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5
th

 Common Review Mission Report 

Himachal Pradesh 

The CRM team visited Himanchal Pradesh from the 9
th

 to the 15
th

 of November 

2012. Before it reached Himachal it attended a one day national briefing at New 

Delhi, on the 8
th

. On the 9
th

, there was a detailed state level briefing of the team 

made by the Mission Director, Shri Rakesh Kanwar accompanied by all the 

senior programme officers and directorate officials.  

The CRM team then divided into two groups and one visited the district of 

Kinnaur and the other, the district of Hamirpur. The composition of the teams 

was as follows:  

Kinnaur:  Ms Neidono Angami, Dr T Sundararaman, Dr. Sila Deb, Dr Dinesh 

Katoch, and Dr. Nitasha M Kaur. 

Hamirpur: Dr Preeti Kumar, Dr. Suporna S Pachauri, Dr Shiela Ward, Dr. 

Abhishek, Dr. Umesh C. Sahoo and Ms. Shraddha Masih,  

The team spent three days 10
th
 to the 13

th
 in the districts and returned to Shimla 

on the 14th. On 14
th
 evening they discussed their finding and recommendations 

with the programme officers and based on their feedback finalised the report 

and presented it to the secretary on the 15 morning. 

The facilities and sites visited in the districts are given below. The list of 

persons dialogued with are given in the annexure.  

Kinnaur Team Visits 

S. No  

 

Name Address / 

Location 

 

Level (SC / PHC / 

CHC/other) 

 

1 SDH Theog- shimla 

dt 

SDH 

2 SDH Rampur :shimla 

dt. 

SDH 

3  Ayurveda Hospital Rampur- shimla 

dt. 

 Ayurveda Hospital 

4 Angan Wadi Centre Kache – 

Kinnaur dt  

Angan Wadi Centre 

5 SC Bari  SC 

6 SC Ponda SC 
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7 CHC Bhavanagar  CHC 

8 Jaypee Hospital   Private hospital 

9 District Hospital Reckong Peo District Hospital 

10 District Ayurveda 

Hospital 

Reckong Peo District Ayurveda 

Hospital 

11 PHC Kalpa PHC 

12 PHC Ribba PHC 

13 SC Rispa SC 

14 PHC Spillow  PHC 

15 CHC Pooh CHC 

16 SC, Angan Wadi 

Centre  

Malling  SC, Angan Wadi Centre  

17 Ayurvedic dispensary  Nako  Ayurvedic dispensary  

18 Angan Wadi Centre Nako Angan Wadi Centre 

18 PHC Gyabung  PHC 

19 CHC,  Sangla CHC,  

20 Mahila Mandal meeting Sangla Mahila Mandal meeting 

21 Community interaction 

with migrants  

Tapri BRO Labour Colony, 

Tapri  

22 

 

Telephonic 

conversation with 2 

Ayurveda MO Incharge  

Baturi and 

Chhitkul 

Telephonic conversation 

with 2 Ayurveda MO 

Incharge  

 

District Hamirpur Visits 

 Facilities Visited Location Activities undertaken 

1 MPW Training School Hamirpur District Briefing. 

2 SC  Chabutra  

3 District Hospital  Hamirpur Emergency services, Dt 

hospital, NRHM office,  

4 CHC  Bhoranj CHC visit  

5 Govt. High school , 

cluster camp  

Dhamrol 

 Block Bhoranj 

School Health Program,  

MDM , School Health 

Program. 

6 Govt. Sr. Secondary 

school  

Bakreri Mid day meal&  IEC 

activities 
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7 SC  Kharwar Interaction with JSY 

beneficiaries and pregnant 

mothers. Register and 

records. 

8 Civil Hospital  Tauni Devi IEC activities undertaken. 

9 SC  Lohakhar 

(Block Tauni 

Devi) 

Interacted with VHSC 

member and deliberated the 

records. 

10 SC  Janiyari Interacted with VHSC 

members 

11 CHC  Nadaun Emergancy Facility,Display 

of IEC material and 

interaction with in patient 
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Chapter TWO 

INTRODUCTION 

 

 

Himachal Pradesh, spread over 55,673 sq. km. is bordered by Jammu and 

Kashmir on north, Punjab on west and south-west, Haryana on south 

Uttaranchal on south -east and by Tibet on the east. It is a mountainous region, 

known for the natural beauty of its forests, rivers, valleys, hills and dales and is 

rich in natural resources.  

 The total population of Himachal Pradesh is 68,56,509 with a decadal growth 

of 17.53%. There are 12 districts, 75 tehsils, 52 sub-divisions and 75 blocks in 

Himachal Pradesh. There are 3243 gram panchayats, and 17595 (20118) 
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villages- an average of only about 390 persons per village. Shimla is the capital 

of Himachal Pradesh. The population density in Himachal Pradesh is 109 

persons per square kilometer.  

Himachal Pradesh is primarily rural with 87% of the households being in rural 

areas. One-fifth (19%) of households are headed by women, with 16 percent of 

the population. The vast majority of households in Himachal Pradesh have 

household heads who are Hindu (96%). The state has 20 % people belonging to 

a scheduled caste, 5% belonging to a scheduled tribe, and 14 percent belonging 

to other backward classes (OBC). In Himachal Pradesh, 29 percent of the 

population is under age 15; only 6 percent is age 65 and over.  

Fifty-three percent of the households in Himachal Pradesh (47% of rural 

households and 89% of urban households) live in a pucca house. Among all the 

states of India, Himachal Pradesh is second only to Delhi in terms of 

electrification. Ninety-eight percent of households (98% of rural households and 

99% of urban households) have electricity, up from 97 percent at the time of 

NFHS-2.  

Similarly Himachal Pradesh has made progress on the other social indicators 

also. Eighty-eight percent of households use an improved source of drinking 

water (97% of urban households and 87% of rural households), but only a little 

over half of households (84% in urban areas and 47% in rural areas) have water 

piped into their dwelling, yard, or plot. Similarly, the progress in sanitation is 

reflected in improved toilet facilities as 54% percent of households have no 

toilet facilities, down from 73 percent at the time of NFHS-2. This progress is 

even higher in urban areas, with 10 % of urban households only having no toilet 

facilities. Seventy percent households use solid fuels for cooking, with wood 

being the most common type of solid fuel being used. 
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The birth rate was 17.7 per thousand and the death rate was 7.4 per thousand as 

compared to an all India 22.8 and 7.4 (SRS 2008). During 2002-06 life 

expectancy in Himachal Pradesh among males & females was 66.5and 67.3 

respectively which was higher as compared to All India 62.6and 64.2 during the 

same period. The sex ratio in Himachal Pradesh is 970 females per 100 males. 

The overall literacy in Himachal Pradesh is 77.13%; 86.02% among males and 

68.08% among females, favourably compared to national female literacy rate of 

53.7% (census 2001). As per the results of census of India 2001 in Himachal 

Pradesh about 49.24 % population was in the work force of which the male 

work force was about 54.62% and the female workforce was about 43.67%. The 

per capita income in Himachal Pradesh is 10942 Indian rupees.  

Himachal is proud of its growth, and rightly so. Every child is in school, every 

house has electricity and every habitation has both piped water and road 

connectivity- and considering that this is one of the most difficult terrains in 

India, this is indeed a remarkable achievement. In terms of a human 

development index, it has been ranked the third most developed state.  

The features of the two districts visited as compared to the state averages are 

given below: The district of Hamirpur has a hilly tract covered by Shivalik 

range. The elevation varies from 400 meters to 1100 meters having the 

configuration ranging from the almost flat-lands that border the portion of 

rivers Beas to the heights of cliffs and precipitous slopes of hill-ranges.  

Majority of the population here speak Hindi and Pahari.  Kinnaur in the 

northeast corner of Himachal Pradesh, is about 235 kms from Shimla, and has 

three high mountains ranges. The population is composed of Hindus and 

Buddhists, who live in perfect harmony symbolising the traditional brotherhood 

and friendship of the people of both the faiths.   
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All villages in Hamirpur and Kinnaur have drinking water supply and are 

connected with electricity. 

 

 KINNAUR HAMIRPUR HIMACHAL 

STATE 

Topography Higher, mountainous 

district Many areas 

accessible with 

difficulty during 

winter 

Small district with 

hilly terrain, good 

road connectivity in 

all seasons. 

Three 

mountainous 

tribal dts, three 

hilly low 

altitude districts 

and six  middle 

altitude valley 

districts 

Demography    

Total population 84,298 4,54,293 68,56,509 

Growth rate 7.61 10.08 12.81 

Population 

density 

13/square km 406/sq/ km 123/sq. Km. 

: R: U: 100:1 R:U: 93:6 R: U: 90: 10 

Sex Ratio: total 

population 

818/1000 – lowest in 

state ( a decline from 

857  in previous 

decade) 

1096/1000 ( highest 

in state- 1099 in 

previous decade) 

974 ( up from 

968 in last 

decade) 

 

Sex Ratio- 0 to 953- third highest in 881- third lowest in 906 ( increase 



9 
 

6-   state(decline from 

979) 

 

state. (increase from 

850) 

from 896) 

Literacy Female literacy- 

71.3 

Male literacy -88.4 

Female literacy- 

83.4 

Male literacy - 95.3 

Female lit.- 

76.6 

Male lit.– 90.8 

    

 

The two districts visited by the CRM team have very divergent profiles and this 

is an interesting learning experience. Despite the immense differences of 

topography and demography some health systems features are shared and some 

are widely different. 

The most interesting demographic anomaly is in the sex ratios. Kinnaur has the 

a very good sex ratio in 0 to 6 which it shares with the other two similar tribal 

districts, but the poorest sex ratio for the total population - which is not true  for 

the other two tribal districts. One could hypothesise that a large influx of 

migrant labour- predominantly male attracted by the construction of roads and 

hydroelectric projects and the management of apple orchards- has been 

responsible for this. In Hamirpur in contrast there is a poor sex ratio in the 0 to 6 

age group- which has marginally improved- the same pattern as in Haryana and 

Punjab which it borders and which is similar to other low lying border districts 

adjoining these states. However it has the most favourable sex ratio in the adult 

population for which one could invoke out-migration of males as the main 

reason.  

 

The administrative divisions and health facility infrastructure of the state is 

given below 
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Table 1: State Profile: 

Number of Districts (RHS* 2010) 12 

Number of Sub Division/Talukas 51 

Number of Blocks 77 

Number of health blocks  69 

Number of gram panchayats  3243 

Number of Villages (RHS 2010) 20118(17495) 

Number of District Hospitals (RHS 2010) 12 

Number of Sub-Divisional Hospitals (RHS 2010) 36 

Number of Community Health Centers  (RHS 2010) 73 

Number of Primary Health Centers (RHS 2010) 449 

Number of Sub Centers (RHS 2010) 2071 

*RHS – Rural Health Statistics 

 

Table 2: Status of Health Indicators  

Indicators 
Himachal 

Pradesh 
India 

Infant Mortality Rate (SRS* 2009) 45 50 

Maternal Mortality Rate (SRS 2007-

09) 
NA 212 

Total Fertility Rate (SRS 2009) 1.9 2.6 

At least 1 ANC (CES** 2009 ) 91.3% 89.6% 

Full ANC (CES 2009) 39.2% 26.5% 
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Institutional Deliveries (CES 2009) 50.3% 72.9% 

RNTCP 

Annualized new smear positive 

cases detection rate 

 

96% 

 
70% 

Success rate of new smear positive 

patients 
89% 87% 

NLEP 

Prevalence rate/10000 

 

0.31 0.71 

New case detection during 2011-12 56 33207 

NPCB 

Total cataract surgeries (in lakhs) 

2011-12 

 

0.06 7.96 

*SRS – Sample Registration Survey 

**CES – Coverage Evaluation Survey 2009 

 

 

 

Table 3: Funds Released under NRHM       

    (In Crores) 

Year Allocation Release Expenditure# 

% of 

Expenditure 

against 

allocation 

2005-06 47.01 58.57 39.47 84 

2006-07 56.02 70.99 57.04 102 

2007-08 67.32 52.41 56.55 84 

2008-09 77.74 64.21 94.84 122 

2009-10 97.07 115.41 167.81* 173 

2010-11 110.68 113.22 164.79* 149 
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2011-12           123.89 74.08 3.13* 3 

Total 579.72 548.90 583.64* 101 

*Allocation and Release figures are excluding kind grants. 

*Expenditure figures for 2009-10, 2010-11 and 2011-12(upto june) are 

Provisional. 

# Expenditure is more than Release due to previous unspent balance and also 

includes State share. 

 

Table 4: Progress of NRHM 

Sl. 

No 

Activity Status 

1 24x7 PHCs  95 of 449 PHCs functioning on 24x7 basis 

2 FRUs 
51 health facilities (12 DHs, 9 SDHs and 30 

CHCs) are working as FRUs. 

3 Contractual appointments 

1599 Doctors, 2571 Staff Nurses, 1715 

Paramedics, 277 Specialists & 49 AYUSH 

Doctors have been added under NRHM. No 

second ANM has been availed off by policy 

decision. 

4 Rogi Kalyan Samiti 

572 facilities (12 DHs, 76 CHCs, 36 Other than 

CHCs & 448 PHCs) have been registered with 

RKS. 

6 

Village Health Sanitation & 

Nutrition Committees 

(VHSNCs) 

State has 20118 revenue villages but VHSNCs 

have been constituted at Panchayat level. There 

are 3243 VHSNCs- as there are 3243 GPs 

7 
Village Health and 

Nutrition Day (VHND) 
So far 3, 27,376 VHNDs held in the state. 

8 Infrastructure upgradation 

3 DHs have been taken up for 

Renovation/Upgradation under NRHM 

25 Primary Health Centre have been taken up 

for New Construction 
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98 Sub Centre have been taken up for New 

Construction under NRHM 

9 
Number of Mobile Medical 

Units  
1 MMU is operational in the State 
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CHAPTER THREE 

FINDINGS OF THE 5TH CRM IN THE STATE 

1. INFRASTRUCTURE UP-GRADATION:  

The situation in infrastructure in the state is heartening.  

There are two Medical colleges (Shimla and Kangra), 2 Government dental 

colleges and 4 Private dental colleges in Himachal Pradesh. Two more 

medical colleges are planned. There are 456 PHCs and 73 CHCs and 36 sub-

divisional referral or civil hospitals and 12 district hospitals and 2067 sub-

centers in place.  

The bed ratio at primary and secondary level is 11.2/ 1000. Of the total 

number of beds the two medical colleges account for 1265 of them. 

In addition, the State has total 1159 AYUSH institutions, most of which are 

Ayurvedic institutions and almost every institute has one AYUSH Medical 

officer. The facility per head of population is about the best in the nation- 

though this is essential here to be responsive to the geographic dispersion of 

a hilly state.  

  In both Hamirpur and Kinnaur the establishment of facilities has a similar 

positive trend- despite the vast differences in difficulty levels of doing so.  

