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This Report has been prepared for submission to the Governor of 

the State of Himachal Pradesh under Article 151 of the Constitution 

of India for being laid before the Legislature. The report has 

been prepared in accordance with the Performance Auditing 

Guidelines, 2014 and Regulations on Audit and Accounts, 2020 of 

the Comptroller and Auditor General of India. 

The report of the Comptroller and Auditor General of India contains 

the results of Performance Audit of Public Health Infrastructure and 

Management of Health Services covering the period from 2016-17 

to 2020-21. The data has been updated up to 2021-22 and for 

human resources up to March 2023, wherever feasible. 

The audit has been conducted in conformity with the Auditing 

Standards issued by the Comptroller and Auditor General of India.  

Audit acknowledges the cooperation received from the Health and 

Family Welfare Department, Himachal Pradesh at each stage of the 

audit process along with their field functionaries in conducting the 

Performance Audit. 
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Executive Summary 

As per National Family Health Survey reports, Health indicator1 of the State of 

Himachal Pradesh was better than national indicators for infant mortality rate, but 

poorer for sex ratio at birth for children in the last five years and average 

out-of-pocket expenditure per delivery in a public health facility. Considering the 

goals laid down in the National Health Policy (NHP), 2017 and experience in 

COVID-19 pandemic, a Performance Audit on “Public Health Infrastructure and 

Management of Health Services” in the State of Himachal Pradesh was conducted to 

assess the adequacy of financial resources allocated, availability of healthcare 

infrastructure, human resources, drugs, medicines, equipment and other consumables 

in the health institutions as well as efficacy in the management of health services in 

the State.  

The Performance Audit also covered the adequacy and effectiveness of the regulatory 

mechanism being enforced by the Government to regulate public/private health 

sector, schemes being implemented by Government of India through the State 

Government and overall linkage with the Sustainable Development Goal (SDG – 3). 

The audit was conducted for the period 2016-21 but wherever feasible, the data has 

been updated upto 2021-22 and in case of human resources, upto March 2023. 

Ministry of Health and Family Welfare, Government of India, has issued a set of 

uniform standards called the Indian Public Health Standards (IPHS) to improve the 

quality of healthcare delivery in the country and serve as a benchmark for assessing 

performance of the healthcare delivery system. The IPHS norms for District Hospitals 

(DHs), Sub-Divisional Hospitals (SDHs), Community Health Centres (CHCs), 

Primary Health Centres (PHCs) and Health Sub Centres (HSCs) prescribe standards 

for services, manpower, equipment, drugs, building and other facilities. These include 

standards to bring the health institutions to a minimum acceptable functional grade 

(indicated as essential) with scope for further improvement (indicated as desired). In 

addition to IPHS, various standards and guidelines on healthcare services issued by 

Government of India such as the Assessor’s Guidebook for Quality Assurance; Bio-

Medical Waste Management Rules; and Drugs and Cosmetics Rules. Though the 

State has not adopted IPHS norms yet, both IPHS and additional standards issued by 

Government of India and the norms set by the State were used to evaluate the 

healthcare facilities in district hospitals. As far as Ayushman Bharat (AB) is 

concerned, we have included findings related to Health & Wellness Centres in the 

report. 

Complete list of medical staff available in all health institutions under Government of 

Himachal Pradesh were available in the respective health institutions. On an analysis 

of data of human resources, in terms of percentage of vacant posts, there was an 

overall shortfall of 41.87 per cent in human resources across all categories in the State 

                                                 
1
  Data available in respect of Himachal Pradesh for NFHS 2019-2020. 
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while shortfall in human resources deployed at health institutions was 41.47 per cent 

as of March 2023. When post wise vacancies were analysed, there was a skewed 

distribution of manpower in the health institutions, level-wise. Shortfall in the 

category of doctors when compared with State sanctioned strength ranged from 

nine per cent to 56 per cent in Medical College hospitals (MCHs) and in DHs, it 

ranged from zero to 22 per cent. The shortfall in availability of doctors in Civil 

Hospitals (CHs) was lowest (seven per cent) in Hamirpur district and highest 

(57 per cent) in Kinnaur district. There was no shortfall in Kullu district. The shortfall 

in availability of doctors in CHCs was lowest (14 per cent) in Una district and highest 

(42 per cent) in Chamba and Sirmaur districts while in Solan district there was 

13 per cent excess availability. The shortfall in availability of doctors in PHCs was 

lowest (five per cent) in Solan district and highest (33 per cent) in Sirmaur district. 

Shortage of Specialists in the case of Medical College hospitals ranged from 

15 per cent (Indira Gandhi Medical College Hospital, Shimla) to highest at 

49 per cent (Atal Institute of Medical Super Specialities Hospital, Chamiana). When 

compared with State notified strength, the availability of specialists in DHs ranged 

from 33 per cent excess (DH Shimla) to 89 per cent shortfall (DH Lahaul & Spiti). In 

CHs, two (Kinnaur and Lahaul & Spiti) out of 12 districts had 100 per cent shortage, 

nine districts had a shortage of more than 69 per cent and only one district (Shimla) 

had a shortage of seven per cent of Specialists. In CHCs, when compared with IPHS 

norms, six districts had shortage of 100 per cent, five districts had a shortage of 

90 per cent or more and only one district had a shortage of 70 per cent. In 

test-checked health institutions, Audit noticed that many health services could not be 

provided due to non-availability of staff and equipment, and infrastructure could not 

be gainfully utilised. 

The services in a health institution are broadly classified as (i) out-patient department 

(OPD), (ii) indoor patient department (IPD), (iii) emergency services, (iv) maternity,  

(v) support and (vi) auxiliary services.  

OPD services were available in all the DHs. In DH Hamirpur, all OPD services were 

available and in remaining DHs, OPD services ranging between six to 12 were 

available except DH Lahaul and Spiti, where only two OPD services were available. 

In selected CHs, only one to nine out of 12 OPD services were available while in 

CHCs, four to five out of six OPD services were not available.  

The Bed Occupancy Ratio (BOR) of all the test checked health institutions was below 

80 per cent except one selected DH and two selected CHs. Leave Against Medical 

Advice (LAMA) cases remained below four per cent in the health institutions. The 

emergency services were available in all the DHs/selected CHs/CHCs except 

CH Chango and CHC Majheen. Emergency service was not available in any of the 

selected PHCs, due to which patients had to move to other health institutions. In all 

the DHs in the State, ICU service was available except DHs Chamba, Kangra, Solan 

and Lahaul & Spiti. In selected CHs, none of the hospitals had ICU service.  
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In Maternity services, institutional births in health facilities were 90.61 per cent 

during the period 2016-22. Further, review of maternal deaths and neonatal deaths 

during 2016-17 to 2020-21 was not conducted though two maternal deaths 

(DH Solan-one, DH Kangra-one) and 37 neonatal deaths were noticed during 

2016-21. The number of pregnant mothers who were not registered within the first 

trimester was 13.69 per cent of the total registered pregnant mothers in the State, 

mothers who had not received three or more Antenatal Care (ANC) check-ups was 

25.78 per cent and 20.39 per cent mothers were not given adequate Iron Folic Acid 

(IFA) tablets during 2016-22.  

Non availability of X-ray service in one selected CH, three selected CHCs and 

16 selected PHCs; dental X-ray in three DHs, three selected CHs, three selected 

CHCs; ultrasonography in three DHs, one selected CH and all selected seven CHCs 

resulted in denial of radiology services and patients had to move to other health 

institutions for availing the services.  

In DHs, against the requirement of 88 tests, 11 to 47 tests were available and in five 

selected CHs/CHCs, against the norm of 48/33 tests, 17 to 30/15 to 27 tests were 

available except CH Chango, where only six tests were available. No tests were 

available in CHC Majheen.  

Firms failed to commission the 69 Sewage Treatment Plants (STPs) in the State even 

after 19 to 22 months after scheduled date of completion of the project. The State 

Government prepared an Emergency Covid Response Package-I (ECRP-I) of 

₹ 114.74 crore under COVID-19 for 2019-22 and ₹ 102.58 crore was spent by the 

National Health Mission (NHM) during 2020-22. A major amount was spent on 

diagnostics including sample transport (34 per cent), equipment (24 per cent) and HR 

including incentives for Community Health Volunteers (21 per cent). Ventilator 

facility was available in 56 health institutions of the State and 624 out of 773 number 

of ventilators were working while remaining 149 (19 per cent) ventilators were not 

functional. 

Audit assessed availability of drugs against essential drugs list (EDL) issued by State 

and availability of equipment against that listed in IPHS norms. State Procurement 

Cell constituted for procurement of drugs remained non-functional. Issues such as 

non-availability/stock out of essential drugs, non-supply, delayed supply, supply of 

drugs with less shelf life etc. were noticed. In selected health institutions, stock of 19 

to 32 drugs (out of 100 drugs randomly selected) were not available for periods 

ranging from 11 to 1,422 days. 341.59 lakh quantities of drugs and consumables had 

expired during 2017 to 2021 at primary and secondary level health institutions as per 

the data of the Drug and Vaccines Distribution Management System (DVDMS).  

Availability of number of types of equipment in the three test-checked DHs ranged 

between 54 and 62 per cent. The outsourced firm had not repaired the medical 

equipment within seven days as prescribed in the agreement and there was delay 

ranging between eight to 292 days in repairing the equipment. 
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Estimation, planning and creation of requisite infrastructure facilities are essential for 

ensuring the provision of optimum level of healthcare facilities. The number of HSCs 

were lesser than that prescribed in the IPHS norms 2012 while other health 

institutions (PHCs, CHCs, CHs) were more than the prescribed numbers. Number of 

health institutions actually available were more than State Norms (HSCs, PHCs and 

CHCs). The State had increased the sanctioned strength of beds by 45.02 per cent 

from 2016-17 to 2021-22 but the actual availability of beds increased by only 

20.60 per cent during this period. The State had provided sufficient beds in IGMC 

Shimla as per the National Medical Commission (NMC) norms. However, during 

joint physical inspection in different in-patient wards of IGMC, it was noticed that 

there was double and triple occupancy on a single bed. There was significant shortage 

of beds as against the State sanctioned beds in nine out of 12 DHs, ranging between 

eight per cent and 71 per cent as of March 2022. The existing CHs/CHCs/PHCs did 

not have the required number of beds as prescribed under IPHS norms.  

There were many shortcomings in execution of building infrastructure by the sampled 

health institutions and the residential accommodation was not adequate. 113 works 

valuing ₹ 60.49 crore sanctioned upto 2021 were not started due to non-availability of 

land, estimates and designs and non-execution of works by contractors. Sufficient 

water tank capacity was not available in 11 out of 16 health institutions. In selected 

MCHs and DHs, there was availability of 24 hours uninterrupted stabilised power 

supply but the same was not available in selected CHs/CHCs.  

The State Government could spend 6.35 per cent of its total expenditure and 

1.70 per cent of Gross State Domestic Product (GSDP) on health services during 

2021-22, which was below eight per cent of budget and 2.5 per cent of GSDP 

targeted under NHP 2017. The State has not made realistic assessment before 

preparing the funds requirement in the budget for the health sector. 

The expenditure under NHM was 19.46 per cent of the total expenditure on health in 

the State during 2016-22. Under the National Health Mission, six components 

covered under NHM schemes/programmes were selected for audit. Management of 

funds released under the NHM to the State Government was not satisfactory, with 

amounts persistently remaining unutilised at the end of each year. Deficiencies were 

noticed in the implementation of Janani Suraksha Yojana (JSY) and NIKSHAY 

Poshan Yojna as all the beneficiaries were not provided the benefits as envisaged 

under the scheme. Shortfall in target was also noticed in the immunization 

programme. As of March 2023, 1,468 (530 PHCs, 938 HSCs) Health Wellness 

Centres (HWCs) were operationalised against the 2,136 (563 PHCs, 1,573 HSCs) 

notified HWCs. Health and Wellness Centres grappled with problems of shortage of 

manpower, inability to spend funds and lack of necessary infrastructure. Construction 

of trauma centres, Mother and Child hospitals, drug testing laboratory at Baddi and 

several other civil works were delayed and were yet to be completed, which deprived 

intended beneficiaries of the benefits. 
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Not all of the employed doctors in Himachal Pradesh were registering/ renewing their 

registration regularly with the State Medical Council (SMC). No mechanism was 

adopted by the SMC to track and monitor the non-registered doctors. The State 

Council of Clinical Establishment at the apex level had not been functioning 

effectively, resulting in poor implementation of Clinical Establishment Act, 2010. All 

private clinical establishments were running on provisional registration and the 

process of permanent registration was not initiated. During joint physical verification, 

Audit observed that many private clinical establishments were running without 

renewal of their provisional registration. 

Shortfall was noticed in conducting inspections required under Drugs and Cosmetics 

Rules, 1945. There was shortfall in targets of lifting drugs and cosmetics samples, 

delay in lifting samples and also delay in analysis of samples. Consequently, drugs 

declared ‘not of standard quality (NSQ)’ were already issued. The manufacturers were 

charging higher prices of medicines than the notified prices. National Pharmaceutical 

Pricing Authority (NPPA) had issued show cause notices to different firms for 

overcharging of medicines. Price approval was not being taken by several drug 

manufacturers for new drugs. 12 out of 25 health institutions were operating Blood 

Banks without renewal of licenses and seven out of 18 selected health institutions 

were operating x-ray facility without licenses. 61 out of 85 CHs, 40 out of 94 CHCs 

and 98 out of 575 PHCs had not obtained SPCB authorisation for generation of 

bio-medical waste. 

In Dental College Shimla, apart from the State funds, stipends were also paid from 

Rogi Kalyan Samiti (RKS) funds. Essential drugs were not kept in store during 

2016-22 and short/non-supply of consumables was observed. In the leprosy hospitals, 

there was a shortage of staff. For the tuberculosis sanatorium, the sanctioned strength 

of personnel was not reviewed after downward revision of number of beds. There was 

shortage of doctors in the Himachal Hospital of Mental Health & Rehabilitation 

(HHMH&R) and all types of essential drugs were not available in the hospital. In the 

HHMH&R, there were variations in data of DVDMS and hospital registers and no 

objection certificate from the fire department was not obtained.  

The State adopted 28 indicators covering all 13 global targets. The district indicator 

framework was not prepared, and the State adopted SDG-3 goals after a delay of 

nearly two and half years from the date of adoption of national indicators. Only one 

meeting of the working group of SDG-3 was held while review meetings with other 

departments were not held regularly. Workshops /seminars, training programmes for 

skill development of the staff were not organised regularly. No separate funds were 

allocated for implementation of SDG-3, instead NHM was considered to be the 

primary vehicle for achieving SDG-3 targets. There was shortfall ranging from 

8.90 per cent to 31.38 per cent during 2016-19 and 9.75 per cent in 2020-21 in 

allocation of funds under NHM. 
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In view of the above findings, Audit recommends the following:  

The Government should allocate human resources in the health institutions throughout 

the State in a uniform manner. In the short term, the existing staff strength should be 

rationalised across districts and health institutions. While rationalising, it should be 

ensured that the postings are done in such a way that complimentary healthcare 

professionals i.e., doctors, nurses, paramedics, technicians and other support staff are 

posted in each health institution with due care to ensure the availability of 

infrastructure and other crucial components as well as incentivise doctors to serve in 

remote and far-flung areas.  

Government should ensure uniform distribution of the facilities in health institutions 

at all levels so as to make them available in the secondary/primary level health 

institutions and minimise load in tertiary level health institutions. Government should 

also ensure availability of all OPD services, IPD services, emergency services, 

maternity services, diagnostic services as prescribed under IPHS norms. Steps should 

be taken to improve and strengthen auxiliary and support services to improve overall 

healthcare experience. 

Availability of essential drugs and equipment as well as timely maintenance of critical 

equipment should be ensured at all health institutions. DVDMS portal should be used 

effectively for accurate capture of requirement/issue/status of availability/penalty etc. 

The Government should also ensure that the health institutions store the drugs as per 

prescribed protocols in order to maintain their efficacy, before being administered to 

the patients. 

The Government should ensure availability of required infrastructure (beds, 

accommodation, buildings, water/ power supply) as per the benchmarks set under 

IPHS norms. The Government may ensure proper monitoring of the works relating to 

health institutions in coordination with executing/funding agencies with a view to 

expedite the completion of works. 

The Government may consider increasing budget allocation on health services in line 

with the guidelines of National Health Policy. The budget estimates should be 

prepared keeping in view bottom up/systematic approach by obtaining demand 

assessment from the field offices. 

The Government may take steps to ensure that the allotted funds under NHM are 

optimally utilized so that maximum beneficiaries are benefitted. A system may be 

developed to ensure timely payment/coverage of all JSY beneficiaries for cash 

incentives. A system for creation of infrastructure in HWCs created under Ayushman 

Bharat, appointment of Community Health Officers (CHOs) and providing of 

facilities as per the guidelines may also be taken up. Further, a system for monitoring 

of civil works under Health Strengthening System for their timely completion may 

also be developed. 

Government may ensure that SMC maintains the data of all registered medical 

practitioners in electronic form as well as develops a communication mechanism with 
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them/ private health institutions to check the status of registration of the doctors. 

Ensure the permanent registration of clinical establishments.  The targeted number of 

inspections may be carried out to ensure the quality of drugs sold. Increase the testing 

capacities of the laboratories to ensure that maximum number of drug samples are 

lifted, and test results are obtained timely. Ensure that timely action is taken by health 

institutions for obtaining license from Atomic Energy Regulatory Board (AERB), 

State Pollution Control Board (SPCB) etc. 

State Government should endeavour to conduct timely meetings of the working group 

of SDG-3. Organise regular workshops/ seminars and training programme and make 

available sufficient funds from NHM to achieve the SDG-3 targets. Also ensure 

preparation of the District Indicator Framework to enable monitoring of the districts 

towards achieving SDG-3 targets. 

 





CHAPTER-I 

INTRODUCTION 
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Chapter I: Introduction 

Health is one of the most important parameters for ascertaining the quality of human life. To 

keep people healthy and to upgrade their level of living, Central and State Governments are 

strengthening, modernising and expanding health infrastructure and medical services. Public 

health infrastructure provides communities, States and the nation with the capacity to prevent 

disease, promote health, and prepare for and respond to both acute (emergency) threats and 

chronic (ongoing) challenges to health. Infrastructure is the foundation for planning, 

delivering, evaluating, and improving public health. Ensuring healthy lives and promoting 

well-being at all ages is essential to sustainable development. The Health Goal-SDG 3 

envisages to “ensure healthy lives and promote wellbeing for all at all ages”. The SDG 

Declaration emphasises that universal health coverage and access to quality healthcare should 

be achieved for the overall health goal.  

The National Health Mission (NHM) Framework for implementation and Indian Public 

Health Standards (IPHS) envisage a wide range of services to be provided by the health 

institutions, wherein it can provide all basic speciality services and gradually develop 

super-speciality services. However, the demand for services at the health institutions is not 

satisfactorily catered due to factors like inadequacy of human resources, critical equipment, 

infrastructure, etc. Consequently, the tertiary1 care hospitals are burdened with high patient 

load due to less than desired number of functional specialities at primary2 and secondary3 

healthcare institutions/hospitals.  

1.1 Health services 

Health services provided by hospitals can broadly be divided into the following categories 

viz., line services, support services, auxiliary services and resource management as shown in 

Chart 1.1. 

Chart 1.1: Hospital services  

 

 

 

 

 

 

 

 

 

                                                 
1  Hospitals where specialised care is provided usually on referral basis. 
2  Institutions which provide initial healthcare services to the people. 
3  Patients requiring more serious healthcare attention are referred to the second tier of the healthcare system 

for providing preventive, promotive and curative healthcare services. 

