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PREFACE

The National Rural Health Mission (NRHM) was launched by the Governmentof
India on 12thApril 2005 to carry out necessary architectural correction in the basic
health care delivery system, with a plan of action that includes a commitment to
increase public expenditure on health. TheMission envisages an additionality of 30
percentover existing annual budgetary outlays every year to fulfil the mandate to
raise the outlays for public health from 0.9percentof GDP to 2-3percentof GDP.
Under the Mission, multifarious activities have been initiated to strengthen the rural
health care delivery system for the improvement of health of the rural population.

NRHM implementation framework does not envisage significantengagementof
medical colleges in delivery of mission interventions. The role of medical colleges in
RCH-II is largely limitedto conduction of clinical skill-based trainings. In the absence
of any systematic engagement of medical colleges, faculty members of departments
are clueless about the evidence-based technical strategies being pursued in the
implementation of various National Health Programmes. There is a huge potential
available in medical colleges of the country for undertaking innovations, facilitating
programme interventions and conducting health systems research, which largely
remains untapped.

The Rapid Appraisalof Health Interventions (RAHI), a collaborative activity with the
United Nations Population Fund (UNFPA), is a unique initiative taken under the
wider umbrella of the Public Health Education and Research Consortium (PHERC) of
the National Institute of Health and Family Welfare (NIHFW) for developing
partnerships with different organisations working in the field of health and family
welfare. The objective of the project is to accelerate  NRHM delivery  in identified
states by organising timely, quality  and appropriate   inputs through rapid
assessments/reviews  to address priority implementation problems. During the first
phase of the RAHI project, the UNFPA   supported 12 health systems research projects
in five low-performing states viz. Madhya Pradesh, Jharkhand, Chhattisgarh, Uttar
Pradesh, and Orissa.  During the second phase, another 12 health systemsresearch
projects from 6 low performing states viz. Uttar Pradesh, Uttarakhand, Madhya
Pradesh, Jharkhand, Bihar and Rajasthan were taken up.

The rationale for supporting such rapid assessments stems from the discussions during
the periodic Joint Review Missions and CommonReview Missions. An impressive
number of innovations have been supported by the states to improve access and
enhance servicequality.Many innovations are currently underway in the states and
districts to deliver healthcare services in an effective manner. The state and district
programme managers wish to know how well these innovations are performing so
that in case of gaps corrective measures can be taken to achieve the stated objectives.
There has been an increasing recognition for incremental improvements in the
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programme delivery by undertaking quick and rapid health systems research and
engineering the feedback into the processes.  As an institutional response to such
demand an attempt has been made to develop a network of institutions and
strengthen their capacities on rapid appraisal methodologies for generating
programme-relevant information at local and regional levels.

The rapid appraisal of some of the interventions taken up in the second phase of RAHI
project covered the issues of contribution of indigenous systemsof medicine in
operationalisation of 24x7 services, interface of ASHAs with the community and
serviceproviders,  logistics and supply management system of drugs at different levels,
functioning of mobile medical units, birth preparedness and complication readiness as
a tools to reduce MMR, quality assessment of institutional deliveries, performance-
based incentives to ASHA Sahyogini,referal transport systems, functioning of
programme management units, functioning of RKS, utilisation of untied funds at
various levels and utilisation and client satisfaction of RCH service.The present study
report entitled “A Rapid Appraisal of Functioning of Rogi Kalyan Samiti in theDistricts of
Nainital and Udham Singh Nagar, Uttarakhand”by the  Department of Community
Medicine,UFHT Medical College, Haldwani, was finalized by NIHFW in consultation
with UNFPA.

The findings and recommendations of these studies will trigger of a series of follow-up
measures by programme managers in the state. We strongly feel availability of such a
resource to the programme managers will provide necessary evidence-based inputs
enablingthem to make any mid-course corrections and also scaling up. An added
benefit will be incorporation of information about newer programmatic interventions
in the medical curriculum.

Dr. Dinesh Agarwal Prof. Deoki Nandan
National Programme Officer, UNFPA Director, NIHFW
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Executive Summary

Introduction

Since the inception of the National Rural Health Mission (NRHM), a large number of
health programmes have been implemented to address various health related concerns
and needs to improve the efficiency and effectiveness of the health system.

NRHM was launched in the state of Uttarakhand on 27thOctober 2005, with an aim to
provide accessible, affordable and quality health servicesto the rural and underserved
populations of the state.

The National Institute of Health and Family Welfare (NIHFW), with financial
assistance from UNFPA initiated capacity building workshops on rapid appraisal
methodologies and concurrently undertook appraisals of health interventions (e.g.
RKS, JSY) under NRHM in low performing states of India. This report is based on the
rapid appraisal of the RKS in the two districts of Nainital and Udham Singh Nagar of
Uttarakhand.

Theoverall objectiveof the studywas to study the functioning of RKS in Nainital and
Udham Singh Nagar districts of Uttarakhand.

Thespecific objectivesof the study were:
 To study the structure and functioning of RKS in health facilities,
 To study the amount of funds available and revenue generated by the RKS,
 To studythe utilization of funds by RKS,
 To assess the facilitating and inhibiting factors affecting the functioning of

RKS, and
 To study the improvements made at the facilities and services provided.