District Kinnaur has a total of 89 health facilities catering to the population 

of 84298.. This includes a district hospital and a sub-divisional hospital, 4 

CHCs, 21 PHCs, and 33 sub-centers and 31 AYUSH facilities ( 1 Dt 

hospital, one homeopathic health center, 27 ayurvedic health ceters and 2 

amchi clinics.  So the facility density is an incredible 1 per 1000. District 

Hamirpur caters to 4.06 lakh population with 1 DH, one civil hospital, 5 

CHCs, 26 PHCs and 153 sub-centers. In addition there are 68 ayurvedic 

clinics and 4 hospitals. Bringing the total to 258 facilities in all.  

Kinnaur has 246 sanctioned and 217 functional hospital beds in the public 

sector with another 30 in the private sector thus achieving a 1 per 341 

hospital bed density. Hamirpur has 439 public sector hospital beds and 31 

private sector beds- a ratio of about one bed per 1000 population 

All District Hospitals and CHCs are in government building. Three of these 

were completed in the NRHM period. Out of 456 PHCs 342 are in 

Government building, of which 35 were completed in NRHM period. 41 are 

in rented buildings and 70 has been given by the Community. Of these in 76 

govt buildings are under construction which would mean only 35 would be 

without their own building.  1032 of 2037 Health Sub centers are in 
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government building and of these 64 had buildings completed in NRHM 

period and 117 are under construction.  These are relatively good figures.  

In the state as a whole, new construction was undertaken in 76 PHCs – 14 in 

high focus and 62 in non focus districts. Of these 35 are completed, out of 

which 4 in focus districts and 31 in non focus districts. The rest are still  

under construction. Similarly funds have been granted to 8 CHCs, 2 in high 

focus districts and 6 CHC in non high focus districts, of which 2 in high 

focus and in non high focus are completed and 5 are under construction. Of 

the civil and district  hospitals 2 in high focus and 9 in non high focus 

districts are taken up for construction, of which all in high focus and three of 

the nine in non high focus are complete. In sub-centers a total of 181 were 

taken up for construction. Of these 19 were in high focus and of these 6 are 

completed. In non high focus there were 162 of which 58 are completed.  

 Our district visit confirms the good progress in infrastructure. In Kinnaur 

4 sub-centers were constructed during this period and 2 more are under 

construction. At other levels buildings are in place or other arrangements 

made are considered adequate for now. In Hamirpur 9 PHCs and 16 sub-

centers are under construction.  In Kinnaur of the 58 allopathic facilities- 

all are in a government building except 6 of the 31 sub-centers and 6 of 

the 21 PHCs. Of these 6 are in a semi-government building with adequate 

space- and 6 are in rented space.  

 In state, PWD acts as an agency for infrastructure up-gradation and 

construction and this no doubt leads to slow construction, but this may 

still be the best option available. Also the state feels that one has to make 

allowance for the longer construction time in such terrain, and the slow 

expenditure on this rate should be factored in while assessing 

performance and releasing instalments.  The state estimates 3 to 4 years, 

as the average time for construction per facility- and though this could be 

expedited, it could never reach the same speed as in the plains.  

 The state has adapted the IPHS designs to suits is requirements and 

finalised drawings for four facility levels- and these are used to guide 

constructions. The absence of a dedicated infrastructure construction cell 

at the state level is felt, but despite this gap, it has been able to follow up 

the constructions.  

 What is even most impressive is that much of the infrastructure is 

adequate- even as compared to what IPHS would indicate. They are as a 

rule very clean and well maintained.  The constructions are of high 
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quality. In Kinnaur the tribal sub-plan and projects related to this area 

have built up the infrastructure over the last two to three decades and the 

further addition due to NRHM is limited. Maintenance funds are however 

drawn from the NRHM and the availability of such untied funds has 

helped the peripheral facility to maintain the infrastructure well. In 

Hamirpur there are 9 PHCs getting constructed under NRHM. 

 The one major gap was in shortage of residential accommodation, both at 

the CHC and at the PHC level. The state requires semi-furnished 

accommodation especially at more remote facilities, so as to attract and 

retain its human resources for health. 
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2. HUMAN RESOURCES PLANNING: 

 

a. Availability of Human Resources & Gap analysis 

Admittedly the central problem of health care in Himachal Pradesh is the 

availability, skills and performance of its skilled human resources.  

In terms of availability, of the 2067 sub-centers, there are 380 Sub centers 

without ANMs and of these 180 HSCs are without any worker. This 20% 

vacancy is high- and in many ways needless, for it is efforts to fill up these 

vacancies are inadequate. State has not recruited ANMs for quite a long time 

now and only recently has sent its recommendations to the state service 

commission for recruitments. In terms of staff nurses too, both sanctioning 

of posts and filling up of existing posts are deficient. (to detail). 

 

 In terms of medical officers, Out of 456 PHCs there are only  39 PHCs 

without MO – but if we look only at MBBS MO there are 106 more which 

are functioning without any MO.( check). There are also considerable 

medical officer vacancies in CHC and DH level. Thus on the whole of 1597 

sanctioned MBBS MOs, there are 834 filled, 153 on state contract and 287 

on RKS contract with a remaining gap of 323. This latter figure includes 

specialist posts. The vacancy problem is most acute in specialists- where 

very levels including the medical colleges are affected. Since there is no 

specialist cadre, their numerical vacancy level is a part of the medical officer 

vacancy statistic given above.  

 

District visits bring out the problems regarding the human resource position. 

There are substantial gaps of HR at paramedical levels- especially of 

pharmacists and laboratory technicians , but also of X ray technicians and 

also of class IV employees and support staff like drivers. These gaps are 

most unfortunate as there is no objective reason- these skills are available on 

the open market. Moreover even more scarce resources like nurses, 

sometimes those provided with SBA training, are being re-deployed against 

these posts. These are sanctioned posts- clearly well within NRHM norms 

and essential for functioning of the larger hospitals. Clearly the quality of 

care in the district hospital and civil hospital is suffering because of these 

gaps. The constraint seems to be two fold- one a decision that all contractual 
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appointments even of class IV must be made at the state capital and the 

failure to delegate some of these powers to the district health society. 

Secondly an informal cap to keep the recruitment low- on the apprehension 

that there is over-staffing of government facilities. But this cap- if such there 

be- has been applied irrationally- and cutting of laboratory technicians and 

pharmacists at the district hospital- is hardly the way forward. These gaps 

are really issues of governance and management and not an objective 

constraint. Even the funds made available under NRHM against explicit 

requests by the state are not expended. Expenditure is much less than 

planned against most of the sub heads under contractual staff and services 

for example salary to be disbursed to laboratory technicians (-89.4% 

variance) have not been utilised.  

In nurses and ANMs the problem is more complex. There is on one hand a 

lack of adequate availability on the open pool. The expansion of nursing 

education and preferential admission to candidates from under-serviced areas 

are both missing. But there is also a failure to prioritise nursing appointments 

and not see nursing, indeed female health care providers as having a special 

urgency. This is most apparent in the sub-centre vacancy pattern, but though 

less important equally damaging in the PHC and higher hospital functioning. 

There are primary health centres, where there is not a single female nursing 

or support staff- and it is not surprising that these would be poorly functional 

for RCH activities.  For example in Nichar block of 6 PHCs only 1 PHC had 

a staff nurse. In Hamirpur only 2 of the PHCs had no MO – but 11 of them 

had no staff nurses and 16 had no female health workers. The state has 

carefully prioritised facilities into levels of care, but having done so, has then 

proceeded not to sanction staff accordingly. But even more worrying, is that 

even in the revised norms it has proposed, nursing staff requirements is 

under –estimated.  

   

The State goes for two types of appointments for contractual staff under 

NRHM, one done by the Rogi Kalyan Samitis and the other by the state 

directly.  There is substantial difference in remuneration paid to the MOs and 

SNs recruited by RKS and those from the state, with the RKS contractual 

staff paid less than the state contractual staff.  Under decentralised 

recruitment, the Rogi Kalyan Samitis are responsible for the recruitment at 

the district level but the State appears to have taken over the authority, and 

this advantage is lost without only the disadvantages remaining.  



19 
 

 

The bright spot in the scenario is the progress made in filling up medical 

officer vacancies. Clearly innovation and determination yield results, even in 

what are very old problems. Out of 21 PHCs in Kinnaur only two have no 

medical officers and of 29 in Hamirpur also only two have no medical 

officers. Some medical officers have to travel over two hours by bus to the 

road head and then walk four hours uphill to reach their place of posting- but 

even these posts are filled. Even these two vacancy PHCs are probably best 

managed as sub-centres- there being no real requirement for the same. 

 

The state policy offers Rs 3000 to M.Os working in rural areas,  Rs 6000 to 

MOs working in difficult areas and Rs 9000 to MOs working in most 

difficult and tribal areas. This is now raised to Rs 6000, Rs 9000 and Rs 

12,000 respectively. In addition those completing 3 years as an MO in a hard 

or difficult area, qualify for being selected as a PG student , while only two 

years is enough to do so from a most difficult area- and five areas is needed 

for any rural area. There is quota in PG entrance selection for state sponsored 

in-service candidates. To make it further attractive the state has a provision 

of  posting the spouse of a PG student as Senior Resident or Junior Resident 

in the same medical college. In addition there is an informal understanding 

to give preference to posting persons to their native towns/ blocks and this 

was no doubt a reason why many of those posted very happy to stay there. 

The CRM team interviewed many doctors in such difficult postings- and we 

found them actually happy to work there. There were reports of even short 

term course trained doctors opting out of secondary care facilities to choose 

difficult PHCs so as to avail of these advantages. (Not necessarily welcome, 

but to make the point about the incentivisation working). There are also 

initial efforts towards building a positive practice environment to reduce 

social and professional isolation. A rural CME was proposed, but not 

persisted with and interactions with community are present but not yet more 

consciously structured. Telemedicine links with PGI and SGIPMS, Lucknow 

have not fructified though infrastructure is in place. These measures too have 

great promise. The young lady doctor staying alone in Gyanbo PHC 

repeatedly cited her status as a paying guest, whose payments are not 

accepted, and the affection shown by the hosting family, as one of the main 

reasons for her finding the remote location acceptable.  
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Given the unqualified success of these measures- why is there not even more 

enthusiasm about it and why is it not being enlargened to address other 

vacancies as well. One caution is that there is clearly envy from more 

powerful, well placed professionals, which seeks to limit the scheme are also 

get the benefits extended for themselves(“even my place of posting is 

difficult”- “they are having a great time – more pay and less work”- etc 

comments are heard. There are delays and non payment of dues or trivial 

grounds. It is not clear why it was first offered only for RKS and only now 

extended to other contractual doctors- and why regular doctors are not 

getting the pay. We also note that despite the incentives, the contractual 

doctors is getting substantially less pay than the regular doctor- and this is no 

reason for envy which nevertheless exists- because of the differential 

treatment to the three groups- the RKS doctor, the state contractual doctor 

and the regular doctor. Persist, reinforce, and tweak and fine tune to improve 

the programme outcomes of this innovation is the urgent need of the day.  

 

These schemes though successful for medical officers, have made no dent in 

specialists.  State officials informed the team that in spite of offering a big 

amount of Rs 98000 to Specialists; no one comes up for high focus districts. 

In Kinnaur there is no gyencologist or paediatrician in the entire district in 

the public health system and only one gynaecologist in the private sector.  

 

Skill Development  

 Training roll out has been slow. There has been very little IMNCI 

training (about 102 persons) in the state and F- IMNCI training has to 

start up. There has also been slow training for BEmONC ( 82)  and none 

for for NBSUs or SNCUs. Even SBA training shows limited progress. In 

the facilities visited in about 70% of the facilities, the nurses/ANMs 

doing delivery were not trained. Clearly there is a poor prioritisation of 

trainees.  

 30 Doctors have been trained in LSAS among which 2 are posted at 

functional FRUs (6%) (Regional Hospital, Hamirpur, Regional Hospital, 

Kullu). Two doctors are working as BMO at Gangath, District Kangra & 

Nichar, Distrcit Kinnaur. 8 doctors are working as Residents at the two 

Medical Colleges at Shimla and Tanda while another 6 are pursuing their 

Post Graduation in various disciplines at the two Medical Colleges. In a 

least three facilities visited by the Kinnaur team, (Theog,Rampur and 
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Bhabhanagar) we learnt that the trained person had been performing 

adequately, but moved away because of wanting to qualify for PG 

entrance through difficult area posting. The link between training and 

service delivery is also list for MTP training.  

 A number of very short duration – one or two day training programmes – 

on a number of areas like HMIS, immunisation, NSSK, RKS, swine flu, 

have been conducted- but these are more programme introductions than 

hard clinical skill building.  Even on NSSK in the state as a whole only 

130 have been trained.  

 The main problem in Kinnaur is that no facility in the district qualifies by 

criteria of case load to become a training center, and they come low in 

priority in other districts training lists. In Hamirpur the district hospital 

qualifies and therefore training progress is better- but there is no full time 

training core to take it forward on every day of the year. So training 

batches happen infrequently and the available space is not optimised.  

 

Recommendations: 

 There is a human resources problem in the public health sector of 

Himachal Pradesh. This takes the form of high number of vacancies and 

difficulty to fill up posts in rural and remote areas and lack of skills and 

inadequate performance.  However except in availability of specialists to 

fill up positions in interior districts- most other problems are 

administrative or design problems and amenable to immediate 

management initiatives. In that sense projecting human resource 

constraints as an inherent difficulty in the HP health sector would no 

longer be tenable. The first priority should be to fill up all sanctioned 

posts which are lying vacant- Recruitment for the regular posts need be 

expedited. The practice of allowing important supportive and vital posts- 

of nurses and technicians to go vacant as a form of reducing HR costs of 

the government  is retrogressive. 50% of health sector costs are always on 

HR and in underdeveloped health systems, it is usually in the 70% range.  

  Of these vacancies, the most critical are of nurses and ANMs, and 

creating the necessary posts and well as filling up these posts must be 

prioritised.  Such a large number of ANM vacancies is not acceptable. 

The posting of three nurses in those PHCs chosen for 24*7 services is 

also to be prioritised. There is a lack of sensitivity to the importance of a 

proper doctor-nurse ratio and a trend to use doctors where nurses would 
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be more appropriate , or to expect doctors to be able to perform without 

the assistance of nurses. The declining institutional delivery in the 

periphery is directly related to lack of female nursing staff in these 

hospitals.  

  In all cadre, powers for contractual appointments against 

approved/sanctioned posts-whether under state government of under 

NRHM funds should be immediately devolved to district health societies. 

Since these societies are chaired by DMs and convened by the CHMOs, 

accountability, transparency can be ensured. Such a measure would lead 

to closure of vacancies in all class IV posts, and technical posts like 

pharmacists, X-ray technicians, and Laboratory technicians and even in 

nurse and ANM posts. When a district is unable to find recruits for its 

posts, this could be referred to the state for further recruitment effort. 

Today concentrating these powers in the states has led to considerable 

delays and a vulnerability to pressures of appointment in favourable 

locations leading to under-serviced areas being further deprived.  

