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CHAPTER - 111

PERFORMANCE REVIEWS
HEALTH DEPARTMENT

3.1 National Rural Health Mission (NRHM)
Highlights

The National Rural Health Mission (NRHM) was launched in April 2005
throughout the country with special focus on 18 States including
Arunachal Pradesh. NRHM sought to provide healthcare to all in an
equitable manner through increased outlays, horizontal integration of
existing healthcare schemes with special emphasis on primary healthcare
to 9.74 lakh rural people in the State.

There are some noteworthy achievements of the Mission Directorate and
the State Government in implementation of NRHM. Arunachal Pradesh
has been declared as the first State in the country to eradicate the polio
menace. In the test-checked districts, no case of child diseases like
diphtheria, neonatal tetanus, tetanus and whooping cough were reported
during the last 3 years. Also, there is no incidence of death due to vector
borne diseases like kala azar, filaria, Japanese encephalitis and dengue in
the State.

However, a mid-course review of the programme revealed deficiencies in
planning, implementation and monitoring of the scheme; shortage of
medical staff, inadequate infrastructure facilities and lack of public
awareness. Some of the major audit findings are highlighted below:

= Out of the Rs. 99.07 crore received during 2005-08 the Mission
spent only Rs.54.77 crore leaving Rs.44.30 crore (44.72 per
cent) unutilized, which affected the implementation of the

scheme adversely.
(Paragraph 3.1.9.2)

= During 2005-06 and 2006-07 the NRHM was implemented
without any Annual Action Plan either at Village, Block or at

the District level.
(Paragraph 3.1.8)

= The State had an overall shortage of 158 doctors, 282 staff
nurses and 510 ANMs.
(Paragraph 3.1.11.1)
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=  Qut of 378 SCs, 100 are running without any ANM and 173
SCs had single ANM instead of the required number of two.
This was mainly due to shortfall in recruitment and training of
ASHAs.

(Paragraph 3.1.11.1)

3.1.1 Introduction

NRHM was launched in the State in May 2005 following a Memorandum
of Understanding (MOU) between the State Government and GOI. The
mission envisages involvement of community in planning and monitoring
with a view to reduce maternal mortality rate (MMR), infant mortality rate
(IMR) and the total fertility rate (TFR) within a seven year period (2005-
12). Prevention and control of communicable and non communicable
diseases, including locally endemic diseases also constitute an important
component of the mission.

3.1.2 Programme objectives:

The objectives of NRHM are:

> to provide accessible, affordable, accountable, effective and
reliable healthcare facilities in the rural areas of the entire country
especially to poor and vulnerable sections of the population;

> to involve the community in planning and monitoring;

> to reduce infant mortality rate, maternal mortality rate and total
fertility rate for population stabilization; and

> to prevent and control communicable and non-communicable
diseases, including locally endemic diseases.

To achieve the above objectives, some of the existing healthcare
programme viz., Reproductive and Child Health — II, Vector Borne
Disease Control Programme, Tuberculosis, Leprosy and Blindness control
programme etc were brought within the ambit of the Mission as the
following components:

> Reproductive and Child Health (RCH II)
> Additionalities under NRHM

> Routine Immunisation

» National Disease Control Programme

. National Vector Born Disease Control Programme
(NVBDCP)

. Revised National Tuberculosis Control Programme (RNTCP)
e  National Leprosy Elimination Programme (NLEP)
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e  National Programme for Control of Blindness (NPCB)

e  lodine Deficiency Disorder Disease Control Programme
(IDDDCP)

. Integrated Disease Surveillance Project (IDSP)

> Inter-sectoral convergence

3.1.3 Organizational Setup

The State Health Mission (SHM) and the State Health Society (SHS) were
constituted in September 2005 for implementation of NRHM. The Society
Secretariat/ State Programme Management Support Unit (SPMU) is
headed by the Mission Director, NRHM who is assisted by the State
Programme Manager / Nodal Officer, State Finance Manager and
IEC/Nodal Officer (JSY) and other members of the SPMU as shown
below:

State Rural Health Mission
(Chief Minister)

State Health Society
(Chief Secretary)

State Programme Executive Committee, State Health Programme
Management Support Unit Society (Commissioner cum Committee for
(Mission Director) Secretary, H&FWD) H&FW Sector

District Level
(District Health Mission)

l

Executive Committee. District District Health Society Programme Committee
Health Society (CiVIO) (Deputy Commissioner) for Health Scheme

Chart: 3.2.1

3.1.4 Scope of Audit

Implementation of NRHM during the period 2005-08 was reviewed in
audit during April to September, 2008 through a test-check of the records
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of the Mission Directorate and 4 (25 per cent) out of 16 districts. In these
4 districts, the review covered 4 District Reproductive Child Health
Offices (DRCHO) (100 per cent), 7 Community Health Centres (CHCs)
(100 per cent), 16 Primary Health Centres (PHCs) (50 per cent) and 32
Sub Centres (SCs) (36 per cent). The units were selected for detailed
scrutiny through simple random sampling method.

3.1.5 Audit objectives
The objectives of the performance audit were to verify whether:

> planning for the implementation of the programme as well as
monitoring and evaluation procedures at the level of Village,
Block, District and State were oriented towards its principal
objective of ensuring accessible, effective and reliable healthcare to
rural population;

> the level of community participation in planning, implementation
and monitoring of the Mission was adequate and effective;

> public spending on health sector over the years 2005-08 increased
to the desired level and available funds were optimally utilised for
the intended purpose;

> the information, education and communication (IEC) programme
implementation was efficient, cost effective and resulted in
increased awareness about preventive aspects of healthcare;

> the performance indicators and targets fixed specially in respect of
reproductive and child healthcare, immunization and disease
control programmes were achieved; and

> the provision of affordable and accountable public health delivery
system for the targeted population, especially the socially and
economically deprived groups and women and children, was
created as envisaged.

3.1.6. Audit Criteria
Audit findings were benchmarked against the following criteria:
. Guidelines of NRHM;

o MOU signed between the Union Ministry of Health and Family
Welfare and the State Government;

. Annual Work Plan;
. Perspective Plan, District Health Action Plan; and

. Prescribed monitoring mechanism
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3.1.7 Audit Methodology

The performance audit commenced with an entry conference on 02 April
2008 with the Mission Director, NRHM and other Nodal Officers
responsible for implementation of the programme wherein, the objectives,
criteria and scope of audit were explained. Audit findings were discussed
with the Commissioner & Secretary, Health, Mission Director NRHM and
other Nodal Officers in an exit conference on 12 November 2008, and the
replies of the Department have been incorporated in the review, wherever
relevant and appropriate.

Audit Findings:

The mid-term review of implementation of NRHM in the State revealed
that there are some noteworthy achievements of the State Government.
However, there were deficiencies in the planning process, failure in
involving the community in planning, implementation and monitoring of
the scheme; shortage of medical staff; inadequate infrastructure facilities
and lack of public awareness. Major audit findings are discussed in the
succeeding paragraphs.

3.1.8 Planning

NRHM strives for a decentralized health planning and implementation
arrangement to ensure that need-based and community-owned District
Health Action Plans (DHAPs) become the basis for interventions in the
health sector. The districts are, thus, required to prepare perspective plans
for the entire Mission period as well as Annual Health Action Plans
(AHAPs). Based on the DHAPs, the State Health Society is to prepare a
Project Implementation Plan (PIP) for the State for approval by the
National Programme Coordination Committee (NPCC) and the GOL.

Scrutiny of the records in the Mission Directorate as well as in the sampled
districts revealed that during 2005- 07, no AHAP was prepared either at
the village, block, or at district level. Though the DHAPs were prepared
during 2007-08 by the districts based on the household surveys conducted
at village level, these were not prepared timely. Village Health Action Plan
(VHAP) and Block Health Action Plan (BHAP) were, however, not
prepared during 2005-08.

3.1.8.1 Facility surveys/Household surveys

As per the GOI instructions, facility survey of all the medical units and
household survey should be completed by March, 2008. As per the
progress report submitted by the Mission Directorate, there was shortfall in
facility survey ranging from 6 to 52 per cent and in household survey by
31 percent. The position as on March, 2008 is captured in the following
table:
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Table: 3.1.1
Particulars Number Facc(l)l;;yuscltlgey f;l::ct:iltl)/
District Hospitals 14 12 2 (14)
Community Health Centres 31 29 2 (06)
Primary Health Centres 85 41 44 (52)
Sub Centre 378 299 79 (21)
Household Survey (Districts) 16 11 531

Source: Mission Directorate

Data collected through the household and facility surveys was not
validated by the Village Health Sanitation Committee (VHSC) as required
under the NRHM guidelines.  Similarly, the mechanism of sample
verification of the correctness of the survey data either by NGOs or by the
higher officers, as prescribed under NRHM framework were also not
followed while finalization of DHAPs. Further, a central database was to
be prepared for future healthcare planning by using the authenticated
surveys results. The database was also not prepared/ maintained at the
district or at the State level.

3.1.9 Financial Management

3.1.9.1

The State is required to reflect its requirement for various components of
the programmes i.e. (a) RCH, (b) Additionalties under NRHM, (c)
Immunisation, (d) RNTCP, (e) NVBDCP, (f) Other National Disease
Control Programme (NDCPs) and (g) Inter-sectoral issues in a
consolidated Programme Implementation Plan (PIP).

The GOI allocates the funds directly to the State Health Society (SHS) on
the basis of the approved PIP. During 2005-07, 100 per cent grants were
provided to the State. However, from the 11" Plan Period (2007-12), the
State was required to contribute 15 per cent of the total fund requirements
for NRHM.

Funding pattern

3.1.9.2

The position of funds allotted and expenditure incurred thereagainst during
2005-08 is given in the following table:

Allocation and Expenditure

Table: 3.1.2
(Rs. in Crore)
Funds released Expendi- Savings
Year ¢ ¢
Central* State Total LLie (percent)
2005-06 11.28 - 11.28 6.21 05.07 (45)
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2006-07 34.16 - 34.16 17.63 16.53 (48)
2007-08 53.63 Nil 53.63 30.93 22.70 (42)
Total 99.07 99.07 54.77

Source: Mission Directorate’s records *includes last year savings

Apart from the funds detailed above, the GOI released funds under
different vertical programmes which form part of NRHM. The position of
funds received and expenditure incurred during 2005-08 under these
vertical programmes is given in the following table.

Table: 3.1.3
(Rs. in lakh)
Programme | Year | OB | 0O | pocepts | Funds | - ture | (ercent
2005-06 - 74.03 0.01 74.04 6.46 67.58 (91)
NVBDCP 2006-07 67.58 200.76 3.14 271.48 174.21 97.27 (36)
2007-08 97.27 306.20 1.87 405.34 316.34 89.00 (22)
2005-06 19.57 160.00 5.79 185.36 138.63 46.73 (25)
RNTCP 2006-07 46.73 100.00 5.17 151.90 142.77 09.13 (06)
2007-08 9.13 160.00 2.36 171.49 152.17 19.32 (11)
2005-06 33.27 29.50 1.31 64.08 34.72 29.36 (46)
NPCB 2006-07 29.36 91.22 2.15 122.73 50.86 71.87 (59)
2007-08 71.87 Mission did not furnish these figures.
2005-06 23.69 20.83 0.21 44.73 41.50 3.23 (07)
NLEP 2006-07 3.23 110.04 0.34 113.61 113.14 0.47 (00)
2007-08 0.47 46.26 0.14 46.87 46.02 0.85(02)

Sources: Annual Accounts of NRHM and Vertical Societies

As can be seen from table 3.1.2, during the period 2005-08, out of the
available funds of Rs. 99.07 crore, the SHS could utilise only Rs. 54.77
crore. Since the funds were provided based on the agreed PIP, the short-
utilization of the allocated funds would have without doubt adversely
affected the fulfillment of the Mission objectives to that extent.

The Department stated (November, 2008) that due to difficult topography
and poor communication facilities, the pace of execution of works were
slow which caused short-utilization of funds. The reply is not acceptable as
the reasons given are supposed to be well known to the Department when
the planning and budget allocations were decided.

Similarly, the SHS could not utilize the funds provided under vertical
programme during 2005-08 to the full extent. The short utilisation of funds
is bound to impact adversely on the achievement of objectives for which
funds were provided.
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3.1.93 Delay/short release of State share

As per the funding pattern, the State was to release Rs. 6.05 crore in
2007-08 being the 15 per cent share of the total approved outlay (Rs. 40.34
crore). The State, however, released only Rs. 4 crore in April 2008. Thus,
there was a delay as well as short-release of State share amounting to Rs.
2.05 crore as of September 2008 which adversely affected the resource
availability for the healthcare activities.

The Government admitted the audit finding and stated (November 2008)
that efforts would be made to release its outstanding share.

3.1.94 Expenditure on management cost

As per the guidelines, up to six per cent of the total annual work plan for
the year can be utilized for contractual engagement of personnel with new
skills under management cost.

During the years 2006-08, Rs. 8.52 crore (11 per cent) was incurred on
management cost against the admissible limit of six per cent on the
salaries of Medical Officer, Auxiliary Nursing Midwife (ANM), Staff
nurse, Lab Technician etc.

The Mission Directorate stated (November 2008) that it was very difficult
to limit the management cost to six per cent of the total NRHM budget due
to various inevitable reasons which had already been highlighted to the
GOL.

3.1.95 Irregular utilisation of untied funds

NRHM guidelines stipulate that untied funds meant for the SCs should be
utilised for activities like minor modification of the centre, cleaning,
transportation in emergent cases to appropriate referral units, carrying of
samples during epidemic, purchase of bleaching powder etc. with the
approval of Village Health Sanitation Committee.

Scrutiny of the records of District Reproductive Child Health Office, East
Siang and Changlang districts revealed that during the year 2005-06
Rs. 5 lakh (East Siang - Rs. 3 lakh & Changlang - Rs. 2 lakh) was spent
out of the untied funds on other activities like purchase of furniture,

hospital accessories, construction of operation theatre, etc. in violation of
the NRHM guidelines.

DRCHOs (July 2008) stated that due to non-formation of VHSC and non-
opening of bank accounts, the funds were spent at the district level. The
Government admitted the audit finding and promised (November 2008)
that adequate follow up action would be taken.
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3.1.9.6 Vertical integration of Programmes

As per the NRHM guidelines, all the vertical programmes under National
Disease Control Programme of the MoH&FW viz., NVBDCP, RNTCP,
NPCB, NLEP, IDSP, IDDDCP were to be integrated by April, 2007 into
NRHM by release of funds through the mission finance management
group. However, scrutiny of records revealed that during 2005-08 the
financial outlay and expenditure under NRHM and vertical programmes
were separately accounted for and only the accounts of all the vertical
programmes were amalgamated with NRHM in the Annual Statement of
Accounts for the period of 2007-08. Other formalities like fund allotment
along with NRHM, one DDO, one cashbook, one bank account, etc had
not taken place as of March 2008.

The Government held (November, 2008) GOI responsible for this failure
since though the demand for funds was projected in a consolidated form in
the PIP by the State, the GOI released funds separately for each
component, in violation of the Mission guidelines.

3.1.9.7 Audit of the Society

As per the MoU signed between the State Government and the MoH&FW,
the State was to organise the audit of the State and District societies within
six months from the close of the financial year. The funds routed through
the MoU mechanism are also liable for statutory audit by the Comptroller
and Auditor General of India. However, there were delays in finalisation
of the annual accounts for the years 2005-06 to 2006-07. Further, the
2007-08 annual accounts were not finalised as of September 2008.
Besides, all these years’ accounts have not yet been furnished to the
Accountant General.

While admitting the facts, the Department explained (November 2008) that
the difficult weather and communication bottleneck in the State caused
delay in audit by the Chartered Accountant in various remote districts.

3.1.10 Infrastructure

3.1.10.1 Healthcare infrastructure

As per the NRHM norms for establishment of rural health centres in hilly
and tribal areas, one Sub Centre (SC) is to be set up for a population of
3000, one Primary Health Centre (PHC) for a population of 20000 and one
Community Health Centre (CHC) for a population of 80,000 to 100,000.

Arunachal Pradesh has a rural population of 9.74 lakh. Scrutiny of the
records at Mission Directorate revealed that the healthcare centres in the
State exceeded the required number as per the NRHM norms as indicated
in the following table:
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Table: 3.1.4
Requirement Actual
EIBIR aseg:r :or(:ns ce;tl:'es DG
SCs 325 378 53
PHCs 49 85 36
CHCs 12 31 19

Source: Directorate NRHM

Though the State has more healthcare centres than required under norms
prescribed in NRHM, to meet the peculiar requirement and scanty
population in the State, the infrastructure facilities in healthcare sector in
the State was not up to the desired level and desired standard. There were
also delays in upgradation of hospital buildings. The shortcomings in the
infrastructure are discussed in the subsequent paragraphs.

3.1.10.2 Delay in upgradation of Hospital buildings

During the year 2007-08, the GOI released Rs. 14 crore for upgradation of
district hospitals to be used in the ratio of 60:40 between civil works and
medical equipment respectively. The Mission Director, however, released
Rs. 8.70 crore for civil work to 14 District Health Societies (September-
October 2007). Equipment valued at Rs 2.92 crore was also procured and
delivered to the DHs. The balance amount of Rs.2.38 crore remained
unspent with the Mission Director as of March 2008.

Scrutiny of records revealed that only Rs. 1.81 crore (21 per cent) out of
Rs. 8.70 crore was spent on civil works, leaving an unspent balance of Rs.
6.89 crore (89 per cent) with the District Societies.

In the 4 test-checked districts, only East Siang had completed the civil
work and in the remaining 3 Districts, the works were yet to commence.
Thus, there were delays in upgradation of the infrastructure of these
medical units which would deprive the beneficiaries of the intended better
healthcare benefits.

The Government stated (November 2008) that the civil works are in
progress and the concerned executing agencies would be pursued to
expedite the execution.

3.1.10.3 Drugs Distribution Centres and Fever Treatment Depots

Under NVBDCP, Drug Distribution Centres (DDCs) and Fever Treatment
Depots (FTDs) have to be established in the rural areas for providing easy
access to anti-malaria drugs to the community. DDCs and FTDs had not
been established in each village identified as high risk areas as prescribed
in NRHM norms. Out of 3678 high risk villages in the State, only 268
DDCs and 212 FTDs were established. Thus, there was a huge shortfall in
establishment of DDCs (3410) and FTDs (3466) in the high risk areas of
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the State depriving a large section of the population access to anti-malaria
drugs.

SHS admitted (November 2008) the audit finding.

3.1.104 Inadequate cold chain system

Cold chain system is essential for preserving the effectiveness of the pulse-
polio and other vaccines vials/ampoules. There are 130 medical centres
(DHs 14, CHCs 31, and PHCs 85) in the State of which cold chain system
facilities are available only in 47 (DHs 14, CHCs 31 and PHCs 2) (36 per
cent). The absence of the prescribed cold chain facility is bound to have
adverse impact on the effectiveness of various vaccines being used under
various immunisation programmes.

The Government stated that the cold chain system is required only for
PHC and above levels and thus not for SCs. Further, it was also stated that
in Arunachal Pradesh there is frequent power failure problem and in
remote localities electricity supply is yet to be provided and in absence of
uninterrupted power supply, the equipment are not useful. DHS stressed
the fact that during the last 25 years there has not been even a single case
of polio in the State which underlines the success of the preventive health
programmes. The reply is not acceptable in audit as suitable power
backups has to be provided wherever there is load shedding problem.
Similarly, the fact that the State does not have any reported instance of
polio does not mean that the preventive healthcare activities like
immunisation should be compromised. Further, the cold chain systems are
required store of vaccines other than Oral Polio Vaccine.

3.1.10.5 Blood Storage Facility

After three years of implementation of NRHM, except in Ruskin CHC, no
other CHC had blood storage facilities. The blood storage facility in
Ruskin CHC is also non-functional since June 2008. In the absence of such
a facility, the needy and emergent patients were deprived of the supply of
the blood which is crucial for an effective healthcare system.

The Government stated (November 2008) that blood demand of CHC
Ruskin is being met by the Pashighat blood bank which is not very far
from there. DHS (November 2008) added that more blood bank could not
be established as these require license from GOI and the Society had
written letters to GOI for licenses but no approval has been received yet.

3.1.11 Manpower management

As per the norms prescribed for hilly states in NRHM guidelines, 6
doctors, 7 staff nurses and 1 Auxiliary Nurse Midwife (ANM) are required
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in each CHC; 2 doctors and 3 staff nurses are required for each PHC; and.
2 ANMs are required in each SC.

3.1.11.1 Medical and paramedical staff

As brought out in paragraph 3.1.10.1, the State has established healthcare
centres in excess of the NRHM norms. The position of medical and
paramedical staff in the State as of March 2008 is given in table below:

Table: 3.1.5
Category CHC (31) PHC (85) SC (378) Total
of staff Shortage
(R - Regular, Require Persi(;nnel Varia- | Require Persi(;lnnel Varia- | Require Persi(r)lnnel Varia- o eac;gl
C - Casual) ment position tion ment position tion ment position tion category
Doctor 186 R-72| -114 170 R-69 -44 - - - 158
C-57
Staff 217 R-71| -146 255 119 | -136 - - - 282
nurse
ANM 31 R -84 +353 - - - 756 RC__1;(3) -563 510

Source: Mission Directorate’s records

The shortage has been calculated on the basis of the norms prescribed for
hilly states in NRHM guidelines. In order to meet the shortage of medical
and paramedical staff, the Mission had engaged 57 doctors and 20 ANMs
on contractual basis. The deployment of this staff was for a temporary
period. Even after taking into account these contractual recruitments, the
State still has a shortage of 158 doctors, 282 staff nurses and 510 ANMs.

It was also noticed that out of 378 SCs, 100 were non-functional as there
was no ANM in these centres against the requirement of two ANMs per
SC. Further, 173 SCs were functioning with a single ANM instead of two.
Thus, though the State has more healthcare centres than required under the
norms, the ability to provide quality healthcare suffered due to the lack of
adequate manpower.

The Government stated (November 2008) that GOI is reluctant to sanction
posts because more centres than required were opened in the State. The
reply has to be viewed in the light of the fact that the NRHM guidelines
provide for recruitment of the additional manpower on contractual basis
till posts are sanctioned by the GOI and also, the fact that the State was
unable to use the funds provided under NRHM completely every year.
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3.1.11.2 Dental Surgeons

Providing dental care at peripheral level is an integral component of the
primary health care under NRHM. Scrutiny of the records revealed that
only 34 dental surgeons were posted in the entire State. These surgeons
were posted only in 12 districts leaving four districts (Kurung Kumey,
Upper Subansiri, Upper Dibang Valley & Anjaw) without any dental
surgeons. This led to absence of any dental care services in these four
districts.

The Nodal Officer pointed out that they did write to GOI for creation of
posts but no sanction has been received yet and that the funds shortage
also affects their ability adversely. The reply is not acceptable as the
NRHM guidelines provide for recruitment of the additional manpower on
contractual basis till posts are sanctioned by the GOI, and the State had the
required funds to meet the expenditure.

3.1.11.3 Selection and training of ASHA

Under NRHM each village is required to be provided with one trained
female community health worker known as Accredited Social Health
Activist (ASHA). The ASHAs are fully accountable to the Panchayat Raj
Institutions. The ASHAs would not get any salary but are entitled to get
performance-based compensation on healthcare activities relating to the
pregnant mothers and newborn children. The State was required to
complete the selection and their training (module I to IV) by March 2008
and then they were to be supplied with drug kits containing medicines for
minor ailments, oral rehydration salts, contraceptives, etc.

As of March 2008, against the total requirement of 3862 ASHAs in the
State, 3153 (82 percent) were selected. Of these, only 2260 (59 per cent)
were imparted training on Module 1. Further, only 596 ASHAs (19 per
cent) completed the entire training module. Thus, there was short-selection
of 709 ASHAs (18 per cent) and short-training of 2557 (81 per cent) of the
selected ASHAs. Further, only 702 ASHAs (22 per cenf) were provided
with drug kits. Thus, 106 ASHAs were provided with drug kits before
completion of full training in contravention of the NRHM guidelines.

The State Institute of Health and Family Welfare is yet to evaluate the
training and functioning of ASHAs as required under NRHM guidelines.
The guidelines also provide that there should be weekly meeting of
ASHAs at SCs and monthly meeting at PHC level. There was, however,
no record to show that the weekly meetings of ASHAs at SCs and monthly
meeting at PHC level had taken place. Thus due to these deficiencies the
important link between the community and the healthcare facilities as
envisaged under NRHM, was only partially achieved.
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SHS stated (November 2008) that the issue of ASHA has got politicized
which affected the NRHM programme as ASHAs were often removed in
the event of change in Government and new ASHAs were appointed. The
Society also admitted that the ASHA training was slow and assured
improvement in this regard.

3.1.12 Healthcare and family welfare programme

The NRHM provides an overarching umbrella to most of the national
programmes of healthcare and family welfare to provide accessible,
affordable, accountable, effective and reliable healthcare facilities in the
rural areas. Arunachal Pradesh has been declared as the first State in the
country to eradicate the polio menace. The targets, achievement and
important deficiencies in implementation of this programme are discussed
below:

3.1.12.1 Immunisation Programme

To prevent infant mortality, morbidity (death and disease) of children and
to provide healthcare to pregnant women, immunization programme
comprising vaccine for preventable diseases viz., (i) Diphtheria Pertussis
Tetanus (DPT); (ii) Oral Polio Vaccine (OPV); (iii)Tetanus Toxoid (TT);
(iv) BCG (v) Measles and (vi) Diptheria Tetanus (DT), was implemented.
The following immunisation schedule was prescribed for children up to six
years of age and pregnant women to protect them against specific diseases.

Table: 3.1.6: Immunisation schedule

Age Schedule for immunization
Children of age six weeks or one and | (i) Diphtheria, Whooping cough and Tetanus
a half months (DPT) : First dose

(i) Oral Polio Vaccine (OPV): First dose
(iii) Tuberculosis (BCG)

Children of age 10 weeks or two and a | (i) DPT: Second dose

half months (i1) OPV: Second dose

Children of age 14 weeks or three (i) DPT: Third dose

months (i1) OPV: Third dose

Children of age nine months Measles

Children of age between 16 and 24 (i) DPT: Booster

months (i1) OPV: Booster

Children of 5 to 6 years of age Booster dose for Diphtheria and Tetanus (DT)
and two doses of typhoid vaccination.

Pregnant women Tetanus toxiod: Two doses at an interval of

eight to twelve weeks, the second dose being
given four weeks before expected date of
delivery.

The scheme is being funded entirely by the GOI with the objective of
100 per cent achievement every year in immunizing infants and pregnant
women. The year-wise targets and achievement thereagainst is tabulated
below:
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Table: 3.1.7: Immunisation of infants and pregnant women

Infants Pregnant women
Year . . Achievement (per cent) DT TT(16) TT(10)
arge

BCG Measles DPT OPV Target Ach. Target Ach. Target Ach.

20,574 24,406 15,230 15,501 15,396 6,171 10,283
2005-06 25,950 79) 94) (59) (60) 29,351 (52) 29,594 21 25,713 (40)

21,429 19,306 20,778 20,887 19,993 8,247 14,604
2006-07 26,405 1) 73) 79) 79) 30,138 (66) 30,387 27) 26,402 (55)

16,063 13,840 13,193 13,389 5,324 4,863 5,324
2007-08 30,579 53) 45) @3) (44) 30,946 (17 31,202 (16) 27,110 20)

Source: NRHM Directorate

It may be seen in the above tables that there was a significant shortfall in
achievement of targets under all categories during 2005-08. Also, there
was considerable decline in achievement during the year 2007-08 when
compared to the previous years. Further, there was variation between the
targets set for BCG, etc. and DT.

While accepting the audit finding (November 2008) the Department stated
that immunisation programme has shown improvement in the current year.

Though the State Government claims that there is no single case of polio
in the State, considerable decline in administering OPV during the year
2007-08, a preventive measure to check the spread of disease, has to be
viewed seriously, as the risk of occurrence of the disease could not be
entirely ruled out due to slackness in implementation of the programme.

3.1.12.2 Janani Surakhsa Yojana

Janani Suraksha Yojana (JSY) aims at providing facilities for institutional
delivery.

Considering that 100 SCs were non-functional as there was no ANM and
in another 173 SCs there was only one ANM against the requirement of
two ANMs, it is certain that very few mothers would have availed of the
benefit of improved facilities of institutional delivery. Shortage of trained
ASHAs also contributed to the lack of awareness among the beneficiaries.
Thus, a majority of rural pregnant women were deprived of improved
facility of institutional delivery.

The position of institutional deliveries and the number of beneficiaries to
whom cash assistance was given during 2005-08 is indicated in the table
below:
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Table: 3.1.8
Total Institutional Cash assistance (in number) Not paid in
Year number of delivery cases 3 3 er cent
deliveries (per cent) Paid Not paid p

8,593

2005-06 28,643 (30) 794 7,799 91
8,423

2006-07 28,077 750 1,433 6,990 83
8,897

2007-08 29,657 50 7,689 1,208 14
25,913

Total 86,377 (30) 9,916 15,997 62

Source: Mission Directorate’s records

It would be seen above that during the years 2005-08 out of a total 86,377
deliveries the institutional deliveries was only 25,913 (30 per cent).
However, as per the third National Family Health Survey, the institutional
deliveries among the rural population in the State was mere a 19 per cent.
Out of 25,913 institutional deliveries, only 9,916 mothers (38 per cent)
were paid cash assistance, leaving 15,997 mothers (62 per cent) deprived
of the scheme benefit. This is indicative of the fact that the beneficiaries
were not aware of the cash assistance available to them.

The Nodal Officer, NRHM stated (November 2008) that the benefit could
not be extended in the remaining cases due to non-observance of
prescribed procedure by them. Accepting the fact, the Mission Directorate
assured (November 2008) that efforts would be made to popularise the
scheme through Information Education and Communication activities
during next year.

Scrutiny of the records of JSY payments in Upper Subansiri District
revealed that 44 and 144 beneficiaries were paid cash assistance totalling
to Rs. 3.55 lakh) (at the rate of Rs 1,300 and Rs. 2000 during 2006-07 and
2007-08 respectively). Though the payments were recorded and
expenditure booked in the accounts, the actual payee receipts (APRs) from
the beneficiaries for these payments were not produced to audit for cross-
verification. In the absence of the supporting records such as APRs, it
could not be ascertained whether these benefits actually reached the stated
beneficiaries or not.

The Department accepted the audit finding and assured that the system of
documentation would be strengthened further.

3.1.13 National Disease Control Progamme

3.1.13.1 National Vector Borne Disease Control Programme

All the vector borne diseases, viz., Malaria, Filaria, Kala-azar, Japanese
Encephalities and Dengue were brought under the ambit of National
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Vector Borne Disease Control Programme (NVBDCP). When NRHM was
launched in April 2005, the NVBDCP was also brought under it. In respect
of Arunachal Pradesh, only the activities under ‘Malaria’ were undertaken
as part of implementation of NRHM, since there was no incidence of other
vector borne diseases in the State as reported by the programme
implementing authority.

Scrutiny of records revealed that none of the three sub-components of
NVBDCP i.e. enhanced malaria control project, behaviour changes
communication project and intensified malaria control project were not
implemented in 2005-06. However, from 2006-07 onwards all three sub-
components were implemented. Status of provision of funds and utilisation
under NVBDCP is given in the table below.

Table: 3.1.9
(Rs. in lakh)

Year Budget Expenditure (j ::’lcl;g; )
2005-06 74.04 6.46 67.58 (91)
2006-07 271.48 174.21 97.27 (36)
2007-08 405.33 316.32 89.01 (22)

Sources: Annual Accounts of NRHM and Vertical Societies

As could be seen from the above table the utilisation of fund under the
programme was dismal during 2005-08 particularly during the year
2005-06 due to non-implementation of the programme.

Malaria situation in the State is given in the table below.

Table: 3.1.10
. ) No of deaths as per
Year Blood Slide Malaria Pf case . .
Examination cases S¢S Web site of Society
NVBDCP records
2005 2,58,994 31,215 7,447 - 10
2006 2,76,074 39,182 12,854 196 195
2007 2,29,749 34,125 7,636 - 36
2008 19,978 2,122 445 - 4
(as of May 2008) (as of July 2008)

Source: Website of NVBDCP, Directorate General of Health Services, Ministry of Health
and Family Welfare, Government of India

The figures of death due to malaria reflected in the web site of NVBDCP
do not tally with the figures provided by the State Society. As such, the
credibility of information regarding malaria situation in the State is
doubtful.

Substantial number of malaria death cases reported in the State during the
years 2006 and 2007 was mainly due to failure of the State in
implementation of the programme till 2005-06. The shortfall in
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establishment of 3410 DDCs and 3466 FTDs in the high risk villages as
pointed out in paragraph 3.1.10.3 affected the implementation of
NVBDCP adversely.

Department and NVBDCP Society agreed with the audit finding and stated
(November 2008) that due to the non-posting of State Programme Officer,
the scheme could not be implemented in 2005-06. Since the posting of
SPO was within the control of the Department, the reply underlines the
failure of the Government in implementation of the programme.

3.1.13.2 Spraying of DDT

As per the guidelines issued by the GOI, the first and second rounds of
Indoor Residual Spray (IRS) for Vector control are to be done in April to
mid-June and in mid-June to August respectively. Scrutiny of records
revealed that there was shortfall in achievement of the target during the
last three years as detailed in the following table.

Table: 3.1.11
Year Period Target éctual AT
achievement percentage
2005 First round 7,19,678 5,65,493 78
Second round 6,79,614 5,74,994 85
2006 First Round 7,54,892 5,92,288 78
Second Round 7,25,518 6,48,795 89
2007 First Round 8,35,931 7,94,279 95
Second Round 7,71,508 6,93,480 90

Source: NVBDCP Society’s data

There has been improvement in coverage of population under both rounds
of operation during the last two years. However, non-achievement of the
target may render the entire operation an exercise in futility, as there is
every possibility of malaria virus carrying insects developing resistance
and rendering the use of insecticide in the future useless.

The Department accepted the audit finding and added that the difficult
terrain and weather complicated the problem. However, the Department
has to make every effort to cover entire population in order to eradicate
malaria in the State.

3.1.13.3 Distribution of insecticide treated bed-nets

NVBDCP as well as the NRHM guidelines provide for distribution of
insecticide treated bed nets to all BPL families living in the State.

However, during the years 2005-06 and 2006-07 there was no distribution
of insecticide treated bed-nets to the BPL families of the State.

The Department stated that insecticide treated bed nets were not provided
to the targeted beneficiaries due to their non-receipt from the GOL.
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3.1.134

Under NRHM norms for 10.00 lakh population, the manpower
requirement is 260 persons (52 squads of an average 5 persons) for Indoor
Residual Spraying of DDT and synthetic pyrethrolds. Scrutiny of the
records revealed engagement of manpower in excess of the norms. Details
of manpower required as per norms vis-a-vis the actual manpower engaged
and expenditure incurred on their wages are tabulated below:

Excess deployment of manpower

Table: 3.1.12
Average Manpower .
Population Excess Wages (Rs in lakh)
Year covered in Actually As per deployment
two rounds deployed norms (per cent) Actually Payable as Excess
(in lakh) paid per norms
2005 5.70 351 149 202 (58) 27.30 11.59 15.71
2006 6.21 361 162 199 (55) 30.51 13.69 16.82
2007 7.44 361 193 168 (47) 30.51 16.31 14.20
Total 1073 504 569 88.32 41.59 46.73

Source: Society’s data and audit calculation

Thus an excess expenditure of Rs. 46.73 lakh was made on payment of
wages to the persons deployed in excess over the norms.

The Society (July 2008) stated that the population norms are not applicable
in Arunachal Pradesh. The reply is not acceptable as the audit finding is
based on the norms applicable to hilly regions which also include
Arunachal Pradesh. The Government stated (November 2008) that the
malaria is endemic in 14 out of the 16 districts in the State and the difficult
geographical condition necessitates more manpower deployment.

3.1.13.5

During the years 2005-08, the following were the performance indicators
under different aspects of the programme of NPCB.

National Programme for Control of Blindness

Table: 3.1.13
Percentage of
Component Year Target Achievement shortfall in
achievement
2005-06 28,000 11,019 61
School children 2006-07 28,875 6,600 77
screened
2007-08 20,000 14,956 25
2005-06 1,960 1,570
Detected with 2006-07 2,021 1,153
refractive errors
2007-08 1,400 894
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Percentage of

Component Year Target Achievement shortfall in
achievement
Cases where 2005-06 600 211
Spectacles are to be 2006-07 606 203
provided 2007-08 420 295

Source: NPCB Society’s data

It may be seen that there was a significant shortfall in screening the school
children under NPCB ranging between 25 and 77 per cent. However, the
achievement of target has increased considerably during the year 2007-08.

The Society stated (November 2008) that due to the shortage of
Ophthalmic Assistants, the target for screening of school children could
not be done. The Department should make effort to achieve 100 per cent
screening of the school children as envisaged under the programme.

3.1.14 Procurement

Scrutiny of the records revealed that the Mission Directorate procured
medical equipment without assessing the actual requirement or consulting
DHAP of the respective DRCHOs/DHs which led to non-utilisation and
non-acceptance of medical equipment as listed below:

e DRCHO, Changlang received 40 medical equipment valued
Rs.39.01 lakh under District Hospital Upgradation Programme.
Scrutiny of the supply of equipment data revealed that
13 equipment worth Rs. 2.18 lakh only were required in the DH,
Changlang as per their approved DHAP for 2007-08. Further, the
procurement has to be viewed in the light of the fact that
upgradation of DH Changlang has not commenced as of March
2008. Thus, equipment costing Rs.36.83 were needlessly
purchased and supplied to DH, Changlang.

e DH, Upper Siang already had one functional X-ray machine but
during 2007-08 another machine costing Rs 2.40 lakh was supplied
without being requested.

e One dental chair at a cost of Rs.6.46 lakh was procured for DH
Upper Dibang Valley though DH had no dental service.

e Scrutiny of records in Mission Directorate also revealed that the
equipment worth Rs.12.01 lakh was procured and supplied during
2007-08 to the Lower Dibang Valley DH without assessing their
actual requirements as detailed below:
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Table 3.1.14
Partlfulars of Quantity Cost Remarks
equipment procured (in Rs)
Operating There is no ENT service in the
microscope(ENT) ! 2,29,000 hospital
Binocular microscope 2 1,22,400 There are a.l ready two available
in the hospital
Operation Theatre Sophisticated OT tabl.e not
1 6,50,000 | needed for running minimum
Table (Remote Control) . .
aspect of surgical service
Generator for Operation There is already one standby
1 2,00,000 . .
Theatre generator in the hospital
Total 12,01,400

Source: Correspondence file and vouchers

Consequently, the procurement and supply of medical equipment without
ascertaining the actual requirements of DHs, led to non-utilization of these
equipment worth Rs. 57.70 lakh.

3.1.15 Community participation

The NRHM framework prescribes a multiplicity of committees at various
levels to ensure community participation. Community participation was
also designed in the Mission as a guarantee for their right to the healthcare.
Thus community participation is to play an important role in achieving the
desired objectives of the Mission. However, community participation was
not adequate as discussed in the subsequent paragraphs:

3.1.15.1 Village Health Sanitation Committees

As part of the decentralised medical services in every village, Village
Health and Sanitation Committees (VHSC) were to be setup with adequate
representation from PRIs and the disadvantaged sections of the society like
women, scheduled caste, scheduled tribe, minorities and other backward
castes. VHSC is to monitor and validate the data collected and sent to the
higher authorities by Auxiliary Nurse Midwife (ANM), Anganwadi
workers and other functionaries of the public healthcare system. The
process of constitution of VHSC was to be completed by March-2008.

Out of the required 3862 VHSC (on the basis of one committee per
village), only 2178 Committees (56 per cent) were constituted as of March
2008. These VHSCs were, however, not involved in the data validation
process as contemplated in the NRHM guidelines.

SHS admitted the audit finding and assured (November 2008) that the
VHSC would be used in future for data validation and other activities.
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3.1.15.2 Rogi Kalyan Samiti

Rogi Kalyan Samiti (RKS) is a registered society which is supposed to
manage the affairs of the hospitals. RKS was to be represented by locally
elected representatives, NGOs, and member from the Government health
department, who are responsible for proper functioning and management
of the hospitals, CHCs, PHCs.

In Arunachal Pradesh, there are 130 medical units where RKS were to be
formed, however, only 114 RKS have been formed. Further, the
functioning of RKS where formed, was also not effective as (i) no regular
meetings as required under the guidelines were held and (ii) review of the
performance of the out patient as well as in-patient departments of the
medical units were not done. RKSs were also not maintaining records on
the problems being faced by the patients, complaints received by them and
action taken thereon, if any.

Admitting the audit finding, SHS stated (November 2008) that due to
shortage of Medical Officers they were not in a position to form the
required number of RKS. The Society also accepted that the record
maintenance by RKS was poor.

3.1.153 Public dialogue on health

Under NRHM guidelines, the interested community members should be
enabled to get directly involved in exchange of information and to improve
the transparency and accountability of the healthcare system. ‘Public
dialogues’ (Jan Sambad) or ‘Public hearings’ (Jan Sunani) are to be
organised at regular intervals at PHC, block and district levels.

However, in the test checked districts and Mission Directorate, the public
dialogues and public hearings on healthcare were never organised. As a
result dissemination of healthcare information as well as improvement in
the transparency and accountability in the healthcare system suffered.

The Government stated (November 2008) that these exercises were being
done quite intensively but in an informal way and thus no records were
available and assured that efforts would be made to do it in a formal way.

3.1.154 Citizens Charter

One of the objectives of the RKS is to develop a citizen charter for each
DH, CHC, and PHC and ensure that it is displayed appropriately outside
the health centre so that people are made aware of their health rights and
facilities available to them in these medical centres.

However, citizen charters were not displayed in all the medical units of the
State. Out of the total 130 medical units, only 3 district hospitals had
citizen charters resulting in very limited dissemination of information
about the medical facilities available in these medical units and public had
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not benefited from the healthcare facilities existing due to lack of
awareness.

SHS assured adoption of citizen charter in future wherever the RKS were
functioning.

3.1.16 Information Education and Communication (IEC)

IEC is a comprehensive strategy under NRHM programme which includes
awareness by means of publicity through electronic media, advertisement,
etc. As per the NRHM guidelines, the impact of IEC activities among the
people should be periodically evaluated.

Scrutiny of records revealed that during the years 2005-08, the Mission
spent Rs. 1.30 crore towards IEC activities like printing of calendar,
billing, hoarding, wall writing, broadcasting in electronic media, etc. No
impact evaluation was, however, carried out by the Mission and an
opportunity was missed to take appropriate corrective measures to make
the programme more effective.

The Society stated (November 2008) that no evaluation agency had yet
been engaged by the NRHM for periodical evaluation to measure the
impact of NRHM activities in the State. However, they assured to
undertake the evaluation by the end of the current financial year.

3.1.16.1 Public Report on Health

As per the NRHM guidelines, each DRCHO is required to publish a public
report annually on health conveying to the readers the healthcare facility
information and progress in NRHM activities implemented in the district.
No such publication was brought out by any of the districts during the
period 2005-08.

The Department admitted (November 2008) the fact and informed that a
consolidated Quarterly Report would be printed soon.

3.1.17 Monitoring and evaluation

Successful implementation of the NRHM would greatly depend on proper
monitoring and appropriate evaluation.

As per the MOU signed between the GOI and the State for implementation
of NRHM, the meeting of the Governing Body (GB) was to be held at
least once every six months to monitor and evaluate the affairs of the SHS.
As per the records of the Mission Directorate, during the last three years,
out of the minimum six meetings to have been held, only two were
actually held. Since the GB did not meet periodically as required, it was
not able to monitor, evaluate and suggest mid-course corrections, wherever
required.
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The Mission Director admitted (November 2008) the fact and assured that
the GB meeting would be convened regularly during 2008-09.

The scheme guidelines also envisaged monitoring at village, PHC, block
and district level by the committees formed at concerned levels, which
were also responsible for planning. However, except at the district level,
no committees were formed either to monitor or plan the activities under
NRHM. At district-level, only one meeting was held during the years
2006-07 and 2007-08.

Further, as required under NRHM guidelines, the standardisation of
services, OPD, in-patient, laboratories, surgical intervention and costing
had not been done so far in the State. The periodical review of the
available services had also not been conducted in the medical centres.
Thus the impact of three years’ implementation of NRHM activities in the
State remained unassessed.

3.1.18 Conclusion

The overall performance of the Mission was not very satisfactory, as the
delivery of rural healthcare services in the State was only partial. The
review highlights glaring gaps in planning and programme
implementation. The State Mission failed to conduct household / facility
survey, which constitutes the most crucial element of the planning process
upon which the very basis of the Mission success depends. The credibility
and the basis on which the State PIP was formulated is questionable. The
major shortcoming experienced by the Mission till date is largely
attributable to the manpower shortage and the absence of appropriate
functionaries at all tiers of the implementation structure. Inadequate health
infrastructure, compounded by the delay in upgradation of the existing
health infrastructure adversely affected the delivery of healthcare services
among the rural population. Shortfall in selection/training of ASHAs and
shortfall/delay in constitution of RKS, contributed to poor awareness
among the targeted groups. Monitoring system was inadequate at all levels
in the State.

3.1.19 Recommendations

On the basis of the shortcomings and deficiencies observed in the
foregoing paragraphs, the following recommendations are made for
streamlining and strengthening the system of healthcare service in the
State under NRHM:

. Household and facility surveys at village, block and district level
need to be conducted at regular intervals and gaps in health care
services should be identified and appropriate corrective action taken;
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Involvement of community in planning and monitoring process
should be ensured.

Availability of the required manpower need to be ensured along with
the creation, expansion/upgradation of health centres.

Awareness should be created among the public to ensure
accountability at various levels;

Dissemination of information about the healthcare facilities
available for the rural population through IEC activities, Citizen
Charters, Health Report, etc., should be improved.

Monitoring and supervision of the Mission activities should be
strengthened by establishing monitoring and planning committees at
all levels, as envisaged in the Mission guidelines.
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