Methodology

It is a cross-sectional descriptivestudy done in the CHCs ofdistrict Nainital and U.S.
Nagar of Uttarakhand. Four CHCs were identified from each district. Simple random
sampling technique was adopted as sampling design. Predesigned and pretested
interview schedule wasused for datacollection from the study subjects. The study
subjects wereRKSmembers, clients (20% IPDand10% OPD patients) and
community members.

Focus group discussions were also conductedat oneof thenearest village from the
studiedCHCs with FGDchecklist.
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Quantitative data wereentered andanalyzedusing Microsoft Excel. For qualitative
data, semi-quantification weredone by coding the responses and merging into
different headings using adjectives as per the guidelines provided by NIHFW.

SalientFindings

 It was observed that the RKS existed according to guidelines at all the CHCs. A
shortfall of members was however, noted.

 The flow of the central grant of Rs. 2, 50, 000 was found to be smooth, no
grants from any donor agencies are yet available. The received funds were
mainly utilized for development of physical facilities and infrastructure of the
CHCs, provision of basic facilities for the patients, purchase of medicines,
development of basic laboratory facilities and transportation, and contracting
out of specialist services. The expenditure however is below the mark in
absence of predefined protocols.

 The facilitating factors for the smooth functioning of RKS include involvement
of health personnel in the top management, uninhibited flow ofgrants
annually and people’s involvement in decision-making. The inhibiting factors
for the same are multifaceted: ranging from non-availability of proper
expenditure guidelines to involvement of unmotivated members burdened
with additional responsibilities, as also low knowledge and awareness levels
among the community.

 Most of the community members and clients were not aware regarding
existence and objectives of RKS in the health facilities, but they reported some
improvements in the quality of the health services within 2-3 years. However,
most of the community members were not satisfied with the provision of good
quality of medicine, availability of specialist care, high referral rates and higher
investigation.

Key Recommendations

 Ongoing and regularupdates and orientation to the members of RKS about the
objectives and their roles and responsibilities within it.

 Proper guidelines for expenditure of funds should be framed, and audit mechanism
defined.

 The barriers to the effective functioning of RKS may be identified at the earliest
and effective measures to eliminate those may be initiated.
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 Additional incentives for additional work should be provided to the RKS
members.

 Increase community participation and have more informed clients.

 As per ourfindings members oftheRKS at health facility were not actively
involved because of lack of knowledge related to objectives and functions of RKS.
Therefore, IEC will improve the awareness and this will results in increase of
community participation in functioning oftheRKS.

 As there is no feedback mechanism as of now, hence, it is recommended for the
development of a proper mechanism related to the decisions taken during the
meetings of the RKS members for the effective implementation.
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CHAPTER–1

INTRODUCTION

1.1 Genesis of the Study

The National Rural Health Mission aims to carry out necessary architectural
correction in the basic health care delivery system. The NRHM (2005-12) seeks to
provide effective health care totherural population throughout the country with
special focus on 18 states, which have weak public health indicators and/or weak
infrastructure. It has been aptly viewed as a‘resuscitator to a weak and dysfunctional
public health system of rural (and urban) India’.

Under the NRHM, one major strategic intervention is upgradation of the CHCs, so as
to provide sustainable quality care with accountability and people’s participation,
alongwith total transparency. This required the development of a proper management
structure, which was called Rogi Kalyan Samiti (RKS) (Patient Welfare
Committee)/Hospital Management Society (HMS), for ensuring a degree of
permanency and sustainability.

With a view to assess the functioning  and impact of this scheme, NIHFW, New Delhi
under financial assistance from UNFPA, took an initiative to conduct rapid appraisals
at the district and state levels to provide information/feedback/recommendations to
programme planners on the processes and mechanisms of RKS to improve the overall
quality of the intervention.

1.2 Concept of Rogi Kalyan Samiti

The Rogi Kalyan Samiti (RKS) (patient welfare committee)/Hospital Management
Society (HMS) is a simple yet effective management structure. This committee would
be a registered society, acts as a group of trustees for the hospitals to manage the
affairs of the hospitals. It consists of members from local Panchayati Raj Institutions
(PRIs), NGOs, local elected representatives and officials from governmentsectors who
are responsible for proper functioning and management of the hospital/CHC/FRUs.
The RKS is free to prescribe, generate and use the funds with it as per its best
judgement, for smooth functioning and maintaining the quality of services.

1.3 Objectives of RKS

The following are the broad objectives of the RKS:
 Ensure compliance to minimal standard for facility and hospital care and
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protocols of treatment as issued by thegovernment;
 Ensure accountability of the public health providers to the community;
 Introduce transparency with regard to management of funds;
 Upgrade and modernize the health services provided by the hospital and any

associated outreach services;
 Supervise the implementation of National Health Programmes at the hospital

and other health institutions that may be placed under its administrative
jurisdiction;

 Organize outreach services/health camps at facilities under the jurisdiction of
the hospital;

 Display a Citizens’ Charter in thehealth facility and ensure its compliance
through operationalisation of a Grievance Redressal Mechanism;

 Generate resources locally through donations, user fees and other means;
 Establish affiliations with private institutions to upgrade services;
 Undertake construction and expansion in the hospital building;
 Ensure optimal use of hospital land as per governmentguidelines;
 Improve participation of thesociety in the running of the hospital;
 Ensure scientific disposal of hospital waste;
 Ensure proper training for doctors and staff;
 Ensure subsidized food, medicines and drinking water and cleanliness to the

patientsand their attendants;and
 Ensure proper use, timely maintenance and repair of hospital building

equipment and machinery.