 Regular appointments by state service commission should also be 

streamlined and expedited with current vacancies being advertised every 

six months and recruitment completed by state service commissions 

within a six month period. Where recruitment boards are unable to do 

this, one could consider hastening the process by a measures such as have 

been taken in Haryana –where the PSC has more a regulatory function, 

with department undertaking the actual recruitment.  

 Semi-furnished accommodation for residences of staff posted in difficult 

and hard to reach facilities is needed. The other package of measures to 

attract and retain doctors in rural areas- the graded monetary incentive, 

the graded increased eligibility for post graduation, the preference given 

to locality for postings- are all to be maintained and expanded. 

 

 

3. HEALTH CARE SERVICE DELIVERY – FACILITY BASED - 

QUANTITY AND QUALITY 

 

Access to Health Care Services: 

Because of geographic considerations, Himachal Pradesh has relaxed the 

facility per population norms over the years. The current facility density 

is as follows: 
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Table 4 : Infrastructure Facility density 

 

 Kinnaur Hamirpur Himachal 

AWC 

 

: 1/350-400 1/300 population  

HSC: 1000 population 

 

1/2000 population 

 

1/3300 ( 

includes urban 

areas) 

PHC:   1/ 3000 - 4000 

population 

1/12, 000population 1/15,000  

CHC: 1/20,000 1/80,000  1/ 89,000 

DH 1/84,000 1/400,000 1/ 566,000 

AYUSH    

 

 This density is far higher than the national IPHS norms which require 

only one sub-centre per 3000 population in hilly areas, one PHC per 

20,000 population and one CHC per 80,000 population and one DH per 

10 lakh population. The distribution also shows that due to the low 

population density of Kinnaur, a greater number of facilities has been 

permitted. Further numbers are not needed for the villages themselves are 

clustered to about 400 population per village- though population density 

is only 13 per sq km.  

 One consequence of the geographic dispersion combining with the effect 

of a marked fertility decline is a much lesser case load in almost all 

facilities in both districts- and much more so in Kinnaur district. This is 

despite the fact that of all curative care provided in the state, the public 

sector is the dominant player- one of the few states in India where this is 

so. Interestingly the doctors of the public sector are not allowed private 
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practice- and unlike many other states, this regulation is adhered to by the 

vast majority of service providers. One does not also have the problem of 

RMPs in any significant way.  

 HMIS records 91.5 lakh outpatient visits in the year which is about 1.3 

per capita- which is well above what most public systems record- though 

quite below the expected 3.2.  There has been a steady acceleration of 

OPD visits per year and now it increases at 4.79% per year. The state in 

its presentation provided a figure of one crore outpatients plus another 50 

lakh in AYUSH outpatients- which would mean a ratio of 2.2 outpatient 

visits per capita.  The in-patient admission rate has grown at 11% in the 

previous year and it is about 5.6 per 100 population. (the state provided 

figure is much higher at 25 per 100- some error?) 

 The case load in Kinnaur is 2.09 per capita which is better than the state 

average, but is still only 252 cases per facility per month (for each of 58 

facilities- excluding the AYUSH) which would be less than 10 cases per 

day. There is less case load seen in almost all the facilities in Kinnaur 

district. CHCs have OPD of average 40-50 patients per day except CHCb. 

PHCs have a case load of approximately 20-25 OPD per day and sub-

centers of 5 to 15 per day.  In Hamirpur, the OPD visits per capita is 1.68 

per capita, which is about the state average, but then there is a much 

larger private sector presence of about 10 nursing homes with specialist 

services and another 4 as outpatient clinics- at least. This works out to 

about 343 cases per facility or about 15 cases per day. Of this increased 

amount the proportion seen in sub-centers and PHCs is much less than in 

Kinnaur and the proportion seen in CHCs and DH is much more.  

 In terms of inpatient care, Hamirpur has a utilisation of about 10 episodes 

per 100 or population which is about twice the state average, while 

Kinnaur has only about 2.5 episodes per 100 population of about half the 

state average.  

 This picture is endorsed in the CRM visit reports. What we find is that 

Kinnaur most health facilities- sub-centers, PHCs and CHCs and the civil 

hospital are primarily functioning as a general outpatient clinic. The 

positive is that they are very well stocked with essential drugs and 

supplies for this function and both community and providers appreciate 

this fact. The down side is that anything that requires a greater degree of 

care, let alone hospitalisation tends to get referred away. The only site of 

secondary care, or even a greater quality of primary care becomes the 
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district hospital at Rekong Peo or the SDH in Rampur town of the 

neighbouring district or the private sector Jaypee hospital (Private sector) 

at Chholtu. The latter two are at one end of the district and most of the 

district would have to travel a considerable deal to reach it. The three 

CHCs are well located, but the range of services they provide is very 

minimal.   

 In Hamirpur to we have the scenario of PHCs and sub-centers being 

primarily an outpatient clinic, but with this difference that due to a sharp 

lack of availability of drugs at the sub-center, the outpatient clinic is a 

very minimal and low-key activity. The CHCs in contrast are much more 

functional, and though they have no specialists they are providing a much 

wider range of primary care services and a few secondary care services as 

well. The bulk of secondary care is managed by the district hospital 

where specialists are available and a wide range of services is accessible.  

 Multi-speciality surgical clinics – occurring as visiting surgeons 

conducting a surgical camp once or twice a year in a peripheral DH or 

even CHC is an innovation worth watching. It no doubt is providing 

access to a range of elective surgeries ranging from cataract to 

hysterectomies, cholecystectomies, genito-urinary and rectal problems.  

 

 

Determinants of Quality of Care 

 

a. Human Resources: Human Resources seem to be the single major issue 

in quality of care -both in numbers and in skills. Thus institutional 

deliveries are managed – but not at the level or with the protocols 

expected of skilled birth attendants.  There is a huge gap in 

specialists, nurses and pharmacists. The trend is for all peripheral 

facilities to refer too easily and resolve lesser cases.  

b. Drugs and Supplies 

 During CRM visit, the supply of drugs was found to be 

adequate in all facilities of kinnaur including a useful range of 

antibiotics. This was so even in the sub-centers.  The drugs in 

this district are supplemented by almost 70 lakh rupees from the 

tribal sub plan along with state and central funds. In contrast, 

shortage and a more limited range of drugs was seen in district 

Hamirpur, especially in the sub-centers. The problem of a 
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typical supply determined logistics- with all the attendant 

interruptions was evident- even more so in sub-centers of 

Hamirpur which are dependent of kit A and B supplies by the 

center. It was pointed out to us that expenditure on drugs is 

about Rs 112 per capita in Kinnaur and about Rs 12 per capita 

in Hamirpur and this no doubt explains much of the divergence 

in availability between the two districts.  

 There is a list of 38 drugs which are available free for BPL 

families in all institutions under Pandit Deen Dayal Nisulk BPL 

Aushadh Yojna. 

c. Equipment: This seems adequate in all facilities visited. No major gaps 

were observed.  The private hospital visited in district Kinnaur was 

equipped with latest machines and technology. The main observation is 

that the limitations in human resources overshadowed other aspects of 

equipment. Thus there could be an X ray without a technician or a CHC 

would not have an ultrasound- but even if it had it would not be having 

anyone to operate it.  

d. Diagnostics: The range of diagnostics in use was very limited across 

facilities of the same level- and even where the institutional capacity to 

do the tests were in place.. Thus Ribba PHC has X ray machines (but no 

technicians) and could handle a range of blood tests with its laboratory 

technicians- but it was a TB programme technician and other than two 

sputum examinations per day- must have done at best only one or two 

other tests in a day. It could do Widal test. In other PHCs even basic 

haemoglobin- which is a sub-center level test was not done- on the plea 

that there is no laboratory technician. This was a general problem- though 

one had enough numbers of support staff, the lack of one or other 

category of staff becomes an excuse to not provide the service. Yet if the 

technician is in place the work load per technician does not provide not 

more than one hours work per day. Clearly in the PHC and in low volume 

CHC there is case to prepare a multi-skilled support paramedic who can 

dispense drugs, do dressings and do a basic set of laboratory tests as well 

as provide symptomatic care for simple ailments at the ANM/MPW level 

of skills. Then the PHC would be fully functional with or without the 

doctor- and if the latter is available a higher range of services can be 

aimed for.  
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At the district hospital and sub-divisional hospitals and potentially in the 

CHCs the case load is adequate to merit separate technicians- but here 

vacancies plagued the system. Where human resource was not the 

limiting constraint  a wider range of diagnostics were in use- but still far 

short of what the IPHS would prescribe. 

e. Clincial Quality of Care: The general outpatient clinic function was 

largely based on drugs provided in the public facility and consistent with 

rational practice. However when it came to in-patient care at the sub-

divisional hospital and DH there was a trend to write many outside 

prescriptions – and many of these were clearly excessive. The protocols 

of care were not adhered to in some key aspects for care in pregnancy and 

there was concern that RSBY could lead to inessential admissions. The 

introduction of multi-speciality surgical clinics- occurring in the form of 

camps is an innovation and it seems to provide a much greater access to 

elective surgery for a section of the population. But there is caution as 

regards hysterectomy surgery. There is a need to put in place district level 

clinical review of care. The quality of supervision and on the job training 

as a form of ensuring adherence to protocols of care is missing- and there 

is no schedule of visits for this purpose. Standard treatment protocols and 

essential drugs lists were once made by the state, but are not readily 

available indicating current non-use of these essential tools of clinical 

quality of care.  

f. Diet: This is being provided in facilities- at the higher levels- SDH and 

DH and some of the CHCs. 

g. Biomedical waste management: These systems are in place in almost all 

facilities visited and they are being used.  

h. Cleanliness and hygiene. Overall cleanliness in the hospitals was very 

good. This was one of the pleasing aspects of the visits. This was so even 

in facilities visited- which were off route.  

i. Signages:  Signages were found to be good; Citizens charter prominently 

displayed. 

j. Security This was good. The facilities had compound walls and larger 

facilities had security arrangements. There was no problem of stray 

animals. 

 

Social Protection – and the public hospital:  
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Social protection from the rising costs of health care is a critical component of 

an effective health system. It is essential that good quality and safe medicines, 

diagnostics, and therapeutic procedures should remain accessible, available and 

affordable to the beneficiaries in order to achieve the twin objectives of 

efficiency and equity. Out of pocket (OOP) expenditures constitute 71% of the 

total health expenditure or 3.3% of the GDP (MoHFW, 2009).  On an average, 

where only 12% of the public funding is spent on procurement of drugs, 

supplies and consumables, estimates show that household expenditure for 

buying drugs is around 70%. The public provisioning of services is expected to 

provide social protection and ensure equity of access, but it is known that out of 

pocket expenditures in the public hospital are a major financial barrier to 

equitable health access. NSSO 60
th
 round shows that in terms of expenditure at 

the public hospital Himachal Pradesh is one of the highest. Himachal Pradesh 

ranks third highest among all the states in India in the proportion of households 

that use the public medical sector as their main source of health care. (NFHS-3) 

and there is a real potential to be successful in ensuring social protection if these 

costs can be contained.   

Costs of care in the public hospital occur due mainly due to drugs that have to 

be purchased and then due to user fees for diagnostics and therapeutic 

procedures and due to transport and incidental costs. Fees for consultation – 

legal or otherwise also contribute, though less than other aspects.  Free drugs 

and diagnostics, and removal or reduction of user fees and free transport bring 

down costs. While this is the general trend of change under NRHM, this has 

been accelerated under the JSSK programme which has been implemented in a 

more expanded form as the matri seva yojana.  

One of the objectives of the 5th CRM team's visit to Hamirpur and Kinnaur was 

to look at the costs of care. In order to do this the team observed the health 

functionaries at their work stations and also spoke to beneficiaries in the indoor 

wards as well as with ambulatory patients. The CRM also reviewed the IPD 

registers of past few days/months to understand the different socio economic 

groups of patients availing the benefits. It also examined the functioning of the 

RKS and the RSBY within the context of containing cost of care.  

The CRM team visiting Hamirpur examined OOP payments for general ( non 

maternal care)  services in both OPD and IPD services in Hamirpur. A selection 

of patients from one facility is presented below: 
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Facility A  

S. 

No 

IPD patient with 

complaint/ 

diagnosis 

APL/BPL Drugs 

availability - 

Public or OOP 

Cost (OOP) 

1. Jaundice  APL OOP drip set & 

Lab Test 

250 + 350 (not 

verified by slip) 

2. Renal Stone APL  OOP Ultrasound 

OOP IV drip  

Payment not made 

at the time 

Transport - 100/ 

3. Child with Diarrhoea 

and vomiting 

APL OOP IV infusion 

facility   

Transport 100/ 

4. COPD BPL  OOP Drugs  800 & Vehicle 

100/  

5.  Hypoglycaemic 

Shock (recovering) 

APL OOP IV and drugs ? + Transport 

 

The team observed that though medical officers were aware of multiple 

schemes for supply of free drugs to the patients, the implementation was not 

uniform. Moreover doctors and pharmacists were not familiar with the protocols 

for these schemes and categories of patients to be treated free. Random 

observation of physician prescriptions revealed that drugs (other than 

antipyretics, IV drips, needles and emergency medicines) were being purchased 

by beneficiaries from medical stores co-located in facilities or from outside. The 

team observed many diagnostic facilities and medical stores in the vicinity of 

public institutions. 

The out-of pocket expenses on pregnancy and child care is presented along with 

RCH section.  
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We observed that user fees from APL patients forms a considerable source of 

revenue for many facilities in Hamirpur. It was mentioned that decision has 

been taken to provide free services to BPL patients. However the number of 

persons able to claim exemption on these grounds is shown in the table below. 

 

Facility B - Hamirpur 

 

 AUGUST SEPTEMBER OCTOBER 

TOTAL M F M F M F 

General 179 430 229 357 154 280 

RSBY 15 23 18 29 13 16 

BPL 3 6 10 12 NA NA 

 

 

 

This was the same pattern seen in SDH Rampur and in Theog CHC, though it 

was somewhat less at the DH in Reckong Peo.    

 

The team also briefly visited the RSBY programme. The Rashtriya Swasthya 

Beema Yojana was launched in Himachal Pradesh in April, 2010 with the 

enrolment starting off in February 2011. The CRM team was informed that the 

number of families which have been enrolled in the scheme is 2,35,131 out of 

the estimated BPL population of 2,95,683. This is remarkable, considering that 

the scheme is relatively new to the state. Both Hamirpur and Kinnaur have a 

high enrolment density at 93% and 85% respectively. The GOHP has also 

topped up the RSBY scheme by expanding the benefit coverage for critical care 

to a maximum of Rs. 1,75,000 per family, which can be provided at both public 

and private facilities within and outside the state. Himachal Pradesh also differs 

from most other states in the distribution of empanelled facilities with 135 

facilities in the public sector and only 42 in the private sector. 

(http://www.rsby.gov.in/statewise.aspx?state=12) 

So does it provide social protection?  
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Our first observation is that where it was being operationalised and the 

providers and clients appreciated the scheme. However the following 

constraints that were noted: 

a. The team finds that only a small percentage of the in-patients are eligible 

for RSBY and of these many get excluded for many operational and 

trivial reasons. This is not uniform- whereas in Theog this happened in a 

major way, in Reckong Peo this was not a problem. In Rampur citing 

manpower and technical constraints they were just not following up or 

even registering RSBY claims. Many CHCs in Kinnaur had not been 

accredited for RSBY reimbursement and the private hospital that 

provided the bulk of secondary care had also not joined in. Thus for all of 

the clientiele using these facilities and they represent a major part their 

RSBY card would not provide adequate cover.  

b. The need to ensure cashless service in a very proactive manner was not 

quite recognised. The system is that if  outside drugs are needed, the 

hospital should buy it from the govt organised pharmacy and give it to the 

patient free of charge. But there were many violations of this. Thus on the 

first days of the admission if the card was not produced they could land 

up purchasing medicines outside- and when the reimbursement came 

many months later, this would not be re-imbursed.  

c. Referral transport- to the hospital, or to the referred hospital or back 

home was not covered.  

d. There was a trend to convert outpatient care into inpatient care- and even 

a bit of unnecessary procedures- but admittedly these would be far less 

than in a private care setting. There was no awareness of standard 

treatment protocol and the insurance company had no mechanisms in 

place to check any form of moral hazard. 

e. There was a huge amount of dues outstanding to the hospital- In Kinnaur 

district in a seven month period 244 patients in Reckong Peo and 17 in 

CHC Sangla were considered eligible for RSBY- and a claim of Rs 8.81 

lakhs was submitted. Against which a sum of Rs 2.93 lakhs has been paid 

leaving Rs 5.88 lakhs outstanding.  

f. The RSBY card and eligibility on the same becomes by default the means 

test for BPL status- and therefore non production of the card excludes 

from free care which would have been otherwise available to the non 

RSBY poor. The limitation of only 5 per family means that in larger 
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families one or other would get excluded. In the one example we saw it 

was a girl child.  

g. If Reckong Peo is the best case scenario (in terms of non exclusion of the 

needy and in terms of filing claims well and on time) and we also assume 

that all dues would be cleared the income from RSBY would be about 8% 

of the total income from all sources and the user charges about 10% and 

untied funds would be about 10%. If we exclude civil works and look at 

only recurrent costs- then RSBY is close to 20%, user charges to 25% and 

untied funds to in between these amounts. Given all the limitations 

pointed out earlier, the state should consider the advantages of 

transferring these funds to the facility as a reimbursement without going 

through the RSBY- but through a semi-autonomous management 

structure. It may work out much more efficient and effective for the state 

to do so. One would have to examine the financing and flow of funds in 

RSBY at the state level before we conclude on this. 

Reckong 

Peo 

User 

Charg

e 

(INR) 

RSB

Y 

(INR

) 

Salaries 

from 

state  

NRHM 

untied 

Civil 

works 

rental Total  

Recieve

d in this 

year 

7.91  1.92 3.00 3.00 0 0.15 16.35 

OpenBal 4.54 -- 7.55 6.96 16.5 0.17 39.14 

Total 12.45 1.92 

(+5.9

) 

10.55 9.96  0.32 55.48 

Expendit

ure 

3.78 

on 

POL 

      

All sums in lakhs ( this needs to be calculated out properly- this is 

approximations). Relates to Reckong Peo district hospital. 
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Referral Transport and the EMRI: 

There are 112 ambulances for emergency response transport in the state, 

distributed across the 12 districts.  There is general appreciation of the EMRI 

service and the service is no doubt very active.  

The CRM looked at the details of implementation to understand the issues- by 

examining the log book of two EMRI vehicles at Theog and Spillow and 

interviewing the paramedical persons on the vehicle, ANMs and PHC medical 

officers/  

Log book was examined at SDH Theog. The findings and observations are as 

follows: In the previous one week- about 14 cases were transported of which 5 

pregnancies of which one delivered before the ambulance were reached, when 

the ambulance was still 30 km away and one delivered on the way. On an 

average it takes two hours to reach and two hours to return- and hence timed out 

for much of the day- and can seldom do more than three or four per day. Other 

than pregnancies, trauma was the common cases were four cases of fits, one of 

chest pain, two were diarrhoea and one of fever. In pregnancy with 

complications or in the fits, the trend is to send the vehicle from Theog and then 

it takes the patient all the way to Shimla, which is 90 minutes away.  

In Spillow we find the same pattern but a longer turnaround time and more 

deliveries in the vehicle. The paramedical on the vehicle had delivered over 8 

deliveries in the preceding months and about 20% of deliveries at least happen 

on the vehicle. We also find a substantial usage of the vehicle for inter-facility 

transfer or a long distance relay transfer. One patient was relayed from the 

Changko civil hospital, 300 km away on the border to Shimla for a gangrene- 

by relaying it across the EMRI vans. Life saving heroics and certainly cheaper 

than another trauma case in a serving armed forced personnel come home on 

leave, who was flown out by helicopter from the project areas to Chandigarh. 

However when we looked at a sample of pregnant women with or without 

complications in the secondary care institute, we find that less than 10% of 

pregnant women have come by EMRI and most have had substantial out of 

pocket expenditure. EMRI service is free. The reasons for non-use are mainly 

related to a quicker option being available through local arrangements and the 

lack of certainity or availability of the EMRI van. Sometimes the van has to 

travel four hours to shift the patient over one hour of travel. The hospitals own 
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vehicles are under-utilised, or as in Theog under repair. There is a clear case for 

local tie ups with service providers at rates negotiated by the hospitals- with a 

voucher or similar arrangement by which the pregnant women can avail of this 

service.  

Child Health 

Newborn Health: Only 2 SNCUs are reported to be functional in the District 

Hospitals of Mandi and Una, the cumulative target being 22 (2011-12). None of 

the high focus districts has any SNCU. Even the only the private hospital 

(Jaypee Hospital in district Kinnaur) that performs emergency obstetric care has 

only Newborn care corner. The Medical College at Shimla has 17 bedded 

(plus 2 beds in Breastfeeding room) Neonatal Intensive Care Unit. The unit 

has a dedicated team of two paediatricians and 6 staff nurses who are providing 

quality care to the admitted new born. The unit has staff crunch compared to 

high case load, and has adopted innovative strategy of training the caregiver 

(father or relative of the sick newborn) as attendant to monitor newborn‟s 

condition at bedside.   

New Born Stabilization Unit (NBSU): No functional New Born Stabilization 

Unit (NBSU) was observed in any of the CEmOC/ BEmOC (CHC/24X7 PHC) 

facilities visited. The main constraint in making NBSU functional is shortage of 

manpower (MO trained in F-IMNCI).  

New Born Health: Newborn care corners (NBCCs) have been established in 

most of the delivery points visited. As per available data, the state has 56 

NBCCs and the number of delivery points (as per norm) is 38. Adequate 

utilization of these newborn care corners is needed.  Maintenance of available 

simple equipments like weighing machine, along with skill up-gradation of the 

health workers for optimal utilization of available equipments like suction 

machines and radiant warmer is also necessary.  

Post natal visits of the mother and the newborn is an area of concern, as the 

state does not have functional ASHA cadre, or any equivalent cadre for 

systematic home based newborn care programme at present. For this purpose, 

the State has decided to develop a cadre of Link workers who would be selected 

from among the AWWs and would be trained in modules developed from 

ASHA modules 5, 6 & 7. 

IEC materials including wall writings on prevention and early management of 

diarrhoea, pneumonia, personal hygiene, gender issues and family planning 

were seen adequately used in the health facilities in Kinnaur district. 

Use of untied funds: 
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This is good at the sub-centre, PHC and CHC levels. The main use of funds was 

for maintenance of the building and closing small but critical gaps in provider 

or patient amenities and equipment. Kerosene fuelled room-warmers are one 

popular item of purchase. The funds utilisation at the civil hospital at Rampur 

and even at the district hospitals was however poor.  

 

4. OUTREACH SERVICES: 

 

The state has a total of 2067 sub-centres. Of which 383 are without a single 

ANM and of these 188 have neither male nor female workers.. The state has 

a conscious decision not to opt for the second ANM and given the fact that it 

has preferred to increase the number of sub-centres to reach a state level 

density of  one per 3000 with as low as one per 1000 in low population 

density districts- this is a rational and well taken decision. The inability to 

fill existing posts of the single ANM is regrettable and the lack of male 

workers also takes its toll.  

The male worker does manage a lot of what the other ANMs are managing 

but there are clear limitations in care in pregnancy and post natal support.  

The major finding is the changing work pattern in these sub-centres. Across 

the entire state- only 3 sub-centres undertake delivery services at the sub-

centre. The whole emphasis on labour tables and labour rooms and newborn 

corners and SBA training in sub-centres seems completely redundant.  

In Kinnaur, immunisation sessions happen once every month and take place 

only at the sub-centre. One reason is that with a birth rate of close to 10 to 15 

per 1000 there are not more than 10 to 15 children in a year per sub-center or 

about 7 children to be seen per month and it saves vaccine to have it once a 

month. Also with female literacy over 75%, health seeking behaviour has 

changed and families come to the sub-centre - despite all the issues of 

geography- which anyway has been overcome by the higher density. 

Typically a sub-centre caters to three nearby villages of 300 population. 

In Hamirpur, all the basic figures quoted above doubles- 2000 population, 30 

children 15 per month- and in response Hamirpur holds two immunisation 

sessions per month- one in the sub-centre and another in an anganwadi 

centre in the community. This seems adequate for outreach and 

immunisation achievements are good and further improving. We note 

however that vitamin A achievement is as low as 13.16% and IFA tablets at 

67%.  



36 
 

The VHND however happens once every month in each of the three or four 

villages under the sub-centre – but it is no longer an immunisation session. It 

is a sort of mothers meeting- or more accurately meeting with mothers. 

Now the question emerges is what does the single health do on the remaining 

25 days of the month? What do health workers do, where both are present? 

 

The major work that now devolves to her is giving primary care to people in 

the form of an outpatient clinic. Most of the SCs in Kinnaur account an 

average of 10-20 OPD patients per day. In Hamirpur it is much less, because 

the drugs availability is poor. Examining this difference it seems that 

Hamirpur is handicapped by a kit based supply- the kits come late and once, 

and refill does not happen, and the drugs in the kit move with different 

velocities. In Kinnaur on the other hand, there is a de facto essential drug list 

on the basis of which an alert CHMO keeps every sub-centre well stocked. 

The most common problem in this cold is respiratory infection and the 

availability of antibiotics at the sub-centre is making a very good difference 

in perception and effectiveness. But this is only for a few hours per day. 

What else. 

Apart from this, health workers visit the villages- but it is very unclear to 

themselves as well as their supervisors as to what exactly they transact and 

what the outcomes are to be.  

At even senior levels there is a perception that “ANMs are not working”- but 

it does not occur to them – that the primary fault is imagination at higher 

levels, for they have not been allocated with work in any structured outcome 

based manner. They could be involved in newborn visits, post natal care 

visits, adolescent counselling, community based testing and treatment of 

anaemia, and above all on non communicable diseases. For this they would 

need a check list of actions during household and village visits, and a set of 

process, output and outcome indicators that makes these visits visible, 

measurable and result orientation. Clearly the demographic and 

epidemiological transition has happened, and RCH work has decreased to a 

less than 20% of the time requirements. The leadership has to recognise this 

change and re-design the work of the sub-center. Because of the density of 

health workers that geography has made necessary- the possibility is at hand 

of converting this problem into an opportunity for reaching out to universal 

health care.  
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However there is one major remaining issue- home deliveries will continue 

and there is a need to persist with SBA trained ANMs providing home 

delivery in the most inaccessible of health facilities. For example in Rupi it 

is four hours walk to a road head and then two hours by bus to reach a site 

for institutional delivery. There is a PHC at Rupi but with only a population 

of 3000 it provides only 30 deliveries per year. Half of the families move out 

a week or even month before the expected date to a house in Rampur and 

wait it out. The others choose home delivery- about one per month- and 

these deliveries need to be protected. And where the house is more 

comfortable and available, then the subcenter it makes sense for the ANM to 

go there. But these would be very few facilities and would define the 

exception, not the rule. 

 

There is MMU in the district Kinnaur. Also there is one functional MMU per 

district in entire State. There is also a special diagnostics van. These make 

occasional trips to provide outreach services. The additional benefit from 

this arrangement was not clear.  

 

 Regarding services being provided by the sub-centre it was observed that 

the 50-60% OPD services were being availed by school going children the 

common ailments being Diarrhea, Stomach aches (worms) and Upper 

Respiratory Tract Infections it was however observed that the drug 

availability was limited at the sub centres visited in Hamirpur. There is a 

need to see that the sub-center is playing an important role in this regard.  

 

No funds relating to the organization for the VH&N Days were being 

provided to the districts as the money was being released to the AW Centres 

through their department beyond the state level. While the VH&NDs are 

being primarily organized by the AW Centres the health authorities at sub 

district level need to co-ordinate proactively ensuring that complete set of 

outreach services are extended during the VH&N Days. 

 

 

5. ASHA PROGRAMME 

 

There are no ASHAs in the state. Community mobilization and the work 

done by ASHA is now being allotted to the Anganwadi worker. There is a 
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court case filed in High court against transferring of funds for ASHA to 

Anganwadi workers and therefore even this has not been finalised. Still the 

government has taken a position against a separate ASHA programme. The 

main reason is that there is already a full time paid anganwadi worker for a 

population as low as 300 to 400 on an average- only about 70 to 100 families 

or about 5 children a year- about 25 children below the age of 5. There is just 

not enough work to merit an ASHA, but there is enough space to treat to 

expand the AWW function to include a more substantial health prevention 

and promotion role. 

The plan is for AWWs to have the same training and support as ASHAs 

elsewhere and the same modules are being incorporated with some 

modifications. Training of trainers for these modified 6 and 7 is ongoing. 

The AWW programme is vibrant and appears eager to take on this role.  

 

6.  RCH II (MATERNAL HEALTH, CHILD HEALTH AND FAMILY 

PLANNING ACTIVITIES) 

 

Institutional Delivery has increased significantly in Himachal Pradesh. 

However compared to the level of development, home deliveries remain a 

high 50% by CES 2009 data. There are no reliable external figures on 

maternal mortality- but neonatal mortality is an indirect indicator and this 

remains a relatively high 40 per 1000.  

The state is not confident of the IMR figure and believes it must be less, 

since that many deaths are not reported, despite special efforts in that 

direction. Similarly, Himachal Pradesh on its HMIS shows a very high 

percentage of unreported deliveries- and there is a speculation that 

denominators are wrongly chosen- and in fact the number of deliveries are 

much less due to lowered fertility. We note that if we go by expected 

deliveries HMIS would show a 50.4% achievement on institutional delivery 

which is remarkably concordant with the CES data and DLHS-III data and 

further shows stagnation at this level. It is only as a percentage of reported 

deliveries that it is 63.55%. 

The CRM cannot clinch the issue either way- but it advanced the following 

reasons to go along with the external survey findings: 

a. When it comes to report of live births and immunisation figures- the 

number of babies reported approximates the number of babies expected 
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by demographic computation- and therefore it is likely that the babies 

really are there. 

b. Close mapping done at all three blocks in Kinnaur indicate- that there are 

blind spots for the system. The system on the ground is much more 

responsive to those who present themselves for care- and does not base 

itself on a compulsion of reaching out to entire population. So both 

distant villages and migrant groups are probably getting severely under-

counted. (This will be presented later in an annexure.) 

Why is there such a persistence of home delivery despite such a high 

literacy rate and much better roads and transport and so much development 

of facilities? We offer the following possibilities: 

a. Lack of assured transport to shift to a hospital in time is the single 

biggest constraint. Less than one in ten pregnant women avail of the 

EMRI- which is either too far away or “timed out.” There are no local 

tie ups and the nearest confident point of delivery is too far and too 

costly. There is a high degree of delivery “on the way.” And the 

EMRI paramedic we met has conducted more deliveries than most 

ANMs! Further we note that in many cases the EMRI records a call 

cancellation or not fructifying- because by the time they reached the 

woman had delivered!! 

b. There is no change in health seeking behaviour in the road 

construction labour migrant- whose current behaviour is much nearer 

the situation back home. The system has failed to reach to and win 

the confidence or engage with this major group. One is also worried 

that indirect forms of exclusion from outreach services are taking 

place. Certainly their inability to send children to Anganwadis 

indicates that there is such a problem. 

c. In remote areas a high level of motivation is needed to shift homes in 

the last month- to a town where they must have alternative 

accommodation to wait it out for labour pains to start. Moving after 

labour pains start is not a possibility. The choice is therefore between 

delivering at home or at the nearest sub-center or PHC. Since in the 

clinical standard of care there is little difference between at home and 

at facility, and since in the more well to do home, the hearth is much 

more comfortable and familiar it is a rational choice to bring the 

provider home than go to the provider. However providers note that 
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in section of farm migrants- usually Nepali, their houses lack such 

comfort and they take the costly decision to go the PHC.  

d. The farm migrant is a different category from the road construction 

migrant. Farm migrants face a severe financial barrier to access, both 

on transport and costs and since many of them are Non- Indian- are 

excluded from JSY and often from free treatment of any sort. Further 

employers (contractors/thekedhars) are reluctant to let the husband 

leave the farm for so many days.  

e. The strategy of facility development to cater to institutional delivery 

needs has been sub-optimal. The 24*7 facilities are well chosen, but 

not picked up – due to a lack of emphasis on putting 3 to 5 nurses in 

place, and as it is not the focal point of referrals and pickups by 

EMRI. They tend to refer far too easily and limited skills and 

confidence. Thus institutional delivery is dependent only on the sub-

divisional hospital and district hospital and the private sector nursing 

home. 

f. The maternal death review system has been put in place- and this is a 

big step forward. However the system tends to pick up deaths at 

higher institutions and is clearly missing deaths at the periphery. The 

deaths the team stumbled across- the most recent ones – were not 

recorded. The pregnancy and child tracking system functions- with a 

number of cases uploaded- but seems utterly irrelevant and 

incompetent to track those missed out of care or even record deaths. 

The point being made is that using aggregate numbers and on site 

exploration between reported and expected pregnancies and 

deliveries and births is still the best way forward to find those missing 

woman and unreported events.  

 

 

Strengthening Facilities: 

There are 61 FRUs, 17 Blood banks and 2 blood storage unit in Himachal 

Pradesh. The state has projected 20 more blood storage units. There are  

ninety-five 24*7 facilities in the state. It is not clear how many provide 

basic emergency obstetric care or have three nurses in place. Certainly 

none of those so designated in Kinnaur had this level of competence. The 

state plans to increase these to 125. Out of 2071 HSC in Himachal 

Pradesh, only 3 are delivery points. There are no plans to increase these.  
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Also, 22 SNCUs were sanctioned in last financial year, out of which 2 

have been completed by the state.  

 

 

District Kinnaur has no Functional FRU. Only the private hospital (Jaypee 

Hospital) performs emergency obstetric care and even this is based on 

“unbanked blood transfusions”. There is one blood storage facility in CHC 

Sangla, which is not functional as no trained Lab technician is there. There are 

five PHCs which were to be upgraded to 24*7 PHCs- of which the three block 

level facilities- at Pooh, Bhabhanagar and Sangla are at least doing a modest 

number of uncomplicated deliveries. To this we can add the PHCs at Spillow 

and Ribba. There are two nurses in place in these facilities. They are 

comfortable with normal deliveries and refer all too quickly if there is a 

complication. Most referrals are to the Jaypee hospital or Rampur- and due to 

inappropriate referrals – even a large number of normal deliveries go to Jaypee 

hospital- where they pay over Rs 5000 for the normal delivery package. There is 

no SNCU in the district- even in the Jaypee private hospital which does a large 

number of emergency C-sections. There are however functional newborn 

corners in most of the places.  

 

District Hamirpur has a functional FRU at the district hospital. This has 

also got a blood bank in place. There are five CHCs which perform the 

role of 24*7 PHCs including managing some types of complications – 

level 2- and four more than do delivery services.  The sub-centers and 

other PHCs are not providing delivery services.  

 

JSY benefits in the state are extended to SC/ST population, provided the 

delivery is  institutional. For BPL population, JSY benefits exist for both 

home and institutional delivery. In district Kinnaur, the Jaypee private 

nursing home is also accredited for JSY. Migrants from Nepal are 

formally excluded from JSY and migrants from other states of India, 

though not formally excluded were unaware of the scheme- which is 

sharp contrast to the other families who were aware of it. The migrant 

population from Jharkhand origin at Tapri BRO Labour Colony were 

found to avail ANC services and advised about immunization services for 

their children, but had not been given information on JSY benefits. Safe 

abortion services go along with the FRUs, and not available in less than 
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that level of care. In Kinnaur only two facilities- DH and one CHC and in 

Hamirpur, the DH, CH and all 5 CHCs are accredited for RSBY. 

 

In district Kinnaur, it was found that camps for sterilisation services 

planning are held once in a year. So the people in the district have to wait 

for a long time to get it done, and there is the problem of getting pregnant 

while waiting for the sterilisation services.  

 

The JSSK scheme has been implemented as the August 15, 2010, after 

the launch of Matri Sewa Yojana (MSY). Whereas JSSK assures free care 

till one month after birth, this scheme extends it to one year after birth. 

This “free care” is more than the removal of user fees- it is the planned 

reduction of all out of pocket expenditures.  

 

On the ground, providers are aware of the scheme, but have not made the 

difference between withdrawing user fees and reducing out of pocket 

expenditures. Thus there is a high expenditure on outside prescription of 

drugs, and on referral transport and even on diagnostics- both referred 

outside and as user fees within the facility. In a sample of 11 post natal 

women in Rampur hospital- drugs and supplies was the single largest 

expenditure, followed by referral transport, ultrasound, other diagnostics. 

Diet fortunately was provided free.  The average expenditure was over Rs 

1200 per woman.  

 

 

 

7. NUTRITION, DRINKING WATER & SANITATION & SCHOOL 

HEALTH - the key foci of Inter-sectoral Convergence: 

 

Nutrition: All the anganwadi centres visited were functional. There was 

take home rations given to the children, but attendance was not full. 

Himachal has a relatively low malnutrition problem- and perhaps for this 

reason no NRCs have been found necessary. Though wasting is 

uncommon, there is a 20% underweight children. It was observed that 

though under -weight children were attending the anganwadi and even 

getting rations, the trend was for them to remain in the same status over 

time and not normalise even at the time of exit from the anganwadi.  
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The state needs to address the nutrition issue of the children of migrant 

population ( of road construction, agricultural and apple orchard) , as they 

are the group without any access to the health care facilities including 

nutrition facilities provided by the anganwadi centres. The Kinnaur team 

could observe several unorganised shelters of such migrant population, 

some of them staying on the roadside with women and children, with lack 

of any health, hygiene and sanitary facilities on their way during visit to 

Kinnaur district. 

There is need to map these migrant population and develop plans to 

involve the NGOs engaged in Health and nutrition care activities.  

The school mid day meal programmes functioned very well – both in 

quantity and quality of food given. 

Drinking water and sanitation: There is also a very vigorous 

programme to introduce a sanitary latrine in every household and this 

programme is doing well even in remote habitations. Partly the increasing 

education of girls and consequent changes in behaviour patterns has 

enabled this. Despite problems of terrain the state claims to have provided 

a safe water source in every habitation. Though the provision of any 

water source is indeed an achievement, there is still much work to be 

done before these are considered safe. The problem may be primarily 

with hill springs, which in popular perception is safe, but in fact is very 

vulnerable to faeco-oral contamination. There is a high incidence of 

diarrhoea associated with use of these.  There are tested methods of 

making spring water safe from biological contamination- and this needs 

to be implemented in every habitation which is using this water source.  

 

School Health Programme (SHP): With the launch of NRHM the 

existing  SHP was re-designed  as the Mukhyamantri Vidyarthi Swasthya 

Karayakaram  with the following features:   

o Check up/screening of all School Going Children from Class I to class 

12 by team of doctors and technicians with proper referral and 

treatment wherever required. The medical  team to consist of 

following members: MO-2 (1 male, 1 Female) AMO-1, MO Dental-1, 

Ophthalmic Assistant-1, Pharmacist-2 (1Allopth and 1 Ayurvedic), 

Health Supervisors-2 (1 Male and  1 Female), Male health workers-2, 

Female Health workers-2 
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o Medication and advice for de-worming, anemia and other health 

issues. 

o Counselling session with parents.  

o Lectures, Health Talks and counselling session with boys and girls 

(Class 9 to Class 12) thrice in a year. All High and Senior Secondary 

School will be covered. 

o Development of Software to analyse the record of students for 

understanding disease pattern and planning interventions. 

For the financial year 2010- 11 the state had examined 29% of the 

students- about 2.89 lakh students, and of these 14% had a referral. The 

disease pattern seen is given below:  

Anemia 38398 13.28 

Skin diseases 14510 5.01 

Dental diseases 48557 16.79 

ENT disease 11284 3.90 

Eye disease 20219 07 

Mental diseases 975 0.33 

Cardiac diseases  512 0.01 

Physical disabilities  1115 0.38 

Any other Diseases 8915 3.08 

 

`In district Hamirpur, this programme was reviewed in detail.  The 

district had spent Rs 11.5 lakhs of the 30 lakhs received and examined  

55,197 school children from all the 775 schools in the district in a series 

of 272 cluster camps. The percentage of referrals was 6.8. The disease 

wise break-up of the students screened is as under: 

Anemia – 8581 (15.5%) 

Dental -11507 (20.8%) 

Eye – 4250 (7.7%) 

Skin- 3726 (6.7%)  

  

In g 2011-12 of 10 Lakhs received Rs3.4 lakhs has been spent, and in 33 

of 218 clusters the screening has been conducted.  3727 students had been 

screened with an unusually high referral of 34.5 %. The disease wise 
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break-up of the students screened was anemia – 1082 (29.03%); Dental - 

2846 (76.3%);Eye – 684 (18.3%) and skin- 428 (11.5%) .     

During the district briefing it was informed that the medical team for 

cluster camp health check- up had been constituted with the co-ordination 

of BMO and school administration. During the current year the screening 

was by the medical team, with no preliminary screenings would be done 

by health worker and school teachers. A mass de-worming was ensured at 

the cluster camp itself and IFA supplementation with mid-day meal. 

Follow up to be ensured after six months and all cluster camps to be 

covered by 30
th
 June 2012.  

One observation of the CRM was that due to the crowding at the cluster camp- 

due to large number of students to be screened, there is a loss of quality. There 

were no check lists to guide those screening and simple biometrics like height 

and weight of the children was also not being recorded. There are also no 

systems in place to ensure follow up of children who are reviewed. The 

maintenance of data and records is also weak, and the child‟s record cannot be 

passed on to the next class.  

Looking at the emerging patterns of illness, there is a need for a preventive and 

promotive campaign for better dental hygiene and lesser caries and for the 

prevention of anemia and worms. The elimination of malnutrition in this age 

group leveraging the mid-day meal for this purpose is also another advantage.  

Institutional Structures of Inter-Sectoral Convergence: 

The main structures that are envisaged are the village health, sanitation and 

nutrition committee at the village level, and the district health society at the 

district level. The VHSC is established in Himachal, but there is considerable 

lack of clarity of how to leverage this more effectively for action. In the first 

years the state pushed for having a committee at the GP level, and they report 

they met considerable opposition to this from the center who wanted them to 

establish it at the village level. Reluctantly the state shifted to the village level, 

only to be reprimanded int he subsequent year and asked to shift back to the GP 

level. The problem is that in Himachal the GPs are very small in themselves and 

villages even smaller and fragmented. A meaningful plan of action and 

institutionalisation needs a critical size- and hence the GP level decision has its 

strength. But there are still miles to go, on clarity of what would be the most 

effective actions for them to undertake. Currently the funds go to water and 



46 
 

sanitation initiatives and to some referral transport needs and for improvements 

in anganwadi or sub-center level facilities.  

 

8. GENDER ISSUES AND PCPNDT  

Though the sex ratio in Himachal Pradesh is higher than the national 

average, there has been a decline in sex ratio which is currently at 906 per 1000 

males in the 0-6 age group.  

One observation is the mis-match between sex ratio of the total 

population and the sex ratio in the 0 to 6 age group in the two districts of 

Kinnaur and Hamirpur. In Kinnaur the former is the lowest for the state, 

whereas the sex ratio in for children is one of the best in the state- and it is just 

the reverse in Hamirpur.  This has been discussed earlier. The tribal districts 

tend to have favourable 0 to 6 population sex ratios, while the low hill districts 

bordering Punjab and Haryana do poorly. The aggregate sex ratio in Himachal 

Pradesh hides large differentials within the state, with Kinnaur having a sex 

ratio of 818/1000 males in 0-6 years age group and Hamirpur showing a 

positive sex ratio at 1096 per thousand males in the same age group. There has 

been improvement in the sex ratios in the 0 to 6 child over the last decade, but 

still in many districts the numbers are distressingly low.  

The state has adopted a multipronged strategy to address the issue through 

running multiple schemes by different departments. These include 'Balika 

Smridhi Yojana' by Department of Education, 'Kishori Shakti Yojana' by 

Department of Women and Child Welfare, which provides meals and IFA 

tablets to adolescent girls. Also a highly visible state wide mass media 

sensitization campaign on the girl child called 'Beti Hai Anmol.' This was 

launched in 2009 and a number of IEC/BCC activities have been undertaken 

under this scheme. It is a welcome initiative. There is a need for evaluation to 

understand what impact it is making and to enhance its outcomes.  

The state has also adopted measures for enforcement of PC and PNDT act at all 

levels, with a dedicated cell at state and district level. In Hamirpur, the CRM 

team obtained a record of the 16 Ultrasound clinics, 4 of which are in public 

facilities and 12 in private facilities. In Hamirpur the declining sex ratio in the 0 

to 6 age group is a problem. In the past year, a few court cases been filed and 

conviction in one case was noted in Hamirpur. District & Block Level 
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Workshops were being organized every year for sensitisation of service 

providers.  In Kinnaur, the ultrasound clinics are six one of which is private. In 

Kinnaur we are told that there is little or no discrimination against the girl child. 

There are marked differences in the cultural/gender environment of Kinnaur. In 

the non-migrant part of the population, increases in education and economic 

advancement has been good. This was an area known for polyandrous 

community which went along with Buddhist monasteries absorbing a number of 

women as nuns. Polyandry seems to have been an adaptation to keeping family 

sizes small and land, and prevent cultivable land from division into unviable 

fragments. There was also a custom of diversifying occupations between 

brothers- one in trade, one in service and one in land, so as to further reduce 

pressures. Almost every family has someone working in service or in trade 

other than in agriculture. Polyandry has now reduced to minimal proportions- 

though it still exists- and taken more ritual forms- but the urge for small family 

size remains. Birth rates are down to 12 per 1000 and the decadal growth rate is 

just 7%. There were anecdotal reports of infertility and there is a need to know 

whether there is de-population. Whatever the complex of factors, the resulting 

situation in gender equity is much better than most places. This is reflected in 

the 0 to 6 sex ratio – but not in the adult sex ratio due probably to a predominant 

male in-migration.  However in the migrant community, where families 

migrate-in , the behaviour pattern mimics that of  their home states.  

Gender sensitization trainings of medical officers, nurses and FHWs have also 

taken place. The CRM team also observed a higher utilisation of indoor 

facilities by women, higher number of births of female child than male child in 

institutional deliveries.  More girl children seem to be accessing services at 

AWCs and in the centre visited by the CRM team. The percentage of 

underweight school children was found to be similar for both the sexes.  

While ARSH clinics have been set up in the districts, we did not find evidene of 

these being able to attract users.  The clinic based approach to ARSH has it 

limitations both for  creating awareness and to address health issues,  due to the 

hospital based location of the clinics. A greater emphasis and reliance on 

outreach activities and occasions where young people meet and the use of the 

cultural media would perhaps reach better.  

 

The introduction of the Menstrual Hygiene Programme for adolescent girls 

based on production by local self help groups has been hampered on account of 
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the plastic ban in the state of HP. There is a need to look for alternative eco-

friendly substitutes for the manufacture of sanitary napkins. Installation of 

incinerators in schools in convergence with the TSC and SSA may also be 

explored. Considering the fact that the commercial purchased sanitary napkins 

are using the same plastic material, there is a case to allow this for locally 

manufactured ones also-at least as an interim measure till alternatives are found.  

 

The SABLA scheme for adolescent girls is being implemented on pilot basis in 

District Chamba, Kullu, Solan and Kangra. The scheme focuses on  improved 

nutrition and health status, self development and empowerment. The 

implementation of the scheme is being done by the  Department of SJ&E  and 

ICDS with ith support from department of Health. With the Anganwadi Worker 

(AWW) also being the link worker under NRHM, this coordination has been 

easy to sanction. However, whether in practice the activities required by this 

programme are carried out, needs to be assessed.   

 

      9. NATIONAL DISEASE CONTROL PROGRAMMES (NDCP) 

 In all district of Himachal the RNTCP programme is reported to be doing 

well. Total case detection rate of Tuberculosis is 100 percent in district 

Kinnaur and the total cure rate in the state is 83 %.  There is no facility 

providing diagnostics and treatment that is not linked into the programme- 

and there is a good sensitisation of the health workers to look for the disease. 

Still there is a higher level of sputum testing needed- as a percentage of OPD 

cases there would be much higher number of chest symptomatic.  

 There is no significant level of malaria or of filariasis in the district. There is 

some increase in dengue, but not of chikungunya or Japanese encephalitis. 

That is the good news. The reason for concern, even alarm, is the rising 

numbers of cutaneous leishmaniasis and even of frank Kala-azar.  The 

figures in district Kinnaur show a slow increase- 45, 34, 65 over the last 

three years, and 21 cases so far this year. But the real alarm is in Rampur 

where a dermatologist reports over a 100 cases and rising. Rampur is much 

warmer and humid and it is clear that though the disease may have come in 

with the Jharkhand/Bihar migrant, local transmission of the disease and 

therefore vector breeding is established. Most cases are local cases now. For 

three years now this rise has been reported, but the response is 

predominantly clinical- with attention being given to better diagnosis and 
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treatment and none at all the vector control and prevention of transmission. 

In the year slotted for elimination of kala-azar a completely new disease 

focus is getting established. A public health response leading to complete 

elimination within a year or at best two years- is an urgent priority.  

 The second reason for concern, and again perhaps for alarm, is the growing 

incidence of scrub typhus- a ricketssial disease, of whose vector dynamics 

little is clearly known. We know R. Tsugsugamushi causes it, and it has a 

rodent association- but why is it endemic here and why is it rising. Where 

ELISA testing is established there are over a few hundred cases reported. No 

research input has happened and the public health capacity in the state is so 

feeble that is looking to some general discussion in ICMR on ricketssial 

disease for answers instead of calling in help. 

 The IDSP programme has thrown up alerts on these diseases- but the general 

problem with the IDSP is that it sees itself as collecting data for transmission 

to a national repository- rather than as using it for immediate and local 

public health action. Thus many facilities are reporting typhoid, but nowhere 

is there a public health response even for large outbreaks.  

  During interviews with the health service providers at different health 

facilities regarding the burden of different diseases, one fact came up as an 

observation of  the CRM team that mental health problems are on the rise in 

the Kinnaur district, as Health staff of Jaypee hospital reported 20 cases of 

suicidal attempts with organo-phosphorous insecticides in last two years. 

The PHC at Gyabong also reported of similar cases. 

 The laboratory based reports of IDSP seems very reliable- the only problem 

being the lack of action on it. The P form and S form (sub-centres) however 

are a different story. In all the sub-centres seen the forms are filled up with 

zeros – even when the OPD register shows that significant number of 

relevant cases have been seen. Part of the problem is that the forms are in 

English which the health workers cannot read and there has been no training.  

The other problem is that the forms go from facility to district nodal officer 

who aggregates it and sends it up, without any effort at reading or analysis 

and without any feedback to the block officer or the PHC MO who are 

responsible to act on the information. Even in the district, either for planning 

or management this data is not read. One notes that at all levels there is a 

great importance attached to this being weekly reporting in contrast to 

HMIS‟s monthly reporting- but at this time this insistence seems more of an 
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identity issue- for the reports are not being read and acted upon, even on a 

monthly or quarterly basis, let alone weekly. 

 AIDS control: There is one HIV test centre, a STD clinic and a ICTC centre  

at Reckong Peo in district Kinnaur. Of a total of 1020 tested, (from April, 

2011 to October 2011) 12 were positive and they were referred to Shimla or 

Hamirpur as there is No ART centre in Kinnaur.  Out of 243 ANCs till 

October, there is one case with HIV positive. The woman was from migrant 

population and she went back to her home state. There is one counsellor at 

DHQs who counsels 9 to 10 patients per day. 4 days a month are given to the 

awareness generation campaign, when the counsellor goes to different 

villages, Mahila Mandals and schools. Given the high degree of migrant 

population the incidence is still low- and a more active programme in the 

migrant community, both for awareness and for detection is probably 

indicated.  

 

     10.  INSTITUTIONAL MECHANISMS AND PROGRAM 

MANAGEMENT: 

1. There are state health societies and district health societies in position. 

These are representative and have both a governing body and an executive 

committee meeting. The GB meets once a year.  The state and distirct 

health missions as such have no clear existence or meetings.  

2. Under the state and districts there are functional Programme 

Management Units. The state level SPMU (State Programme 

Management Unit) has 20 persons working in it.  There are 7 people as a 

regular staff. For technical expertise, 3 consultants and other programme 

managers are appointed.  There are in addition, ten contractual support 

staff.  The DPMU (District Programme Management Unit) across 12 

districts has 63 staff working with it.  District Programme Management 

Unit has 12 regular staff, , 12 RCH accountants, 17 Block Programme 

Managers, 11 BCC and 11 DEO.  The BPMU (Block Programme 

Management Unit) has 69 regular staff positions and 69 support staff. In 

these levels no contractual staff positions are sanctioned.  

3. The SPMU functions from its own office which is adequate to the 

purpose. Coordination with the directorates of health seems good and 

there is ownership of the programme from all sides. A much more 

participatory style of functioning of the mission director and a much 
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larger level of consultations and involvement possibly contributes 

positively. Supervision from the directorate of the districts is good and 

there are periodic visits made to districts from the directorate. There is 

however more of an administrative supervision, and there is less effort in 

understanding public health problems and issues and improving quality of 

care.  

4. The SIHFW is weak, with only three persons. The major training 

programmes are managed directly from the directorate- and this slows 

down the roll out. The SHSRC has been announced but not strengthened 

enough to take off. Part of the problem had been the reluctance to induct 

contractual staff, even for a much higher level technical resource support 

function. One alternative state had proposed to overcome this 

administrative reluctance was to bring in government officers who had 

done a public health course into such a unit and then further train and 

mentor them in-house with NHSRC support. Himachal does have such a 

pool of medical officers with public health qualification, but has failed to 

make use of this.  

5. There is the related issue of creating a public health cadre. As a start in 

every district there is a second officer- the MOH- medical officer health, 

who is a sort of deputy CHMO, in whom the state has begun to insist on 

public health qualifications. However there is no clear second level, public 

health oriented team in the districts, and this is clearly hampering 

progress. Again the state took a decision not to have a management or 

MPH or MHA qualified contractual district programme manager to 

support the DPMU- and this too is hampering progress. There is an 

accountant, a data entry operator and a person for BCC- but no one to 

assist in planning, management, supervision. The programme officers at 

the district level for main programmes are basically clinicians who have 

considerable clinical load to handle, and therefore little time to spare or 

orientation towards programme management- except perhaps for the 

MOH. There is a need to demarcate the block medical officer, the 

programme officers in the district level and the CHMO and MOH into a 

public health oriented staff- and gradually move to make them public 

health qualified and part of a cadre.  

6. In the District of Hamirpur, of 5 Blocks, 2 had Block Programme 

Managers (BPM), but both were posted at the District headquarters. 

Similarly there were five block accountants who also did data entry. There 
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was a district HMIS officer- basically with data entry qualifications and a 

district accountant. This was the similar situation in Kinnaur.  

 

 

Organogram of Mission Director at State level of Himachal Pradesh 

 

 

 

 

 

 

Organogram of Mission Directorate at District level 
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11. PROCUREMENT SYSTEM: 

 Procurement of drugs and supplies is through the state civil supplies agency. 

Even local purchases are largely from shops run by the same agency. 

Procurement is largely done centrally and then supplies made to the 

facilities.  Supplementary procurement of drugs was found being done at all 

facilities viz. Sub-centre, Primary Health Centre (PHC), Community Health 

Centre (CHC), Regional Hospital (RH) etc. - often using RKS funds. The 

level of transparency and processes of tendering and procurement of drugs 

and supplies could not be assessed, but being under a public agency, one 

could expect a minimum level of standards on these. 

 The main problems are that the system is not responsive to utilisation 

patterns and the whole logistics is supply driven.  The facilities face 

interruption of supplies and non supply of many categories of drugs and 

supplies making outside prescriptions, even of basic consumables used for 

delivery services necessary. There is thus a very high out of pocket 

expenditure on drugs and supplies, which should not be the case with 

adequate supplies. Thus in Hamirpur which spend roughly Rs 12 per capita 

on drugs the peripheral facilities are poorly attended due to poor availability 

of drugs. The kit based supply of drugs to sub-centers as noted earlier 
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compounds the problem. Even ORS packages are not available.  In contrast 

in Kinnaur with Rs 112 available per capita for drugs (from the tribal sub-

plan) the availability of drugs is much better. Had the system been 

responsive to use, the drug supply in Hamirpur also should have moved up, 

in response to demand.  

 Quality assurance mechanisms in drug logistics chain are as yet weak. 

ProMIS is not in use. Procurement cell exists only at the state level.  

 

12. EFFECTIVE USE OF INFORMATION TECHNOLOGY: 

1. The HMIS system is working well, with aggregated data available for district 

and block level. Much of this data is used at least for reference. Facility level 

data is entered, but its utilisation as of now is much poorer. Though district 

aggregated data can be uploaded into the national web-portal the there is no 

electronic bridge as yet for entering the data from the facilities.   There is a 

much higher level of use that can be made of this data for planning and 

management- but in the search for increasing granularity of data, the current 

information is not used adequately. For example we checked on the un-reported 

deliveries and we find that these are really indicative of either reporting gaps or 

populations getting left out. But by prematurely dismissing the data as of 

suspect quality, instead of acting upon it, not only is an opportunity being lost, 

but even quality of data on the HMIS gets further compromised. However there 

is considerable advance that has been made and the state can build on it.  

2. The mother and child tracking system is being implemented with 

considerable seriousness and effort. However the advantages of the system in 

helping providers to recognise gaps in service delivery or in managers to 

supervise providers better are not being realised. There is also much duplication 

of work. The names are retained at block level and only aggregate numbers are 

entered into the system. The names that are entered into the portal with phone 

numbers get tested by calls from a centre in Delhi. A feedback on this is sent to 
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the state mission director, but the information is not possible to act upon. None 

of the potential gains of this system- and all the effort and expense that goes 

into this is being realised- as yet. There is no contribution of the tracking system 

to improving quality on the data in the HMIS.  

3. One significant innovation is the hospital information system- which is in an 

interim stage of development. Built on the open MIS platform, computerisation 

of registration, billing, and laboratory investigation has proceeded well. 

However maintenance of case records is slow to pick up and the interfaces with 

the district HMIS has to be strengthened. Also a monthly feedback to enable 

hospital management in decision making has to be worked out. Once this is 

developed the state plans to replicate this to every hospital- and since there are 

no license fees and in-house capacity is being built, this scaling up can happen 

at minimal costs- the only costs being that of capacity building.  

 

 

13. FINANCIAL MANAGEMENT: 

On the whole the accounts management and financial management is 

satisfactory. Adequate staff  have been deployed at state and district and 

block levels and utilisation certificates and auditing are on the whole 

regular. One important positive development is the recruitment and 

deployment of block level accounts managers. These contractual 

managers not only maintain block accounts, they also visit the PHCs in 

their block and help the PHCs maintain accounts. This has no doubt 

contributed to much better expenditures at this level. 

There is however a problem that the same block accounts manager is also 

asked to undertake block level data entry work. But with the increased 

load of pregnancy tracking and facility based reporting, the work 

becomes too much and both accounting and data entry suffers.  

In the accounting process, there are a few gaps and these are listed below: 

 Statutory Audit Report of the District for any of the years not available 

with the District Hamirpur- but these are reported to be available at the 
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state. However districts need to be aware of the comments made in the 

report.  

 Concurrent Audit was informed to be taken up this year; however the 

report for the first quarter 2011-12 is yet to be received by the district. It 

has so far been initiated in only 6 of the 12 districts.  

 The Untied Funds and Annual Maintenance Grant have not been received 

by any of the facilities in the District for the year 2011-12. These funds 

when released should be  treated as advance and should only be booked 

after provision of the FMR/SOEs and Utilization Certificates from the 

facilities- a financial rule that needs to be adhered to.  

 The Janani Suraksha Yojana (JSY) beneficiaries were found not being 

paid at the facility where the delivery has taken place. Instead, cash is 

made available to the Health Worker (HW) referring the case to the 

higher facility like CHC or DH. This is causing delay in reaching of the 

benefit. Where the cash is paid at the time of delivery at the facility – the 

problems are much less. Check payment is not insisted on- since banks 

are far and difficult to access. 

 Regular training of finance and accounts staff needs to be undertaken by 

utilizing the E-training modules and the Model Accounting Handbooks. 

This would bring uniformity in accounting. There is transfer of funds 

between districts which is not desirable.   

 The web-portal is not being used to report financial progress.   

In terms of financial management, the main issue is the substantial 

amount of advances lying with the HPPWD for civil works. But other 

than for this problem with civil works utilisation of funds is better. As the 

expenditure on civil works gets booked the picture on absorption of funds 

improves. One problem is that the state gets many plan areas approved by 

the centre and then it gets turned down at the state level- especially in 

manpower. This leads to sanctioned funds not getting spent. This is 

clearly to be avoided- and the sanction of the state government should be 

taken before putting it up to the central government.  

14. DECENTRALIZED LOCAL HEALTH ACTION  
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 The districts have been regular in making district plans. It however 

regrets that the allocations do not go according to plans and there are 

many changes made at national and state level, which cause considerable 

disappointment to those who have been involved in very elaborate and 

careful planning. One example cited was of village plans. Others were the 

wavering commitments to an approach based on levels of care. Yet 

another example was in health management information systems.  

 District Plans of both districts were examined and these were  good in 

objectives, indicators, and strategies. However funds have not been 

provided in line with district plans as instalments. Rather funds are given 

as per budget line items, leading to much disaggregation.  

 Use of HMIS data for planning has improved considerably. There is not 

much clarity on how to use facility level reporting. IDSP data is not used 

for district planning.  

  There is no community monitoring programme in place in the state.  

 

15. AYUSH IN HIMACHAL PRADESH: 5
TH

 CRM OBSERVATIONS 

1.   Both Health and Ayurveda Departments are served by a common 

Secretary and a common Minister. The overall administration of AYUSH 

in Himachal Pradesh is in the hands of Ayurveda Department headed by a 

non-technical Director. District Ayurveda Offices are set up in all the 12 

districts of the state.  H.P. has fairly good infrastructure of AYUSH with 

1159 units for health delivery and one Ayurveda college. Good functional 

AYUSH facilities with adequate supply of medicines, attended to about 

60 lakh patients in a year in the state. AYUSH medicines are also 

purchased from centrally sponsored scheme funds directly from the 

suppliers approved by the Department of AYUSH.   

2. Ayurveda dominates with 1109 health centres (including 26 hospitals) 

and the remaining ones are 14 Homeopathy centres, 3 Unani centres and 

4 Amchi centres. Ayurveda hospitals include 2 Regional hospitals 

(Shimla and Paprola), 12 District Hospitals (one each in all districts) and 

Sub-division level hospitals.  About 60 lakh patients are reported to have 

attended AYUSH units in the year 2010-11.  Ayurveda  predominates in 

AYUSH infrastructure, workforce and service  delivery.  

 

3. Only 463 AYUSH units are running in Government buildings, remaining 

696 units are housed either in rented buildings or in rent-free/donated 
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buildings.  In Kinnaur district, out of 29 units, 16 units were found to be 

running in rented/rent-free buildings. It is advisable for the State to 

strengthen the AYUSH infrastructure in phased manner from the current 

year itself availing the relevant Centrally Sponsored Scheme 

implemented by the Department of AYUSH.  

 

4. Human resources are a problem. In the sample district Kinnaur visited by 

the CRM team, 64 posts out of 132 posts for AYUSH units were found to 

be lying vacant since long.  There was glaring shortage of 11 Ayurveda 

doctors against 28 sanctioned posts and 23 pharmacists against 29 

sanctioned posts and all the posts of Staff Nurse and Lab. Technician 

were found vacant.  There is no mechanism for contractual or adhoc 

appointment of doctors/paramedics till regular arrangement is made. This 

situation needs to be addressed on priority.   Specialist cadre of AYUSH 

doctors needs to be structured properly for appropriate use at Regional 

and District Ayurveda hospitals.  For all the 29 AYUSH hospitals in the 

state, only 18 specialist posts are created. No standard staffing pattern 

seems to have been followed while appointing specialist doctors. In order 

to distinct hospitalized care from general OPD care, it is desirable to have 

a structured cadre of AYUSH clinical specialists. Filling up vacant posts 

of AYUSH doctors & paramedics and to house AYUSH dispensaries in 

own government buildings need to be taken up on priority.  

5. There is no management information system in place for the AYUSH 

facilities and service delivery. Therefore, AYUSH contribution in the 

health data is not reflected separately.  

 

6. Some important efforts in the direction of integration and 

mainstreaming are a) Inclusion of Ayurveda Director in State Health 

Society, State Health Mission and of AYUSH officers in Rogi Kalyan 

Samitis.  There is also significant convergence between Health and 

Ayurveda departments in implementing national health programs. 661 

Ayurveda centres are notified by the State Government for National 

Health Programs. DOT Centres under National Tuberculosis Control 

Program are provided in AYUSH units with related training to the 

staff. AYUSH doctors are also involved in implementing school 

health program and anemia free initiative across the state.  
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7. The collocation programme has not taken off much in Kinnaur and 

Hamirpur. The two districts (Kinnaur and Hamirpur) seen by the CRM 

team did not have undertaken collocation of AYUSH in any of the nine 

CHCs, for which funds @ Rs. 22 lakhs per unit were released from the 

Department of AYUSH in 2008-09 from Hospitals & Dispensaries 

scheme. In fact in 2008-09 State had sought financial support from 

Central Government for collocating AYUSH facilities in 250 PHCs, 73 

CHCs and 14 allopathic hospitals. But the state was given funds for 

covering collocation in 70 CHCs and 10 hospitals only with support for 

contractual engagement of AYUSH doctors and pharmacists/paramedics 

under NRHM.  Due to inadequate coordination in many instances it is not 

clear to whom the funds under mainstreaming of AYUSH component are 

to be released resulting failure or delay in the implementation of planned 

activities.Onus should be fixed for channelizing mainstreaming of 

AYUSH funds and implementation of the activities approved in the 

state/district PIP.  

8. With that many resources the State Government intends to set up 

AYUSH units in 155 PHCs/CHCs for which doctors have been selected 

and five-day induction training given to them. Also one-month hands on 

training regarding strengths & potential of AYUSH, emergency care, 

national health programs, general administration, medico-legal aspects, 

GFRs etc is being imparted in batches to the contractually appointed 

AYUSH doctors at Government Ayurveda College, Paprola.  

9. SBA and IMNCI trainings to AYUSH doctors/paramedics have never 

been conceptualized.  As such due to thinly scattered population in the 

state, there are many habitations where the ayurvedic dispensary is the 

only readily available care provider and he/she is under-utilised. The 

more remote and difficult the environment, te more likely that the 

ayurvedic dispensary is the only care provider in place- like Naco which 

the CRM team visited- at 12,000 feet.  There is a need for  multi-skilling 

these care providers so that access to a basic integrated package of care is 

assured.  

 

10. Similarly there is no  public health orientation to the AYUSH 

provider who remain limited to outpatient clinics based care.  Where  
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AYUSH doctors are used to fill in gaps against medical officer posts,  

AYUSH medicines and equipment are also to be provided, so that they 

have the opportunity to provide care in their discipline as well.   

 

 

16. Overall Outcomes and Comments: 

 

1. The state has done well with respect to population stabilisation. Its 

true status on maternal mortality is not known with reliability- but 

considering the high rates of home delivery and the lack of access to 

emergency obstetric care we should assume that it is in line with other 

states with similar home delivery rates – with some mark up for 

difficulty of terrain. The state does not think this likely, but we do. In 

Infant mortality rate, the SRS gives an estimate which we think is the 

likely picture. There is an opinion in the state that this is misleadingly 

high picture- which for reasons discussed earlier is not the conclusion 

of the mission. An achievement of 45 IMR, for this level of 

development of both the economy and the health services is a serious 

problem and should be addressed through a much more active 

programme of home based newborn care and better facilities in the 

public sector for managing referrals. As we have seen both of these 

are very under-developed.   

2. The state‟s main innovations are in attracting and retaining doctors in 

rural and remote areas, in its anemia elimination programme and in its 

development in hospital information systems.  It has done well in 

infrastructure development and in immunisation coverage – at 82.3% 

full immunisation( DLHS)  and 96% measles coverage it is better than 

most states. It has also done very well  in developing a very good 

access to basic outpatient care. This is reflected in the almost complete 

absence of the RMP in rural Himachal. Further positive feature is the 

complete absence of private practice by government doctors. These 

are strengths from which it can build. 

3. The main weaknesses on human resources, in referral transport, in 

facility development are largely a result of governance issues or poor 

design- and not inherent in the topography or other objective 

constraints. Except perhaps for the problem in finding specialists most 

other issues can be overcome immediately.  
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4. The main opportunity is to achieve universal health coverage faster 

than any other state- it has the spread of facilities and a predominant 

positioning of the public sector and a much better situation in 

governance to be able to do this.  It is less troubled by pressures to 

develop health markets in preference to developing health systems and 

its problem on human resources is eminently manageable.  

5. The state has the following major suggestions to make for the coming 

years: 

a.  Sanction of a school health nurse for larger schools or for 

cluster of schools to give greater depth and effectiveness to 

school health programmes.  

b. A five year district plan. 

 

Recommendations: 

1 There is a human resources problem in the public health sector of 

Himachal Pradesh. This takes the form of high number of vacancies and 

difficulty to fill up posts in rural and remote areas and lack of skills and 

inadequate performance.  However except in availability of specialists to 

fill up positions in interior districts- most other problems are 

administrative or design problems and amenable to immediate 

management initiatives. In that sense projecting human resource 

constraints as an inherent difficulty in the HP health sector would no 

longer be tenable. The first priority should be to fill up all sanctioned 

posts which are lying vacant-  

2  Of these vacancies, the most critical are of nurses and ANMs, and 

creating the necessary posts and well as filling up these posts must be 

prioritised.  Such a large number of ANM vacancies is not acceptable. 

The posting of three nurses in those PHCs chosen for 24*7 services is 

also to be prioritised. There is a lack of sensitivity to the importance of a 

proper doctor-nurse ratio and a trend to use doctors where nurses would 

be more appropriate , or to expect doctors to be able to perform without 

the assistance of nurses. The declining institutional delivery in the 

periphery is directly related to lack of female nursing staff in these 

hospitals.  

3  In all cadre, powers for contractual appointments against 

approved/sanctioned posts-whether under state government of under 
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NRHM funds should be immediately devolved to district health societies. 

Since these societies are chaired by DMs and convened by the CHMOs, 

accountability, transparency can be ensured. Such a measure would lead 

to closure of vacancies in all class IV posts, and technical posts like 

pharmacists, X-ray technicians, and Laboratory technicians and even in 

nurse and ANM posts. When a district is unable to find recruits for its 

posts, this could be referred to the state for further recruitment effort. 

Today concentrating these powers in the states has led to considerable 

delays and a vulnerability to pressures of appointment in favourable 

locations leading to under-serviced areas being further deprived.  

4 Regular appointments by state service commission should also be 

streamlined and expedited with current vacancies being advertised every 

six months and recruitment completed by state service commissions 

within a six month period. Where recruitment boards are unable to do 

this, one could consider hastening the process by a measures such as have 

been taken in Haryana –where the PSC has more a regulatory function, 

with department undertaking the actual recruitment.  

5 Semi-furnished accommodation for residences of staff posted in difficult 

and hard to reach facilities is needed. The other package of measures to 

attract and retain doctors in rural areas- the graded monetary incentive, 

the graded increased eligibility for post graduation, the preference given 

to locality for postings- are all to be maintained and expanded.  

6 There is a need for a greater public health orientation in all the service 

providers working at the periphery. Most of them see their task as 

providing good clinical care to those who present themselves at the 

outpatient. But have limited understanding of the health of the population, 

of who is getting left out and why, and much less of the disease burden in 

their communities. Most important – through a public health orientation- 

they must see their task as maintain the health of the community, and 

hold themselves accountable for the same- even those who do not present 

to them.  

7 The ANM and the male worker in the sub-centre should be given a clear 

job charter that leads to a six to eight hour working day for each of the 

staff. This is an opportunity to provide comprehensive health care.  

Because the population covered per worker is so few, there is less case 

load at the hospital and very few children below 5 in their community, 

which makes much more time available for objectives beyond 
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immunisation and antenatal care. Currently the entire work load of 

antenatal care and immunisation is managed by one immunisation session 

held once every month at the sub-center in Kinnaur except in Sangla 

where it is done twice a month and twice every month at Hamirpur, 

leaving the other days relatively work-free. This problem can be 

converted into an opportunity, by leveraging their community and home 

visits for promotive and preventive work- especially counselling on 

nutrition, better child care, adolescent health, and elimination of anemia, 

prevention of addictions, and the prevention of both communicable and 

non communicable disease. Given a check list to guide them, and a 

monitoring strategy based on this check list and related outcomes, much 

higher level of outcomes can be secured from the current deployment of 

health workers. Paradoxically for this reason, these districts may be much 

nearer to achieving universal health care coverage- because for the first 

time they have the time and space to go beyond the RCH agenda.  

8 Multi-skilling health workers to support the medical officer would lead to 

a greater range and quality of services in all existing PHCs and CHCs 

while making more efficient use of available staff. The primary health 

centre has a number of staff, but still becomes sub-critical if one or other 

of the support staff is absent/vacant- eg laboratory technician, pharmacist, 

nurse. Since case loads are very modest, there is very little work for each 

of these staff- certainly less than 6 hours work per day.  

9 AYUSH: The whole programme of co-location of AYUSH facilities in 

CHCs and DH has not been initiated on the ground- and this needs to be 

expedited. This would increase the case load and activity level of these 

facilities, other than give a better choice of systems to the clientiele. The 

ayurvedic dispensaries in remote villages, are doing a major frontline task 

and with systematic public health orientation should extend the outreach 

of the health system for its public health goals. In all national health 

programmes, the AYUSH sections are being involved and this should be 

further strengthened.  

10 At the secondary level- of block hospitals and CHCs- and number of 

cases are being referred away to higher centers even though it is possible 

to give a higher range of services there. This brings unnecessary pressure 

on a few higher hospitals. To close the specialist gaps at the CHC, multi-

skilling medical officers posted in the CHC through specific short term 

courses- or through a generic family medicine course would lead to 
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“resolving more and referring less” at these facilities. But this should go 

along with being able to ensure that those trained to serve in these 

facilities are in fact posted here. 

11 The state should strengthen its drug and supplies procurement system 

through a responsive and transparent procurement and supply chain 

management system based on the TNSMC model to improve drug 

availability at every facility and avoid stock outs.  

12 There is a need for the state to update and revise its EDL. The state 

should also develop/revise Standard Treatment Protocols (STGs) for 

common conditions and emergencies and ensure implementation of the 

same. There is a need for state wide capacity building of health 

professionals for use of STGs to rationalize prescriptions and improve 

outcomes.   

13 Drug supplies to the sub-centre should be based on an essential drug list. 

The drug kit based supply of drugs fails to cover all drug needs and make 

refill of the kit difficult. Supplying kits also have their own procurement 

and logistics problems which give no advantage over an EDL based 

supply which is part of the logistics system for all facilities of the district.  

14 The measures to reduce out-of-pocket expenditures and user fees in the 

public hospital need to be urgently strengthened. In particular for 

pregnant women and newborn there is urgency – since both the center 

and the state have announced schemes. First and foremost job is to 

sensitise the providers towards not writing outside prescriptions. 

Secondly the hospital administrations should make all diagnostics free. 

Thirdly referral transport to the facility and back home should be covered 

by the arrangements suggested in the earlier paragraph.  

15 The implementation of RSBY scheme needs to be strengthened at many 

levels. Firstly the huge backlog in payments should be cleared. Secondly 

there should be greater care to pass on the benefits of RSBY to the 

insured. Often for the lack of being able to produce a card, the patient is 

incurring a number of OOPs under many heads- and even if subsequent 

treatment is free, does not recover the full costs. Enrolment in RSBY 

should not be seen as the test of being BPL. Exemption from fees due to 

the poor, should be available to all those who are poor, as defined by any 

other criteria as well. Finally there is a problem of unnecessary 

conversion of primary out-patient care into unnecessary 
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secondary/tertiary in patient care – a well recognised moral hazard of any 

insurance scheme.  

16 There needs to be a well articulated plan to reach out to migrants, 

including Nepali migrants. The immediate measure is sensitisation to the 

problems of social and financial barriers to their access – to be countered 

by greater home visits and counselling efforts, by affirmative action in 

referral transport and by disaggregated analysis of outputs and outcomes 

at the PHC level.  These migrant families – largely Indian, but also 

Nepali, have been in these districts for many years and contributing to the 

productivity of the state and need to be included in entitlements for free 

care at the public health facility.  

17 There is a need to have a second level team of officers – both regular 

programme officers and contractual persons with management skills - in 

place in the district level to assist the CHMO. They should have a clear 

protocol of inspection visits- such that all facilities get visited at least 

once a month by a supervisor at the block level or mid level manager 

from the district level.  The most important function of these supervisory 

visits- by the assistant CHMOs and supervisors should be to build up 

clinical skills and ensure that clinical protocols of care are followed. 

18 The IDSP programme needs urgent strengthening. The following 

measures are indicated 

a. The S form should be in Hindi and service providers should be 

trained to fill the form. In all sub-centers where this was observed- 

they are not filling it in properly, though it is submitted in a timely 

manner.  

b. The information from S forms and P forms should be analysed at 

the block level- or if sent directly to the district should get a 

feedback to the block level.  This has to be used for action at the 

block and district level. 

c. The entire mindset of IDSP should be to make an immediate and 

appropriate public health response to disease outbreaks and use the 

information for local planning. The current mindset is of data 

collectors- sending the reports upwards as a routine without any 

application of mind to what is being sent up and why- needs to 

change urgently.  

19 There is a major and growing problem with leishmaniasis – mainly 

cutaneous but also frank kala-azar, in some of the districts. This calls for 
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an urgent and planned- public health response. The current response is 

limited to clinical case management. There is every reason to believe that 

though the problem may have begun with migrants from Bihar, local 

transmission is now well established, especially around Rampur area, and 

without planned and active public health measures- this could become a 

major public health threat. Kala-azar is a relatively easy disease to 

control- and it should not have got even so far in a new focus, especially 

since 2010 was to be the year of its complete elimination. 

20 The emergence of scrub typhus, is also another major reason for concern. 

There seems to be no public health control plan in place. The response is 

still limited to clinical case detection and treatment. The implications of 

the emergence of this disease is uncertain to the CRM team- but given the 

lack of any coherent public health response plan, it would advise an 

expert committee to be appointed, which in a time bound manner comes 

up with a base paper which sets out the extent of the problem, the known 

facts about transmission and the public health response needed.  

21 There is a need to ensure that all paramedics on the 108 service are 

trained on both delivery and newborn resuscitation. There is a very high 

figure of delivery on the way- and the paramedics on the ambulance are 

often conducting more deliveries than the average ANM. This is not 

surprising considering the turn-around time of about two to four hours for 

each pregnant woman. We need to recognise this and strengthen this 

dimension of care.  

22 The EMRI service is not able to reach more distant areas- which need the 

services more. When it does so reach the time to pick up could be over 90 

minutes and the return time over an hour. This reduces its support to 

about three or four cases per day- counting all emergencies. Thus 

currently less than 10% of pregnant women are able to avail this as a 

referral transport. We suggest therefore that the EMRI be supplemented 

by local tie ups with vehicle service providers and fixed rates be 

announced for specific village to facility distances. The ambulance with 

the hospital should also be leveraged more frequently especially for inter-

facility transfer, reducing this load from the EMRI. 

23 There is a need to explore different forms of partnership with JP hospital 

of Chholtu, so that the huge investment made, much of which is paid for 

indirectly with public funds, is available to the entire population without 

any financial barriers. But while doing so the positive work environment 
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built, which retains specialists in this difficult location must also be 

ensured. We suggest that the state explores the possibility of contracting 

in the entire facility- on a reimbursement of care basis- with the corporate 

underwriting costs over and above what is admissible by government as 

part of its CSR efforts.  

24 Greater involvement of gram panchayats and greater efforts at 

strengthening the functioning of village health and sanitation committees 

is indicated. These should focus on social determinants and preventive 

action and access to care of marginalised sections. One important focus 

should be safe drinking water where in cooperation with the PHED every 

spring used as a drinking water source should be made safe.  

25 In school health, preliminary screening may be carried out at the school 

level itself in accordance with a well designed checklist that includes 

biometrics as well. The present practice of having a seven person team 

which would include the AWW, two Female health worker/nurse and a 

male health worker and a AYUSH MO and a nodal school teacher, 

should be continued. . School health cards which allow follow up, 

especially of referrals and which are portable to new institutions may be 

introduced. The findings of school health surveys should be recorded and 

analysed and made part of the HMIS data base.  

26 Priority may be given in school health programmes to the elimination of 

dental caries and anemia. The programme would include identification, 

supplementation with adequate iron and folic acid supplementation and 

calcium supplementation as required, de-worming every six months and 

supportive  IEC/BCC activities. The Anemia free Himachal Pradesh 

Campaign which is being implemented in close convergence with the 

AYUSH may be further strengthened It is recommended that state may 

undertake a study to ascertain the factors responsible for such high 

incidence of worm infestation, caries and of anemia amongst the school 

going children.   

27 ARSH programmes may be made more community centric and less 

dependent of clinics. This would include outreach activities such as 

workshops/health talks in convergence with NACO and SHP. The use of 

festive occasions like Haats, Melas and career exhibitions and 

entertainment mediums such as folk art performances can be used 

effectively to leverage awareness generation amongst the 

adolescent/youths. The introduction of the Menstrual Hygiene 
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Programme for adolescent girls has been hampered on account of the 

plastic ban in the state of HP. It is accordingly recommended that the 

state may initiate urgent action to look for alternative eco-friendly 

substitute for use to manufacture sanitary napkins. Installation of 

incinerators in schools in convergence with the TSC and SSA may also 

be explored.  The involvement of AWW in SABLA would also be a step 

forward  .  

28 The „Beti Anmol Hai‟ Campaign launched by the state in 2009 needs to 

continued and the IEC/BCC activities being undertaken need to be 

evaluated by a third party . 

29 The state however needs to put in place an institutional mechanism for 

sharing of nutrition status data of preschool children upon their entry into 

the government schools at primary level. The health data of preschool 

children being maintained under the restructured ICDS can be linked into 

the SHP data during the transition under the life cycle approach to holistic 

development of the child. 

30 No funds relating to the organization for the VH&N Days were being 

provided to the districts as the money was being released to the AW 

Centres through their department beyond the state level. While the 

VH&NDs are being primarily organized by the AW Centres the health 

authorities at sub district level need to co-ordinate proactively ensuring 

that complete set of outreach services are extended during the VH&N 

Days. 

31 The state has proposed a concept of developing the school as an outreach 

centre for all health centres- something like a health sub-centre dedicated 

to the school going age group- and for this has requested a school health 

nurse. The team feels that this is an idea worth pursuing, but with the 

usual caution that the introduction of one more staff given the geographic 

dispersion, should be such that not only is everyone reached to, but that 

each staff has adequate number of children in her care- which may mean 

a careful clustering of many schools for a single nurse. This would off 

course require discussion at the central government level.  

32 The use of information generated by the HMIS is improving and facility 

level data is being entered. The tracking data is entered at the block level 

and this data is sent up off-line.   The mother and child tracking has 

increased the burden of reporting considerably, but there is no greater use 

of this than what aggregate numbers provide. The SMS alerts received 
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from the national centre on phone calls made to beneficiaries do not lend 

themselves to any concrete action on the ground - in contrast to the 

possibilities of action based on the aggregate numbers indicating public 

health performance.  There is a need to strengthen the HMIS by 

integrating it with the hospital information system that could be extended 

to all high volume hospitals and to the tracking system and by investing 

more in efforts to analyse and use data for district level management 

decisions.  

33 The Hospital information system is a good initiative that needs to be 

persisted with and built up. The two goals of generating the input report 

for the district health information systems and a decision making support 

for the hospital administration should be achieved immediately. The task 

of providing information support to better clinical quality of care would 

proceed slowly and must be staggered – starting with in-patient care and 

only some of the outpatients instead of trying to computerise all aspects.  

But given these directions, this open source solution has immense 

possibilities of scaling up in a most cost effective manner and is the right 

direction of progress.  

34 There is a need to strengthen mainstreaming AYUSH in the state- both to 

make a greater choice of systems of care available in the CHC and district 

hospitals and to use the manpower deployed in remote habitations in 

various ayurvedic dispensaries to perform public health functions. For 

this systematic public health orientation needs to be taken up and in 

higher facilities co-location becomes a priority. In addition including 

AYUSH services in the HMIS is important.  
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Dr T Sundararaman Executive Director, 

NHSRC 

NHSRC, NIHFW 

Campus, 

Baba Gangnath Marg, 

Munirka, New Delhi 

110067 

Ph : 9971415558 

Dr Sila Deb Assistant Commissioner 

(Child Health) 

431-C, Nirman Bhawan, 

Maulana Azad Road , 

New Delhi 

Dr Dinesh Katoch Joint Advisor, AYUSH  

Dr. Suprna S Pachauri Director, HRD Ministry of Human 

Resource Devlopment  

Shastri Bhawan, New 

Delhi -110001 

Room No.227A, C wing  

Tel : 011-23388641 

Fax : 011-23388641 

Mob : 9873480039 

Email : 

suparna.edu@nic.i 

Dr. Abhishek Regional Director, 

Shimla, Himachal 

Pradesh 

Regional Office of Health 

and Family welfare, Din 

Dayal Upadhay Hospital 

Complex, Shimla-171001 

Dr. Preeti Kumar PHFI Public Health Foundation 

of India 

4, Institutional Area, 

Vasant Kunj 

New Delhi 110070 

Cell: +91-9899008707 

Email: 

preeti.kumar@phfi.org 

Dr. Sheila Ward Public Health Expert, 

European Union 

 

Ms. Neidono Angami MSG Member, Civil 

Society 

 

Dr. Umesh Chandra 

Sahoo 

Senior consultant 

NIHFW 

National Institute of 

Health and 

Family Welfare Munirka, 

Baba 
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Gangnath Marg, New 

Delhi-110067. 

Ms. Shraddha Masih Consultant(NRHM-IV) 432-A, Nirman Bhawan, 

Maulana Azad Road , 

New Delhi 

Dr. Nitasha M Kaur Consultant(NRHM-I) 526-C, Nirman Bhawan, 

Maulana Azad Road , 

New Delhi 

 

5
th

 Common Review Mission 

9
th

 November 2011 to 15
th

 November 2011 

Name of State  Himachal Pradesh 

Names of Districts visited  

S. 

N

o. 

Name  District 

HQ  

Name of 

DM 

Name 

of 

CMO 

1 Kinnaur Recong Peo  Dr. B.S.Negi 

2 Hamirpur    

Health Facilities visited 

S. 

N

o  

 

Name Address / 

Location 

 

Level (SC / 

PHC / 

CHC/other) 

 

Name of the 

Person in 

Charge 

1 SDH Theog SDH  

2 SDH Khaneri, 

Rampur  

SDH Dr. Rajendra 

Vishat 

3  Ayurveda 

Hospital 

Nankhari, 

Rampur 

 Ayurveda 

Hospital 

 

4 Angan Wadi 

Centre 

Kache  Angan Wadi 

Centre 

 

5 SC Bari  SC Ms. Sneh Negi 

6 SC Ponda SC Ms Mamta 

Negi 

7 CHC Bhavanagar  CHC Dr Kaviraj 

8 Jaypee 

Hospital  

 Private 

hospital 

Col. Tswang 

9 District 

Hospital 

Reckong Peo District 

Hospital 

Dr. B.S. Negi 

10 District 

Ayurveda 

Hospital 

Reckong Peo District 

Ayurveda 

Hospital 
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11 PHC Kalpa PHC Dr Ramesh 

Negi 

12 PHC Ribba PHC Dr. Rajkumar 

Negi 

13 SC Rispa SC Mr. Sushil 

MPHW 

14 PHC Spillow  PHC Dr. Vidya Sagar 

Negi 

15 CHC Pooh CHC Dr Padam Negi 

16 SC, 

Angan 

Wadi 

Centre  

Malling  SC, Angan 

Wadi Centre  

Ms. Panjma 

Dolma 

17 Ayurved

ic 

dispensa

ry  

Nako  Ayurvedic 

dispensary  

 

18 Angan 

Wadi 

Centre 

Nako Angan Wadi 

Centre 

 

18 PHC Gyabung  PHC Dr. Yamini 

19 CHC, Sangla CHC Dr. R.K.Negi 

 

 

 