  Line services 

� Outdoor patient department 

� Indoor patient department 

� Emergency services 

� Super speciality (OT, ICU) 

� Maternity 

� Blood bank 

� Diagnostic services 

 Support services 

� Oxygen services 

� Dietary service 

� Laundry service 

� Biomedical waste management 

� Ambulance service 

� Mortuary services 

         Auxiliary service 

� Patient safety facilities 

� Patient registration 

� Grievance / complaint redressal 

� Stores 

 

        Resource Management 

� Building infrastructure 

� Human resources 

� Drugs and consumables  

� Equipment 

 



PA on Public Health Infrastructure and Management of Health Services 

2 | P a g e  

All public health services depend on the presence of basic infrastructure, including 

availability of skilled human resources. Every public health programme such as 

immunisation, infectious disease monitoring, cancer and asthma prevention, drinking water 

quality or injury prevention requires health professionals who are competent in synergising 

their professional and technical skills in public health and provide organisations with the 

capacity to assess and respond to community health needs. Public health infrastructure has 

been referred to as “the nerve centre of the public health system”. While creation of a strong 

infrastructure depends on many organisations, public health agencies (Health Departments) 

are considered primary players.  

The primary objective of the National Health Policy, 2017 is to improve health status through 

concerted policy action in all sectors and expand preventive, promotive, curative, palliative 

and rehabilitative services provided through the public sector. The policy also recognises the 

pivotal importance of Sustainable Development Goals to ensure healthy lives and promote 

well-being for all at all ages. At the global level, the Sustainable Development Agenda aims 

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

Development Goal (SDG) 3. 

Indian Public Health Standards (IPHS) are a set of uniform standards envisaged to improve 

the quality of healthcare delivery in the country. The IPHS norms were introduced in 2007 

and revised in 2012 keeping in view the changing protocols of the existing programmes and 

introduction of new programmes especially for Non-Communicable Diseases. However, the 

State has not adopted IPHS norms; instead it has its own norms for healthcare services. 

India's public health system has developed over the years as a three-tier system, comprising 

primary, secondary and tertiary levels of healthcare. Health Sub-Centres (HSCs) and Primary 

Health Centres (PHCs) are primary level healthcare units which provide initial healthcare 

services to the people. Patients requiring more serious healthcare attention are referred to the 

second tier of the healthcare system consisting of Community Health Centres (CHCs), 

Sub-District/ Sub-Divisional Hospitals (SDH) and District Hospitals (DH), established in 

each district for providing preventive, promotive and curative healthcare services to the 

population. A tertiary referral hospital is a hospital that provides tertiary care, which is 

healthcare from specialists in a large hospital after referral from primary care and 

secondary care. Tertiary healthcare is provided by the hospitals associated with the 

Government Medical colleges. 

1.2 Overview of healthcare facilities in the State 

In Himachal Pradesh, public healthcare is structured into three levels for providing primary 

care, secondary care and tertiary care as indicated in Chart 1.2. 
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Chart 1.2: Healthcare System in Himachal Pradesh 

 

   

 

  

 

 

 

 

 

 

Himachal Pradesh has a population of 68.65 lakh (Census-2011). Public healthcare in the 

State is structured into three levels for providing primary care, secondary care and tertiary 

care as indicated in Chart 1.2, under the Department of Health and Family Welfare (Primary 

level: 2,114 HSCs and 580 PHCs; secondary level: 105 CHCs, 89 sub-divisional hospitals/ 

civil hospitals and 12 district/zonal/regional hospitals; tertiary level: six medical college 

hospitals and one super speciality Institute/ two nursing colleges and their associated 

hospitals). 

1.3 Organisational set-up 

The Department of Health and Family Welfare is headed by Secretary (Health), under whom 

there are five Directorates as shown in Chart 1.3 below. 

Chart 1.3: Organogram of Health and Family Welfare Department 
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Each district has one Chief Medical Officer (CMO), one District Hospital (DH) and one 

District Health Society. There is only one Composite Testing Laboratory which is under the 

control of Director, Health Safety and Regulation.  

1.4 Status of Health Indicators in the State 

The healthcare services in a State can be evaluated on the basis of the achievement against 

benchmarks of health indicators. The status of a few important health indicators of Himachal 

Pradesh vis-à-vis the national average are given in Chart 1.4. 

                                                       Chart 1.4: Health Indicators in the State 

 

Source: Health and Family Welfare Statistics in India 2019-20 (for 2017 figures) and Sample Registration 

System bulletin May 2022 (for 2020 figures) 
 

 

Source: NFHS-4 (2015-16), NFHS-5 (2019-21 for India and 2019-20 for Himachal Pradesh which was covered 

in Phase-I of the survey)                  

 

Source: NFHS-4 (2015-16), NFHS-5 (2019-21 for India and 2019-20 for Himachal Pradesh which was covered 

in Phase-I of the survey) 
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It was observed that the birth rate (per 1,000) in the State has decreased from 15.8 (2017) to 

15.3 (2020) and remained less than the national figures. Death rate (per 1,000) in the State 

increased from 6.6 (2017) to 6.8 (2020) which is above the national figures. In case of total 

fertility rate, State figures decreased from 1.9 (2015-16) to 1.7 (2019-20) and were lower than 

the national figures. Infant mortality rate decreased from 34.3 to 25.6 and was less than the 

national figures. Sex ratio at birth decreased from 937 (2015-16) to 875 (2019-20). 

Maternal mortality rate could not be calculated as number of births in the State were less than 

one lakh. However as per HMIS data, 71 maternal deaths took place in 2020-21. 

The State fared poorly compared to the national indicators in terms of death rate and sex ratio 

at birth. The State indicators were lower than the national indicators in terms of birth rate and 

total fertility rate. However, the State fared better in terms of infant mortality rate. 

1.5 Himachal Pradesh health indicators compared with National Health Indicators 

as per National Family Health Survey-5 (NFHS-5) 

The National Family Health Survey conducted in 2015-16 (NFHS-4) and NFHS-5 conducted 

in 2019-21, provides information on population, health and nutrition for India and each 

state/union territory (UT). Some of the important health indicators of the State of Himachal 

Pradesh are given below: 

Table 1.1: Himachal Pradesh Health Indicators as per NFHS-5 

Indicator 
NFHS- 4 

(2015-16) 

NFHS- 4 

(2015-16) 

NFHS- 5 

(2019-20) 

NFHS- 5 

(2019-21) 

 HP India HP India 

Sex ratio of the total population (females per 1,000 males) 1,078 991 1,040 1,020 

Sex ratio at birth for children born in the last five years 

(females per 1,000 males) 
937 919 875 929 

Total fertility rate (children per woman) 1.9 2.2 1.7 2 

Neonatal mortality rate (NNMR) 25.5 29.5 20.5 24.9 

Infant mortality rate (IMR) 34.3 40.7 25.6 35.2 

Under-five mortality rate (U5MR) 37.6 49.7 28.9 41.9 

Mothers who had an antenatal check-up in the first trimester 

(percent) 
70.5 58.6 72.4 70 

Mothers who had at least four antenatal care visits (per cent) 69.1 51.2 70.3 58.1 

Average out-of-pocket expenditure per delivery in a public 

health facility (₹) 
3,329 3,197 3,760 2,916 

Institutional births (per cent) 76.4 78.9 88.2 88.6 

Births delivered by Caesarean section (per cent) 16.7 17.2 21 21.5 

Source: State health indicators (i) Green: improved & (ii) Red: worsened/decreased 

Health indicators (2019-20) of the State are better than national indicators except for sex ratio 

of children born in the last five years and average out-of-pocket expenditure per delivery in a 

public health facility. Sex ratio of total population declined from 1,078 to 1,040 but it 

remained above the national average of 1,020. Sex ratio at birth for children born in the last 

five years at 875 also remained below the national average of 929. 

There has been improvement in neonatal mortality rate (NNMR), infant mortality rate (IMR), 

under-five mortality rate (U5MR), antenatal check-ups and institutional births in Himachal 

Pradesh.  
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There has been increase in births delivered by Caesarean section and average out-of-pocket 

expenditure per delivery in a public health facility in the State. 

1.6  Audit Objectives 

The new National Health Policy (NHP) adopted in 2017 builds on the progress made in 

14 years since the last NHP 2002. The context had changed in four major ways. First, 

although maternal and child mortality have rapidly declined, there is growing burden on 

account of non-communicable diseases and some infectious diseases. The second important 

change is the emergence of a robust healthcare industry estimated to be growing at double 

digit. The third change is the growing incidences of catastrophic expenditure due to 

healthcare costs, which are presently estimated to be one of the major contributors to poverty. 

Fourth, a rising economic growth enables enhanced fiscal capacity. Therefore, the new health 

policy was adopted to respond to these contextual changes. The primary aim of the NHP 

2017 is to inform, clarify, strengthen and prioritise the role of the Government in shaping 

health systems in all its dimensions. 

Considering the goals laid down in the NHP 2017 and experience during COVID-19 

pandemic, it has become crucial to assess the adequacy of financial resources, availability of 

health infrastructure, manpower, machinery and equipment in the health institutions as well 

as efficacy in the management of health services in the State through existing policy 

interventions and scope for further improvement. Thus, to ensure timely and systematic 

corrections, a performance audit on “Public Health Infrastructure and Management of Health 

Services” in the State of Himachal Pradesh was taken up. The objective of the Performance 

Audit (PA) was to provide a holistic view of the healthcare sector in the State i.e., a macro 

picture using State-level information and data and a micro picture arising from detailed audit 

analysis/findings on maintenance of infrastructure and delivery of healthcare services.  

The objectives of the Performance Audit (PA) were to: 
 

• assess the availability of necessary human resources at all levels e.g. doctors, 

nurses, paramedics etc.; 

• assess the availability of drugs, medicines, equipment and other consumables; 

• assess the availability and management of healthcare infrastructure; 

• assess the adequacy of funding for healthcare; 

• examine the funding and spending of various schemes of the Government of India; 

• examine the adequacy and effectiveness of the regulatory mechanisms for ensuring 

that quality healthcare services are provided in the public/private healthcare 

institutions/ practitioners; and 

• assess whether State spending on health has improved the health and well-being of 

the people as per SDG 3. 
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1.7  Scope of Audit and Methodology adopted 

The audit was conducted for the period 2016-21. Wherever feasible, the data has been 

updated up to the year 2021-22 and in case of human resources upto March 2023. Districts 

were considered as the first unit of sampling and blocks were taken as the second level of 

selection. Selection of the field units were made since simple random sampling without 

replacement method using IDEA software. 

The following components covered under NHM schemes/programmes were also selected 

based on expenditure: 

(i) Reproductive, Maternal, Child Health  

Objective: Improving maternal and child health and their survival along with focus on 

reducing maternal, new-born and child mortality. 

(ii) Routine Immunisation  

Objective: Immunisation of children against 12 preventable diseases4 under universal 

immunisation programme (UIP). 

(iii) National TB Control Programme  

Objective: Control and elimination of Tuberculosis in India by 2025. 

(iv) Health System Strengthening  

Objective: Adoption of the Indian Public Health Standards, strengthen the public health 

system including upgradation of existing or construction of new infrastructure and 

strengthening the delivery of Primary Healthcare, through establishment of “Health and 

Wellness Centres”. 

(v) Infrastructure maintenance  

Objective: Reimbursement of salary of regular staff under some of the schemes by GoI. 
 

(vi) Covid-19  

Objective: Due to the pandemic, to assess the adequacy of financial resources, availability of 

health infrastructure, manpower, machinery and equipment in the health institutions as well 

as efficacy in the management of health services in the State.  

The audit sample is described below. 

                                                 
4  Diphtheria, Pertussis, Tetanus, Polio, Measles, Rubella, severe form of Childhood Tuberculosis, 

Hepatitis B, Meningitis & Pneumonia caused by Haemophilus Influenzae type B, Rotavirus diarrhoea, 

Pneumococcal Pneumonia and Japanese Encephalitis. 
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*  There were 580 Primary Health Centres (PHCs) in Himachal Pradesh, out of which 431 PHCs were 

designated as HWCs. 

**  There were 2,114 Health Sub-Centres (HSCs) in Himachal Pradesh, out of which 1,321 HSCs were 

designated as HWCs. 

Sustainable Development Goals (SDGs) were analysed and mapped with Himachal Pradesh 

Vision 2030 Document. Moreover, the records pertaining to assistance/grants/equipment 

received for COVID-19 were scrutinised. Funding by Local Bodies and private sector on 

healthcare was excluded. However, the regulatory aspects/information available with the 

Health Department were reviewed during the Performance Audit. 

Apart from scrutiny of records in the aforementioned offices, joint physical verification with 

the departmental officers to verify the existing healthcare infrastructure and services in 

public/private health institutions, progress of construction works and joint physical 

verification of drug testing through the Drug Controller was also carried out. 

Interview/survey of the beneficiaries/stakeholders was carried out to assess the effectiveness 

of delivery of medical and other services and existence of required infrastructure. 

Documentary and photographic evidences were also collected to support the audit 

observations. 

•Director, Health and Family Welfare

•Director, Medical Education and Research

•Director, Health Safety and Regulation

•Director, Dental Health

•Mission Director, National Health Mission

All five Directorates

•All three District Hospitals/Chief Medical Officers (CMO) of selected districts.

•Eight out of 20 Block Medical Officers (BMOs)

•Six out of 10 Civil Hospitals (CHs)

•Seven out of 10 Community Health Centres (CHCs) were selected as in one BMO
there was no CHC.

•17 out of 50 Primary Health Centres* (PHCs). To compensate the deficit of one
CHC, one additional PHC was selected

•32 out of 221 Health Sub-Centres** (HSCs)

•Two out of Six Medical Colleges i.e. IGMC Shimla and RPGMC Kangra

•Two Nursing colleges-Shimla and Mandi

•Two out of four training centres for health staff in Shimla and Kangra

•State Drug Controller, Baddi, Solan district and two out of four Assistant Drug
Controllers, Baddi and Dharamshala

•Composite Testing Laboratory, Kandaghat

•Five out of six specialised hospitals including one Dental college

Three districts (Kinnaur, Solan and Kangra) for field study out 
of 12 districts selected using Simple Random Sampling method 
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An entry conference with Secretary (Health) was held on 7th December 2021, wherein the 

audit objectives, audit criteria, scope of audit, etc. were discussed.  

Audit findings were discussed with the Secretary (Health) in an Exit Conference held on 

19th January 2023 and views of the Government have been incorporated at appropriate places 

in the report. 

Districts for selection of field units in Himachal Pradesh are depicted on the map below: 

 

1.8 Audit Criteria 

Criteria adopted for the performance audit include: 

i. National Health Policy 2017 and NHM Assessor Guidebook 2013 

ii. Indian Public Health Standards, 2012 

iii. Sustainable Development Goals (SDG) -3 

iv. The Indian Medical Council Act, 1956 replaced by National Medical Commission in 

2019 

v. Clinical Establishment Act, 2010 (as adopted by Himachal Pradesh in December 2012) 

vi. Drugs & Cosmetics Act, 1940 

vii. Drugs and Cosmetics Rules, 1945 

viii. The Pre-Natal Diagnostic Techniques (Regulation and Prevention of Misuse) (PNDT) 

Act, 1994 

ix. Bio-Medical Waste Management Rules, 2016 

x. Atomic Energy Act, 1962 & Atomic Energy (Radiation Protection) Rules, 2004 

xi. GOI/State scheme guidelines  

xii. Himachal Pradesh Financial Rules, 1971 and 2009 and notifications/ orders issued by 

the State Government. 
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1.9 Consideration of Ayushman Bharat in this report 

Ayushman Bharat (AB), the flagship health scheme of the Government of India, was 

launched in September 2018 to achieve Universal Health Coverage as recommended in the 

National Health Policy, 2017. AB adopts a continuum of care approach, comprising two 

inter-related components, which are: 

 

In Himachal Pradesh 4,78,985 families were eligible for enrolment under PM-JAY as per 

Rashtriya Swasthya Bima Yojana which were targeted to be enrolled under PM-JAY. Around 

11,13,526 beneficiaries of 4,32,182 families have been verified and provided with Ayushman 

cards under the scheme as of 31st March 2022, leaving 46,803 eligible families yet to be 

covered under PM-JAY. 

PM-JAY cards are being issued against each household identity document (ID). The district-

wise households with size are mentioned in Table 1.2. 

Table 1.2: Coverage of Households and Beneficiaries across districts under PMJAY 

Name of District 
Number of households with size Total 

1 to 10 members 11 to 20 members 21 and above members  

Bilaspur 26,808 39 0 26,847 

Chamba 35,983 11 0 35,994 

Hamirpur 31,991 10 0 32,001 

Kangra 90,418 15 0 90,433 

Kinnaur 6,067 0 0 6,067 

Kullu 27,858 21 0 27,879 

Health and Wellness
Centres (HWCs)

•Creation of 1,50,000 HWCs by transforming the existing Sub
Centres and Primary Health Centres in February 2018.

•Aim to deliver Comprehensive Primary Health-Care (CPHC)
covering maternal and child health services and non-
communicable diseases, including free essential drugs and
diagnostic services.

PM-Jan Arogya

Yojana

(PM-JAY)

•Aims to provide a cover of ₹ five lakh per family per year for
secondary and tertiary care hospitalisation across public and
private empanelled hospitals in India.

•Over 10.74 crore poor and vulnerable entitled families
(approximately 50 crore beneficiaries) are eligible for these
benefits.

•Provides cashless access to healthcare services for the beneficiary
at the point of service, that is, the hospital.

•Benefits of the scheme are portable across the country i.e., a
beneficiary can visit any empanelled public or private hospital in
India to avail cashless treatment.

•Services include approximately 1,350 procedures covering all the
costs related to treatment, including but not limited to drugs,
supplies, diagnostic services, physician's fees, room charges,
surgeon charges, OT and ICU charges etc.

•Public hospitals are reimbursed for the healthcare services at par
with the private hospitals.
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Name of District 
Number of households with size Total 

1 to 10 members 11 to 20 members 21 and above members  

Lahaul-Spiti 2,154 0 0 2,154 

Mandi 85,214 28 0 85,242 

Shimla 40,394 24 0 40,418 

Sirmaur 31,921 94 0 32,015 

Solan 25,800 29 0 25,829 

Una 24,775 15 0 24,790 

Others# 2,513 0 0 2,513 

Total 4,31,896 286 0 4,32,182 

 Source: State data warehouse  

# Families for which district is not mentioned in identity  

An all-India Performance Audit of PMJAY was conducted for the period up to March 2021, 

in which Himachal Pradesh was one of the sampled States. The results of the said audit have 

been included in Report No. 11 of 2023 (Performance Audit of Ayushman Bharat-Pradhan 

Mantri Jan Arogya Yojana). In the current report, findings related to Health & Wellness 

Centres have been included in a separate chapter and implementation of Ayushman Bharat 

has also been considered while making recommendations in various areas of the health 

sector. 

1.10 Audit Findings 

The audit findings are given in the succeeding chapters: 

Chapter No. Subject 

II Human Resources 

III Healthcare Services 

IV Drugs, Equipment and other Consumables 

V Healthcare Infrastructure 

VI Financial Management  

VII Centrally Sponsored Schemes 

VIII Regulatory Mechanism  

IX Specialised Hospitals 

X Sustainable Development Goals (SDGs)-3 
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Chapter II: Human Resources 

For the effective and efficient functioning of a health institution, adequate number of 

motivated, empowered, trained and skilled human resources are essential. The number and type 

of staff in terms of Medical Officers (MOs), specialists, nurses, allied health professionals, 

administrative and support staff etc. have to be ascertained taking into consideration health 

facility requirements of the people to which the health institution caters to. Engagement of 

adequate and appropriate human resources with reference to patient load and number of beds 

is of utmost importance in order to obtain desired results from a health facility. National Health 

Mission aims towards ensuring uninterrupted and quality healthcare by increasing the 

availability of doctors, specialists, nurses, paramedical staff, etc. Availability of manpower and 

related issues in the State of Himachal Pradesh have been discussed in the succeeding 

paragraphs. 