1.4 BasicStructure of RKS

The suggested composition of RKS/HMS is as follows:
 Peoples Representatives MLA/MP
 Health Officials (Including an AYUSH Doctor)
 Local District Officials
 Leading  Members of the  Community
 Local CHC/FRU Incharge
 Representativesof Indian Medical Association
 Members of the Local Bodies  and PRI Representatives

The RKS/HMS will function as a NGO, as far as functioning is concerned. It may
utilize all government assets and services to impose user charges and shall be free to
determine the quantum of charges on the basis of local circumstances.  It   may also
raise funds additionally with donations and loans throughvarious financial and donor
agencies.
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1.5 Operationalisation in Uttarakhand

The NRHM was launched in Uttarakhand on 27thOctober 2005. The state is divided
into 95 blocks having 13 districts with 16,591 villages having a total population of
84.76 million. Prior to the launch of NRHM, Hospital Management Committees were
present in the CHCs anddistrict hospitals under the name ofChikitsa Prabandhan
Samiti(CPS).These CPSs have been upgraded and renamed as Rogi Kalyan Samitis
(RKS) in the state. As per2008-09 reports, there are 52 CHCs and 46 out of these have
registeredasRogi Kalyan Samitis. 21 meetings of the District Health Mission have
been conducted this year. In 26 CHCs, facility survey has been conducted for
upgradation to IPHSand physical upgradation work has been undertaken in 23 CHCs,
out of which the work has been completed in 10 CHCs so far. 5 CHCs are acting as
functional First Referral Units (FRUs) whereas 15 CHCs have been identified as stage
FRUs.

Keepingin view of the above background of RKS in the state, the following research
questions will be helpful in rapid appraisal of functioning ofRKS :

1.6 RESEARCH QUESTIONS

1. Whether functioning of Rogi Kalyan Samitis as per guidelines under NRHM?

Uttarakhand
Block wise map



16

2. What is the pattern of utilization of funds made available to Rogi Kalyan Samiti
including funds generated through user charges and maintenance of audit and
accounts?

3. What are the facilitating and inhibiting factors affecting the functioning of Rogi
Kalyan Samiti?

4. Whether formation of Rogi Kalyan Samiti improved the facilities and services?

1.7. GENERALOBJECTIVE

To study the functioning of RKS in Nainital and Udham Singh Nagar districts of
Uttarakhand.

1.8. SPECIFICOBJECTIVES

 To study the structure and functioning of RKS in health facilities.
 To study the amount of funds available and revenue generated by the RKS.
 To study the utilization of funds by RKS.
 To assess the facilitating and inhibiting factors affecting the functioning of

RKS.
 To study the improvements made at the facilities and services provided.
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CHAPTER  2

METHODOLOGY

Study Design

Cross-sectional descriptivestudy.

Study Area

Nainital and Udham Singh Nagar districts, Uttarakhand.

Study Units

Four CHCs in each district (total = 8 CHCs) and one village in each CHC (total = 8)

Study Subjects
RKS Members, Clients (OPD and IPD) and community members.

Sampling Design

Simplerandomsampling.

 Member Secretary

The Member Secretary was the Chief Medical Officer or theMO I/C of the CHC
under study. Many CHCs had RKS running under the name of Chikitsa Prabandhan
Samiti (CPS).

 Membersassociated with RKS/CPS like
o People’s Representatives
o Local Health Official
o Local District Official
o Member of PRI
o In-charge of Health Facility
o Accountant of Health Facility
o ICDS Officials
o Rural Officers
o Agriculture DepartmentOfficers
o People’s Representatives
o Others e.g. AssistantTreasuryOfficers
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 Clients:
 Patients attending OPD (for exit interview)
 Patients admitted in IPD (for in depth interview)

 Community members:(from near-by village) who availed the services of the CHC
under study (for FGD)

a) Selection of Districts

The two districts of Nainital and USN were selected for study based on the discussion
with the Central Advisory Committee at NIHFW, New Delhi, as per feasibility
according to duration of data collection and geographical situation of state.

b) Selection of CHCs

From each selected district, four CHCs were identified. In Nainital District, all four
CHCs were selected whereas in district USN, four CHCs out of five were selected by
Simple random sampling technique, so as to ensure equal representation from the
whole district. With this selection criterion, 8 CHCs were selected as shown in table
1. CHC Bajpur was excluded from study on account of pretesting of proformas.

c)  Selection of the Villages

From each of the selected CHC, one village nearest to the CHC (within 5 km.range)
was selected for conducting FGD. In 2 districts, 8 villages were thus selected.

d) Selection ofClients

For exit interview:-10percentof the patients attending the OPD at the CHC were
selected randomly.
For In-depth interview:-20percentof the admitted patients from the IPD were
selected for IDI at each CHC. If the number of respondents thus selected was less than
6, then all the IPD patients were interviewed, so as to ensure enough sample size.

e)Selection ofCommunityMembers

For Focus Group Discussion:-village within 5 kilometer of study CHCs was selected
randomly. Community members of that village who are the permanent resident of
that village and avail the health services from those CHCs were selected. Then leading
prominent community member in each study village were identified, who identified
and organized the users of services for FGDs in the village. We did Audio recording of
each FGDs, and produced transcripts, and following steps were followed for analysis.
1)Free listing of responses on particular issues for obtaining the range of responses.
2) Identification of domains on the basis of the responses that conveyed homogenous
perception from the free listed responses. 3) Semi-quantification or coding of



19

responses in respective domain as per the proportion of respondents with specific
answer or the emphasis laid on any issue. The qualifiers used for semi-quantification
were according to the guidelines provided by NIHFW.

Table 1: List of Selected Districts, CHCs and Villages

District CHC Village

Nainital

Betalghat Chapad
Kotabag Awlakot
BhowaliKahalkweeraandShyamkhet

GarampaniMajheraandSuri Majhera

Udham Singh Nagar

Kichha Sisai
Khatima Amaav
Jaspur Laxmipur Khera

Gadarpur Bada Khera

STUDY DURATION
3 months

Data Collection Methods and Organization of Field Work:

After the framing of the objectives ofthe study, separate data collection tools were
designed for conducting

 In depth Interviews with Member Secretary of RKS;
 In depth Interviews with Members of RKS;
 In depth Interviews with IPD patients;
 Exit interview with clients from OPD and
 FGDs checklist for conducting FGDs with the community members.

These questionnaires were finalized after two rounds of pre testing. The respondents
were selected using multistage random sampling.

All the member secretaries of the RKS were interviewed by the investigators. These
interviews were supervised by the PI/Co-PI. At least 3 members of RKS of each
selected CHC were also interviewed by the investigators, supervised by the PI/Co-PI/
Supervisor. 10percentof the OPD patients were interviewed at the time of exit from
the services by the investigators and 20% of the IPD patients were also interviewed in
depth from each selected CHC. Two FGDs were conducted at each selected village
one for male and one for female group.

Data werecollected using pretested semi-structured schedules forin-depthinterviews
(IDI), exit interview and Focus Group Discussion (FGD). Primary and secondary data
sources were used for data collection. Primary data werecollected from all the
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respondents by direct observation and interview.In addition, primary data werealso
collected from the community in each selected village through FGDs.

Secondary data werecollected from the available reports and the records available at
CHC level regarding the operational mechanism and utilization ofthe services under
RKS. The following records were reviewed:

a)Records related to constitution, bye-laws and other guidelines for selection of
members and establishment of Samiti.

b)Records related to availability and utilization of funds, Quantum of funds
collection annually/month wise.

c)User charges, rental income, donations/voluntary contributions/any other grant.

All the data collected were triangulated to have more clarity on the findings at the
time of analysis. The study maintained all research ethics throughout. Allin-depth
interviews, exit interviews and FGDs were recorded after taking prior verbal informed
consent from the respondents and were transcribed.

A team of two investigators, one supervisor and one PI/Co-PI worked in one district
for 20 days. Separate teams worked simultaneously to cover the two districts.
Consultants from NIHFW monitored the training, field activities, data analysis and
report writing.  All the staff involved in the rapid appraisal research wereprovided 2
days of trainingon research guidelines, tools and research issues before the
commencement of the actual fieldwork.

Table 2: Summary of the Study Subjects, Sample Size,
Data Collection Technique and Tools

Stakeholder Number
Data collection method

and tool
Member Secretary
Member
Patients in IPD

8(1 per CHC)
27 (at least 3 per CHC)
23 (20% of IPD patients)

In-depthinterview–
Interview checklist

OPD patients
114 (10% of OPD
attendees)

Exitinterview-semi
structured interview
schedule

Community members
16 FGDs (2 FGDper
CHC)

FGD-FGD Checklists

Data Analysis
Quantitative data wereentered and analysed using Microsoft Excel. For qualitative
data, semi-quantification weredone by coding the responses and merging into
different headings using adjectives (Table 3) as per the guidelines provided by
NIHFW.
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Table 3: Adjectives Used in the Study for Qualitative Data
<10 Very few

10-20 Some
20-30 Approximately a quarter
30-40 Approximately one-third
40-60 Approximately half
60-80 Majority over half
>80 Most

Quality Assurance
In order to ensure the quality of the data, the Principal Investigator (P.I)/Co P.I
supervised the FGDs at the village level and in-depth interview at district level, while
the supervisors supervised the remaining IDIs and exit interviews of the clients along
with the investigators. The investigators facilitated in ensuring the availability of
respondents for the interviews and the FGDs.

Ethical Clearance
The project structure was examined and cleared by ethical committee of the
InstitutionalReviewBoard of NIHFW for ethical considerations.
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CHAPTER 3

FINDINGS AND DISCUSSION

The rapid appraisal of RKS was conducted in two districts (Nainital and USNagar) of
the state. Qualitative research methods were utilized to collect information from8
CHCs. In all, 58 in-depth interviews, 114 exit interviews and 16 FGDs were
conducted.
Service providers (member-secretary and members of RKS), clients (OPD and IPD
patients) and community members were from rural areas in 8 CHCs of two districts.
These include one district each from hilly and plain region.

3.1 StructureandComposition of RKS
Registration and Guidelines of RKS
Out of the eight CHCs under study, the RKS was registered during the year 2006 in
threeCHCs, and during 2007 in the remaining five CHCs. Written guidelines of RKS
were present in all the CHCs. Signboard of the RKS was not displayed at any of the
CHCs.

Members of RKS
Regarding the number of members in RKS, it was observed thattwoCHCs had≤ 7
members, another two had≥12 members, and remaining four had 8-11 members. It
was seen that in all CHCs, the RKS members were selected through nomination
process, for a term of two years. The Member Secretary of one CHC (Kotabag)
reported thatit was not necessary for the member/s to complete their term; under
adverse circumstances, or if not performing satisfactorily, they could be removed from
the Samiti at any time.

Fig 1: Number ofMembers in RKS in CHCs inTwoDistricts

No. of members in the  CHCs in two districts
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Profile of the members constituting the samiti at CHCs was described in theTable 4.
The membersofthe RKS, were local community leaders, PRI members, officials from
rural development, AYUSH doctors and ICDS functionaries. The selections of all these
membersin RKS at the CHCs were as per written guidelinesavailable.

Table 4: Profile of RKS MembersAccording toDistricts

3.2 Functioning of RKS

Meetings

It was found that in four CHCs, less than 5 RKS meetings had been conducted so far,
whereas in the remaining CHCs, the number of meetings was fiveor moreas shown
inFigure 2. The frequency of these meetings was reported to be once in three months
in five CHCs which was also as per guidelines of RKS and once in six months by the
remaining three. All the Member Secretaries reported that agenda for the RKS
meeting was prepared in advance and circulated. The attendance of the members
attending the meeting was recorded in a meeting register.The minutes of the meeting
were prepared and circulated among the members. The meetings were held at the
CHC itself. The meetings were chaired by the chairman and the member-secretary.
During the meetings, leading community members, ICDS officials, local health
officers (AYUSH) and rural officers were regularly present.

All the Member Secretaries informed that verbal feedback from the members was
received after the meeting which was not according to the guidelines. Prior
information regarding the meeting was sent to the members 5-14 days before, and all
member secretaries took receipt of the same. The meetings were conducted in

Membersassociated with RKSNanitalUSNagarTotal
Local District Official (CDO)4 4 08
Local Health Official (Dy CMO)4 4 08
In-charge of Health Facility
(Member Secretary)

4 4 08

Leading Community Member5 4 09
Local Health Official (AYUSH) 2 4 06
ICDS Officials 4 4 08
RuralOfficers (BDO) 2 4 06
Member of PRI 3 5 08
NGOs 2 3 05
Assistant Treasury Officer1 1 02
Others 3 5 08
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democratic style; in one CHC, however, the meeting was conducted in autocratic
style. This may be one important limitation of our study.

Fig 2: Number of RKSMeetingsAnnually inTwoDistricts
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ActivitiesConducted at CHCs under RKS:

The main functions performed by the RKS, as reported by the Member Secretaries,
were construction and expansion of hospital infrastructure, ensuring the provision of
medicines, drinking water and cleanliness of facilities for the patients, and
maintenance and repair of hospital equipment (Table 5). The activities like outreach
services/health camps private affiliations established for upgrading services and
boarding/lodging facilities for patients/relatives were not done in any of the CHCs
under RKS. Meager attention was paid to personal development of staff through
trainings, as also to the suggestions for improvement of the facilities and services/
grievance redressal of the community members. The major reason for poor attention
towards these activities was lack of knowledge of the members of RKS.

Table 5: ActivitiesConducted at CHCs under RKS

S. No. Function
Number of CHCs

(n=8)
%

1 Outreach services/health camps
organized under hospital jurisdiction

0 0
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2
Private affiliations established for
upgrading services

0 0

3
Construction and expansion of
hospital

8 100

4 Scientific disposal of hospital waste6 75

5 Training of doctors and staff1 12.5

6
Provision ofmedicines, drinking
waterandcleanliness for patients

8 100

7
Use, maintenanceandrepair of
hospital and equipment

8 100

8
Improved boarding/lodging facilities
for patients/relatives

0 0

9
Availability of waiting hall3 37.5
With IEC 1 33.33
Without IEC 2 66.67

10 Availability of suggestion box2* 25
11 Use of suggestion box before meeting1 12.5

* Two CHCs had a complaint register, which was used for taking suggestions for
improvement.

3.3Funds available andRevenueGenerated by the RKS

Funds

It was found that six out of eight  CHCs under study received funds from the
government through the CMO office under the heads of seed money and Annual
Maintenance Grant (AMG) amounting to Rs.1, 00, 000 each and untied fund of
Rs. 50, 000 yearly. In addition, the CHCs also generated funds through user charges.
However, BPL clients were exempted from all kinds of charges. Table 6 describes the
generation of funds for RKS at the study CHCs. CHC Kichcha received funds only
through user charges during the study period; whereas the technical and
administrative control of CHC Garampani has not been devolved so far (this CHC is
functioning as an upgraded PHC,hence not entitled to receive the said amount).
Hence, RKS have cumulatively raised Rs. 47,63,103/-and the proportion of fund
through the government (52.48%) was slightly more than the revenue generated from
the user charges (47.52%).
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Table 6: FundsAvailable at CHCs for RKS

District Name of
CHCs

Government (Through CMOs) User
Charges
(Rs/-) (%)

Total
(Rs/-)Untied

Funds
(Rs/-)

Annual
Maintenance
grant (Rs/-)

Seed
Money
(Rs/-)

Total
(Rs/-
)(%)

Nainital Kotabagh 50,000 1,00,000 1,00,000 2,50,000
(62.56)

1,49,565
(37.44)

399565

Bhowali 1,00,000 2,00,000 2,00,000 5,00,000
(67.22)

2,43,784
(32.78)

743784

Betalghat 50,000 1,00,000 1,00,000 2,50,000
(83.77)

48,420
(16.23)

298420

Garampani - - - -
USNagar Kichha - - - 00 3,58,198

(100)
358198

Gadarpur 1,00,000 2,00,000 2,00,000 5,00,000
(71.79)

1,96,480
(28.21)

696480

Jaspur 1,00,000 2,00,000 2,00,000 5,00,000
(51.91)

463170
(48.09)

963170

Khatima 1,00,000 2,00,000 2,00,000 5,00,000
(38.35)

803486
(61.65)

1303486

Total 5,00,000 10,00,000 10,00,000 25,00,000
(52.48)

22,63,103
(47.52)

47,63,103

3.4. Utilization of RKSFunds inEight CHCs

Study have included lastthreeyears but because RKS has been implemented after mid
of the 2006 onwards. Hence the information related to utilizationof the funds of RKS
of year 2006 is not available.Table 7below shows the various heads under which the
funds were utilized in thestudy period.

Table 7: ThePattern ofUtilization of RKSFunds inEight CHCsDuringStudyPeriod

S.No. Particular Total
(amount inRs.)

%

1 Construction and maintenance of
building (civil)

830285 32.70

2 Furniture 361821 14.25
3 Lab facility 55606 2.19
4 Cleaning (waterandsanitation)116291 4.58
5 Medicine 185354 7.30
6 Electronicsandelectrical 356235 14.03
7 IEC 15489 0.61
8 Fuel 329575 12.98
9 Computer/stationery 93693 3.69
10 Others 193733 7.63

Total 2539098 100
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It was observedfromFig.3thatonly 53.30% of total funds available were utilized during the
study period. Approximately three-fourth of the funds was utilized in civil work (32.70%),
Furniture and electrical works (28.28%) and in fuel (12.98%). In IEC activities, least amount
of the fund (0.61%) was consumed.  Reason for this low utilization of budget was not very
clear from the member-secretaries at CHCs, however, the written guideline for budget
expenditure was available at all the CHCs.

Fig-3:Utilizationof Fundsin Various Heads
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Auditing in RKS

Most ofthemember secretaries were unaware of the audit process of the RKS.
Amongst the few who knew the process, the reported method was external audit done
by the Accountant General in the Health Department of the state either once or twice
till date. Internal audit was also conducted at two places, details of which werenot
furnished; the audit report was also not circulated to the members.Study team did not
saw audit reports as it was not furnished by the member secretaries of RKS at CHCs.
But the team received only verbal information about audit reports.

3.5. FactorsAffecting theFunctioning of RKS

The smooth functioning of RKS is aimed to uplift the services at the health facilities.
But, the functioning of RKS was affected by various factors as reported by the



28

member-secretaries. These factors were mostly inhibitory in nature. The only
facilitating factor was found to be availability of sufficient amount of funds for RKS.

Table 8: InhibitoryFactors to theSmoothFunctioning of RKS

S.No. Barrier Number of CHCs
(n=8)

%

1 Members not serious about RKS objectives4 50
2 Tendency of members to avoid meeting3 37.5
3 Confrontation among members 2 25
4 Some members do whatever they like during meeting2 25
5 Most of the meeting is one sided1 12.5
6 No consensus for purchasing 5 62.5
7 Decisions not implementedin time 3 37.5

FromTable 8, it may be seen that reaching a decision for purchasing of goods from
common consensus was the most frequently cited problem in smooth functioning of
the RKS. This was followed by the indifferent attitude of the RKS members,where
they were not serious about the objectives of the RKS. It was also seen in 37.5%of
cases that the members had a tendency to avoid the meetings or made excuses not to
attend meetings. Frequent confrontations amongst members during meeting and
laissezfaire attitude of the members during meeting have been cited as other barriers
to the smooth functioning of RKS. These barriershamper the goals of conducting a
meeting, and decisions are not made or not followed/implemented as a result.

Figure4shows the knowledge of the RKS members regarding the functions and
funding of RKS. It may be seen here that more members were unaware of the
resources for RKS funds than for functions of the RKS. This reinforces the need to
sensitize the members not only about the objectives of RKS, but also about its
functions and financial matters.

Fig 4: Knowledge of RKS members in CHCs in two districts
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3.6. ImprovementsMadeThrough the RKS

Facilities available at the CHC:
Table 9 describes additional facilities provided at the CHCs through RKS as reported
by the member-secretaries.It may be observed for most of the facilities, there is no
variation between the two districts, in spite of the geographical differences between
them. One surprising finding was the absence of blood banks in all the CHCs, though
they are meant to function like FRUs. Most of the basic facilities were present; the
number of specialists was, however, less.

Table 9: Additional Facilities available at the CHCsSupported by RKS

Facility
Number of CHCs having facility

Total
(n)(%)Nainital

(n=4)
%

USN
(n=4)

%

Specialist (On daily basis)
Dentist 3 75 3 75 6 (75)

Obs.andGyn. 3 75 4 100
7

(87.5)

Paediatrician0 0 1 25
1

(12.5)
Physician 1 25 1 25 2 (50)

Orthopedician1 25 2 50
3

(37.5)
Anaesthetist 1 25 1 25 2 (50)

Other

Imaging 3 75 4 100
7

(87.5)

Ambulance 4 100 3 75
7

(87.5)
Hospital waste m/m4 100 2 50 6 (75)

Dietary 0 0 1 25
1

(12.5)

Security 0 0 1 25 1
(12.5)

Laundry 1 25 1 25 2 (50)

Housekeeping 4 100 3 75 7
(87.5)

24-hrs.water supply4 100 3 75
7

(87.5)

Inverter/generator4 100 3 75
7

(87.5)
Computer 3 75 3 75 6 (75)
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Awareness in theClients and CommunityMembersRegarding RKS

Very few clients were aware of the existence of the RKS in the respective CHC(Fig-
5).The observed discrepancy amongst awareness regarding existence and functions of
RKS might be due to low IEC activities at CHCs.

Fig.5:Awareness of RKS among theClients inStudyDistricts
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It was also revealed by focus group discussion in the community that almost all
respondents were not aware about RKS therefore, they have no knowledge about
functioning and structure of RKS.

ImprovementsMade at theHealthFacilitiesFelt by theClients andCommunity
Member

According to theTable10, approximatelyhalf of the clients (54.73%) felt
improvements in the last three years i.e; period during which the RKS have been
implemented.The clients, who were availing indoor services, reported that there was
no diet facility and but, majority was satisfied with the security system of the
hospitals. About 98.25%of theclients attending the OPD facilities admitted that there
was sitting arrangement for patients in the hospital.

It was observed that almost all the members of the focus groups in both the districts
did not know about RKS. Hence to facilitate proper understanding, the questions were
modified to gain insight about the functioning of RKS, and the perceived benefits to
the community.It was revealed that almost all respondents/beneficiaries of CHC were
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Table 10: Perception ofClients (OPDandIPD)Regarding Improvements at theHospitals

not aware about RKS. But majority over halfofthecommunity members felt that
quality of health services have been improved for 2-3 years. Regarding changes at the
CHC, majority over half felt improved hospital building and approximately half told
availability of ambulance easily. Nearly half of therespondents also pointed out that
although doctors’ availability has improved as compared to previous time but in spite
of that they felt lack of caring and sympathetic behaviour. Approximately half of the
respondents agreed upon the availability of drinking water and clean toilet facility at
the CHC.  Approximately one-third of the respondents told regarding the satisfactory
availability of emergency services during night hours.

Regarding the availability of medicine approximately halfof the respondentsadmitted
that more medicine are available but only cheap medicine, majority over half stated
that doctors instead of dispensing, prescribe costly medicine to be bought from the
market; the referral rates for various services was also perceived to be very high. Most
of the beneficiaries opined that poor people who approach government facility in the
hope of getting treatment free of cost, as they could not afford costly medicine, have

Response
of clients

Nainital (N=42)US Nagar (N=95)Total (N = 137)
No. % No. % No. %

Availability of Drinking water
Yes 38 90.47 73 76.84 111 81.02
No 04 9.53 22 23.16 26 18.98

Separate Toilet For Male/Female
Yes 25 52.59 76 80.00 101 73.72
No 17 47.41 19 20.00 36 26.28

Cleanliness of  Rooms
Yes 42 100 76 80.00 118 86.13
No 00 00 19 20.00 19 13.87

Cleanliness of Corridors
Yes 38 90.47 75 78.94 113 82.48
No 04 9.53 20 21.06 24 17.52

Cleanliness of Toilet
Yes 39 92.85 87 91.57 126 91.97
No 03 7.15 08 8.43 11 8.03

Medicine provided from the Hospital
Yes 42 100 69 72.63 111 81.02
No 00 00 26 27.37 26 18.98

Satisfaction with theFacilitiesProvided
Yes 36 85.71 62 65.26 98 71.53
No 06 14.29 33 34.74 39 28.47

ImprovementsFelt in thePresentServices inLastThreeYears
Yes 23 54.76 29 30.52 52 54.73
No 19 45.24 66 69.48 85 45.27
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to suffer most. Regarding investigation majority over half stated that investigations
like blood, urine testing, x-ray is available but costlier investigation like ultrasound is
not available; even if the ultrasound machine is available is not running because of
lack of

Table 11: Level of satisfaction among the Clients at each study CHCs

technical assistant, for which they have to go to market, which is very costly for
them.

Majority over half of the community members stated that the waiting time for various
services was long. Very few, especially female respondents complained that they did
not receive money on behalf of JSY services after having institutional deliveries. They
emphasized that money should be granted sooner so that it may be utilized for proper
care of the newborn and mother.Numberof the respondents suggested that all
medicines should beavailable at CHCs, and majority over half community members
desired good treatment round the clock and emergency hours. They also wanted
transport facility to be available at an affordable cost. They wanted specialists to be
available at the CHCs, so as to minimize the referrals, and also demanded a
compassionate and polite attitude of the doctors and other staff. Approximately half of
the respondents wanted that major operation facility should be available at the CHCs.
Majority over half wanted the investigations to be available at the CHCs to avoid
undue problems.

District Name of
CHCs

Total
Funds
Available
(Rs/-)

Funds
Utilized
(Rs/-)

Funds
Utilized
(%)

No. of
Clients

No. of
Clients
Satisfied
(%)

Nainital Kotabagh 399565
168538

42.18
10

8
(80)

Bhowali 743784 333364 44.82
17

9
(52.94)

Betalghat 298420 124950 41.87
7

7
(100)

Garampani NA NA
12

9
(75)

USNagar Kichha 358198 162558 45.38
19

12
(63.15)

Gadarpur 696480 198000 28.42
13

10
(76.92)

Jaspur 963170 449244 46.64
24

14
(58.33)

Khatima 1303486 1102444 84.57
35

21
(60)
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Most of the clients (71.53%) were satisfied with the facilities provided at the CHCs. In
theTable 11, it was noticed that the utilization of funds during the study period was
approximately more than 40% except in Gadarpur (28.42%). But, the satisfactions of
the clients in the CHCs were quite good in relation to expenditure of funds (Fig. 6).

Fig.6 : Relation between Utilization of Funds and Client�s Satisfaction at CHCs
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3.7Discussions

Rogi Kalyan Samiti (Patient Welfare Committee)/Hospital Management Society is a
simple yet effective management structure. This committee, which would be a
registered society, acts as a group of trustees for the hospitals to manage the affairs of
the hospital. It consists of members from local Panchayati Raj Institutions (PRIs),
NGOs, local elected representatives and officials fromgovernment sector who are
responsible for proper functioning and management of the hospital/Community
Health Centre/FRUs. RKS/HMS are free to prescribe, generate and use the funds with
it as per its best judgement for smooth functioning and maintaining the quality of
services.

The present study is to elaborate upon RKS mechanisms and functioning in the state
of Uttarakhand. The study made some important revelations pertaining to RKS.
Firstly, it was seen that the RKS has been formed at all places according to the NRHM
guidelines and within the proposed time-frame. At most places, such an institutional
mechanism was already existent under the name of CPS, where it was upgraded to
RKS.But none of the CHCs, there were no facility of displaying the details of RKS
implementation. This shows about lack system of feedback from the community.All
the RKS were headed by a member secretaryand constituted of up to 13 members.
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The members were elected for a term of two years, though some eminent CPS
members are still continuing their services. It was seen that these members had some
insight regarding the objectives and functioning of RKS, butthey failed to act as
motivators for other members in most of the cases.According to guideline of RKS,
meeting of allthemembers are essential in every three months with some agenda. In
our study, we found that these meeting are not being held at its scheduled time and
also there is no feedback mechanism from the members.  However, registers are
properly maintained related to receipt from members for agenda and the attendance
during the meetings at CHCs.

For smooth functioning of RKS, there is provision of funds generation through the
government and non-government agencies.The RKS is empowered to mobilize
resources through levy of user charges commercial use of assets like land of the
institution donations in cash or kind from the public at large.In our study, funds for
RKS are gathered only through regular government activity and user charges. Out of
these available funds, more than half (53%) is utilized as per results of our study
which is very less in comparison to the state of Madhya Pradesh whereabout 80% of
the total income is utilized. Utilization of these funds is mainly confined to civil,
furniture and electrical works i.e.in improvement of buildings in our study. Hence, it
requires more attention towards all other activities along with constructions.

The concept of RKS is not new in the state of Uttarakhand and as it was aChikitsa
Prabandhan Samiti previously. The functioning of RKS is influenced by many factors.
The most important facilitating factor is presence of sufficient amount of funds for
smooth functioning. However, RKS in the CHCs in our study unit are generating
funds only from user’s charge and not by other methods as suggested in the guideline
of RKS under NRHM. The state like Madhya Pradesh and Gujarat, funds are also
improvedby renting the hospital areas and getting donations from the community.
The inhibitory factor in the functioning of RKS is lack IEC activities.It was seen that
these members had some insight regarding the objectives and functioning of RKS, but
they failed to act as motivators for other members in most of the cases. Thus, the
attitude of the members was found to be indifferent towards the objectives during the
meetings. The members are not attending the meeting regularly. This may be
accounted for by the fact that most of the members were also functioning as officials
in concurrent programmes in the country.

The public systems are already facing crisis in terms of manpower; these officials are
thus additionally burdened with RKS activities. Several otherlacunae were observed
regarding the functioning of RKS, both among the members and the beneficiaries/
community, pertaining mostly to awareness. Awareness may be best generated by use
of local media-print or electronic. Branding may also enhance the impact of the same.
The ASHA, ANM, AWW may act as informers to the general as well as underserved
populations and guide them, this may act as an image booster for RKS in addition to
increasing utilization and coverage.
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Implementation of RKS in the state is inbeginning phase in reformed structure. In
spite of many inhibitory factors, the improvements are felt by the community.
Client’ssatisfactionwith improvements made in the basic amenities at the CHCs
remains higheven with low utilization of funds.Both ofthese changes are not
necessarily due to RKS. