. Similarly, only 3,499 HW (Male) were available against the sanctioned
strength of 4,953, with 29 per cent vacancies. The district-wise manpower
position in SCs is given in Appendix 2.7.

2.1.8 Availability of manpower in health institutions under AYUSH

The delivery of quality AYUSH healthcare services in hospitals/ dispensaries
largely depends on adequate availability of manpower. The availability of
manpower in AYUSH hospitals and dispensaries, as of March 2022, is given in
Table 2.6.

Table 2.6: Sanctioned strength and persons-in-position in AYUSH health institutions

Sanctioned | Persons-in- Percentage
Posts o Vacancy

strength position of vacancy
Ayurvedic Medical Officer 690 574 116 17
Ayurvedic Assistant 620 393 227 37
Homoeopathic Medical Officer 595 490 105 18
Homoeopathic Assistant 570 353 217 38
Unani Medical Officer 9 3 6 67
Unani Assistant 9 2 7 78

(Source: Data obtained from the Directorate of AYUSH)

Table 2.6 shows that vacancies in different posts, compared to sanctioned
strength, ranged between 17 per cent and 78 per cent. There were substantial
vacancies in the cadres of Ayurvedic/ Homeopathic/ Unani Assistants in
AYUSH dispensaries. Absence of required manpower affects optimal
development and propagation of the AYUSH systems of healthcare in hospitals
and dispensaries. The district-wise manpower position under AYUSH system
for Ayurveda, Homeopathy and Unani is given in Appendix 2.8, Appendix 2.9,
and Appendix 2.10 respectively.

19 PHC, Ertal (Bhadrak): Pharmacist treated 15,852 patients, during FY's 2018-19 and 2019-
20.
PHC, Ranjabrodi (Kandhamal): Pharmacist treated 20,384 patients, during FYs 2016-17 to
2021-22.
PHC, Darlimunda (Nuapada): Pharmacist treated 6,883 patients, during FYs 2019-20 and
2020-21.
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2.2 Human resources in MCHs

Schedule 11 of MSRR, 1999, prescribes the minimum requirements of teaching
staff (Professors, Associate Professors, Assistant Professors and Senior
Residents/ Lecturers), as well as non-teaching staff, in each medical college and
its attached teaching hospitals. Any shortfall in this regard, is expected to result
in admission restrictions being imposed by the National Medical Council
(NMC). The H&FW Department is responsible for sanction and filling up of all
teaching and non-teaching posts, in Government MCHs.

The data made available to Audit by the DMET, Odisha, showed vacancies in
all cadres of teaching and non-teaching staff, across the MCHs of the State,
affecting both-medical education, as well as patient care in the hospitals. Overall
vacancies in the cadre of Professors was 27 per cent, compared to the sanctioned
strength, as of March 2022. There were maximum vacancies in FM MCH,
Balasore (48 per cent), followed by SJ MCH, Puri (43 per cent). The details of
manpower position of teaching staff are given in Appendix 2.11.

Similarly, there were 36 per cent vacancies in the cadre of Nursing Officer/ staff
nurses, whereas vacancy of Paramedics was 37 per cent in the MCHs, as
detailed in Appendix 2.12.

2.2.1 Shortage of teaching and non-teaching staff in test-checked MCHs

Scrutiny of records of two of the test-checked MCHs, showed extensive
vacancies of teaching faculty, as shown in Table 2.7.

Table 2.7: Vacancies in the cadre of teaching and non-teaching staff in two MCHs

Pandit Raghunath Murmu Medical Maharaja Krishna Chandra Gajapati
Post College & Hospital Medical College & Hospital
Sanctioned Available Vacancy Sanctioned Available Vacancy
Strength (per cent) | Strength (per cent)
Medical College
Professor 20 15 5 (25) 37 34 3(8)
Associate
Professor 28 22 6 (21) 77 61 16 (21)
Assistant
Professor 45 38 7 (16) 160 148 12 (7)
Total faculty 93 75 18 (19) 274 243 31 (11)
Resident
Doctors 65 35 30 (46) 150 118 32 (21)
Tutors/
Demonstrators 25 7 18 (72) 41 26 15 (37)
g‘t‘;?goea‘:h'”g 45 18 27 (60) 94 43 51 (54)
Grand Total 228 135 93 (41) 559 430 129 (23)
Attached Hospital
Doctors® 158 125 33 (21) 503 414 89 (18)
Nursing Staff 321 222 99 (31) 951 689 262 (28)
;:ﬁ;g”ed'ca' 69 35 34 (49) 145 94 51 (35)

20 Technician/Technical Assistant; Dissection Hall Attendant; Laboratory Attendant; Store
Keeper; Stenographer; Sweeper etc.

2L “Doctors’ include the faculty and Resident Doctors in clinical departments

22 Pharmacists; Radiographers; Laboratory Technicians; Investigators, etc.

Page | 18



| Chapter 2: Human Resources

Pandit Raghunath Murmu Medical Maharaja Krishna Chandra Gajapati
Post College & Hospital Medical College & Hospital
Sanctioned Available Vacancy Sanctioned Available Vacancy
Strength (per cent) | Strength (per cent)
Non-Teaching
Staff 29 4 25 (86) 11 7 4 (36)
Total 577 386 191 (33) 1610 1204 406 (25)

(Source: NMC norms and information furnished by the two MCHSs)
(Red colour: More than 50 per cent vacancy; light red: Less than 50 per cent vacancy)

Thus, there were vacancies in all cadres of teaching and non-teaching staff, in
both the test-checked MCHs, affecting both-medical education, as well as
patient care in these hospitals.

Audit further observed that:

e In PRM MCH, posts of Professor had been lying vacant in two clinical
departments (Psychiatry and Dentistry) and two non-clinical
departments (Physiology and Pathology), for the last five years (2017-
22). A post of Professor had been lying vacant in the Cardio Thoracic
Surgery Super Specialist department of MKCG MCH, for the last five
years.

e Two faculty members of PRM MCH and nine faculty members of
MKCG MCH, had remained unauthorisedly absent, for periods ranging
between one and nine years. Unauthorised absence of doctors in the
MCHs, affected both Medical Education, as well as patient care services.

e Though dissection is a primary requirement in studying the subject of
Anatomy, dissection Hall Attendants for handling cadavers, were not
available in MKCG MCH, against the requirement of four attendants.

e Against two sanctioned posts, no Psychiatric Social Workers had been
posted in the Psychiatry Departments of both the test-checked MCHs,
affecting patient care, research activities and follow-up rehabilitation of
psychiatric patients.

e The ENT Departments of the MCHs were running without any
Technical Assistants and Speech Therapists.

Though the Dean and Principal of PRM MCH, had given an undertaking, after
consultation with DMET, Odisha, to fill up the vacancies of faculties within 30
days, following the observations of the National Medical Council, regarding
shortage of faculty seen during their inspections (October 2019/ November
2021), no effective steps had been taken to fill up these vacancies, as of May
2022.

2.2.2 Non-provision of human resources in Super Specialty Department

As per the MoU signed between the State Government and Gol, for sanction of
PMSSY funds, the State Government was to create the required posts and
deploy personnel in a time-bound manner, for smooth and efficient functioning
of the Super Specialty departments in the MCHs. Audit, however, noticed that
11 Super Specialty Departments, in MKCG MCH, were running with acute
shortages of faculty members.
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Against the sanctioned strength of 48 staff, in the Super Specialty Departments
of the MCH, only 30 were in position, with 18 vacancies in the cadres of
Professor (3), Associate Professor (4), Assistant Professor (1) and Senior
Resident (10). Audit observed that:

e Six Super Specialty Departments (Neurology, Paediatric Surgery,
Cardio Thoracic Surgery, Neuro Surgery, Medical Gastroenterology and
Surgical Gastroenterology) had no Professors.

e Inthree Super Specialty Departments (Neurology, Pediatric Surgery and
Neurosurgery), posts of Professors had not been created.

e One Associate Professor (Cardiology), three Assistant Professors
(Cardio Thoracic Surgery-1 and Neurosurgery-2) and one Senior
Resident (Pediatric Surgery) had remained on unauthorised absence, for
periods ranging from one month to 106 months.

Due to the non-availability of faculty, the Cardio Vascular and Thoracic Surgery
Department was non-functional, with only minor operations being managed by
the existing junior doctors of the Neuro Surgery Department.

The H&FW Department stated (February 2023) that the vacancy position would
be filled in recently.

2.2.3 Shortage of human resources in Forensic Medicine and Toxicology
Departments

Against the requirement of six tutors/ demonstrators® as per MSRR, only four
posts had been sanctioned and were available, resulting in a shortfall of two
tutors/ demonstrators, during FYs 2016-17 to 2021-22, in MKCG MCH. In
PRM MCH, against the requirement of two tutors/ demonstrators, only one
(contractual) was available.

Similarly, against the requirement of two technicians, there was no technician
in PRM MCH, while one was posted in MKCG MCH.

The H&FW Department stated (February 2023) that steps were being taken for
filling up the posts.

2.3  Manpower for laboratory services

Pathologist and Laboratory Technicians (LTs) are key personnel for in-house
laboratories. They are responsible for taking samples, carrying out all prescribed
pathological investigations and validating test reports. As per the IPHS, district
hospitals should have one to four Pathologists and six to 18 LTs, depending
upon their bed capacity.

Audit observed that, against the sanctioned strength of 2,048 LTs in the State,
1,320 LTs were in position (March 2022), with 36 per cent vacancies. Similarly,
only 19 Pathologists were available in the DHHs of the State, against the
sanctioned strength of 39. Thus, there was a vacancy of 51 per cent Pathologists
across the DHHs.

The manpower position for diagnostic services, in seven of the test-checked
DHHs, is shown in Table 2.8.

2 Including two additional tutors/ demonstrators, since the post-mortem works carried out,
exceeded 500 in number, annually
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Table 2.8: Manpower position for diagnostic services, in the test-checked DHHs

Functional . . . . Laborgtpry

DHH Beds Pathologist | Microbiologist Technician

R A R A R A

Bhadrak 336 3 1 1 1 12 4
Dhenkanal 300 8 1 1 1 12 7
Kandhamal 236 1 0 0 1 9 7
Nabarangpur 252 1 0 0 0 9 7
Nuapada 315 3 1 1 0 12 7
Puri 451 3 0 1 0 15 11
Sundargarh 330 3 1 1 1 12 8
Total 17 4 5 4 81 51

(Source: Data obtained from the test-checked DHHs)
(R: Requirement; A: Available) (Red: severe shortage; light red: shortage, Green: no
shortage)

It would be seen, from the above, that:

DHHs: Pathologists and Microbiologists were available in four of the
seven test-checked DHHs only. The maximum shortage of LTs was in
DHH, Bhadrak, where only four technicians had been posted, against
the requirement of 12.

CHC:s: Against the requirement of 28 LTs, only 23 were available in the
14 test-checked CHCs. Due to shortage of LTs, pathological tests like
blood urea, blood cholesterol, liver function test, kidney function test,
lipid profile, etc., were not being done in CHC, Barapada.

PHCs: LTs were not available in 1124 out of the 14 test-checked PHCs.
Pathological tests (except blood sugar and malaria) were not being
conducted in PHC, Ertal and routine urine, stool, blood tests etc., were
not being conducted at PHC, Sabrang, due to the absence of laboratory
technicians, despite the availability of equipment.

MCHs: Shortage of manpower in the Pathology departments of the test-
checked MCHs, as of 31 March 2022, is given in Table 2.9.

Table 2.9: Manpower position in the test-checked MCHs

Post : PRM MCH : MKCG_MCH
Sanctioned | Available | Vacancy | Sanctioned | Available | Vacancy

Professor 1 0 1 1 1 0
Assistant 3 3 0 18 17 1
Professor
Tutor 4 1 3 7 5 2
Laboratory 2 0 2 2 0 2
Attendants
Laboratory 33 12 21 60 32 28
technicians®

(Source: Data obtained from the test-checked MCHSs)
(Red: Not available or more than 50 per cent vacancy; light red: Less than 50 per cent
vacancy; Green: No vacancy)

2 Andalijambahal, Darlimunda, Ertal, Indragarh, Joranda, Kodinga, Maidalpur, Ranjabrodi,

Sabrang, Tarbod and Badanigaon
% These figures relate to the MCHs in entirety, as no specific sanctioned strength was
available for the Pathology departments
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The H&FW Department had, therefore, failed to augment the strength, as
required in accordance with the IPHS/ NMC guidelines. It had not even filled
the existing vacancies against the sanctioned strength, due to which,
pathological investigations, which were required to provide evidence-based
medical care to patients, were hindered across the healthcare facilities in the
State.

2.4 Availability of human resources for Antenatal Care

As per the Mother and Neonatal Health (MNH) Toolkit of NHM, human
resource requirements for a maternity wing, should be based on the number of
deliveries per month. Audit noticed that the average number of deliveries per
month, in the test-checked DHHSs, ranges between 200 and 500 deliveries. The
requirement as per MNH toolkit and the availability of human resources, in the
test-checked DHHs, are given in Table 2.10.

Table 2.10: Availability of human resources in the Maternity Wings of DHHs

DHH Average Doctors and other staff available in DHHs
deliveries | Medical | O&G Pediatrician Anesthetist | ANM | Staff
/ month Officer | specialist Nurse
Requirement 200-500 4 5 1 1 4 8
Available
Bhadrak 459 0 3 1 1 1 8
Dhenkanal®® 515 0 5 1 1 1 5
Kandhamal 263 0 3 1 1 2 0
Nabarangpur 221 0 2 2 1 3 4
Nuapada 395 0 3 2 1 0 10
Puri 495 0 6 3 1 7 4
Sundargarh 393 0 8 0 1 3 22

(Source: Records of the test-checked DHHS)
(Red colour shows shortage and green colour denotes no shortage)

Audit observed the following in this regard:
District Headquarters Hospitals

e The number of O&G specialists, available in the DHHs of Bhadrak,
Kandhamal, Nabarangpur and Nuapada, was not adequate, in
comparison to the requirements. Further, dedicated Pediatricians were
not available in the DHHs of Bhadrak, Dhenkanal and Sundargarh, for
maternity services, as they had to look after both the pediatric, as well
as the maternity wards.

e Inall seven DHHSs, only one Anesthetist was available in each hospital,
and was managing the entire anesthesia related works of each hospital,
including the Maternity wing.

e Against the requirement of eight ANMs/ staff nurses in each DHH, only
four to five staff nurses were available in three DHHs (Dhenkanal,
Nabarangpur and Puri), whereas no dedicated staff nurses were available
for maternity services at DHH, Kandhamal. Shortage/ absence of
required staff nurses builds up burden on the existing staff,

% As the average deliveries per month was slightly more than 500, the norms for 500
deliveries per month was taken for the DHH
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compromising the quality of maternity services, as they are the key
personnel for providing healthcare to the mothers and babies.

The maternity wings at DHH, Nuapada and Sundargarh, had more
nurses than the norms prescribed in the MNH toolkit.

Community Health Centres

e Only 164 O&G specialists had been positioned in 382 CHCs of the State,
with a shortage of 57 per cent of the sanctioned strength.

e In the 14 test-checked CHCs, O&G specialists were available in five?’
CHCs, while pediatricians were available only in four?® CHCs. Due to
absence of O&G specialists and pediatricians in the CHCs, maternity/
child healthcare services, including newborn care in the hospitals, were
restricted, compelling women patients to move to private or other
facilities.

Shortage of key resources in the facilities indicated the lack of capability of the
hospitals to manage pregnancy related complications and other maternal health
emergencies, as well as to ensure satisfactory newborn care.

The H&FW Department stated (February 2023) that steps were being
continuously taken to fill up the vacant posts of specialist doctors.

2.4.1 Human resources in SNCUs

IPHS Guidelines prescribe four Medical Officers, 21 staff nurses, four Nursing
Supervisors and eight neonatal Aides/ Yashodas/ Mamtas, in a 12-bedded
SNCU. Besides, laboratory technicians, data entry operator and Group D staff,
are required to be available for the SNCU.

Audit, however, observed acute shortage of manpower in the SNCUs of the test-
checked DHHs. Details of the manpower available in the SNCUs of the test-
checked DHHs, as of March 2022, are given in Table 2.11.

Table 2.11: Staff available in the SNCUs of the test-checked DHHs, as of March 2022

Manpower Require- Availability in the test-checked DHHs

ment Bhadrak | Dhenkanal | Kandhamal | Nabarangpur | Nuapada | Puri | Sundargarh
MOs 4 0 2 1 0 1 4 5
Pediatricians 1 1 2 0 2 0 3 2
Staff Nurse 21 8 7 12 7 11 10 11
Nursing 4 0 2 0 1 1 0 1
Supervisor
Neonatal 8 0 0 0 4 0 0 0
aides
Lab 1 0 0 0 0 0 0 0
technicians
DEO 1 1 1 1 1 0 1 1
Group D | 2per 1 4 5 4 7 5 4
staff shift

(Source: Data obtained from the test-checked DHHS)
(Red colour: shortage of manpower; Green colour: No shortage)

27 Q&G specialists: Basudevpur, Lahunipara, Khariar Road, Nimapara and Papadahandi

28 Ppaeditricians: Basudevpur, Kuarmunda, Papadahandi and Nimapara
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As would be seen from Table 2.11, adequate manpower was not available in
any of the test-checked DHHs.

e Dedicated MOs were not available in two DHHs (Bhadrak and
Nabarangpur), whereas one MO was available in each of the DHHs at
Kandhamal and Nuapada. The Pediatricians available in the DHHSs,
were looking after the SNCUs, as well as the Paediatric wards.

e The number of Nursing Supervisors and Staff Nurses was not adequate,
in the SNCUs of the test-checked DHHs.

e Laboratory technicians were not available in any of the SNCUs. The
laboratory/ pathological tests were being done in the integrated
laboratory of the hospitals. Neonatal aides were available only in DHH,
Nabarangpur.

Thus, the SNCUs of the test-checked DHHSs had inadequate staff for providing
assured neonatal services, as per the patient load.

The H&FW Department stated (February 2023) that due to shortage of Pediatric
specialists for SNCUs, available MOs were being trained to provide SNCU
Services.

2.5  Manpower for the Odisha Blood Centres

As per the recommendation (April 2017/ January 2018) of the Expert Working
Group?®, Ministry of Health and Family Welfare, Gol, the staffing pattern of
blood centres based on the collection of blood units, is given in Table 2.12.

Table 2.12: Staffing pattern for blood banks

Staff required Annual Blood Collection (in units)
Up to Up to Up to More More than
5,000 10,000 20,000 than 50,000
20,000
MO-in-charge/ Medical 2 3 5 7 8
Personnel
Counselor/Medical Social 1 2 2 2 4
Worker
Registered Nurse 1 2 3 4 8
Blood Centre Technician 5 8 11 13 22
Laboratory Attendant/ 1 3 4 4 8
Housekeeping Staff

(Source: Ministry of Health and Family Welfare, Gol)

Besides, additional staff*° should be provisioned for outdoor blood donation
camps.

Audit observed that the annual collection of blood units, in the blood centres
(BCs) of six of the test-checked DHHSs, was within 5,000-10,000 units, except
in the case of DHH, Bhadrak, where more than 10,000 blood units were
collected per annum. The BCs of the test-checked DHHs were, however,
deficient in manpower, as discussed below:

2 Constituted by the Ministry of H&FW, Gol under the chairmanship of the Special Director
General of Health Services, to review and revise the norms for technical manpower in blood
banks.

30 Medical personnel:1; Counsellors: 2; Registered nurses: 2; Blood centre technicians: 3;
Attendants:2

Page | 24



| Chapter 2: Human Resources

e Against the requirement of three to five MOs in each BC, only one MO
each, was in position, in the BCs of six of the test-checked DHHs,
except in case of DHH, Puri, which had two MOs.

e Only two BCs (at DHH, Bhadrak and Sundargarh) had one Counsellor/
Medical social worker, against the requirement of two, whereas the BCs
of other DHHs had no counsellors.

e The BCs at Bhadrak and Nabarangpur had no registered nurses.

e There was shortage®! of three to seven blood centre technicians in the
BCs of the test-checked DHHs.

Shortage/ absence of the required manpower in the BCs, hinders the working of
blood banks in the concerned hospitals, as well as organisation of blood
donation camps.

The H&FW Department stated (February 2023) that instructions would be
issued to the concerned authorities to give proposal to Government for posting
of manpower in Blood Centres.

2.6 Manpower for Nutritional Assessment

As per Kayakalp guidelines®?, the quality and quantity of food are the key
factors for patient recovery. IPHS/ NMC guidelines prescribe the availability of
dieticians in DHHs and MCHs. Thus, high standards of food hygiene should be
maintained throughout the delivery of healthcare services.

Audit noticed that dietary services were being provided, in the test-checked
DHHs/ MCHs, through outsourced agencies. The State Government had,
however, not sanctioned any posts of dieticians in the test-checked DHHs. No
dieticians were available in the test-checked MCHs also. Due to absence of
dieticians, nutritional assessment, diet counselling, formulation of caloric
requirements for the patients and diet certification with regard to quality and
adherence to the specified menu, were not being done properly. The designated
staff of the DHHs/ MCHs had to manage quality assessment by testing the food.

Recommendation 2.1:

State Government may take suitable steps to address the gaps in human
resources in the health sector, as also to rationalise the manpower in
hospitals across the State, based on appropriate criteria, such as patient
load or population.

A periodic review of the vacancies may be conducted in all hospitals, in
order to ensure timely recruitment of doctors, nurses and paramedical
staff.

31 Bhadrak:7; Dhenkanal:3; Kandhamal:3; Nabarangpur:4; Nuapada:3; Puri:3; Sundargarh:4
32 Guidelines issued (May 2015) by the Ministry of H&FW, Gol for promoting cleanliness,
hygiene and infection control practices in public healthcare facilities
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3.5.2.3 Caesarean deliveries (C-Sections)

The MNH Toolkit designated all DHHs/ Sub-Divisional Hospitals/ First
Referral Units (FRUs), i.e. CHCs, as centres for providing surgical (C-Section)
services, with the provision of specialised human resources (gynecologist/
obstetrician and anesthetist) and equipped operation theatres, to provide
Emergency Obstetric Care (EmOC) to pregnant women. The Janani Shishu
Suraksha Karyakram (JSSK)®® entitles all pregnant women to free institutional
delivery, including C-section deliveries, with a provision for free drugs,
consumables, diagnostics, diet, blood, etc.

Audit observed that C-section deliveries (53,268), in the test-checked DHHs,
accounted for 31 per cent of the total deliveries (1,70,229) conducted during
FYs 2017-18 to 2021-22. The overall percentage of C-section deliveries
compared to total deliveries conducted in the test-checked DHHs during the
period 2017-22, ranged between 23 per cent and 40 per cent as depicted in
Chart 3.5.

Chart 3.5: Percentage of C-Section deliveries compared to total
deliveries in the test-checked DHHSs
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(Source: Data obtained from the test-checked DHHs and Health Management Information System)
It was noticed that:

e C-section deliveries conducted in the DHH, Bhadrak was minimum
compared to other test-checked DHHs.

e Inthe 14 test-checked CHCs, C-sections were conducted only in three®
hospitals. Absence of manpower and blood storage units contributed to
non-conducting of C-sections in CHCs.

Thus, intermittent/non-availability of C-section services in FRUS/CHCs,
coupled with insufficient availability of resources, put the pregnant women
residing in rural areas, at risk of pregnancy complications, impelling them to
approach DHHSs/ private hospitals for C-sections, when required. Therefore,

58 Expenses related to all deliveries in a public institution would be borne by the Government
and no user charges would be levied including free transport facilities
59 Basudevpur, Nimapara, Papadahandi
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DHHs became over-burdened, in the absence of adequate resources for catering
to their usual footfall, along with the additional patient load coming from the
CHCs.

The H&FW Department stated (February 2023) that out of the 14 test checked
CHCs, seven were First Referral Units, being eligible for conducting C-section
services. Out of these seven CHCs, four were providing C-section service and
other three lacked manpower for the service, and Government was posting the
manpower, regularly.

3.5.3 Post-natal care

The first 48 hours after delivery are the most critical, in the entire post-partum
period, for survival of both the mother and her newborn. Most of the major
complications of the post-partum period, such as Post Partum Hemorrhage
(PPH) and Eclampsia, which can lead to maternal death, occur during this
period®. Hence, the mother requires close monitoring during the first 48 hours
of delivery. It is, therefore, important that the mother stays in the health facility
for a minimum of 48 hours.

Audit, however, observed that, in a large number of cases, the mothers and
babies had been discharged from hospitals within 48 hours of delivery. In the
test-checked DHHSs, out of 2,04,722 deliveries, during 2016-22, 73,743 (36 per
cent) mothers had been discharged within 48 hours of delivery.

The discharge rate within 48 hours, was maximum in the DHHs of Nabarangpur
(78 per cent), Dhenkanal (59 per cent) and Bhadrak (51 per cent), compared to
other DHHs.

In the test-checked MCHs, the percentage of discharge of mother and baby,
within 48 hours of delivery, ranged from 61 to 66 per cent, in PRM MCH,
during FYs 2018-19 to 2021-22, while it ranged from 39 to 52 per cent in
MKCG MCH, during the period 2016-22.

Thus, mothers and newborns were not retained in the hospitals, for the
prescribed minimum period of 48 hours after delivery, for management of post-
natal complicacies, to reduce adverse delivery outcomes.

The H&FW Department stated (February 2023) that for ensuring 48 hours stay
after delivery, the MCHSs were being used, and regular review and monitoring
of the indicator was being done at the State and district level also.

3.5.3.1 Special Newborn Care

As per IPHS guidelines, each district hospital should have a Special New-born
Care Unit (SNCU). The SNCU is primarily intended to reduce cases of fatality
among sick children, born within the hospital or outside, (including home
deliveries), within the first 28 days of life. Each SNCU should have at least 12
beds, to cater to the sickest children in the hospital. Therefore, an SNCU plays
a vital role in post natal care. The number of sick newborn children, admitted in
the SNCUs of the test-checked district hospitals, during 2016-22, is given in
Table 3.11.

80 Guidelines for Antenatal Care and Skilled Attendance at Birth (NHM)
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Table 3.11: Number of neonates admitted, discharged and referred to SNCUs

DHH No. of | Neonates Neonates Death cases of | LAMA
Neonates | discharged | referred (per | Neonates in | Cases
admitted cent) SNCUs

Bhadrak 12,750 9,535 2,438 (19) 541 230

Dhenkanal 2,988 2,214 6,00 (20) 68 89

Kandhamal 6,723 6,102 NA 621 NA

Nabarangpur 3,841 2,976 466 (12) 337 59

Nuapada 7,425 6,637 NA 788 NA

Puri 8,542 7,043 1,042(12) 335 122

Sundargarh 5,828 4,180 1,267 (22) 296 88

Total 48,097 38,687 5,813 (12) 2,986 (6.20) 588

(Source: Records of the test-checked DHHs and HMIS)
Audit noted that:

e 12 per cent of the neonates, admitted in five test-checked DHHSs, were
referred to higher facilities.

e Neonatal death cases in the SNCUs accounted for 6.20 per cent of the
total admission cases.

e Records relating to the referral of neonates were not maintained at DHHs
of Kandhamal and Nuapada. No details were provided by the DHH,
Nabarangpur, in this regard, for the period 2016-19.

Further, the SNCUs of the test-checked DHHSs were not well-equipped with the
required infrastructure, manpower, equipment, etc., as discussed in the
Paragraphs 5.1.4.1,5.1.5.1 and 5.1.7.3.

3.6 Operation Theatre Services
3.6.1 Operation Theatre Services in the test-checked DHHs/ CHCs

An Operation Theatre (OT) is an essential service in District Hospitals. IPHS
guidelines prescribe OTs for elective major surgery, emergency services/
female ward and ophthalmology/ ENT (ear, nose and throat), for district
hospitals having a bed strength of 101 to 500.

Availability of OT services, in the test-checked DHHSs, as of March 2022, is
given in Chart 3.6.

Chart 3.6: Availability of OT services in the seven test-checked DHHs
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(Source: Data furnished by the test-checked DHHs and JPI)
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Audit observed deficiencies in the availability of OTs, in the test-checked DHHs
and CHC:s, as discussed in the succeeding paragraphs.

District Headquarters Hospitals

The full range of OT services was not available in any of the test-checked
DHHs. The major shortcomings in this regard are mentioned below:

e OTs for emergency services were not available in any of the DHHs.
Emergency surgeries were being conducted in other OTs within the
hospitals. Thus, surgeries for urgent/ emergency situations were subject
to the availability of OTs. DHH, Dhenkanal, had no separate OTs for
0&G and elective major®t. All surgeries, including C-sections, were
being conducted in one OT available in the hospital, contributing to the
likelihood of delayed surgeries or denial of surgeries in urgent
situations.

e DHH, Nabarangpur, had facilities only for the O&G and Ophthalmology
OTs.

e OTs for ENT services were not available in the DHHs of Bhadrak,
Dhenkanal and Puri. Thus, patients requiring ENT surgeries, in these
hospitals, were either being denied the service, or were being referred to
other hospitals.

Community Health Centres

The NHM Assessor’s guidebook, for quality assurance in CHCs, states that
CHCs should have General Surgery, Gynecology and Emergency OTs. The
availability of OT services, in the 14 test-checked CHCs, is given in Chart 3.7.

Chart 3.7: Availability of OT services in thel4 tests-checked CHCs
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(Source: Data furnished by the test-checked CHCs)

e Seven®? of the 14 test-checked CHCs had no OT services. Patients
requiring any type of surgery, were either being denied the service or
were being referred to other hospitals.

o All the OT services were, however, available only in CHC, Nimapara.

Non-availability of the required OTs would have resulted in denial, to patients,
from receiving surgical operations, as part of the treatment process; thereby

61 Elective surgeries: surgery that is scheduled in advance
62 Bangurigaon, Barapada, Khajuriakata, Kuarmunda, Lahunipara, Rakia and
Sriramchandrapur
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driving them to private clinics, or leading to their being referred to higher
Government hospitals.

The H&FW Department stated (February 2023) that steps had been taken to
follow the IPHS norms.

3.6.1.1 OT services in Medical College Hospitals

MSRR prescribes one OT each, for O&G, General Surgery, Ophthalmology,
ENT, Orthopedics and Septic cases.

Audit noticed that, PRM MCH had eight OTs, while MKCG MCH was running
with 11 OTs. OTs for septic cases were, however, not available in any of the
test-checked MCHs.

The H&FW Department stated (February 2023) that required number of OTs
would be made functional after completion of the new building.

3.6.1.2 Surgeries per surgeon

As per NHM Assessor’s Guidebook (2013), surgeries performed per surgeon is
an indicator to measure efficiency of the hospitals. The average surgeries per
surgeon per annum, in the test-checked DHHSs during FY's 2016-17 to 2021-22,
are shown in Appendix 3.11.

Analysis of data relating to surgeries conducted during FYs 2016-17 to 2021-
22 indicated substantial variation in the number of surgeries per surgeon in test-
checked DHHs. The details of average surgeries per surgeon per annum
conducted during 2021-22, are given in Table 3.12.

Table 3.12: Average surgeries per surgeon during 2021-22

DHH General Surgery Orthopaedics Eye
Bhadrak 328 579 62
Dhenkanal 1,223 9 199
Kandhamal 113 62 244
Nabarangpur 893 347 50
Nuapada 75 103 100
Puri 8,398 431 729
Sundargarh 226 7 352

(Source: Data obtained from the test-checked DHHS)

As evident from the above table, the DHHs of Kandhamal and Nuapada had
considerably less number of general surgeries performed per surgeon as
compared to other test-checked DHHs. Similarly, performance of three DHHs
(Dhenkanal, Kandhamal and Sundargarh) in regard to Orthopedic surgeries and
average eye surgeries, conducted by two DHHs (Bhadrak and Nabarangpur)
was substantially poor in comparison to the other DHHSs. 3.6.1.3.

Documentation related to OTs

The NHM Assessor’s Guidebook prescribes that a surgical safety checklist, pre-
surgery evaluation records and post-operative evaluation records, for OTSs,
should be prepared for each case. The availability of required records, in the
seven test-checked DHHSs, during FYs 2016-17 to 2021-22, is given in Table
3.13.
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Table 3.13: Documentation of OT Procedure in the test-checked DHHSs

DHH Surgical safety checklist Pre-surgery Post-operative
evaluation records evaluation records
Bhadrak Not maintained Not maintained Not maintained
Dhenkanal Not maintained Not maintained Not maintained
Kandhamal Partially maintained Not maintained Not maintained
Nabarangpur | Maintained Maintained Maintained
Nuapada Maintained from 2020-21 | Maintained Maintained
Puri Maintained Maintained Maintained
Sundargarh Maintained Maintained Maintained

(Source: Data furnished by the test-checked DHHS)

The availability of required records, in the seven test-checked CHCs, where OT
facility was available during FYs 2016-17 to 2021-22, is given in Table 3.14.

Table 3.14: Documentation of OT Procedure in the test-checked CHCs, which

had OT facility

CHC Surgical safety Pre-surgery Post-operative
checklist evaluation records evaluation records
Basudevpur Maintained Maintained Not maintained
Tikabali Not maintained Not maintained Not maintained
Khariar Road Not maintained Not maintained Not maintained
Komna Not maintained Not maintained Not maintained
Kosagumuda Maintained Maintained Maintained
Papadahandi Not maintained Maintained Maintained
Nimapara Maintained Maintained Maintained

(Source: Data furnished by the test-checked CHCs)

In the absence of a surgical safety checklist, pre-surgery evaluation records and
post-operative evaluation records for OTs, it could not be ascertained whether
the safety procedures in OTs had been duly adhered to, in the test-checked
CHCGCs.

The H&FW Department stated (February 2023) that steps were being taken to
follow IPHS norms.

3.7

Diagnostics are an integral part of the health care system. Efficient and effective
diagnostic services, both radiological and pathological, are amongst the most
essential health care facilities, for delivering quality treatment, based on
accurate diagnosis.

Diagnostic Services

Audit observed that many of the significant radiological and pathological tests
were not being performed in the test-checked hospitals, due to lack of required
equipment and skilled manpower. Significant audit findings in this regard, are
discussed in the succeeding paragraphs.
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3.7.1 Radiology Services

Adequate availability of functional radiology equipment, skilled human
resources and consumables, are key requirements, for delivery of quality
radiology services.

3.7.1.1 Availability of Radiology Services

The Indian Public Health Standards (IPHS) 2012 prescribe eight types of
radiology services for the district hospitals and three types of service for CHCs.

The availability of radiology services, in the test-checked DHHSs, is shown in
Chart 3.8.

Chart 3.8: Availability of Radiology services in the test-checked
DHHs
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(Source: Data collected from the test-checked DHHs and JPI)

All the eight prescribed Radiology services were not available in any of the test-
checked DHHs. Out of the seven test-checked DHHSs, the DHHs which were
most deficient, in terms of having radiology services, were Bhadrak,
Kandhamal and Nuapada.

e Only X-ray and Ultrasonography services, were available in all the
seven test-checked DHHs.

e Out of the eight radiology services, only X-ray 300/100 and USG were
available in DHH, Nuapada, whereas DHHSs, Bhadrak and Kandhamal,
had the facility of only X-ray 300/100/60, Dental X-ray and USG.

It was also noticed that the CHCs were deficient in providing radiology services
to patients. Out of the three required radiology services in the CHCs, the
availability of radiology services, in the test-checked CHCs, is given in
Chart 3.9.
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Chart 3.9: Availability of Radiology services in the test-checked
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Audit observed that:

e All the three Radiology services were available only in CHC,
Basudevpur, which was the only IPHS compliant CHC, in this regard,
among the 14 test-checked CHCs.

e In nine of the test-checked CHCs, the prescribed Radiology services
were not available at all, whereas these services were being provided
partially in the other four CHCs.

e It was noticed that Radiology services were not being provided in CHC,
Kosagumuda, due to non-availability of equipment, although one
radiographer had been posted in the hospital.

Radiology services in the hospitals were not fully available, mainly due to non-
availability of the required radiology equipment and/or skilled human resources.
Absence/ short availability of the full range of radiology services, impacted the
levels of care offered in these hospitals. Consequently, patients requiring
radiology services had to visit private/other hospitals, for availing the required
services.

3.7.1.2 AERB license for radiology machines

As per the Atomic Energy (Radiation Protection) Rules 2004, for establishing
an 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, AERB
licenses, for 11 items of radiology equipment, were not available in seven of the
test-checked hospitals, as detailed in Table 3.15.

Table 3.15: Radiology equipment, functioning without AERB license

I\Skl)" Hospital Equipment for which AERB Licenses were not available
1 DHH, Bhadrak 100MA X-ray machine and Dental X-ray machine
2 DHH, Dhenkanal Dental X-ray Machine
3 DHH, Sundargarh 60 MA X-ray (2 No) and Dental X-ray Machine
4 | DHH, Kandhamal | X-ray 300, Dental X-ray
S5 CHC, Tikabali X-ray
6 CHC, Lahunipara X-ray
7 CHC, Nimapara X-ray

(Source: Records of the test-checked hospitals)
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In the absence of the requisite AERB certificate, the test-checked hospitals not
only violated the prescribed regulatory requirements but also compromised the
safety of patients and staff, in the Radiology departments of these hospitals.

3.7.1.3 Safety measures and availability of other ancillary facilities

Audit noticed that devices like protective glasses, protective flaps, protective
gloves, thyroid shield, protective goggles, gonad shield, etc., as required by
AERB, for radiology/ imaging services, were not available in DHH, Bhadrak.
Similarly, TLD badges®® and Pocket dosimeters® were not available in the
Lahunipara and Kuarmunda CHCs. Non-provision of these protective
instruments compromised the safety of the technicians operating the radiology
devices.

The H&FW Department stated (February 2023) that steps were being taken to
follow the IPHS norms, in regard to availability of radiology services, AERB
license for radiology machines, etc.

3.7.2 Pathology Services

Pathology services are the backbone of any hospital, for extending evidence
based healthcare 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.

3.7.2.1 Availability of Pathology Services

IPHS prescribes 29 to 70 types of pathological investigations, under five
categories, viz. Clinical pathology (18 to 29 tests), Pathology (01 to 08 tests),
Microbiology (2 to 7 tests), Serology (3 to 07 tests) and Biochemistry (5 to 19
tests), to be carried out in the district-level hospitals and CHCs. Similarly, 11
types of essential laboratory/ diagnostic services are required to be available in
the PHCs.

Scrutiny of records showed that the full range of desired pathological
investigations was not available in any of the test-checked hospitals. The
position of availability of investigation facilities, in the test-checked DHHs/
CHCs, is given in Table 3.16.

Table 3.16: Availability of pathological investigations in the test-checked DHHs/
CHCs

Investigations available in the test-checked hospitals
Hospital Clinical  |Pathology|Microbiology| Serology |Biochemistry| Total (70)
pathology (29) (8) (7) (7 (19) (Per cent)
Bhadrak 24 2 5 6 11 48 (69)
Dhenkanal 11 1 6 4 7 29 (41)
Kandhamal 23 1 5 4 10 43 (61)
Nabarangpur 27 8 7 6 15 63 (90)
Nuapada 19 5 2 3 10 39(56)
Puri 28 1 6 5 12 52(74)
Sundargarh 21 0 7 4 10 42 (60)

8 For recording the occupational radiation exposure received by the radiation workers
8 For evaluation of radiation doses received by the personnel working with radiation sources
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Investigations available in the test-checked hospitals
Hospital Clinical  |Pathology|Microbiology| Serology |Biochemistry| Total (70)
pathology (29)|  (8) (7) (7) (19) (Per cent)
CHCs (Total 18 1 2 3 5 29
investigations)
Range of availability 5-17 0-1 0-2 0-3 0-5 9-22
in 14 CHCs (31-76)

(Source: Records of the test-checked hospitals)

* The figures in red colour indicate the total number of investigations required to be conducted in
DHHs and CHCs

Thus, none of the test-checked DHHs was found to have the entire range of the
70 essential diagnostic testing services. On an average, the test-checked DHHs
had 41 to 90 per cent of the prescribed diagnostic services.

Important investigations, like ‘Cytology’, to examine the behaviour of cells
under microscope; ‘bone marrow aspiration’, to check the levels of white blood
cells/ red blood cells (WBC/RBC)/platelets; Brucellosis, to detect the
Brucellosis bacteria etc., were not being carried out in most of the test-checked
DHHs.

Community Health Centres

The test-checked CHCs had the provisions for only 31 to 76 per cent of the
prescribed diagnostic testing services. The CHCs at Bangurigaon, Barapada and
Sriramchandrapur, were most deficient in the availability of pathological
investigation services, ranging between 31 and 45 per cent only.

e Out of the 18 pathological investigations, prescribed under IPHS, 17
services were available in CHC, Basudevpur. The other 13 test-checked
CHCs had only 5 to 12 pathological services.

e Sputum cytology was not available in 10 out of the 14 test-checked
CHCs, with only the CHCs of Rakia, Tikabali, Kosagumuda and
Papadahandi, offering the same.

e Microbiology services were not available in the CHCs of Tikabali and
Khariar Road.

e Biochemistry was not available in the CHCs of Basudevpur and
Bangurigaon.

Primary Health Centres

The test-checked PHCs had been conducting two to seven tests, against 11
essential pathological tests.

e Routine urine, stool and blood tests services, were not available in
eight® out of the 14 test-checked PHCs.

e Sputum testing for mycobacterium (as per guidelines of RNTCP®®) was
not available in the test-checked PHCs, except for Khuntagaon, Kodinga
and Rasol.

% Darlimunda; Ertal; Joranda; Khuntagaon; Kodinga; Maidalpur; Sabarang and Tarbod
% Revised National Tuberculosis Control Programme to provide diagnosis and treatment,
free of cost, to all TB patients
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e Blood smear examination for Malaria was available in only two (Fakir
Sahi, Ranjabradi) out of the 14 test-checked PHCs.

e Rapid tests for pregnancy were not available in five®’ of the test-checked
PHCs.

Medical College Hospitals

e Out of the 72 prescribed pathological tests®® 14 services were not
available in PRM MCH and 12 services were not available in MKCG
MCH.

e Immuno-haematology test, to detect antigen in blood and Thalassemia,
to check inherited blood disorders, etc., were not being done in PRM
MCH. Further, Bacteria culture and sensitivity, Leptospirosis,
Brucellosis, etc., were not being conducted in MKCG MCH, due to non-
availability of the required equipment.

e Thyroid test, to check the working of the thyroid gland, was not
available in PRM MCH, while Blood gas analysis, Chloride and
lodometry Titration, were not being conducted in MKCG MCH, due to
non-availability of equipment and reagents.

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 the desired investigation facilities. Availability of manpower and
equipment for laboratory services, are discussed in Paragraph 2.3, under
Chapter 2, and Paragraph 4.2.2.2, under Chapter 4, respectively.

Lack of appropriate diagnostic testing services may adversely affect the
treatment outcomes in hospitals. Absence of diagnostic investigations delays
treatment procedures and restricts the treatment capacity of medical
practitioners.

The H&FW Department stated (February 2023) that steps were being taken to
follow IPHS norms.

Recommendation 3.4:

Essential radiology and pathology services, as per IPHS, may be ensured in
hospitals, in view of increasing reliance on diagnostics, for treatment of
patients.

3.8 Blood Bank Services

Blood Banks/ storage centres are essential for the functioning of any hospital.
For ensuring the quality, safety and efficacy of blood and blood products, well
equipped blood centres, with adequate infrastructure and trained manpower, are
essential requirement.

There were 85 Blood Centres (BCs) in the State, which included 56 BCs in
Government health institutions (DHHs/ MCHs), 22 BCs in the private sector
and 7 BCs in the public sector, as of March 2022. Audit observed the following
deficiencies in the functioning of blood centres, in the test-checked hospitals.

7 Darlimunda; Ertal; Indragada; Khuntagaon and Tarbod.
8 As per IPHS, for district hospitals
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3.8.1 Blood centres without valid licenses

As per the Drugs and Cosmetics Rules, 1945, the blood centres functioning in
the State should have valid licenses from the Drug Controller of India/ Odisha.

It was noticed that, BCs at the six®® of the nine test-checked DHHs/MCHs, did
not have valid licenses from the Drugs Controller. The validity of the licenses
issued to these BCs had expired during October 2015 and December 2021 and
had not been renewed. These BCs were running without valid licenses from the
competent authority, in contravention of the provisions of the Drug and
Cosmetics Rules. The BCs at other three test checked hospitals (DHHs of
Bhadrak and Sundargarh; MCH, Berhampur) had valid license from the Drug
Controller.

The H&FW Department stated (February 2023) that it would inquire into the
matter and take appropriate action.

3.8.2 Non-establishment of Blood Component Separation Unit

As per the Guidelines for setting up Blood Storage Centres, 2007, issued by
National Aids Control Organisation (NACO), Blood Component Separation
Units (BCSUs) are to be established, for separating whole blood into its
constituents, such as red blood cells, platelets, plasma, etc., for maximum utility
of one whole blood unit, as each blood component is used for a different
indication.

Audit noticed that BCSUs were not available in any of the test-checked DHHs
and MCH, Baripada. Audit observed the following shortcomings in the
establishment of BCSUs at MCH, Baripada and DHH, Bhadrak.

e BCSU at MCH, Baripada: OSMCL had supplied (August 2016-
February 2018) 12 items of equipment, costing 343.36 lakh, to the
Odisha Blood Centre, at MCH, Baripada, for establishment of the
BCSU. One trained lab technician was available to run the BCSU.
However, the Drug Controller did not issue the license for functioning
of the BCSU, due to shortage of space and absence of a pathologist in
the BC. Resultantly, out of the 12 items of equipment supplied by
OSMCL, only four were being used, while eight others, costing
% 38.83 lakh, remained idle.

e Non-establishment of BCSU at DHH, Bhadrak: The Managing
Committee (MC) of the Blood Bank of DHH, Bhadrak, decided
(September 2017) to form a sub-committee, to assess the requirement of
a BCSU at DHH, Bhadrak. This was also emphasized in the next MC
meeting (February 2018), and one room was earmarked for the BCSU
in the blood bank. It was also suggested that the Director of SBTC,
Odisha, be approached, for this purpose. Despite this, no action was
taken for establishment of the BCSU, even though the annual collection
of blood units in the BC was more than 10,000 units.

Due to lack of planning and initiative of the concerned authorities, BCSUs could
not be established, and the benefits of using blood components, instead of whole
blood could not availed of.

% Dhenkanal; Kandhamal; Nabarangpur; Nuapada; Puri; MCH, Baripada
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The H&FW Department stated (February 2023) that the concerned authorities
would be instructed to take necessary steps for establishment of BCSUs.

3.9  Support Services

While clinical services are to be provided by the concerned healthcare facilities,
some of the support services, such as dietary, laundry, mortuary services, etc.,
are also essential. Some of the support services, available in the test-checked
hospitals, are discussed in succeeding paragraphs.

3.9.1 Dietary Services

As per Kayakalp guidelines™, the quality and quantity of food are the key
factors for patient recovery. Thus, high standards of food hygiene should be
maintained throughout the delivery of healthcare services. The need for
adequate food hygiene facilities, is of paramount importance in the kitchen
services of healthcare facilities.

Audit observed that:

e Diet Vigilance Committees (DVC) had not been formed in three of the
test-checked DHHs (Dhenkanal, Nabarangpur and Nuapada), for
supervising the process of diet preparation and distribution, as required
under the Guidelines issued by the NHM, Odisha for diet management
in public health institutions. In two DHHs (Kandhamal and Puri), though
DVCs were formed, no meetings were held. In DHH, Bhadrak, DVC
meetings were being held intermittently.

e Though a DVC was formed (August 2021) in PRM MCH, no meetings
were held, while regular meetings were being conducted in MKCG
MCH.

e Daily stock registers were not maintained, in regard to kitchen supplies,
at DHH, Kandhamal and DHH, Sundargarh, for ensuring supply of diet
to all eligible patients.

The H&FW Department stated (February 2023) that steps were being taken to
follow IPHS norms.

3.9.2 Laundry Services

As per Kayakalp guidelines, issued by the Ministry of Health and Family
Welfare, Gol, the provision of clean linen is a fundamental requirement for
patient care. An incorrect procedure, for handling or processing of linen, can
pose an infection risk to both staff and patients. The patients’ linen, including
bed sheets and patient gowns, need to be changed on a daily basis.

Audit observed that the laundry services, in the test-checked hospitals, were not
in consonance with the Kayakalp guidelines, as discussed in the subsequent
paragraphs.

0 Guidelines issued (May 2015) by the Ministry of H&FW, Gol for promoting cleanliness,
hygiene and infection control practices in public healthcare facilities
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3.9.2.1 Availability of linen in the test-checked hospitals

IPHS prescribes 24 types of linen’ that are required for patient care services,
for hospitals with 101 beds and above.

In seven of the test-checked DHHs and two MCHs, Audit observed shortage of
different types of linen, such as bedspreads, doctor’s overcoats, paediatric
mattresses, hospital worker OT coats, mortuary sheets, etc. There were
shortages of linen, ranging between 3 and 23 items, in the test-checked DHHs.
Against the requirement of 24 types of linen, PRM MCH, had only four types,
while MKCG MCH had eight types.

Audit noticed the following deficiencies in the availability of linen, in four of
the test-checked DHHs (Dhenkanal, Kandhamal, Nuapada and Puri):

e DHH, Nuapada, had only one type of linen, i.e. bed sheets. No other
types of linen were available.

e DHH, Dhenkanal, had two types of linen (bed sheets and blankets).

e Fifteen out of 24 types of linen were not available in DHH, Kandhamal,
while 17 types of linen including blankets, pillows, pillow covers, etc.,
were not available in DHH, Puri.

Thus, none of the DHHs/ MCHSs was IPHS compliant, in terms of provisioning
of linen for patients and staff, in the hospitals.

3.9.2.2 Infrastructure for laundry services

Audit noticed inadequacies in the availability of infrastructure for laundry
services as required under Kayakalp guidelines, as discussed below:

e The laundry service at DHH, Bhadrak, had been outsourced. One of the
buildings used for storing washed linen, was in a dilapidated condition
(damp), with an unhygienic environment.

e There was no proper provision for drying washed linen, in two of the
test-checked DHHSs (Bhadrak and Sundargarh). Linen items were being
dried on the damp wall of the roof top of the building at DHH, Bhadrak,
in unhygienic conditions. In DHH, Sundargarh, linen was being dried
inside a room, as well as outside, in an open area, adjacent to the general
waste dumping site. Thus, drying of the linen, was not kept off the
ground and away from dust exposure, as envisaged in the Kayakalp
guidelines.

1 Abdominal sheets for OT; Bed sheets; Bedspreads; Blankets (Red and Blue); Doctor’s
overcoats; Draw sheets; Hospital workers' OT coats; Leggings; Mackintosh sheets; Mats
(nylon); Mattresses (Foam) for adults; Mortuary sheets; Over-shoe pairs; Paediatric
mattresses; Patient’s coats (Female); Patient’s Pyjamas and Shirts (Male); towels; Perennial
sheets for OT; Pillows; Pillow covers; Apron for cook; Curtain cloth for windows and doors;
Uniform/Apron and Table cloth
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Linen being dried on the rooftop of the laundry | Linen being dried in an open ground, at DHH,
building, at DHH, Bhadrak (3 June 2022) Sundargarh (14 July 2022)

e As per the Kayakalpa guidelines, linens should be kept in racks. At the
DHHs of Bhadrak, Nabarangpur and Puri, washed linen was being kept
on the floor, due to an inadequate number of racks for storage of linen.

Thus, the laundry services, available in the DHHs, were not as per the prescribed
norms in regard to providing hygienic and clean linen to patients and staff,
thereby exposing them to the risk of infection.

The H&FW Department stated (February 2023) that steps were being taken to
follow IPHS norms.

3.9.3 Ambulance Services

As per IPHS, a district hospital is required to have three to four running
ambulances, with well-equipped Basic Life Support (BLS), depending on the
bed capacity of the hospitals for providing medical assistance during
transportation of patients. It is also desirable to have an Advanced Life Support
(ALS) ambulance. Further, a dedicated parking space is to be provided
separately for ambulances, near the emergency ward. The serviceability and
availability of equipment, as well as drugs, in the ambulances, are required to
be checked on a daily basis.

Audit observed shortage of ambulances, in three of the seven test-checked
DHHs (Bhadrak, Dhenkanal and Nuapada) and in PRM MCH (Baripada), as
against the IPHS norms. Details of ambulances, available in the test-checked
DHHs, are given in Table 3.17.

Table 3.17: Details of ambulances available in the test-checked DHHs

Number of ambulances
DHHs Number of beds Required q
(Essential + desirable) HIRIEDE
Bhadrak 336 4+1 2
Dhenkanal 300 3+1 2+1
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Number of ambulances
DHHs Number of beds Required Available
(Essential + desirable)
Kandhamal 236 3+1 3
Nabarangpur 252 3+1 3
Nuapada 315 4+1 1
Puri 451 4+1 5+2
Sundargarh 330 4+1 7+2

(Source: Data provided by the DHHs and JPI) (Red colour: Shortage; Green: No shortage)
It would be seen from the above that:
e DHH, Puri, had seven ambulances, against the requirement of five.

e All the ambulances available in the DHHs were of BLS type, except
those at DHH, Bhadrak, which were not equipped with BLS/ ALS, as
envisaged in IPHS.

e In MCHs, the ambulances were of ALS type, except for two ambulances
at MCH, Berhampur, which had no equipment.

e Demarcated areas, for parking of ambulances, were available in six of
the seven test-checked DHHs. At DHH, Bhadrak, there was no such
demarcated area, due to an acute shortage of space. In the two test-
checked MCHs, demarcated areas for parking were also not available.

e In PRM MCH, two Ambulances with ALS (costing %51.87 lakh), along
with  equipment  and
instruments, were received
during April 2021, for
providing emergency
transportation to patients,
but were not put to use and
were lying idle, due to non-
posting of an Emergency
Medical Technician.

For providing ambulance services,
drivers and technicians need to be
available in the ambulances. It was
noticed that, though drivers were
available in all the test-checked
DHHs, technicians were available
only in two DHHs (Dhenkanal and Sundargarh) and one MCH (MKCG MCH,
Berhampur). Thus, the available vehicles were not provided with an adequate
number of technicians, although this was required under IPHS. Ambulance staff
(drivers) were found to be untrained in Basic Life Support services, in four of
the test-checked DHHs (Bhadrak, Kandhamal, Nabarangpur and Nuapada).

Ambulances were available only in eight, out of the 14 test-checked CHCs.
Further, two of these ambulances had no BLS equipment.

Two idle Ambulances at PRM MCH, Baripada
(13 May 2022)
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The people in the State mostly depend on the 108 ambulance service, under
the Emergency Medical Ambulance Service (EMAS)’?, a joint initiative of
Government of India and the State.

3.9.3.1 Emergency Medical Ambulance Service (108-Ambulance service)

Emergency Medical Ambulance Service (EMAS) is provided to the people of
the State, free of cost, through one private agency” engaged by the H&FW
Department. A fleet of 624 ambulances (108-Ambulance service) were
operational under EMAS, for providing transportation service to the patients.
The district-wise availability of ambulances, as of March 2022, is given in
Appendix 3.12. Under EMAS, 25.44 lakh patients had availed ambulance
services, during 2017-22 (up to December 2021), in the State.

As per the Standard Operating Procedure (SOP), the call centres/control room
and overall emergency response services, should function uninterruptedly for
ensuring that no calls are left unattended. On an analysis of the data provided
by the NHM, Odisha, Audit observed that only 29.26 lakh (74 per cent) out of
39.48 lakh calls, received during FYs 2017-18 to 2021-22 (up to December
2021), for emergency ambulance services, were attended, leaving 10.22 lakh
(26 per cent) calls, unattended. Out of these attended calls, only 25.44 lakh (87
per cent) patients had availed the ambulance services. The status of calls
received during the period from FYs 2017-18 to 2021-22 (up to December
2021) and patients transported by 108-Ambulances, are given in Chart 3.10.

Chart 3.10: Number of calls received, attended and services availed
(Figures in lakh)

10.00
8.04 8.89 8.31
800  7.20 7.02 7.04
6.67 6.23 6.29
6.00 5.34 555 570
a5, 4.50
4.00 :
2.00 I
0.00
2017-18 2018-19 2019-20 2020-21 2021-22

m Calls Received m Call attended = Availed

(Source: Data obtained from the NHM, Odisha)

Thus, 14.04 lakh (36 per cent) of the patients compared to the calls received
(39.48 lakh) for ambulance service, had not availed the transport facility under
EMAS during FYs 2017-18 to 2021-22.

Further, as per the conditions of the Request for Proposal/ SOP, the service
provider was to maintain an average response time of 30 minutes to reach the
patient/ site. It was, however, noticed that out of 19.97 lakh cases attended
during FY 2019-22 (up to December 2021), the average response time was more

2 Under EMAS, a fleet of ambulances are operational to provide emergency transport service
to the people, free of cost
3 Zigitza Health Care Ltd. Mumbai
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than 30 minutes in 6.21 lakh cases, hampering timely and appropriate medical
attention, in case of medical emergency.

3.9.3.2 Other deficiencies
Audit noticed that:

e The serviceability and availability of equipment in ambulances was not
being checked on a daily basis, in three of the test-checked DHHs
(Bhadrak, Kandhamal and Puri).

e The ambulances at DHH, Bhadrak, had no valid fitness certificates, as
well as insurance and pollution certificates. In the absence of these
mandatory documents, the vehicles should not have been on the road.
Log books of the ambulances were not made available to Audit, due to
which Audit could not ascertain the actual movement and purpose of
vehicles for transportation of patients.

Thus, the ambulance service for transportation of patients, in the test-checked
hospitals, was deficient on many fronts and the people were mostly dependent
on 108/ 112 - Ambulance services.

The H&FW Department stated EMAS-108 ambulances were available across
the districts to transport patients from site of emergency to the nearest
Government hospitals. The fact, however, remains that the public hospitals
should have their own ambulances to meet the emergency situation, in case of
non-availability of EMAS ambulances.

3.9.4 Mortuary Services

As per IPHS, there should be a mortuary, in a separate building in the hospital
premises, for keeping dead bodies and conducting autopsies, and there should
be a mortuary van in the DHHs. In a mortuary, there should be a post-mortem
room, having a stainless steel autopsy table, with sink and running water for
washing specimens. There should also be proper illumination and air-
conditioning. Further, there should be a separate room for body storage, with at
least two deep freezers, for preserving the body. In addition, there should be a
waiting area for relatives and a space for religious rites.

Audit noticed that mortuary services were available in all the test-checked
DHHs. The mortuary services in the DHHs were, however, deficient in
infrastructure and equipment, as discussed below:

o Deep freezers, for storage of dead bodies, were not available in two
(Bhadrak and Puri), out of the seven test-checked DHHs. The deep
freezer at DHH, Nabarangpur, was defunct and the dead bodies were
being kept on the floor. On the other hand, two deep freezers, supplied
to CHC, Nimapara, were lying uninstalled, due to non-availability of
necessary space and infrastructure.

e Astainless steel autopsy table was available only at DHH, Nabarangpur.
In the other test-checked hospitals, granite or concrete structures were
being used for autopsy purposes.
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Deep freezers for storing dead bodies, lying Concrete slabs in the post mortem
uninstalled, at CHC, Nimapara (27 June 2022) | room, at DHH, Bhadrak (20 May 2022)

e Equipment such as spot lights, weighing machines, etc., were not
available in three (Bhadrak, Dhenkanal and Sundargarh), out of the
seven test-checked DHHs.

e The post mortem rooms had ACs in only two of the test-checked DHHs
(Puri and Nabarangpur).

Thus, mortuary services in the test-checked DHHs lacked minimum
infrastructure.

The H&FW Department stated (February 2023) that steps were being taken for
providing infrastructure in the DHHs for mortuary services as per IPHS norm.

3.9.4.1 Autopsy and mortuary management in Medical College Hospitals

As per NMC guidelines, there is to be an Autopsy room, with ante-rooms,
waiting hall and office, along with facilities for cold storage, storage of cadavers
and washing, with an accommodation capacity of 20-25 students. The location
of the mortuary and autopsy block is required to be either in the hospital, or
adjacent to the hospital, in a separate structure, under the Department of
Forensic Medicine.

Audit noticed that, although both the test-checked MCHs had mortuary units,
there existed certain deficiencies, as discussed below.

3.9.4.2 Availability of infrastructure

The infrastructure, available for mortuary/autopsy services, in both the test-
checked MCHs, was insufficient.

e Against the requirement of 400-500 square meters (sgm.) area, the
mortuary building in PRM MCH had 56 sgm. area, while the mortuary
building in MKCG MCH had 70 sgqm.

e In MKCG MCH, the mortuary building had 