2.1 Availability of doctors, nurses, paramedical and other staff in the State 

The State Government had not adopted IPHS norms 2012 for allocation of human resources to 

the various categories of health institutions existing in the State (Medical College & Hospitals 

(MCHs), DHs, CHs, CHCs, PHCs and HSCs). Instead, staff had been sanctioned as per the 

State norms (2016). The details of available manpower in the State are shown in the following 

Table 2.1 and Chart 2.1. 

Table 2.1: Human resource status in different categories in the State  

Directorate 
Major 

Category 

Human resource status in different 

categories in the State as on 31/03/2017 

Human resource status in different 

categories in the State as on 31/03/2023 

Sanctioned 
In-

position 
Shortage 

Shortage 
(per cent) 

Sanctioned 
In-

position 
Shortage 

Shortage 
(per cent) 

Director, 

Health 

Services 

(DHS) 

 

Block Medical 

Officer 
73 50 23 31.51 77 108 (+) 31 0 

Medical 

Officer 
2,081 1,647 434 20.86 2,802 2,678 124 4.43 

Staff Nurse 3,141 2,541 600 19.10 3,848 3,201 647 16.81 

Male Health 

Worker 

(MHW) 

2,036 894 1,142 56.09 2,072 226 1,846 89.09 

Female Health 

Worker 

(FHW) 

2,242 1,831 411 18.33 2,301 1,210 1,091 47.41 

Chief 

Pharmacist/ 

Pharmacist 

1,243 863 380 30.57 1,372 1,196 176 12.83 

Lab 

Technician 
921 304 617 66.99 1,001 546 455 45.45 

Others* 8,542 4,110 4,432 51.88 11,420 5,002 6,418 56.20 

Sub-total 

DHS 
20,279 12,240 8,039 39.64 24,893 14,167 10,757 43.21 

 

 

 

 

Director, 

Medical 

Headquarters 20 16 4 20.00 48 21 27 56.25 

Professor$ 164 111 53 32.32 218 156 62 28.44 

Associate 

Professor 
179 102 77 43.02 234 130 104 44.44 

Assistant 

Professor 
298 220 78 26.17 426 418 8 1.88 
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Directorate 
Major 

Category 

Human resource status in different 

categories in the State as on 31/03/2017 

Human resource status in different 

categories in the State as on 31/03/2023 

Sanctioned 
In-

position 
Shortage 

Shortage 
(per cent) 

Sanctioned 
In-

position 
Shortage 

Shortage 
(per cent) 

Education and 

Research 

(Headquarters, 

six medical 

colleges1 and 

one dental 

college) 

Sr. Resident 488 310 178 36.48 609 381 228 37.44 

Others# 111 22 89 80.18 326 71 255 78.22 

H.P. 

Government 

Dental College 

56 44 12 21.43 55 51 4 7.27 

Sub-total 

DMER 
1,316 825 491 37.31 1,916 1,228 688 35.91 

Director, 

Health 

Safety and 

Regulation 

(DHSR) 

Headquarters 22 17 5 22.73 21 16 5 23.81 

Technical staff 

at Composite 

Testing 

Laboratory 

(CTL) 

Kandaghat 

31 11 20 64.52 31 22 9 29.03 

Ministerial 

and supporting 

staff at CTL 

22 19 3 13.64 20 14 6 30.00 

State Drug 

Controller 

(SDC) staff 

4 4 0 0 11 12 (+)1 0 

Drug 

Inspectors 
22 17 5 22.73 44 40 4 9.09 

Others* 45 18 27 60.00 47 35 12 25.53 

Sub-total 

DHSR 
146 86 60 41.10 174 121** 54 31.03 

Director, 

Dental 

Services 

Medical 

Officer Dental 
345 330 15 4.35 345 332 13 3.77 

Dental 

Mechanics/ 

Hygienists/ 

Attendants 

297 188 109 36.70 308 246 62 20.13 

Others* 19 17 2 10.53 18 13 5 27.78 

Sub-total 

Dental 
661 535 126 19.06 671 591 80 11.92 

Grand total 22,402 13,686 8,716 38.91 27,654 16,125 11,579^ 41.87 

Source: Information provided by the directorate. 

*Others includes remaining categories/posts in any cadre which have not been shown explicitly. 

** excluding 18 outsourced staff, $ Including Principals, # Includes Tutor and Junior Resident. 

 ^ The excesses (BMOs and SDCs in March 2023) have not been considered while arriving at the vacancies. 

In addition to the above, there were 5,919 number2 of outsourced employees in the State as on 

31st March 2023. Out of these, NHM had 2,929 outsourced staff which comprised 969 CHOs, 

331 nurses, 261 DEOs and 1,368 other staff. The remaining 2,990 outsourced staff were 

deployed in the three Directorates – DHS, DMER and DHSR. These staff comprised of eight 

pharmacists, 99 nurses, 252 lab technicians/ paramedics and 2,631 other staff. 

                                                           
1  IGMC Shimla, RPGMC Kangra, RKGMC Hamirpur, SLBSMC Mandi, YSPGMC Nahan, and PJLNMC 

Chamba. Data as on 31/03/2017 does not include RKGMC Hamirpur as it was established in 2018. 
2  Director, Health Safety and Regulation: 221; NHM: 2,929; Director, Health Services: 495 under RKS and 

23 outsourced and Director, Medical Education and Research: 2,251. 
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Chart 2.1: Status of availability of manpower (Directorate-wise) against the sanctioned strength 

 

As evident from Table 2.1, there was an overall shortage of 38.91 per cent during March 2017 

which increased to 41.87 per cent during March 2023 as compared with the State sanctioned 

strength in four directorates, which had adverse impact on the provision of medical services to 

the public, as indicated in the following paragraphs. 

• In DHS, there was an overall shortage of 39.64 per cent during March 2017 which 

increased to 43.21 per cent during March 2023, out of which major shortage was noticed 

in cadre of male health worker (March 2017: 56.09 per cent; March 2023: 89.09 per cent), 

female health worker (March 2017: 18.33 per cent; March 2023: 47.41 per cent), 

pharmacist (March 2017: 30.57 per cent; March 2023: 12.83 per cent) and lab technician 

(March 2017: 66.99 per cent; March 2023: 45.45 per cent). The shortage of MHW/FHW 

had adversely affected the services in HSCs as Audit observed that 46.10 per cent of HSCs 

in the selected districts were running without any staff as of March 2023, as discussed in 

subsequent Para 2.2.7. Thus, basic health services like maternal health (ANC registration, 

pregnancy counselling etc.), family planning, programs under NHM, etc. were affected.  

• In DMER, there was an overall shortage of 37.31 per cent during March 2017 which 

reduced to 35.91 per cent in March 2023, out of which major shortage was noticed in the 

cadre of Professor/Associate Professor (March 2017: 37.90 per cent; March 2023: 

36.73 per cent), which affected the specialists’ services at tertiary level, as commented in 

succeeding Para 2.2.1. 

• In Director, Health Safety and Regulation, there was an overall shortage of 41.10 per cent 

during March 2017 which reduced to 31.03 per cent in March 2023, out of which major 

shortage was noticed in the cadre of technical staff of CTL (March 2017: 64.52 per cent; 

March 2023: 29.03 per cent), due to which there were delays in analysing drug samples as 

mentioned in Para 8.4.5 of Chapter 8. 

• In Director, Dental services, there was an overall shortage of 19.06 per cent during 

March 2017 which decreased to 11.92 per cent in March 2023. Major shortage was noticed 

in dental mechanics/ hygienists/ attendants (March 2017: 36.70 per cent; March 2023: 

20.13 per cent). 
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During the Exit Conference, Secretary (Health) to the Government of Himachal Pradesh 

accepted the overall shortage of human resources and specialists in health institutions and 

assured to look into the matter. 

2.1.1 District-wise shortfall of overall staff, doctors (including specialists), nursing 

staff, paramedical staff, health workers and other staff 

Audit scrutiny revealed that there was shortfall of overall staff, doctors (including specialist), 

nursing staff, public health staff 3 , paramedical staff and other staff 4  deployed at health 

institutions. There was an overall shortfall of 41.47 per cent in human resources across all 

categories in the State as a whole as of March 2023. The details of district-wise shortfall in 

human resource deployed as of March 2023 when compared with the State sanctioned strength 

are shown in Maps 2.1 to 2.6: 

 

 

Map 2.1: District-wise overall manpower shortage Map 2.2: District-wise shortfall in availability of 

doctors 

                                                           
3  Male / Female Health Worker, Male / Female Health supervisor, Health educator, etc. 
4  Ministerial staff, administrative staff, Supporting staff, etc. 
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Map 2.3: District-wise shortfall in availability of 

nursing staff 
Map 2.4: District-wise shortfall in availability of 

paramedical staff 

  

Map 2.5 : District-wise shortfall in availability of 

public health staff 
Map 2.6 : District-wise shortfall in availability of 

other staff  

As evident from the Maps 2.1 to 2.6, Audit noticed that distribution of available manpower in 

the districts was not uniform as detailed below: 

• Shortfall of overall manpower was lowest (29 per cent) in Bilaspur district and highest 

(55 per cent) in Kinnaur district. 

• Shortfall in the category of doctors was lowest (three per cent) in Solan district and the 

highest (46 per cent) in Chamba district. 

• Shortfall in the category of nursing staff was lowest (two per cent) in Bilaspur and highest 

(52 per cent) in Kinnaur district. 

• Shortfall in the category of paramedical staff was lowest (17 per cent) in Una and highest 

(71 per cent) in Sirmaur. 
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• Shortfall in the category of public health staff was lowest (47 per cent) in Bilaspur and 

highest (72 per cent) in Shimla district. 

• Shortfall in the category of other staff was lowest (36 per cent) in Chamba and highest 

(64 per cent) in Una district. 

2.2 Availability of doctors, specialists, nurses, paramedical staff etc. in health 

institutions level-wise 

Shortages of doctors, specialists, nurses, paramedical staff, etc. were observed in almost all 

health institutions at all levels, compromising the quality of healthcare being administered to 

the intended beneficiaries. 

2.2.1 Availability in Tertiary Level Health Institutions  

Audit scrutiny revealed that there was shortage of manpower in different categories in the six 

Government medical college hospitals and one super speciality institute5 across the State as of 

March 2023 when compared with the State sanctioned strength as detailed in Charts 2.2 to 2.5. 

Chart 2.2: Status of doctors (including specialists) Chart 2.3: Status of specialists 

  
 

  

                                                           
5  AIMSS- Atal Institute of Medical Super Specialities (Shimla), IGMC- Indira Gandhi Medical College 

(Shimla), RPGMC- Rajendra Prasad Government Medical College (Kangra), JLNGMC- Jawahar Lal 

Nehru Government Medical College (Chamba), SLBSGMC- Shri Lal Bahadur Shastri Government 

Medical College (Mandi), YSPGMC- Yashwant Singh Parmar Government Medical College (Sirmaur), 

RKGMC- Radha Krishnan Government Medical College (Hamirpur). 
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Chart 2.4: Status of nursing staff Chart 2.5: Status of paramedical staff 

 

As evident from the Charts 2.2 to 2.5, Audit noticed that distribution of available manpower 

in the Medical College Hospitals was not uniform as detailed below: 

• Shortfall in the category of doctors was lowest (nine per cent) in IGMC hospital, Shimla 

and the highest (56 per cent) in Jawahar Lal Nehru Government Medical College hospital, 

Chamba. 

• Shortfall in the category of specialist was lowest (15 per cent) in IGMC hospital, Shimla 

and highest (49 per cent) in Atal Institute of Medical Super Specialities hospital, Shimla. 

• Shortfall in the category of nursing staff was lowest (one per cent) in Shri Lal Bahadur 

Shastri Government Medical College hospital, Mandi and highest (90 per cent) in Atal 

Institute of Medical Super Specialities hospital, Shimla. 

• Shortfall in the category of paramedical staff was lowest (32 per cent) in Jawahar Lal 

Nehru Government Medical College hospital, Chamba and highest (84 per cent) in 

Yashwant Singh Parmar Government Medical College hospital, Sirmaur.  

2.2.1.1 Availability in selected Tertiary Level Health Institutions  

The details of available manpower in major categories in the selected tertiary health institutions 

are shown in Table 2.2. 

Table 2.2: Showing the position of manpower as on 31st March 2023 

Cadre 
Major 

Category 

IGMC, Shimla 

(Including AIMSS Chamiana, 

Shimla) 

RPGMC, Kangra 

SS PIP 
Shortfall  

(per cent) 
SS PIP 

Shortfall 

(per cent) 

 

 

 

Doctors 

 

 

 

Professor 77 70 7 (9) 40 31 9 (23) 

Associate 

Professor 
76 52 24 (32) 45 23 22 (49) 

Assistant 

Professor 
158 147 11 (7) 81 95 - 

Sr. 

Resident 
227 136 91 (40) 146 97 49 (34) 

AIMSS

Shimla

IGMC

Shimla

RPGMC

Kangra

JLNGMC

Chamba

SLBGMC

Mandi

YPGMC

Sirmaur

RKGMC
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Cadre 
Major 

Category 

IGMC, Shimla 

(Including AIMSS Chamiana, 

Shimla) 

RPGMC, Kangra 

SS PIP 
Shortfall  

(per cent) 
SS PIP 

Shortfall 

(per cent) 

 Other 

Specialists 
9 8 1 (11)  3 14 - 

MO 22 43  - 29 19 10 (34) 

Total 569 456 134 (24) 344 279 90 (26) 

Other 

staff 

Staff 

Nurses 
1,069 595 474 (44) 583 508 75 (13) 

Paramedic

al staff 
367 199 168 (46) 212 131 81(38) 

Total 1,436 794 642 (45) 795 639 156 (20) 

Grand Total 2,005 1,250 776 (39) 1,139 918 246^ (22) 

Source: Information provided by the Health Institutions.    

SS-Sanctioned strength, PIP-Person in position. ^ Excesses not considered while calculating shortfall 

As seen from Table 2.2, when compared with the State sanctioned strength, there were 

shortages across above mentioned categories, with overall shortage of 39 and 22 per cent in 

IGMC, Shimla and RPGMC, Kangra respectively. 

2.2.1.2 IGMC Shimla 

� There was overall shortage of 134 doctors in IGMC Shimla (including AIMSS Chamiana, 

Shimla) as of March 2023 (Professor - nine per cent, Associate Professor-32 per cent, 

Assistant Professor - seven per cent and Sr. Resident- 40 per cent) against the State 

sanctioned strength of 569.  

� Against the sanctioned post of 22 Medical Officers (MOs), the medical college had 

43 MOs posted as of March 2023. 

� There was an overall shortage of 44 per cent of staff nurses when compared with the State 

sanctioned strength as of March 2023. Similarly, 46 per cent shortage was also noticed in 

paramedical staff. 

� In IGMC Shimla, as of September 2022, shortfall was noticed in the emergency medicine 

department where against sanctioned strength of one, two and four in Professor, Associate 

Professor and Assistant Professor categories respectively, no manpower was posted 

whereas one person was posted against sanctioned strength of 16 in the Sr. Resident 

category. In ENT department, one person each was posted in Professor and Associate 

Professor against the sanctioned strength of two each, for both the categories. Similarly, 

Anaesthesia department had a vacancy of four Assistant Professors against the prescribed 

manpower of 11.  

�  Medical colleges follow National Medical Commission (NMC) norms which prescribe 

minimum requirements to run a medical college. In case of human resources, availability 

of manpower above the minimum prescribed strength may be treated as a good parameter. 

During the course of audit of IGMC Shimla, it was noticed that as per NMC norms, the 

medical college had shortage of seven doctors as of September 2022 (Professor, Associate 

Professor, and Assistant Professor) in certain departments. Shortage of one Associate 

Professor each was noticed in biochemistry, community medicine, psychiatry, 
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microbiology and emergency medicine departments. In Professor and Assistant Professor 

cadre, shortage of one person in each cadre was noticed in emergency medicine. 

2.2.1.3 RPGMC Kangra 

� There was overall shortage of 90 doctors in RPGMC Kangra as of March 2023 

(Professor-23 per cent, Associate Professor- 49 per cent and Sr. Resident-34 per cent) 

against the State sanctioned strength of 344. 

� There was overall shortage of 13 and 38 per cent in the cadre of nurses and paramedical 

staff respectively as of March 2023 

� Hundred per cent shortages as of June 2022 were noticed in the department of anatomy 

(Associate Professor), blood bank (Professor and Associate Professor), nephrology 

(Professor, Associate Professor and Assistant Professor), chest and TB (Associate 

Professor, Assistant Professor and Sr. Resident) etc. 

� When compared with NMC norms which prescribe minimum standards, the college had a 

shortfall of 41 doctors as of June 2022 (Professor, Associate Professor, Assistant Professor 

and Sr. Resident). Major shortages were noticed in the department of physiology 

(Professor-one, Assistant Professor- three and Sr. Resident- three), chest & tuberculosis 

(one in each cadre of Associate Professor, Assistant Professor and Sr. Resident), anatomy 

(one in each cadre of Associate professor and Assistant Professor and three in 

Sr. Resident), biochemistry (Associate Professor- one and Sr. Resident-three) etc. 

� Due to non-posting of any staff in nephrology and emergency medicine departments, these 

departments were non-functional as on June 2022, which deprived the patients of the 

intended facilities. 

In reply, it was stated by the Principal, R.P. Government Medical College Kangra, that posts 

of Associate Professors and Professors are promotional posts, and these posts would be filled 

as and when the incumbent would be eligible. 

� Non-availability of manpower resulting in idling of machinery and equipment 

In the Department of Cardio-Thoracic and Vascular Surgery (CTVS) of RPGMC, 

two heart lung machines were purchased in November 2016 for ₹ 1.56 crore, out of which, 

one heart lung machine was transferred to IGMC Shimla in March 2017 and another heart 

lung machine was lying idle due to non-availability of manpower (perfusionist6) since 

November 2016. The department took up the matter with the higher authorities, but no 

machine operator was deployed till the date of audit and the machine valued at ₹ 0.78 crore 

was lying idle. 

2.2.2  Availability in secondary and primary levels health institutions 

The details of status of availability of overall human resources in the primary and secondary 

level health institutions across the State is discussed below. The availability of overall human 

                                                           
6  They operate the heart lung bypass machine during heart surgery. 
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resources of DH Chamba, Hamirpur 

and Sirmaur has not been included as 

in these districts the DH is attached 

with the medical college. 

The status of availability of overall 

human resources in primary and 

secondary level health institutions 

across the State when compared with 

the State sanctioned strength as of 

March 2023 is shown in Map 2.7. 

As evident from the Map 2.7, overall 

shortfall of manpower was lowest 

(29 per cent) in Bilaspur district and 

highest (55 per cent) in Kinnaur and 

Chamba districts. 

2.2.2.1  Availability of overall human resource at primary and secondary levels health 

institutions in the selected districts 

The availability of human resources at primary and secondary levels health institutions in 

selected districts has been analysed as per the State sanctioned strength. The details of available 

manpower in the selected districts are shown in Table 2.3. 

Table 2.3: Human Resource status in major categories in the selected districts as on 31/03/2023 

SS/MIP* SS MIP SS MIP SS MIP SS MIP 
Shortfall 

(per cent) Districts 

Category 
Kinnaur Solan Kangra Total 

Medical Officer and 

Administrative Staff 
88 69 169 164 496 412 753 645 14.34 

Ministerial Staff 46 14 65 45 159 88 270 147 45.56 

Paramedical Staff 87 32 165 121 510 388 762 541 29.00 

Public Health Staff 124 45 445 155 1,094 389 1,663 589 64.58 

Nursing Staff 66 32 173 140 634 454 873 626 28.29 

Supporting Staff / 

Class IV/ Others 
147 57 247 131 582 328 976 516 47.13 

Total 558 249 1,264 756 3,475 2,059 5,297 3,064 42.16 

Source: Information provided by the Health Institutions. 

*SS: Sanctioned Strength, MIP: Men-in-position. 

As evident from Table 2.3, there was a shortfall of 42.16 per cent in all categories with respect 

to the State sanctioned strength in the selected districts. Major shortages in the following cadres 

were noticed: 

• 64.58 per cent shortage was noticed in the cadre of Public health staff, due to which 

39 per cent of health sub centres were functioning without staff in the State as discussed in 

Para 2.2.7. 

• 28.29 per cent shortage was noticed in the cadre of Nursing staff, which deprived the 

patients of special care and assistance to doctors in areas like operation theatres, intensive 

care unit etc. 

 

Map 2.7: District-wise shortfall in availability of overall 

manpower in primary and secondary level health institutes 



Chapter II: Human Resources 

 

23 | P a g e  

• 29 per cent shortage was also noticed in paramedical staff, due to which X-ray machines 

were lying unutilised in the selected districts, thereby depriving the patients of intended 

benefits as discussed in Para 2.2.5.4. 

• Amongst the three selected districts, Kinnaur had the lowest availability of manpower 

(44.62 per cent) whereas Solan had the highest availability of manpower (59.81 per cent) 

amongst all cadres. 

2.2.2.2  Availability of doctors in district hospitals  

The availability of doctors (including specialists) in district hospitals has been analysed as per 

the State sanctioned strength and with IPHS norms 2012.  

As per IPHS norms 2012, a DH having a bed strength of 100, 200, 300, 400 should have 28, 

33, 49 and 56 doctors respectively (AYUSH doctors excluded).  

The details of status of availability of doctors in the district hospitals across the State as of 

March 2023 are shown in Chart 2.6. 

Chart 2.6: Shortfall of Doctors (per cent) 

 

Hence, from Chart 2.6, shortfall in doctor category in District hospitals: 

• When compared with IPHS norms 2012, was lowest (six per cent) in Solan and highest 

(51 per cent) in Bilaspur district. 

• When compared with the State sanctioned strength, was lowest (three per cent) in 

Solan district and highest (22 per cent) in Mandi district. There was no shortfall in 

Kullu and Shimla districts. 

2.2.2.3  Availability of doctors in CHs and CHCs district-wise  

The availability of doctors (including Specialists) in CHs and CHCs district-wise has been 

analysed as per the State sanctioned strength. The details of status of availability of doctors 

(including Specialists) in CHs and CHCs district-wise across the State as of March 2023 when 

compared with the State sanctioned strength are shown in Map 2.8 and Map 2.9 respectively. 

51

24

32

16

43

29 31

6

22
17 16

10

0

11

22

0
3 5

Bilaspur Kangra Kinnaur Kullu L & S Mandi Shimla Solan Una

Percentage Vacancy as per IPHS 2012 Percentage Vacancy as per Sanctioned Strength



PA on Public Health Infrastructure and Management of Health Services 

24 | P a g e  

  

Map 2.8: District-wise shortfall in availability of 

doctors (including Specialists) in CHs 

Map 2.9: District-wise shortfall in availability of 

doctors (including Specialists) in CHCs 

From the Maps 2.8 and 2.9 it is seen that: 

• The shortfall in availability of doctors (including Specialists) in CHs, when compared with 

the State sanctioned strength, was lowest (seven per cent) in Hamirpur district and highest 

(57 per cent) in Kinnaur district. There was no vacancy in Kullu district. 

• The shortfall in availability of doctors (including Specialists) in CHCs, when compared 

with the State sanctioned strength, was lowest (14 per cent) in Una district and highest 

(42 per cent) in Chamba and Sirmaur districts. However, there were 13 per cent doctors in 

excess of the State sanctioned strength in the CHCs in Solan district. 

2.2.2.4  Availability of doctors in PHCs district-wise  

The details of status of availability of doctors in PHCs district-wise across the State as of 

March 2023 are shown in Map 2.10. 

 
Map 2.10: Shortfall of doctors in PHCs district-wise when compared with 

State sanctioned strength 
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From Map 2.10, it can be seen that the shortfall in availability of doctors (including Specialists) 

in PHCs when compared with the State sanctioned strength, was lowest (five per cent) in Solan 

district and highest (33 per cent) in Sirmaur district. 

As per information collected from DHS, it was noticed that 98 PHCs7 were running without 

doctors as of March 2023.  

2.2.2.5  Comparison of doctors against IPHS norms/State sanctioned strength in selected 

Health institutions (CHs and CHCs) 

Shortage of doctors with respect to IPHS norms and State sanctioned strength as of March 2023 

was noticed in the selected units (six CHs and seven CHCs). As per IPHS norms 2012, a CH 

having 31-50 beds and 51-100 beds should have 19 and 23 doctors respectively. In CHC 

(30 beds), IPHS norms 2012 norms prescribe nine doctors. 

The status of availability of doctors in the selected CHs and CHCs as compared to the IPHS 

norms 2012 and State sanctioned strength, as of March 2023 is given in Chart 2.7. 

Chart 2.7: Status of availability of doctors against both IPHS norms 2012 and State norms in 

the selected health institutions as of March 2023 

 

From Chart 2.7, it can be seen that: 

• In the selected CHs, the lowest number of doctor (one) was available in CH, Chango 

and highest (15) in CHs, Shahpur and Jawalamukhi. 

• In the selected CHCs, the lowest number of doctor (one) was available in 

CHC, Bachhwai and highest (eight) in CHC, Pooh. 

Vacancy in healthcare human resource adversely impacts the delivery of medical services to 

the patients/beneficiaries. Hence, the State needs to take immediate steps for recruitment/ 

deployment of adequate human resources in the health institutions at various levels. 

2.2.3 Availability of Specialists in secondary health institutions 

Government of India, Ministry of Health and Family Welfare during February 2016, directed 

all the States to strengthen specialist support in public health facilities (DHs/CHs/CHCs). 

                                                           
7  Bilaspur- six, Chamba- seven, Hamirpur- two, Kangra-nine, Kinnaur-three, Kullu- seven, Mandi-25, 

Shimla-18, Sirmaur-16, Solan-three and Una-two. 
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Contrary to the above instruction of GoI, Audit noticed that there was huge shortage of 

specialists in secondary health institutions as discussed in the succeeding paragraphs. 

2.2.3.1   Non-availability of Specialists in district hospitals in the State 

Government of Himachal Pradesh vide notification dated March 2013 had notified the 

requirement of 18 and nine specialists for zonal and regional hospitals (non-tribal) and regional 

hospitals (tribal) respectively. As per IPHS norms 2012, a DH having a bed strength of 100, 

200, 300, 400 should have 16, 19, 32 and 34 specialists (excluding dentists and AYUSH) 

respectively.  

Audit noticed that posts of specialists have not been sanctioned for any of the health institutions 

at secondary level. Status of non-availability of specialists in DHs district-wise as of 

March 2023 w.r.t. IPHS norms 2012 and State notified strength are as detailed in Chart 2.8. 

Chart 2.8: Shortfall of Specialists in DHs (per cent) 

 

Note: Availability of specialists was in excess of IPHS norms 2012 in DH Solan (11 per cent). When compared 

with the state notified strength, six8 out of nine DHs had specialists in excess of notified strength. 

From Chart 2.8, it can be seen that: 

• When compared with IPHS norms 2012, shortfall of specialists in District hospitals was 

lowest (25 per cent) in Shimla and highest (94 per cent) in Lahaul & Spiti district. 

• When compared with State notified strength, shortfall of specialists in District hospitals 

was lowest (33 per cent) in Kinnaur, and highest (89 per cent) in Lahaul & Spiti district. 

Availability of specialists was in excess of IPHS norms 2012 in DH Solan. When compared 

with the state notified strength, six out of nine DHs shown in Chart 2.8 had specialists in 

excess of the notified strength. 

2.2.3.2    Non-availability of Specialists in the selected District Hospitals  

As per IPHS norms 2012, a DH should be provided with specialised Outpatient Department 

(OPD) services related to ENT, general medicine, ophthalmology, paediatrics, dermatology & 

                                                           

8
  Kangra (11 per cent), Kullu (six per cent), Mandi (17 per cent), Shimla (33 per cent), Solan (17 per cent) 

and Una (22 per cent) 
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venereology, orthopaedics, gynaecology etc. Status of non-availability of important specialists 

in the test-checked DHs during the period 2016-21 is detailed in Table 2.4. 

Table 2.4: Period of non-availability of specialists in test checked DHs  

DHs Department  
Period of non-availability of specialists Number of 

years From  To  

Kinnaur 

ENT April 2016 October 2021 5 

General Medicine April 2016 March 2019 3 

Paediatrics April 2016 October 2021 5 

Dermatology & 

Venereology 
April 2016 October 2021 5 

Psychiatry April 2016 October 2021 5 

Orthopaedics April 2016 October 2021 5 

Gynaecology April 2016 March 2018 2 

Solan Psychiatry January 2016 June 2019 3 

Kangra Orthopaedics April 2016 December 2021 5 

  Source: Information provided by the Health Institutions. 

 From Table 2.4, it is observed that during the period 2016-21: 

• In DH Kinnaur, specialists in the departments of ENT, general medicine, paediatrics, 

dermatology & venereology, psychiatry, orthopaedics and gynaecology were not available 

for periods ranging from two to five years. Due to non-posting of gynaecologist in 

DH Kinnaur during 2016-17 to 2017-18, 923 deliveries were conducted without regular 

specialists. 

• In DH Solan, post of psychiatrist was not filled for a period of three years. 

• In DH Kangra, orthopaedic was not available for the entire period of five years. 

2.2.3.3  Non-availability of Specialists in CHs and CHCs district-wise in the State 

Government of Himachal Pradesh vide notification dated March 2013 had notified the 

requirement of nine specialists for civil hospitals. As per IPHS norms 2012, a CH should have 

a minimum of nine specialists. As per IPHS norms 2012, a CHC should have five specialists 

and the State Government has not specified the availability of the same. 

Status of non-availability of specialists in CHs, district-wise, as of March 2023 w.r.t. IPHS 

norms 2012 and State notified strength are detailed in Map 2.11. The status of non-availability 

of specialists in CHCs, district-wise, w.r.t. IPHS norms 2012 is shown in Map 2.12. 
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Map 2.11: Shortfall of specialists as per IPHS 

norms 2012 and State notified strength in Civil 

Hospitals (as both norms have same requirement) 

Map 2.12: Shortfall of specialists as per IPHS 

norms 2012 in CHCs 

From Maps 2.11 and 2.12, it can be seen that: 

• The shortfall in specialists in CHs, when compared with IPHS norms 2012 and State 

notified strength was lowest (seven per cent) in Shimla district and highest 

(100 per cent) in Lahaul & Spiti and Kinnaur districts. 

• The shortfall in specialists in CHCs, when compared with IPHS norms 2012, was 

lowest (70 per cent) in Solan, and highest (100 per cent) in Lahaul & Spiti, Kinnaur, 

Chamba, Bilaspur, Kullu and Mandi districts. 

2.2.3.4  Non-availability of Specialists in the selected Civil Hospitals 

IPHS norms 2012 envisages having specialists in civil hospital (CH) in departments of general 

orthopaedics, obstetrics & gynaecology, paediatrics, anaesthesia, ophthalmology, ENT, dental, 

etc. Further, the State Government notified in April 2016 to have specialists for 100 and 

200 bedded hospitals.  

Status of non-availability of important specialists in the test-checked CHs during the period 

covered in audit i.e., 2016-21 are detailed in Table 2.5. 

Table 2.5: Period of non-availability of specialist in test checked CHs during 2016-21  

Departments  Chango* Kandaghat Thural Jawalamukhi Shahpur Baijnath 

Orthopaedics 5 years 5 years 5 years 5 years 
4 years 5 

months 
5 years 

Paediatrics 5 years 3 years Available 3 years 3 years Available 

Gynaecology 5 years 5 years Available 5 years 
4 years 10 

months 
5 years 

Ophthalmology 5 years 5 years 5 years 4 years 5 years Available 

ENT 5 years 5 years Available 4 years 
4 years 5 

months 
Available 

Dental 5 years Available Available Available Available Available 

Source: Information provided by the Health Institutions.   

* Since inception. 
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From Table 2.5, it can be observed that during 2016-21: 

• In CH Chango, none of the six specialists was posted. 

• In CH Kandaghat, only dental specialist was available for the whole period while other 

five specialists were not available for a period ranging from three to five years.  

• In CH Thural, four specialists viz., paediatrician, gynaecologist, ENT, and dental were 

available for the whole period but orthopaedics and ophthalmologist were not available for 

the entire duration.  

• In CH Jawalamukhi and CH Shahpur, only dental specialist was available for the whole 

period while other five specialists were not available for a period ranging from three to five 

years. 

• In CH Baijnath, orthopaedics and gynaecologist were not available during the entire period.  

There was non-availability of gynaecologists in health institutions of the selected districts. 

Out-of-pocket expenditure in the State per delivery in a public health facility increased from 

₹ 3,329/- to ₹ 3,760/- during 2015-16 to 2019-21, which is higher than the national average 

(₹ 3,197 in 2015-16 and ₹ 2,916 in 2019-21) as per NFHS-4 and NFHS-5 respectively. The 

increase in out-of-pocket expenditure in the State per delivery due to the non-availability of 

gynaecologists could not be ruled out. 

2.2.3.5 Partial utilisation of surgeons due to non-posting of anesthetist and vice versa 

IPHS norms 2012 envisaged that an operation theatre (OT) usually should have a team of 

surgeons, anesthetists, nurses and sometimes pathologists & radiologists to operate upon and 

to take care of the patients. 

In the nine selected health institutions (three DHs and six CHs), it was noticed that in 

four health institutions (one DH and three CHs), surgeon and anesthetist were not posted during 

the same time frame as detailed in Table 2.6. 

Table 2.6: Showing surgeon and anesthetic not posted in same time frame 

Health 

institutions 
Particulars Impact 

 DH Kinnaur 

 No anesthetist was posted from August 2016 

to April 2018 while surgeon was posted. 

Anesthetist was posted during April 2018 and 

relieved in November 2020. 

 Major surgeries might have been conducted 

without the guidance of anesthetist from 

August 2016 to April 2018 and November 

2020 onwards. 

 CH 

Kandaghat 

 Anaesthetist was posted from December 

2018 to June 2019 and a surgeon was posted 

from July 2020 onwards. 

 Services of the anesthetist were not utilised 

during December 2018 to June 2019 as 

surgeon was not posted during that period. 

 CH 

Jawalamukhi 

 Anesthetist was posted from July 2020 but no 

surgeon was posted. 

 Anesthetist service could not be utilised due to 

non-availability of surgeon. He worked as 

General Duty Medical Officer (GDMO). 

 CH Baijnath 
 Anesthetist was posted but no surgeon was 

posted from December 2021 to May 2022. 

 Anesthetist service could not be utilised due to 

non-availability of surgeon. 

CH Kandaghat replied (January 2022) that the posting of specialists was done at Directorate 

level. CH Jawalamukhi in its reply (January 2022) stated that the matter will be taken up with 

DHS. 
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Thus, DHs and CHs failed to provide comprehensive healthcare to the citizens due to 

non-availability of all the required specialists. Shortfall of important specialists in DHs and 

CHs indicates that patients had to be either referred to tertiary heath institutions or to private 

hospitals, entailing additional financial burden on the patients. High average annual OPD load 

during 2016-22 (RPGMC- 4.67 lakh and IGMC/KNSH- 7.25 lakh) in the nearby medical 

college hospitals was noticed. 

2.2.3.6 Irregular deployment of specialists in selected health institutions 

• One dental doctor posted in CHC Majheen was deputed to DH Kangra in September 2020 

as per the orders of the Government. There were already three dental doctors posted there 

against the sanctioned strength of three, thereby creating an excess deployment. Due to 

posting of doctor in other health institutions, inhabitants of that area were deprived of 

medical services, and they had to visit other health institution (CH Jawalamukhi) by 

travelling more than 30 km.  

• ENT specialist and Chest & TB specialist were posted simultaneously in CHC Dharampur 

in August 2021, but their salaries were being drawn from the establishment of CH Arki. 

CHC Dharampur did not have even basic medical equipment required for ENT treatment. 

Hence, posting of ENT specialist was not justified and posting should have been done 

considering availability of required equipment. Further, posting of chest/ TB specialist was 

also not justified as there was already a TB sanatorium within the premises of the hospital 

where complete treatment for TB is available. Instead, the specialist should have been 

posted in the health institution where there was dire need of TB specialist.  

Similar cases of health professionals posted at different health institutions but drawing salary 

from other establishments were also noticed which have been pointed out in Para 2.2.8. 

2.2.4 Availability of nursing staff in secondary and primary health institutions in the 

State 

The availability of nursing staff State-wide and in the selected secondary level health 

institutions (DHs/CHs/CHCs) against the State sanctioned strength and IPHS norms and 

availability of nursing staff in Primary level health institutions (PHCs) against the State 

sanctioned strength are discussed in the succeeding paragraphs. 

2.2.4.1   Status of availability of nursing staff in district hospitals 

IPHS norms 2012 have categorised the availability of the number of nurses in different levels 

of the hospitals as per bed strength. DHs having 100, 200, 300 and 400 beds should have 45, 

90, 135 and 180 nurses respectively.  

The details of status of availability of nurses in the district hospitals across the State as of 

March 2023 are shown in Chart 2.9. 
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Chart 2.9: Per cent Vacancy of Nursing Staff in DHs 

*DH Chamba, DH Sirmaur and DH Chamba are excluded as they are attached with medical colleges. 

From Chart 2.9, it can be seen that shortfall in nursing staff category in District hospitals: 

• When compared with IPHS norms 2012, vacancy was lowest (47 per cent) in Solan and 

highest (65 per cent) in Mandi district. 

• When compared with the State sanctioned strength, vacancy was lowest (three per cent) in 

Mandi and highest (38 per cent) in Kinnaur district. 

In DH Bilaspur, there was eight per cent excess availability of nursing staff as compared to the 

sanctioned strength. 

2.2.4.2 Status of availability of nursing staff in CHs and CHCs 

The details of status of availability of nursing staff in the CHs and CHs district-wise across the 

State when compared with the State sanctioned strength are shown in Maps 2.13 and 2.14. 

  
Map 2.13: Shortfall of nursing staff in CHs Map 2.14: Shortfall of nursing staff in CHCs 

From Maps 2.13 and 2.14, it can be seen that shortfall in nursing staff category when compared 

with the State sanctioned strength: 

• In CHs, was lowest (four per cent) in Bilaspur and highest (59 per cent) in Chamba district. 
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• In CHCs, was lowest (zero per cent) in Lahaul & Spiti and Hamirpur districts and highest 

(67 per cent) in Sirmaur district. 

2.2.4.3 Status of availability of nursing staff in PHCs district-wise 

The details of status of availability of nursing staff in PHCs district-wise across the State when 

compared with the State sanctioned strength are shown in Map 2.15. 

 

Map 2.15: Shortfall of nursing staff in PHCs 

It can be seen from Map 2.15 that the shortfall in nursing staff category in PHCs when 

compared with the State sanctioned strength was lowest (15 per cent) in Bilaspur and highest 

(94 per cent) in Una district. 

2.2.4.4 Status of availability of nursing staff in the selected CHs and CHCs  

As per IPHS norms 2012, CHs having bed strength of 31-50 and 51-100 should have 18 and 

35 nurses respectively. CHCs with bed strength of 30 should have 10 nurses. The availability 

of nurses when compared with both IPHS norms 2012 and State sanctioned strength of the 

selected CHs and CHCs as of March 2023 is shown in Chart 2.10. 

Chart 2.10: Availability of nursing staff against both IPHS norms 2012 and State norms as of 

March 2023 

 

From Chart 2.10, it can be seen that: 

• In selected CHs, the lowest number of nursing staff (one) was available in CH, Chango 

and highest (23) in CH, Baijnath. 

18 18

35 35 35 35

10 10 10 10 10 10 10

3

15

21

27 26 26

8 7
4

6 5
1 21

12 13
15

21
23

2 2 3
5

3
0

2

As per IPHS 2012 State Sanctioned PIP



Chapter II: Human Resources 

 

33 | P a g e  

• In selected CHCs, the lowest number of nursing staff (zero) was available in 

CHC, Majheen and highest (five) in CHC, Dharampur. 

Shortage of staff nurses leads to increase in the workload of the existing nurses, which affects 

the delivery of health services including direct patient care.  

2.2.5 Availability of paramedical staff in secondary health institutions in the State 

Paramedical staff are responsible for implementation and management of prescribed treatment 

plan and they also deal with patients in emergent medical situations. 

2.2.5.1   Availability of paramedical staff in DHs in the State 

IPHS norms 2012 have categorised the availability of the number of paramedical staff at 

different levels of the hospitals as per bed strength. DHs having 100, 200, 300 and 400 beds 

should have 31, 42, 66 and 81 paramedical staff respectively. 

The status of paramedical staff of DHs across the State as of March 2023 when compared with 

IPHS norms 2012 and State sanctioned strength is shown in Chart 2.11. 

Chart 2.11: Vacancy of paramedical staff in DHs (per cent) 

 

From Chart 2.11, it can be seen that shortfall in paramedical staff category in District hospitals: 

• When compared with IPHS norms 2012, was lowest (44 per cent) in Una and highest 

(84 per cent) in Lahaul & Spiti district. 

• When compared with the State sanctioned strength, was lowest (six per cent) in Kullu 

and highest (77 per cent) in Lahaul & Spiti district. There was no shortfall in Una 

district. 

2.2.5.2   Availability of paramedical staff in CHs and CHCs 

CHs having bed strength of 31-50 and 51-100 should have 27 and 38 paramedical staff 

respectively. CHC with bed strength of 30 should have 11 paramedical staff. 

The status of paramedical staff of CHs and CHCs across the State as of March 2023 when 

compared with State sanctioned strength is shown in Maps 2.16 and 2.17. 
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Map 2.16: Shortfall of paramedical staff in Civil 

Hospitals 

Map 2.17: shortfall of paramedical staff in CHCs 

It can be seen from Maps 2.16 and 2.17 that shortfall in paramedical staff category when 

compared with the State sanctioned strength: 

• In CHs, was lowest (13 per cent) in Hamirpur and highest (75 per cent) in Lahaul & 

Spiti district. 

• In CHCs, was lowest (14 per cent) in Solan and highest (62 per cent) in Chamba 

district. 

2.2.5.3   Availability of paramedical staff in PHCs 

The status of paramedical staff of PHCs across the State as of March 2023 when compared 

with the State sanctioned strength is shown in Map 2.18: 

 
Map 2.18: Shortfall of paramedical staff in PHCs 

It is evident from Map 2.18, that shortfall in paramedical staff category in PHCs when 

compared with the State sanctioned strength is lowest (four per cent) in Bilaspur and Una and 

highest (79 per cent) in Kinnaur district. 

2.2.5.4 Comparison of availability of paramedical staff in the selected health institutions 

The availability of paramedical staff when compared with both the IPHS norms 2012 and State 

sanctioned strength as of March 2023 is shown in Chart 2.12. 
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Chart 2.12: Paramedical staff against IPHS norms 2012 and State sanctioned strength as of March 2023 

 

From Chart 2.12, it can be seen that: 

• In selected CHs, the lowest number of paramedical staff (one) was available in CH, 

Chango and highest (11) in CHs, Baijnath & Jawalamukhi. 

• In selected CHCs, the lowest number of paramedical staff (one) was available in CHC, 

Majheen and highest (nine) in CHC, Dharampur.  

Shortage of paramedical staff leads to an increase in the workload of the existing workforce, 

which affects the health services involving taking of blood samples, administering injections, 

suturing wounds etc. It also affects radiology/imaging services like x-ray, ultrasound, ECG etc. 

and laboratory services adversely as discussed below. 

Shortage of radiographers resulted in non-deployment of radiographer in health institutions 

where x-ray machines were available as seen in one district (Kinnaur) out of the three selected 

districts. The details are shown in Table 2.7 and Pictures 2.1 to 2.3. 

Table 2.7: Showing non-availability of x-ray services due to non-posting of manpower 

 Name of health Institution Name of the service 
Period of non-availability 

From To 

 CH Chango X-ray 2016-17 till date of audit (October 2021) 

 CHC Pooh X-ray 10/09/2015 10/10/2020 

 PHC Ribba X-ray 2016-17 till date of audit (October 2021) 

 PHC Spillow X-ray 2016-17 till date of audit (October 2021) 

Source: Information provided by the Health Insitutions. 
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Pictures 2.1 to 2.3: Showing idle machinery in different health institutions 

   

Picture 2.1: Idle X-Ray machine 

in CH Chango 

Picture 2.2: Idle X-Ray 

machine in PHC Spillow 
Picture 2.3: Idle X-Ray machine in 

PHC Ribba 

Due to non-posting of radiographer in the above-mentioned health institutions of Kinnaur 

district, the patients of these areas requiring x-ray services were compelled to take treatment in 

DH Kinnaur or other private hospitals at district headquarters and had to travel long distances 

of about 25-50 km to avail x-ray services. 

• In CH Jawalamukhi, no ultrasound tests were conducted from November 2016 to 

September 2017 due to transfer of the radiologist. No alternate arrangement was made to 

provide facility to the patients for about 11 months. A radiologist was posted between 

September 2017 and December 2021. Further, the radiologist from CH Jawalamukhi was 

deputed to DH Bilaspur from December 2021 onwards, thereby depriving patients of 

ultrasound facility and compelling them to spend out of their pocket expenses by availing 

the services at private hospitals. 

The BMO Jawalamukhi, in reply, stated that the decision of deputation of the employees is 

taken at a higher level. 

• In CH Shahpur, no radiologist was posted for over four years (April 2016 to July 2020) and 

ultrasound tests were conducted twice or thrice in a month by deputing a radiologist from 

other CHs in the district. Hence, ultrasound facilities to the patients were not provided 

regularly. Further, as per the ultrasound register for the year 2019-21, it was noticed that 

no ultrasound tests were conducted from March 2020 to August 2020 due to 

non-functioning of the ultrasound machine.  

• In CH Jaisinghpur (under BMO Thural), ultrasound machine was procured and installed in 

November 2018 but was intermittently put to use during 2018-21 due to the non-availability 

of a radiologist. The tests were conducted by arranging the radiologist from CH Thural 

(32 km from Jaisinghpur) on deputation basis for two days in a week. Thus, ultrasound 

facility was not provided on all days in the CH, in absence of which patients may have to 

make alternate arrangements for the same. 

• In CH Baijnath, no radiologist was posted from April 2016 till the date of audit (May 2022) 

and ultrasound tests were conducted two to three times in a month for pregnant women by 

deputing a radiologist from other CHs in the districts. Further, it was noticed from the 

records that a medical officer having ultrasound diploma was deputed from PHC Kandari 

every Tuesday for conducting the ultrasound tests for pregnant women but after July 2021, 

no doctor was deputed for conducting the tests. 
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• In CH Jawalamukhi, three ECG machines were received from CMO Kangra during 

February 2018. Two ECG machines out of these were transferred to PHC Kundian and 

PHC Darkata. CH Jawalamukhi was already having one ECG machine and both the 

machines were lying unutilised as shown in Pictures 2.4 and 2.5 since February 2018 due 

to non-posting of technicians in the hospital: 

  
Pictures 2.4 and 2.5: New and old ECG machine lying idle in CH Jawalamukhi 

• In CH Shahpur, the lone radiologist posted was deputed to DH Chamba, vide Himachal 

Pradesh Government notification issued during February 2022 and thereafter no tests were 

conducted in the CH.  

In reply, BMO Shahpur stated (March 2022) that orders for posting of the radiologist were 

issued by the Government so no action had been taken in this regard by their office. It was 

also stated that matter will be taken up with the Government for alternate arrangements. 

• One Lab Assistant was deputed to CH Indora in May 2018 from PHC Darkata under 

BMO Jawalamukhi. As a result, no lab tests were conducted in PHC Darkata, thereby 

depriving the patients of the specified health services. 

The Department in its reply (May 2022) stated that the matter in this regard would be taken up 

with the higher authority for posting of a regular radiologist.  

The fact remains that timely action in this regard was not taken, as a result of which x-ray and 

ultrasound facilities etc. to the patients was not regularly provided in the hospitals. 

During the Exit Conference, Secretary (Health) to Government of Himachal Pradesh stated that 

due to shortage of radiographers in tribal areas, despite having x-ray machines, services could 

not be provided. 

2.2.6 Posting of staff without upgrading infrastructure in newly upgraded CHC 

Bachhwai 

The Government of Himachal Pradesh vide notification 

of August 2019 upgraded PHC, Bachhwai, district 

Kangra to the level of CHC. Three posts of medical 

officer (on contract basis) and other supporting staff were 

sanctioned. 

Requirement of infrastructure, human resource, 

equipment etc. is higher for a CHC as compared to PHC 

as per the IPHS norms 2012.  Though the MOs were 

posted in the CHC in 2020, however, no additional 

 

Picture 2.6: Old building of PHC 

Bachhwai upgraded to CHC 
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infrastructure like building was created and no additional equipment were purchased even after 

three and a half years of notification of upgradation of the CHC. 

2.2.7 Availability of manpower in HSCs district-wise in the State 

As per IPHS norms 2012, each Health Sub Centre (HSC) should have one Auxiliary Nurse and 

Mid-wife (ANM)/ Health Worker (Female) and one Health Worker (Male). 

As per information provided by the DHS regarding the deployment of MHW/FHW in the 

HSCs, it was noticed that against the sanctioned strength of 4,247 male and female health 

workers, 1,381 male and female workers were in position as of March 2023. Thus, there was 

shortage of manpower to the extent of 67 per cent for the State as a whole. District-wise 

position of shortage is shown in Chart 2.13. 

Chart 2.13: Male & Female Health Workers shortfall  

 

It was also noticed that 825 (39 per cent) HSCs (out of 2,135) in the State were functioning 

without any health workers as of March 2023. Number of HSCs, district-wise, running without 

staff is shown in Chart 2.14. 
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Chart 2.14: HSCs running without manpower 

 

From Chart 2.14, it can be seen that Kangra and Lahaul & Spiti districts had the highest (200) 

and lowest number (13) of HSCs respectively, running without male and female health 

workers. 

In the selected districts, it was noticed that 46.10 per cent (Kinnaur- 57 per cent, 

Solan- 48 per cent and Kangra- 44 per cent) i.e., 308 out of 668 HSCs were running without 

any health workers. 

In reply, CMO Solan stated that health workers were deputed from other health institutions on 

immunisation day and CMO Kangra stated that they are deputed once in a month for 

immunisation in these HSCs.  

Health Sub Centres are assigned tasks relating to interpersonal communication to bring about 

behavioural change and provide services in relation to maternal and child health, family 

welfare, nutrition, immunisation, diarrhoea control and control of communicable diseases 

programmes. Thus, due non-availability of health workers in HSCs, the Health Department 

failed to provide complete healthcare to the inhabitants of the rural areas.  

2.2.8 Unauthorised/ Irregular withdrawal of pay and allowances 

Government of Himachal Pradesh issued instructions in July 2000 that salary of a Government 

servant should be drawn from the place/station where he/she is working. Withdrawal of salary 

from a place other than the actual place of posting/working was strictly prohibited. 

In contravention of the instructions of Government, pay and allowances of 47 employees of 

different categories9 were drawn between June 2006 and June 2022 by nine test-checked units10 

from a place other than actual place of working, due to which health services in some of the 

health institutions were adversely affected. A few instances are detailed below: 

                                                           
9  Medical Specialists (eight), Medical Officer (six), Paramedical (25), Ministerial staff (six) Chest and TB 

(one) and ENT (one). 
10  DH Kangra, CMO Kangra, State Training Institute Parimahal Shimla, RPGMC Kangra, IGMC Shimla, 

KNH Shimla, BMO Jawalamukhi, CHC Dharampur and BMO Thural. 
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• In RPGMC Kangra, the Department of Nephrology was non-functional as one Associate 

Professor of Nephrology was deputed to IGMC Shimla from February 2017 to 

November 2020 and thereafter relieved to AIIMS, Bilaspur, and his/her salary was being 

drawn from the establishment of RPGMC Kangra from February 2017 to November 2020. 

• In Kamla Nehru State Hospital (KNSH) Shimla, the lone gynaecologist posted was deputed 

to DH Mandi, during May 2019 and to compensate for the deficit, specialists were being 

deployed from IGMC. There was increase in neonatal deaths from 60 (2018-19) to 120, 97 

and 111 during 2019-22. Increase in maternal deaths were also noticed from 2018-19 

(seven cases) to nine, eight and 13 during 2019-22. Absence of a regular gynaecologist as 

a primary reason for the above cannot be ruled out. 

• In CH Jawalamukhi, the lone radiologist posted was deputed to DH Bilaspur during 

December 2021 and the only dental doctor posted in CHC Majheen was deputed to 

DH Kangra during September 2020. 

• In CHC Dharampur, one ENT specialist was deputed from CH Arki during August 2021 

where there was no basic medical equipment related to ENT treatment, thereby compelling 

the specialists to treat normal patients. Another Chest and TB specialist was deputed from 

CH Arki during August 2021, although a specialised TB Hospital exists within the same 

campus.  

The Department in its reply (February 2022) stated that the above specialists have been posted 

as per the orders of the higher authorities and their services are being utilised for treating 

general OPD patients. 

The reply of the Department was not acceptable as the officials should be posted in the place 

where he/she was drawing pay. Not doing so deprives the patients of specialist services. 

2.3 Training of health professionals 

The quality and capacity of health workers at public facilities should be enhanced through 

continuous professional development and refresher courses and in-service trainings after a 

thorough training needs assessment. 

2.3.1  Training by three institutes - SIHFW Shimla, RHFWTC Kangra and STDC 

Solan 

In the selected districts, there are three training institutes namely State Institute of Health and 

Family Welfare (SIHFW), Shimla; Regional Health & Family Welfare Training Centre 

(RHFWTC), Kangra and State TB Training and Demonstration Centre (STDC), Solan11 for 

providing training to doctors, nurses and paramedic staff. 

2.3.1.1 Availability of manpower in the training institutes 

Human resource is an asset to an organisation that contributes to the greater part of an 

organisation’s success. Trained faculty are essential for the development of trainees’ 

knowledge and translating the learnings into practice.  

                                                           
11  Training centre attached with TB Sanatorium, Dharampur, Solan 
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Audit observed that: 

• In RHFWTC Kangra, against the sanctioned strength of six training faculty, only three were 

deployed as of March 2022. 

• In SIHFW Shimla, several important posts like epidemiologist (not available during 

2016-21), Communications Officer, Health Education Instructor, Sr. Health Instructors, and 

Lab technician were lying vacant during 2016-22. 

• In STDC Solan, there was no faculty sanctioned for the centre itself. However, faculty 

members were posted in Intermediary Reference Laboratory (IRL), Dharampur at 

TB Sanatorium, Dharampur. Against the sanctioned strength of eight members as per SDTC 

norms, only three staff were posted at IRL as of March 2022. There was no Sr. Lab 

technician (against sanctioned strength of two) and shortfall of three RNTCP trained lab 

technicians (against sanctioned strength of five) was noticed. 

2.3.1.2 Trainings imparted by the three institutes 

The year-wise trainings provided by the above three institutes are detailed in Table 2.8 A. 

Table 2.8 A: Target and achievement of trainings organised for health professionals 

Year 

Number of trainings provided to health professionals 

SIHFW, Shimla RHFWTC, Kangra STDC, Solan 

Target 
Achieve-

ment 

Shortfall 

(in per cent) 
Target 

Achieve-

ment 

Shortfall 

(in per 

cent) 

Target 
Achieve-

ment 

Shortfall 

(in per cent) 

2016-17 135 129 4 21 11 48 
Not 

defined 
10 NA 

2017-18 158 144 9 29 39 None -do- 4 NA 

2018-19 83 71 14 39 50 --do-- -do- 5 NA 

2019-20 141 127 10 75 53 29 -do- 10 NA 

2020-21 103 84 18 38 5 87 -do- 9 NA 

2021-22 79 66 16 26 37 None -do- 8 NA 

Source: Information provided by the institutions. NA- Not applicable. 

Details of health professionals covered in the training provided by the three institutes during 

the period 2016-21 is given in Table 2.8 B. 

Table 2.8 B: Number of health professionals who were imparted training during 2016-21 

Year 

SIHFW, Shimla RHFWTC, Kangra STDC, Solan 

Doctors Nurse 
Paramedical 

staff 
HW ASHA Others Doctors 

Paramedical 

staff 
HW ASHA Others 

Paramedical 

staff 

2016-17 523 430 850 352 298 1102 101 89 56 0 61 203 

2017-18 283 134 NA 236 183 775 96 538 303 0 148 78 

2018-19 270 279 157 221 141 981 183 393 419 119 189 148 

2019-20 544 320 230 187 482 764 129 334 339 704 55 357 

2020-21 263 174 198 312 147 336 17 21 3 69 5 106 

Source: Information provided by the institutions. 

It is evident from the Table 2.8 A and B that: 

• In SIHFW Shimla, there was shortfall in providing number of trainings against the targets 

fixed during 2016-22, ranging between four to 18 per cent. 
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• In RHFWTC Kangra, there was shortfall during 2016-17 and 2019-21 ranging between 29 

to 87 per cent while number of trainings organised in three years (2017-19 and 2021-22) 

exceeded the targets. 

• In STDC, Solan, no target was specified for number of trainings to be conducted. However, 

all participants who were to be imparted trainings did not attend the training due to lack of 

intimation or non-relieving by the parent offices. 

SIHFW Shimla in its reply (May 2022) stated that no TA/DA was provided to the participants 

in the State norms for training and due to shortage of staff in health institutions, the participants 

did not come for training.  

STDC Solan Stated that (February 2022) that participants either not relived by their officers due 

to shortage of staff or not being informed timely. 

2.3.2 Training through NHM 

NHM framework stipulates that the implementation teams, particularly at district and State 

level, require development of specific skills. 

Details of training provided to medical and paramedical staff during 2016-22 are shown in 

Table 2.9: 

Table 2.9: Training provided to medical and paramedical staff  

Year Target of persons Achievements Shortfall (per cent) 

2016-17 703 465 238 (33.85) 

2017-18 2,040 1,781 259 (12.70) 

2018-19 2,167 1,118 1,049 (48.41) 

2019-20 4,963 2,589 2,374 (47.83) 

2020-21 1,337 986 351 (26.25) 

2021-22 2,785 1,033 1,752 (62.91) 

Total 13,995 7,972 6,023 (43.04) 

Source: Information provided by the Department. 

Audit noticed that the State targeted 13,995 personnel under various programmes for training 

during 2016-22, against which only 7,972 personnel were trained, resulting in shortfall of 

training of 6,023 (43 per cent) personnel. The shortfall ranged between 13 and 63 per cent 

during 2016-22. Thus, the objective of capacity building in increasing the skill and efficiency 

among health personnel under NHM remained underachieved. 

In reply (January 2023), Deputy Mission Director, NHM stated that multiple trainings were 

being conducted at district and State level and the participants were the same, hence there was 

shortfall of nominations for training. Most of the slots in the training centre were not available. 

The reply was not acceptable as this issue should have been considered at the time of fixing of 

the targets. 

• In RHFWTC Kangra, ₹ 10.04 lakh was received from the DHS during March 2013 for 

conducting training for the health functionaries. Out of the amount of ₹ 10.04 lakh,  

₹ 2.69 lakh was still lying unutilised in the savings bank account due to short conducting 

of training.  
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In reply, Principal, RHFWTC Kangra stated that due to Covid, the trainings could not be 

conducted. The reply was not acceptable as Covid was from March 2020 but the funds were 

received during March 2013. 

• During the year 2017-18, funds of ₹ 75.06 lakh were received by the Principal, RHFWTC 

Kangra from Mission Director, NHM, out of which ₹ 31.08 lakh was received during 

March 2018. This shows that 41 per cent funds were released by NHM during March 2018 

and funds received during March 2018 remained unspent due to delay in release of funds. 

• Out of total availability of ₹ 113.52 lakh during 2020-21, an amount of ₹ 61.84 lakh was 

surrendered to the Mission Director, NHM Shimla and unspent balance was ₹ 26.84 lakh. 

Thus, 54 per cent funds were not utilised by RHFWTC, Kangra. 

2.4 Seats in Medical Colleges and Nursing Colleges in the State 

The position of availability of seats in medical colleges and nursing colleges for undergraduate 

and postgraduate courses in the State is detailed below. 

2.4.1 Seats in Medical Colleges 

There were 970 MBBS seats (100 seats in AIIMS Bilaspur, 120 each in six Government 

colleges and 150 in a private college) and 310 Postgraduate (PG) seats (218 in 

three government colleges and 92 in a private college) as on 31 March 2022 in the State. 

The details of MBBS and PG seats during 2016-22 are shown in Chart 2.15. 

Chart 2.15: MBBS and PG seats during 2016-22 

Source: Information provided by the Directorate. 

2.4.2 Seats in Nursing Colleges 

A total of 2,376 nursing seats are available in the State. Out of this, there are 2,195 seats for 

Undergraduate course (150 seats in two Government nursing colleges and 2,045 seats in private 

nursing colleges) and 181 seats for Postgraduate course (25 seats in one Government nursing 

college and 156 in four private nursing colleges).  
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2.5 Recruitment of manpower 

A total of 5,448 employees were recruited during the period April 2016 to March 2022.  Details 

of year-wise recruitment is given in Table 2.10: 

Table 2.10: Manpower recruited during the period 2016-22 

Financial year Number of employees recruited 

2016-17 830 

2017-18 770 

2018-19 1,257 

2019-20 855 

2020-21 987 

2021-22 749 

Total 5,448 

Source: Information provided by the Directorate. 

Break-up of recruitment undertaken for different cadres is given in the Chart 2.16. 

Chart 2.16: Category-wise number of employees recruited 

Source: Information from the four Directorates (DH&FW, DDH, DHS&R, DMER). 

From Table 2.10, it can be seen that 5,448 employees were recruited, which constitutes almost 

34 per cent of the present available manpower. This implies that 34 per cent of the current 

workforce was recruited during the last six years. Further, sanctioned strength has increased by 

23.44 per cent during 2022-23 as compared to the sanctioned strength of 2016-17. The overall 

shortage of staff was 38.91 per cent during 2016-17, which increased to 41.87 per cent during 

2022-23. This shows that proportionate recruitment of staff was not done by the Government. 

The year-wise recruitment plans/targets, though called for in audit, were not produced. 

2.6 Conclusion 

Human resources, which are an essential resource for providing smooth and uninterrupted 

health management services witnessed persistent shortages in all important cadres, including 

in the selected health institutions. The Government has not created sanctioned posts in the 

health sector considering IPHS norms as the benchmark. Further, there is shortage in available 
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manpower against the sanctioned strength as well, adversely affecting health services. This 

shortage is quite high in several key posts such as doctors, staff nurses, etc. who play a very 

important role in delivering comprehensive healthcare to the beneficiaries. Moreover, available 

manpower has not been distributed uniformly across the districts and this trend has been 

witnessed across all the departments and in most of the crucial posts as well. Further, the pace 

of recruitment is not at par with the consistent vacancy persisting in different cadres. 

• There was an overall shortfall of 41.47 per cent in human resources deployed at health 

institutions across all categories in the State as a whole as of March 2023. Acute 

shortages especially in the category of specialist doctors, nursing services, technicians 

etc. were also noticed in the selected DHs, CHs and CHCs. 

• Against the State sanctioned strength, shortage was noticed in availability of medical 

officers in the selected districts. 

• There was shortage of doctors in most of the departments with reference to sanctioned 

strength by the State government in both the selected government medical colleges. 

2.7 Recommendations 

Government should: 

• Consider revising the sanctioned strength of Health Departments at par with the IPHS 

norms. 

• Focus on expediting the recruitment process in order to fill up vacancies in the sector. 

• Allocate human resources in the health institutions throughout the State in a uniform 

manner. In the short term, the existing staff should be rationalised across districts and 

health institutions. While rationalising, it should be ensured that the postings are done in 

such a way that complementary healthcare professionals i.e., doctors, nurses, paramedics, 

technicians and other support staff are posted in each health institution. Availability of 

infrastructure and other crucial components should be considered during such 

rationalisation. 

• Incentivise doctors to serve in remote and far-flung areas of the State. 

• Strengthen Training Needs Assessment for proper utilisation of training slots. 

• Plan through State policy for assessment of medical personnel, sanction of posts, 

recruitment and deployment of doctors, nurses and paramedical staff.  
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Chapter III: Healthcare services 

High-quality healthcare services involve the right care, at the right time, responding to the 

users’ needs and preferences, while minimising harm and wastage of resources. Quality 

healthcare increases the likelihood of desired health outcomes.  

Audit test-checked the records of selected HIs on delivery of timely and quality healthcare 

services through line services like Out-Patient Department (OPD), In-Patient Department 

(IPD), Intensive Care Unit (ICU), Operation Theatre (OT), Emergency, Maternity, Blood 

Bank and Diagnostic services. Details of line services are shown in Chart 3.1. 

Chart 3.1: Services in Line service 

 

 

 

 

 

 

 

3.1  Line services 
 

3.1.1  Out-Patient Department (OPD) Services  
 

3.1.1.1 Registration of patients in OPD (Tertiary level)  

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

important component of hospital experience for patients and their attendants.  

As specific norms for OPD registration were not mentioned in National Medical Commission 

(NMC) norms, it was checked on the basis of IPHS norms 2012 for DHs. As per IPHS norms 

2012, it is desirable that the registration process is computerised in DHs and able to collect 

patient information such as age, sex, address, ailment and previous patient information in 

case of old cases in a quick manner so that unnecessary delay is avoided. Depending on the 

status of illness of the patient, the doctor also decides whether the patient requires to be 

admitted as an in-patient. The detailed process flow of OPD is shown in Chart 3.2: 

Chart 3.2: Flow of patient in OPD 
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DHs as norms for OPD registration area in MCHs was not mentioned in NMC. It was noticed 

that: 

• In RPGMC Kangra, to manage the OPD load, six registration counters (two for female, 

two for male and one each for senior citizen and divyang patients) were available. 

However, the OPD registration area was seen to be overcrowded as shown in Picture 3.1.  

• In IGMC Shimla, to cater to the OPD load, only four registration counters (one for 

female, two for male and one for senior and divyang patients) were available. OPD 

registration area was found overcrowded with inadequate seating chairs as shown in 

Picture 3.2. Further, the patients along with their attendants were found sitting on ramps 

and floors as shown in Picture 3.3. 

• In both the MCHs, there was no provision for online registration, which could have 

reduced the overcrowding in the registration area. Both the MCHs, being tertiary level 

institutions and offering specialist care, the provision of online registration is absolutely 

necessary.  

   
Picture 3.1 and 3.2: Patients’ rush at OPD registration counter in 

RPGMC & IGMC respectively. 

Picture 3.3: Attendants sitting 

on ramps in IGMC 

3.1.1.2  Registration of patients in OPD (Secondary and Primary level) 

As per IPHS norms 2012, it is desirable that the registration process is computerised in DHs. 

In CHs and CHCs, registration counters should be available. In case of PHC, specific norm 

for counter was not available. 

In the three selected districts, Audit noticed that only DHs had computerised registration 

system while in CHs/CHCs/PHCs, manual registration was followed. In both the registration 

systems, only details like name of the patient, age and sex were entered. Details of ailment 

and whether it was a referral case, etc were not maintained. Since registration data did not 

contain complete information of the patients, the data did not enable any patient analysis. 

In the exit conference (January 2023), the Secretary (Health) stated that for online registration 

in 56 HIs, letter of award has been issued and it was under process to alleviate the crowded 

registration process.  

3.1.1.3  Wait time for registration at registration counters (at all levels) 

The 'wait time' for registration at the counters as per the results of survey of 359 patients 

conducted by Audit in 35 selected HIs at Primary, Secondary and Tertiary levels is tabulated 

in Table 3.1. 
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Table 3.1: Waiting time for registration 

Name of 

District 
Name of Hospital No. of counters 

No. of patients 

surveyed 

Average wait time in 

minutes (rounded off) 

 IGMC, Shimla 4 15 22 

 RPGMC, Kangra 6 15 15 

Kinnaur 

DH Kinnaur  2 16 12 

CH, Chango 1 9 12 

CHC, Pooh & Sangla 1 in each 17 6 

4 PHC 1 in each PHC 40 6 

Solan 

DH Solan 3 15 16 

CH Kandaghat 1 11 3 

CHC Syri & Dharampur 1 & 2 20 4 

4 PHC 1 in each PHC 26 2 

Kangra 

DH Kangra 2 15 9 

CH Thural 1 10 5 

CH Shahpur 1 10 10 

CH Jawalamukhi 1 11 5 

CH Baijnath 4 10 2 

CHC Majheen, Bir and 

Bachhwai 
1 in each CHC 30 3 

9 PHC 1 in each PHC 89 4 

Total 359  

From Table 3.1, average waiting time for registration ranged between two minutes to 

22 minutes. In DH Solan, the registration counters were overcrowded as shown in 

Picture 3.4. Though it has computerised registration system, it was evident from the 

overcrowding that the OPD was not equipped to handle the patient load and hence needed to 

increase the number of counters.  

 
Picture 3.4 : Crowd at OPD registration line in DH Solan 

 

3.1.1.4 Wait time between registration and consultation with the doctor (in selected HIs) 

The ‘wait time between registration and consultation with doctor (registration and drug time 

for Kinnaur District) ' as per the results of survey of 359 patients conducted by Audit in 

35 selected HIs at Primary, Secondary and Tertiary levels is tabulated in Tables 3.2 (A) and 

3.2 (B). 
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Table 3.2 (A): Wait time between registration and consultation with the doctor 

Name of District Name of Hospital No. of patients surveyed Average wait time in minutes 

 
IGMC, Shimla 15 43 

RPGMC, Kangra 15 28 

Solan 

DH Solan 15 22 

CH Kandaghat 11 7 

CHC Syri & CHC 

Dharampur 
20 7 

4 PHC 26 3 

Kangra 

DH Kangra 15 10 

CH Thural 10 5 

CH Shahpur 10 10 

CH Jawalamukhi 11 10 

CH Baijnath 10 2.5 

CHC Majheen, Bir 

and Bachhwai 
30 4 

9 PHC 89 6 

Total 277  

From Table 3.2 (A), it can be seen that average waiting time from registration to consultation 

ranged between 2.5 minutes to 43 minutes.  

For Kinnaur District where the waiting time between registration and receipt of drugs was 

considered, the average waiting time was 14 to 102 minutes as shown in Table 3.2 (B): 

Table 3.2 (B): Wait time between registration and drug time 

Name of District Name of Hospital No. of patients surveyed 
Average wait time in 

minutes 

Kinnaur 

DH Kinnaur  16 102 

CH, Chango 9 38 

CHC Pooh & CHC Sangla 17 29 

4 PHC 40 14 

Total 82  

 

3.1.1.5 Patient load in OPD (Tertiary level) 

As per NMC norms, OPD areas of MCHs should have adequate reception and patient waiting 

halls, consultation rooms, examination rooms and other ancillary facilities commensurate 

with the clinical speciality departments. 

Scrutiny of records revealed that there was substantial patient load in IGMC (including 

KNSH), Shimla and RPGMC, Kangra, the details of which are given in Chart 3.3. 

Chart 3.3: Year-wise OPD patients in IGMC (including KNSH) and RPGMC during 2016-22 (in lakhs) 

 
Source: Information provided by the HIs 
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It can be seen from Chart 3.3 that the number of OPD patients in both the MCHs increased 

from 2016-17 to 2019-20 which could be due to non-availability of proper facilities and 

specialists in lower level HIs which is discussed in Chapter II (Human resources). 

During the Covid pandemic period i.e. 2020-21 the number of OPD patients decreased in 

both the MCHs and the patient load again increased in 2021-22.  

In the exit conference (January 2023), the Secretary (Health) stated that increase in patient 

load was due to the fact that patients directly approached the DHs or MCHs. 

3.1.1.6 Patient load in OPD and average consultation time (Secondary level)  

As per IPHS norms 2012 for DHs, workload at OPD shall be studied and measures shall be 

taken to reduce the waiting time for registration, consultation, diagnostics and pharmacy. 

Specific norms for consultation time were not mentioned in IPHS norms. The number of 

out-patients attended to in the selected DHs is shown in Table 3.3:  

Table 3.3: Number of patients attended in OPD in selected DHs 

Name of hospital Year 
OPD patients 

during the year 

No. of doctors/ 

consultants 

Average consultation time 

(min)* 

DH Kinnaur 

2016-17 67,818 6 9.55 

2017-18 66,103 5 8.17 

2018-19 66,863 6 9.69 

2019-20 62,109 6 10.43 

2020-21 16,819 6 38.53 

2021-22 72,413 10 14.91 

DH Solan 

2016-17 3,22,476 13 4.35 

2017-18 3,09,902 15 5.23 

2018-19 3,39,919 16 5.08 

2019-20 3,00,820 17 6.10 

2020-21 2,36,769 20 9.12 

2021-22 2,57,306 31 13.01 

DH Kangra 

2016-17 2,42,775 20 8.90 

2017-18 2,28,972 18 8.49 

2018-19 2,49,585 25 10.82 

2019-20 2,59,732 28 11.64 

2020-21 1,31,399 30 24.66 

2021-22 86,969 26 32.29 

* Average consultation time= Working minutes (taken as 360 minutes (6 hours))/ (No. of patients/ (300 days* 

no. of doctors)) 

Audit observed that the consultation time in the selected DHs ranged between four minutes to 

39 minutes.  

Further, in case of other selected HIs (details as per Appendix 1) it was observed that in six 

selected CHs, the consultation time ranged between two minutes and 32 minutes during 

2016-22. 

3.1.1.7 Availability of basic amenities in OPD (Tertiary level) 

As specific norms for basic amenities in OPD were not mentioned in NMC norms, basic 

amenities in OPD registration area were checked on the basis of IPHS norms 2012 for DHs. 

Status of availability of basic amenities in the selected MCHs observed during joint physical 

inspection is shown in Table 3.4. 
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Table 3.4: Availability of basic amenities in the selected MCHs (as on date of audit) 

Name of the amenities/facilities 

available 

IGMC, Shimla RPGMC, Kangra 

Availability of wheelchair or stretcher 

for easy access to the OPD 

Yes Yes 

Seating arrangement Inadequate Inadequate 

Potable drinking water Not in registration area Yes 

Availability of ramps with railing Yes Yes 

Availability of disabled friendly toilet No No 

Source: Information provided by the Health Insitutions. 
 

Survey of 30 patients (15 in each MCHs) was conducted by Audit and following were the 

responses of the patients: 

• In both the MCHs, 28 out of 30 surveyed patients expressed dissatisfaction about 

sufficiency of registration counters. 

• In both the MCHs, 29 out of 30 patients stated that there was lack of proper facilities for 

divyang patients. 

RPGMC Kangra and IGMC Shimla, being tertiary level institutions and facing increasing 

OPD patient load, it is desirable that their facilities be upgraded to provide adequate and 

timely services to the OPD patients. 

3.1.1.8 Availability of basic amenities in OPD (Secondary level) 

IPHS norms 2012 envisaged that there should be some basic amenities for patients in OPD 

like potable drinking water, functional and clean toilets with running water, fans/coolers, 

seating arrangement as per patient load, ramps and wheelchairs in DHs, CHs and CHCs.  

Basic amenities available in the selected HIs (DHs, CHs and CHCs) are shown in Tables 3.5, 

3.6 and 3.7 respectively. 

Table 3.5: Availability of basic amenities in selected DHs (as on date of audit) 

Items DH Kinnaur DH Solan DH Kangra 

Water Purifier 2 1 1 

Fan Not required 3 1 

Toilet (Female) 2 1 8 

Toilet (Male) 6 1 8 

Chair/ Bench 73 5 130 

Availability of ramp Yes Yes Yes 

Availability of 

wheelchairs 
Yes Yes Yes 

Source: Information provided by the Health Institutions.  
 

As can be seen from Table 3.5, adequate basic amenities were available in DH Kinnaur and 

DH Kangra but in DH Solan, male and female patients’ toilets were available with common 

entrance and available water cooler was not functional as shown in Pictures 3.5 and 3.6 

respectively. 
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Picture 3.5: Toilets with common entrance 

for male and female in DH Solan 

Picture 3.6: Non-functional water cooler 

in DH Solan 

 

Table 3.6: Availability of basic amenities in selected CHs (as on date of audit) 

Items 
CH Chango 

CH 

Kandaghat 

CH 

Shahpur 

CH 

Thural 

CH 

Jawalamukhi 

CH 

Baijnath 

Water Purifier 0 1 0 1 0 1 

Fan Not required 4 7 5 1 5 

Toilet (Female) 1 1 2 2 0 1 

Toilet (Male) 1 1 2 2 0 1 

Chair 8 15 2 35 5 10 

Availability of ramp No Yes Yes Yes No Yes 

Availability of 

wheelchairs 
No Yes Yes Yes Yes Yes 

Source: Information provided by the Health Institutions. 

As can be seen from Table 3.6, water purifier was not available in CH Chango, Shahpur and 

Jawalamukhi. In CH Jawalamukhi, male and female toilet facility was also not available. In 

CH Chango, ramps and wheelchair were not available. In CH Jawalamukhi ramps were not 

available. 

Table 3.7: Availability of basic amenities in selected CHCs (as on date of audit) 

Items Pooh Sangla Syri Dharampur Majheen Bir Bachhwai 

Water Purifier 1 3 0 1 1 2 1 

Fan Not required 1 2 2 6 5 

Toilet (Female) 1 5 1 1 1 2 1 

Toilet (Male) 1 4 1 1 1 2 1 

Chair/ Bench 3 8 12 15 6 14 26 

Availability of ramp No No Yes Yes No Yes Yes 

Availability of 

wheelchairs 

Yes Yes Yes Yes Yes Yes No 

Source: Information provided by the Health Institutions. 
 

As can be seen from Table 3.7, in all the seven selected CHCs, all basic amenities were 

available except in CHC Syri where water purifier was not available, and patients had to 

make their own arrangement. Ramps were not available in CHCs Pooh, Sangla and Majheen. 

Wheelchairs were not available in CHC Bachhwai.  

3.1.1.9 Availability of OPD services in selected HIs (Tertiary level) 

There were 36 departments (June 2022) in RPGMC, Kangra and 25 departments 

(September 2022) in IGMC, Shimla {including Kamla Nehru State Hospital for Mother and 

Child (KNSH)}. Out of the above, 18 departments in RPGMC and 25 departments in IGMC 

(including KNSH) had OPD available as on date of audit.  
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3.1.1.10 Availability of OPD services (Secondary level and Primary level) 

As per IPHS norms 2012, there should be 141 OPD services in DHs, 122 OPD services in 

CHs and six3 OPD services in CHCs. To ascertain the availability of OPD services in selected 

HIs, audit scrutinised the records related to the availability of specialised doctors and 

necessary infrastructure.  

i. Status of availability/non-availability of OPD services in all DHs as of March 2023 is 

given in Table 3.8: 

Table 3.8: Availability of important OPD services in all DHs in the State (as of March 2023) 

Source: Information provided by the Health Institutions. 

�- Service available, �- Service not available 

As can be seen from Table 3.8: 

a. In DH Hamirpur, all the OPD services are available, whereas in DH Lahaul & Spiti only 

two OPD services were available. 

b. In the remaining DHs, six to 12 OPD services were available. 

c. Dental OPD is available in all DHs and Neonatology OPD is available only in 

DH Hamirpur and Sirmaur while OPD for General Medicine was not available in 

Bilaspur, Kangra, Kinnaur and Lahaul & Spiti.  

ii. Status of non-availability of OPD services in selected DHs is detailed in  

Table 3.9. 

                                                           
1  General, Medical, Surgical, Ophthalmic, ENT, Dental, Obstetrics & Gynaecology, Post-partum unit, 

Pediatrics, Dermatology, Psychiatry, Neonatology, Orthopedics and Social Service. 
2  General, ENT, Medicine, Eye, Pediatrics, Surgical, Dental, Obstetrics & Gynaecology, Orthopedics, 

Neonatology, Social Service, General and Post-partum unit. 
3   General Medicine, Pediatrics, Surgical, Dental, Obstetrics & Gynaecology and Family Welfare.  

Name of 

Service 

 Bilaspur  Chamba Kangra  Kinnaur Kullu Hamirpur  Lahaul & 

Spiti 

Shimla Solan   Sirmaur Una Mandi 

General 

Medicine 
� � � � � � � � � � � � 

General 

Surgery 
� � � � � � � � � � � � 

Obstetrics & 

Gynaecology 
� � � � � � � � � � � � 

Pediatrics � � � � � � � � � � � � 

Ophthalmic � � � � � � � � � � � � 

ENT � � � � � � � � � � � � 

Skin & VD � � � � � � � � � � � � 

Psychiatry � � � � � � � � � � � � 

Orthopedics  � � � � � � � � � � � � 

Dental � � � � � � � � � � � � 

Neonatology � � � � � � � � � � � � 

Social 

Service 
� � � � � � � � � � � � 



Chapter III: Healthcare Services 

55 | P a g e  

Table 3.9: Period of non-availability of OPD services in selected DHs 

DHs 

(services not 

available out 

of 14) 

Name of OPD services 
Period of non-availability of OPD 

services 

No. of 

years 
Reasons 

Kinnaur (12) 

ENT April 2016 to October 2021 5.5 

Due to non-

posting of 

specialist. 

General Medicine April 2016 to March 2019 3 

Eye April 2016 to March 2018 2 

Paediatric April 2016 to October 2021 5.5 

Surgical April 2016 to March 2018 2 

Obstetrics April 2016 to March 2018 2 

Post-partum April 2016 to March 2018 2 

Dermatology (Skin) April 2016 to October 2021 5.5 

Psychiatry April 2016 to October 2021 5.5 

Neonatology April 2016 to October 2021 5.5 

Orthopaedic April 2016 to October 2021 5.5 

Social service department April 2016 to October 2021 5.5 

Solan (4) 

Eye January 2016 to July 2016 0.5 

Post-Partum Unit April 2016 to December 2021 5.8 

Psychiatry 

January 2016 to June 2019, 19/11/2021 

to 07/02/2021 and 16/05/2021 to till 

December 2021 (Date of reply) 

3.5 

Social service department April 2016 to December 2021 5.8 

Kangra (4) 

Psychiatry November 2021 to December 2021 
2 

months 

Due to transfer 

of specialist to 

Kangra 

Neonatology April 2016 to December 2021 5.8 
No such post in 

DH Kangra 

Orthopaedic April 2016 to December 2021 5.8  

Social service department April 2016 to December 2021 5.8  

Source: Information provided by the Health Institutions. 
 

It can be seen from Table 3.9 that in the selected DHs, a number of OPD services ranging 

between four and 12 out of 14 were not available. In absence of these OPD services at the 

district level, patients had to visit tertiary HIs leading to increase in OPD patient load and 

overcrowding as discussed in Para 3.1.1.5. 

Further, it was observed that: 

• In the selected CHs, out of 12 OPD services, one to nine OPD services were available in 

CHs as per details given in Appendix 2 as of March 2023. 

• In the selected CHCs, none of them had four OPD services namely Medicine, Paediatrics, 

General Surgery and Obstetrics & Gynaecology. In three4 out of seven CHCs, dental 

OPD was not available as per details given in Appendix 2 as of March 2023. 

• In all the selected PHCs, only one Medical officer was available. 

In reply, in charge of the HIs (October- December 2021) attributed the non-availability of 

services to shortage of human resources in the respective HIs.  

Due to non-availability of OPD services, patients either had to be referred out of the district 

or to tertiary/private hospitals, entailing increasing patient load on the tertiary level 

                                                           
4  CHC Pooh, Majheen and Bachhwai. 
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institutions. Additional financial burden was borne by the patients on private treatment as 

commented in Para 2.2.3.4. 

During the exit conference (January 2023), the Secretary (Health) attributed the gaps in OPD 

services in DHs and CHs to shortage of specialists.  

3.1.1.11 Delay in operationalisation of new OPD block at IGMC, Shimla 

For construction of a new OPD block at IGMC Shimla, Administrative Approval (A/A) was 

accorded during December 2019 for ₹ 103.18 crore. After incurring expenditure of  

₹ 90 crore, the work was completed and the new OPD block was inaugurated in January 2022 

as shown in Picture 3.7. However, audit noticed that the new OPD block had not been put to 

use (September 2022) as approval from National Green Tribunal was awaited. Further, there 

was also a land dispute at the site as shown in Picture-3.8 which delayed the 

operationalisation of the new OPD block.  

  
Picture 3.7: Newly constructed OPD block at 

IGMC, Shimla. 

Picture 3.8: Showing disputed private land within 

the OPD campus. 

During the exit conference the Department stated that the matter was sub-judice and 

appropriate action will be taken after decision of the court. The reply is not tenable as the 

Department should have ensured availability of land and all clearances before taking up 

execution of the work.  

Assistant Controller (F& A) IGMC Shimla stated (January 2024) that the new OPD block has 

been made functional w.e.f March 2023 after a delay of 13 months. 

3.1.1.12  Non-operationalisation of geriatric OPD clinic in RPGMC, Kangra 

The Government released ₹ 5.86 crore between November 2016 and February 2017 for 

setting up a geriatric OPD clinic in RPGMC Kangra. However, due to indecision5 by the 

Department and land dispute at the site, the work could not be started as of June 2022 as 

confirmed by the Department.  

Thus, due to non-ensuring of availability of land, senior citizens were deprived of OPD 

services in RPGMC Kangra. 

                                                           
5   The initial approval (November 2016) was accorded for construction of a geriatric centre. During a meeting 

in June 2017, it was suggested to club the geriatric centre, skill centre and bone bank together due to space 

constraints. Finally, work for the geriatric centre was proposed to be initiated (October 2020) which could 

not be started due to a court case.  
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3.1.2    In-patient Department (IPD) Services  

IPD refers to the areas of the hospital, where patients are accommodated after being admitted, 

based on doctor's/specialist's recommendation, from OPD, Emergency Services and 

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

availability of drugs/ diagnostic facilities, observation by doctors etc. Chart 3.4 shows the 

procedure for patient flow in the IPD. 

Chart 3.4: Patient flow in the IPD 

 

3.1.2.1 Availability of IPD Services (Tertiary Level) 

As per NMC norms (October 2020), MCHs shall have 24 departments. It was noticed that 

except Physical Medicine and Rehabilitation in RPGMC Kangra and Dentistry, Physical 

Medicine and Rehabilitation in IGMC Shimla all the other required departments were 

available in both the selected MCHs. 

Joint physical verification of a few of the IPD wards was conducted and following points 

were noticed: 

• In IGMC Shimla, the number of patients were more than the functional beds in Urology 

and Cardiothoracic Vascular Surgical (CTVS) wards which indicated that number of beds 

available were not adequate as discussed in Para 5.2.1. Male and female patients were 

kept in the same ward as separate wards were not available, thereby compromising the 

privacy of the patients.  

• In RPGMC, Kangra, double occupancy was seen on 17 beds in Medicine male ward, 

showing high patient occupancy rate. 

• Proper ventilation and illumination were not available in Children’s ward and Medicine 

female ward of IGMC Shimla. In RPGMC, Kangra, proper ventilation was not available 
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as installed A.C. units in Male/ Female surgery, Children’s ward, Female orthopaedic, 

Male medicine ward were insufficient, leading to a suffocating and humid environment. 

• In IGMC Shimla, it was seen that beds were placed in corridors leading towards Male 

Ortho and Female medicine ward, which was causing hindrances for smooth flow of 

stretchers and staff as shown in Pictures 3.9 and 3.10.  

  
Picture 3.9: Male Ortho ward in IGMC Picture 3.10: Female Medicine ward in IGMC 

 

3.1.2.2 Availability of essential drugs and injections in IPD wards (Tertiary level) 

Basic drugs and injections required in the wards should be kept available to ensure prompt 

treatment of the patients. The position of availability of basic drugs and injections in the ward 

as observed during joint physical inspection was as detailed in Chart 3.5: 

Chart 3.5: Availability of basic drugs and injections 

 

It was observed that though the shortage in availability of drugs and injections in the wards 

was not significant, however, none of the wards had all drugs and injections available as per 

requirement. 

3.1.2.3 IPD patient load (Tertiary level) 

The number of in-patients who were provided medical care and services in the selected 

MCHs during 2016-2022 are shown in Table 3.10. 
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Table 3.10: Number of in-patients in selected Medical College Hospitals 

Year 
IPD load in 

(IGMC+ KNSH) 

Increase (+)/ Decrease (-) 

(per cent) 

IPD load in 

RPGMC 

Increase (+)/ Decrease (-) 

(per cent) 

2016-17 47,804 - 2,21,914 - 

2017-18 41,531 (-)13.12 2,47,478 +11.52 

2018-19 49,899 +20.15 2,38,443 (-)3.65 

2019-20 52,032 +4.27 2,44,796 2.66 

2020-21 39,949 (-)23.22 1,58,132 (-)35.40 

2021-22 74,541 +86.59 1,85,787 +17.49 

Source: Information provided by the HIs 
 

In IGMC Shimla and Kamla Nehru State Hospital (KNSH, Maternity wing), during 2017-18, 

there was an overall decrease in IPD patients by about 13.12 per cent. There was increase in 

number of in-patients by 20.15 per cent and 4.27 per cent during 2018-19 and 2019-20 

respectively. However, there was decrease in number of in-patients by 23.22 per cent during 

the period 2020-21. Again, in 2021-22, there was increase in the number of in-patients by 

86.59 per cent in IGMC. 

In RPGMC Kangra, percentage increase in number of in-patients during 2017-18, 2019-20 

and 2021-22 were 11.52, 2.66 and 17.49 respectively. However, percentage decrease in 

number of in-patients during 2018-19 and 2020-21 were 3.65 and 35.40 respectively. The 

substantial number of IPD load in the MCHs was due to non-availability of essential services 

and manpower at primary and secondary HIs as discussed in succeeding chapters. 

3.1.2.4 Availability of IPD services (Secondary level) 

As per IPHS norms 2012, in the HIs (DHs, CHs and CHCs), the IPD beds shall be 

categorised as General Medicine ward, ENT ward, Paediatric ward, General Surgery ward, 

Ophthalmology ward, Accident & Trauma ward etc.  

Status of availability of in-patient services in selected DHs and CHs is detailed in Table 3.11. 

Table 3.11: Availability of important IPD services in selected DHs and CHs (as of March 2023) 

Services 
DH 

Kinnaur 

CH 

Chango 

DH 

Solan 

CH 

Kandaghat 

DH 

Kangra 

CH 

Thural 

CH 

Jawalamukhi 

CH 

Shahpur 

CH 

Baijnath 

General Medicine � � � � � � � � � 

ENT � � � � � � � � � 

General surgery � � � � � � � � � 

Ophthalmology � � � � � � � � � 

Orthopaedics � � � � � � � � � 

Accident & trauma � � � � � � � � � 

Paediatrics � � � � � � � � � 

Obstetrics & 

Gynaecology 
� � � � � � � � � 

Burn ward � NA* � NA* � NA* NA* NA* NA* 

Source: Information provided by the Health Institutions, * NA-Not Applicable as per IPHS norms 2012 

As can be seen from Table 3.11: 

• All IPD services were available in DH Solan. 

• In DH Kinnaur, General Medicine, ENT, Ophthalmology, Paediatrics, Accident & 

Trauma and Burn Ward IPD services were not available. 

• In DH Kangra, General Medicine and Orthopaedic IPD services were not available.  
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No IPD service was available in CH Chango and CH Kandaghat while in the other selected 

CHs, two to six IPD services were available. 

Similarly, in four6 out of seven selected CHCs, only one (General Medicine) in-patient 

service was available and in remaining three7 CHCs, IPD services were not available as of 

March 2023.  

Due to non-availability of in-patient services, HIs failed to provide comprehensive healthcare 

services to the people. 

(i) Impact of shortage of specialists/paramedical staff on OPD/IPD services/Bed 

occupancy rate 

HIs-wise impact of shortage of specialists on OPD & IPD services is discussed below: 

• As discussed in Chapter II Para 2.2.3.1, the shortfall in availability of specialists in DHs, 

when compared with IPHS norms 2012 ranged (March 2023) between 25 per cent 

(Shimla) to 94 per cent (Lahaul & Spiti) with the exception of DH Solan where there was 

an excess of 11 per cent. This shortage led to non-functioning of certain OPD 

departments in all DHs and IPD departments in the selected DHs as discussed in 

Para 3.1.1.10 and Para 3.1.2.4 respectively. Further, shortage of specialists could have 

impacted Bed Occupancy Rate (BOR) in Health Institutions.  

• As discussed in Chapter II Para 2.2.3.3 (Map 2.11), in all the CHs in the State, the 

shortfall in availability of specialists against IPHS norms 2012 ranged (March 2023) 

from seven per cent (Shimla district) to 100 per cent (Lahaul & Spiti and Kinnaur 

districts). This shortage led to non-functioning of certain OPD departments and IPD 

departments as discussed in Para 3.1.1.10 and Para 3.1.2.4 respectively.  

• As discussed in Chapter II Para 2.2.3.3 (Map 2.12), in all the CHCs in the State, the 

shortfall in availability of specialists against IPHS norms 2012 ranged (March 2023) 

from 70 per cent (Solan district) to 100 per cent (Lahaul & Spiti, Kinnaur, Chamba, 

Bilaspur, Kullu and Mandi districts). This shortage led to non-functioning of certain 

OPD departments and IPD departments in CHCs as discussed in Para 3.1.1.10 and 

Para 3.1.2.4 respectively. 

• In the selected HIs, due to non-availability of radiologists (CH Jawalamukhi, CH 

Shahpur, CH Jaisinghpur and CH Baijnath), radiographers (CH Chango, PHC Spillow 

and PHC Ribba) and perfusionists (RPGMC, Kangra), the ultrasound, X-ray and heart 

lung machines were lying idle as discussed in Para 2.2.5.4 and Para 2.2.1.3 

respectively. 

(ii) Impact of shortage of equipment on healthcare services  

HIs-wise impact of shortage of equipment on healthcare services is discussed below: 

• As discussed in Chapter IV Para 4.9.1.1, shortage of types of equipment in the test 

checked DHs ranged between 38 and 46 per cent in 14 departments which led to 

healthcare services being affected in the selected HIs. 

                                                           
6  CHCs Sangla, Pooh, Syri and Dharampur. 
7  CHCs Bachhwai, Majheen, and Bir. 
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• As discussed in Chapter IV Para 4.9.1.2, shortage of types of equipment in the test 

checked CHs ranged between 48 and 99 per cent in 12 departments which led to 

healthcare services being affected in the selected HIs. 

Thus, the shortage of specialists and equipment at all levels of HIs led to non-availability of 

essential OPD and IPD services, as a result of which patients requiring treatment were either 

referred to higher HIs or availed treatment from private facilities. 

3.1.2.5 Evaluation of In-patient services through Outcome Indicators (DHs, CHs and 

CHCs)  

Patient services provided in IPD can be evaluated through certain outcome indicators (OIs) 

like Bed Occupancy Rate (BOR), Average Length of Stay (ALoS), Leave Against Medical 

Advice (LAMA) and Referral Out Rate (ROR) etc. The detail about these ratios is shown in 

Table 3.12: 

Table 3.12: Calculation of quality indicators 

Type 
Quality 

indicator 
Numerator Denominator 

Productivity of 

hospital 

BOR  

(in per cent) 

Total patient bed days in a 

month 

Total number of functional beds x 

number of days in a month 

Efficiency of hospital 
ROR  

(in per cent) 

Total number of cases 

referred to other facility 
Total number of admissions 

Clinical care 

capability of hospital 

ALoS  

(in days) 
Total patient bed days Total number of admissions 

Service quality of a 

hospital 

LAMA  

(in per cent) 

Total number of LAMA 

and absconding cases 
Total number of admissions 

Audit evaluated the four outcome indicators in the selected HIs and the findings are discussed 

below: 

(i) Bed Occupancy Rate (BOR) 

Bed Occupancy Rate (BOR) is used to examine how effectively the hospital's in-patient 

capacity is being utilised for in-patient care. As per IPHS norms 2012, in DHs, the hospital 

bed occupancy rate should be at least 80 per cent. In case of CHs and CHCs, no norms are 

prescribed in IPHS norms 2012 for BOR. BOR of the selected HIs upto CHCs level is given 

in Table 3.13: 

Table 3.13: BOR (in per cent) of selected HIs in IPD services 

District HI 2016-17 2017-18 2018-19 2019-20 2020-21 2021-22 

Kinnaur 

DH Kinnaur  32.19 22.71 17.10 14.72 13.47 22.58 

CHC Sangla - 6.70 5.61 5.01 6.23 7.40 

CHC Pooh 0.14 0.41 0.23 0.14 0.27 3.29 

Solan 

DH Solan 83.28 211.54 178.02 178.51 112.56 66.74 

CH Kandaghat 50.36 42.32 56.90 65.48 42.22 27.32 

CHC Syri 0.36 0.91 0.55 0.64 2.65 2.25 

CHC Dharampur 8.19 4.97 5.17 5.11 5.14 47.67 

Kangra 

DH Kangra  47.57 32.87 36.80 33.08 13.14 9.66 

CH Thural 41.76 42.76 45.82 23.29 11.95 30.56 

CH Jawalamukhi 66.59 81.40 101.77 81.33 25.97 45.86 

CH Shahpur 81.04 90.90 69.29 72.38 44.68 24.04 

CH Baijnath 69.86 57.84 46.60 46.79 21.79 10.82 

Source: Information provided by the Health Institutions. 
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As can be seen from Table 3.13:    

• In the selected DHs, BOR was more than 100 per cent in DH Solan during 2017-21 

which indicates that there was shortage of beds. 

• In the selected CHs having IPD services, BOR was ranging between 11 per cent and 

102 per cent.  

• In the selected CHCs having IPD services, BOR was less than nine per cent except for 

48 per cent in 2021-22 in CHC Dharampur.  

Non-availability of required services in the selected HIs was one of the reasons for low BOR 

in DHs, CHs and CHCs. The department may relook into the requirement vis-à-vis 

distribution of beds across the HIs for optimum utilisation of the services. 

(ii) Average Length of Stay (ALoS) 

Average Length of Stay (ALoS) is an indicator of clinical care capability and to determine 

effectiveness of interventions. ALoS is the time between the admission and discharge/death 

of the patient and is expressed in number of days. ALoS in respect of the selected HIs are 

shown in Table 3.14. 

Table 3.14: ALoS (in days) in respect of selected HIs 

District Year 2016-17 2017-18 2018-19 2019-20 2020-21 2021-22 

Kinnaur 

DH Kinnaur  3 3 3 3 3 3 

CHC Sangla NA 1.5 1.5 1.5 1.5 2 

CHC Pooh 1 1 1 1 1 1 

Solan 

DH Solan 3 3 3 3 3 3 

CH Kandaghat 1 1 2 2 2 2 

CHC Syri 1.33 2 2 2 2 2 

CHC Dharampur 0.26 0.15 0.16 0.13 0.24 2 

Kangra 

DH Kangra  4.59 3.93 3.97 3.68 5.33 2 

CH Thural 0.64 0.75 0.85 0.87 0.91 2 

CH Jawalamukhi 1.5 1.5 1.5 1.5 1.5 2 

CH Shahpur 3 3 3 3 3 2 

CH Baijnath 4.5 4.5 4.5 4 4 2 

Source: Information provided by the Health Institutions.. 

In all the selected HIs (DHs, CHs and CHCs), ALoS within which patients were either 

discharged after full treatment or they were referred to higher level hospital ranged between 

one day to five days. 

(iii)  Leave Against Medical Advice (LAMA) 

To measure service quality of HIs, LAMA rate and Absconding Rate are evaluated. LAMA is 

the term used for a patient who leaves the hospital against the advice of the doctor and 

Absconding Rate refers to patients who leave the hospital without informing the hospital 

authorities. Scarce data is available on various aspects of the problems like type of cases, 

reasons where patients leave etc. LAMA cases in the selected districts are shown in 

Table 3.15: 
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Table 3.15: LAMA rate in selected HIs (in per cent) 

District HIs 2016-17 2017-18 2018-19 2019-20 2020-21 2021-22 

Kinnaur 

DH Kinnaur  0.05 0 0.18 0.26 0 0.40 

CHC Sangla 0 0 0 0 0 0 

CHC Pooh 0 0 0 0 0 0 

Solan 

DH Solan 0.63 0.22 0.37 0.36 0.39 0.92 

CH Kandaghat 0.22 0.65 0.82 1.05 1.23 1.47 

CHC Syri 0 0 0 0 0 0 

CHC Dharampur 0 0 0 0 0 0.38 

Kangra 

DH Kangra 0.11 0.10 1.31 1.57 0.54 1.48 

CH Thural 0.14 0.08 0.13 0.03 0.06 0.05 

CH Jawalamukhi 0.97 0.50 0.61 0.39 0.24 0.30 

CH Shahpur 0.47 0.45 0.08 0.45 0.43 1.37 

CH Baijnath 2 3.34 3.97 1.37 1.09 2.11 

Source: Information provided by the Health Institutions. 

In four of the selected HIs, there were no instances of LAMA cases. LAMA cases remained 

below four per cent in the remaining selected HIs which indicated that the doctor’s advice 

has been well accepted by the patients. 

(iv) Referral Out Rate (ROR) 

Referral to higher level HIs denotes that the facilities for treatments were not available in the 

HIs. Referral Out Rate (ROR) in selected HIs are as per Table 3.16. 

Table 3.16: ROR (in per cent) in selected HIs 

District Year 2016-17 2017-18 2018-19 2019-20 2020-21 2021-22 

Kinnaur DH Kinnaur  1.46 3.88 7.50 5.94 3.98 3.24 

CHC Sangla NA 15.34 20.51 26.23 22.77 11.48 

CHC Pooh 0 0 0 0 0 16.67 

Solan DH Solan 6.11 2.62 3.09 3.18 3.64 8.24 

CH Kandaghat 3.88 4.40 4.04 2.30 1.95 5.21 

CHC Syri 33.33 0 0 0 6.90 0 

CHC Dharampur 0.72 2.07 0.85 1.05 1.07 3.26 

Kangra DH Kangra 4.09 4.91 5.14 6.49 10.42 9.77 

CH Thural 2.27 2.40 3.47 1.87 4.41 2.05 

CH Jawalamukhi 7.86 7.54 4.78 4.64 6.37 4.90 

CH Shahpur 7.03 7.75 8.86 7.83 7.30 8.05 

CH Baijnath 4.79 4.94 6.17 4.22 11.32 16.62 

Source: Information provided by the Health Institutions. 

It can be seen from Table 3.16 that: 

• The highest ROR was in DH Kangra at DHs level, which could be due to shortage of 

specialists as discussed in Para 2.2.3.1 and non-availability of five OPD services as 

discussed in Para 3.1.1.10. ROR was also high in DH, Solan (8.24) in 2021-22, whereas 

in DH Kinnaur (2016-22) and DH Solan (2016-21), ROR was relatively low.  

• In case of CHs and CHCs, ROR was relatively low in all the selected CHs and CHCs 

except for CHC Sangla where for consecutive four years ROR was high ranging between 

11 per cent and 26 per cent, which could be due to non-availability of four OPD services 

as discussed in Para 3.1.1.10. 
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3.1.3   Emergency Services  

Emergency services in HIs are provided by Emergency ward or 

Emergency Room (ER) which is a medical treatment facility 

specialising in acute care of patients who come in emergency. 

Due to the unplanned nature of patient attendance, the 

department provides initial treatment to a broad spectrum of 

ailments and injuries, some of which may be life threatening and require immediate medical 

attention. Therefore, IPHS norms 2012 envisage 24x7 operational emergency with dedicated 

emergency room in every HI up to PHC level. 

3.1.3.1 Availability of Emergency services (Tertiary Level) 

The number of patients admitted, referred from other hospitals and referred to other hospitals 

in emergency by the two tertiary level medical hospitals during 2016-17 to 2020-21 is 

detailed in Table 3.17. 

Table 3.17: Patients admitted, referred from other hospitals and referred to other hospitals 

Year 

Name of 

the 

institution 

Patients 

admitted 

directly 

Patients 

referred from 

other HIs 

Patients died 
Patients referred to higher 

HIs of other State 

2016-17 
IGMC  27,832 540 N/A 80 

RPGMC 32,356 205 119 127 

2017-18 
IGMC  32,592 140 N/A 100 

RPGMC 33,804 180 71 122 

2018-19 
IGMC  30,969 1,610 N/A 112 

RPGMC 30,381 120 123 121 

2019-20 
IGMC  44,106 415 84 132 

RPGMC 32,868 61 147 81 

2020-21 
IGMC  37,376 108 96 62 

RPGMC 18,189 48 75 80 

Source: Information provided by the Health Institutions; N/A- Data not available. 

From Table 3.17 it can be seen that: 

• In both MCHs, the number of patients admitted in emergency department during 2016-21 

shows a mixed trend. 

In IGMC, the number of patients referred to higher hospitals showed an increasing trend 

during 2016-20 and decreased in 2020-21 and there was an increase in number of death cases 

in emergency department from 2019-20 to 2020-21. 

The Sr.MS, IGMC stated (May 2022) that due to less availability of ventilators, family 

opinion or further management, the patients were referred to higher hospitals. 

• In RPGMC, the trend for referral cases was decreasing marginally throughout the period 

2016-21.  

3.1.3.2 Availability of emergency services (Secondary level and Primary level) 

In all the DHs in the State, emergency service was available as of March 2023. In the selected 

HIs Audit observed that emergency services were available in all the DHs, CHs and CHCs 

except in CH Chango and CHC Majheen. In case of PHC, emergency service was not 
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available in any of the selected institutions. Due to absence of emergency services in the HIs, 

patients had to move to some other HIs having emergency service. 

• In DHs, Emergency ward should have dedicated triage8, resuscitation and observation 

area and screens shall be available for privacy. Out of the selected DHs, only DH Kinnaur 

and DH Kangra have this facility. 

• It was also envisaged that separate provision for examination of rape/sexual assault 

victims should be made available in the emergency department in DHs. Separate 

provision was available only in DH Kinnaur and DH Kangra. 

3.1.3.3 Emergency Cases (Secondary level and Primary level) 

Despite availability of emergency services (except for CH, Chango and CHC, Majheen), 

emergency cases were referred to higher level HIs either due to lack of proper facility or for 

further investigation/expert opinion. The number of emergency cases referred to higher HIs is 

shown in Table 3.18. 

Table 3.18: Emergency cases referred to higher HIs during 2016-21 

District Hospital Patients Admitted Patients referred 
Percentage of 

patients referred 

Kinnaur 

DH Kinnaur  2,013 390 19.37 

CH Chango Service not available 

CHC Pooh 628 46 7.32 

CHC Sangla 1,176 (except 2016-17) 29 2.47 

Solan 

DH Solan 1,38,889 1,750 1.26 

CH Kandaghat 8,863 323 3.64 

CHC Syri 5,546 283 5.10 

CHC Dharampur 63,881 2,598 4.07 

Kangra 

DH Kangra  1,86,455 4,463 2.39 

CH Thural 16,183 839 5.18 

CH Jawalamukhi 12,209 396 3.24 

CH Shahpur 40,398 647 1.60 

CH Baijnath 34,564 801 2.32 

CHC Bachhwai 143 143 100 

CHC Majheen Service not available 

CHC Bir 401 73 18.20 

Source: Information provided by the Health Institutions. 

From Table 3.18 it can be seen that: 

• In DH Kinnaur, 19.37 per cent emergency cases were referred to higher HIs which 

could be due to shortage of specialists as discussed in Para 2.2.3.1 and 

non-availability of six IPD services as discussed in Para 3.1.2.4.     

• In CHC Bachhwai, 100 per cent emergency cases were referred to higher HIs which 

could be due to upgrading erstwhile PHC to CHC without providing additional 

infrastructure and additional equipment as discussed in Para 2.2.6. Also, IPD services 

were not available as discussed in Para 3.1.2.4. 

                                                           
8  In the Emergency Department “triage” refers to the methods used to assess patients' severity of injury or 

illness within a short time after their arrival, assign priorities, and transfer of each patient to the appropriate 

place for treatment. 
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• In CHC Bir, 18.20 per cent emergency patients were referred to higher HIs which 

could be due non availability of IPD services as discussed in Para 3.1.2.4. 

3.1.3.4 Trauma Centres in the State 

Under Centrally Sponsored Scheme (CSS) ‘Capacity Building for Developing Trauma Care 

Facilities in Government Hospitals located on National Highways,’ GoI provided assistance 

to State Governments for construction of Trauma Centers for immediate emergency care to 

victims of accidents on National Highways. GoI sanctioned (October 2015) funds of 

₹ 30.04 crore (Central share: ₹ 27.04 crore and State share: ₹ 3.00 crore) for establishment 

and strengthening of trauma care facilities in five hospitals in the State located at Kangra, 

Chamba, Hamirpur, Mandi and Rampur. Of these, only the trauma center at 

Nerchowk, Mandi, was operational. 

Further, Level III9 Trauma Centres were also sanctioned by the GoI under NHM for 

₹ 8.29 crore during December 2019 at CHC Nalagarh, CHC Kotkhai and DH Una. These 

Trauma Centers were also not made operational10 (July 2022) as commented in Chapter VII.  

In the exit conference (January 2023), the Secretary (Health) stated that of these Trauma 

centers only one (Nerchowk, Mandi) was made operational and the remaining were under 

execution. 

The Government in its reply (January 2024) stated that the construction work of Trauma 

Centre Level-II at RPGMC Kangra had been completed and machinery and equipment worth 

₹ 4.09 crore was purchased. The process for purchase of balance was under progress and the 

patients were being treated in casualty ward. The civil work of Trauma Centre at RKGMC 

Hamirpur was under construction and some equipment have been purchased and remaining 

were being purchased. The machinery and equipment for Trauma Centre at Pt. JLNGMC 

Chamba has been purchased and the patients are treated in casualty ward. For Trauma Centre 

at IGMC Shimla, construction work has been completed, procurement of machinery is under 

process and the Trauma Centre will be made functional as soon as approval of the NGT is 

received. 

3.1.3.5 Trauma centre (Tertiary Level) 

For developing trauma care facility in IGMC Shimla located on the National Highway, the 

Government sanctioned (August 2021) funds of ₹ 30.90 crore in different phases. As of 

June 2022, the construction work had been substantially completed after incurring an 

expenditure of ₹ 28.00 crore. It was also observed that approval from National Green 

Tribunal (NGT) was awaited. Further ₹ 3.01 crore were incurred for purchase of machinery 

and equipment, which was lying unutilised. 

During joint physical inspection of Emergency services conducted by Audit, against the 

checklist of NHM Assessor Guidebook 2013 (DHs)11, it was noticed that: 

                                                           
9    Does not have full availability of specialists but has resources for emergency resuscitation, surgery and 

intensive care for trauma patients.  
10   The non-functioning of these trauma centers in the State was also reported in Para 2.2 of the Report of the 

Comptroller and Auditor General of India on Compliance Audit of Social, General and Economic Sectors 

for the year ended 31 March 2020. 
11  As norms for MCHs were not available in NMC guidelines. 
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• In IGMC Shimla, the emergency ward was not easily accessible as the entrance was 

shared with OPD registration as shown in Picture 3.11. Private vehicles were parked near 

the emergency entrance causing hindrance to ambulance and patients coming in their own 

cars. 

• In both the MCHs, male and female patients were treated together in the same ward, 

thereby privacy of the patients was not ensured as shown in Picture 3.12 (IGMC). 

• Beds were not fitted with centralised oxygen supply in IGMC as shown in Picture 3.13, 

while in RPGMC, Kangra, only two beds were found fitted with centralised oxygen 

supply. 

• Dedicated triage system was not available in both the MCHs. 

• In both the MCHs, no defined emergency protocol was in place. 

• In both MCHs, multiparameter monitor and ventilator were not available in the 

emergency ward.  

• New trauma centres were being set-up/constructed in both the MCHs but were not 

operational. In RPGMC, equipment like cardiac monitors with defibrillator, beds and 

ventilators were uninstalled and lying idle in the newly constructed trauma centre as 

shown in Picture 3.14. 

  
Picture 3.11: Emergency Services adjacent to OPD 

Block at IGMC, Shimla 

Picture 3.12: Male and female patients treated 

together in emergency ward at IGMC, Shimla 

  
Picture 3.13: Emergency ward beds without 

centralised oxygen supply at IGMC, Shimla 

Picture 3.14: Uninstalled and idle equipment of 

Trauma Centre at RPGMC, Kangra. 

3.1.3.6 Trauma Care Centre (Secondary level) 

Road traffic deaths and injuries are unpredictable and preventable. It is an accepted strategy of 

Trauma Care that if basic life support, first aid and replacement of fluids can be arranged 
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within the first hour of the injury (the Golden hour), lives of many of the accident victims can 

be saved. Kinnaur district, being highly vulnerable to landslides and where road accidents are 

very frequent, the trauma care centre should be available 24x7 to cater to the emergency 

patients within the Golden hour. 

It was observed that trauma care centre was not available in DH Kinnaur as of 

December 2022. In the absence of a functional trauma care centre, patients with serious 

injuries were referred out to facilities in other districts. As per HMIS data, during 2016-22 

there were 3,92612 cases of accidents and burns in Kinnaur district and the patients had to be 

rushed to Shimla/Rampur (80-200 km away) / other districts for treatment. Similarly, in 

Solan and Kangra, full-fledged trauma centre was not available, and these patients were being 

treated in emergency wards of the hospitals. 

3.1.4    Super Speciality services (Operation Theatre, Intensive Care Unit)  
 

3.1.4.1  ICU services (Tertiary level) 

As per NMC norms, MCHs should have eight13 ICU wards. In both the selected MCHs, only 

five14 ICUs wards were available. Further, IPHS norms 2012 for DHs stipulates that the 

number of beds in the ICU may be restricted to five per cent of the total bed strength initially 

but should be expanded to 10 per cent gradually. In IGMC, the total operational beds were 

873 and the total ICU beds were 26, which is only 2.98 per cent of the total bed strength. In 

RPGMC, the total operational beds were 866 and the total ICU beds were 66, which is 

7.62 per cent of the total bed strength. 

During joint physical inspection of ICU services conducted by Audit, it was noticed that: 

• General ICU at IGMC Shimla had six ICU beds equipped with all necessary instruments 

and equipment and was in close proximity to OT and Blood Bank. Portable X-ray and 

USG were available on call basis from other departments.  

• In Cardiac Care Unit (Medicine), 2-D Echo machine was not working, and 3-D portable 

machine was available on call basis. Instruments for measuring room temperature and 

humidity were not available. Seepage and dampness were noticed on the walls as shown 

in Picture 3.15, thereby compromising the hygiene of the ward. 

                                                           
12   For the year 2016-17, only death cases related to accidental/trauma/burns were available in HMIS and the 

same has been considered. 
13  Intensive Care Unit (ICU), Intensive Coronary Care Unit (ICCU), Intensive Respiratory Care unit (IRCU), 

Paediatric Intensive Care (PICU), Neonatal Intensive Care Unit (NICU), Critical Care Burns Unit, Post-op 

Surgical Critical Care Unit, Obstetric HDU/ICU. 
14  The following were not available in (i) IGMC- PICU, NICU and CCU (Burns) (ii) RPGMC- IRCU, CCU 

(Burns) and HDU. 
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Picture 3.15: Seepage and dampness of the wall of 

CCU at IGMC Shimla. 

3.1.4.2 ICU services (Secondary level) 

As per IPHS norms 2012, Intensive Care Units in DHs is an essential service with minimum 

four beds and in case of CH, ICU service is desirable with minimum four beds.  

In all the DHs in the State, ICU service was available as of March 2023 except in DH 

Chamba, Kangra, Solan and Lahaul & Spiti. In the selected CHs, none of the hospitals had 

ICU.  

Due to absence of ICU facility in DHs and CHs, there was every likelihood of critical 

patients being referred to other HIs where facilities were available, thereby delaying critical 

cases. 

3.1.4.3  Operation Theatre (Tertiary level) 

During joint physical inspection of OTs conducted by Audit, it was noticed that: 

• In both MCHs, OTs had preparation room, pre-operative room, post-operative rooms and 

nurse duty rooms.  

• In RPGMC Kangra, Central oxygen supply was available in the OT. 

• In RPGMC Kangra, OTs were closely located to blood bank, ICU and Radiology but 

were not in close proximity to Pathology department. In IGMC Shimla, OTs were in close 

proximity to OPD, pre and post-operative room but ICU, radiology, pathology and blood 

banks were not in close proximity to OTs. 

• In the medicine store of IGMC Shimla (Main OT), 42 consumables and 40 drugs were 

indented (June 2022), out of which six consumables and 18 drugs were not supplied by 

the medicine store of the MCH. Dampness of the wall of the main OT medicine store was 

noticed and drugs were stored in direct sunlight as shown in Pictures 3.16 and 3.17 

respectively. 

• In IGMC Shimla, changing room and patients waiting area of main OT was found to be 

without proper ventilation and illumination. 


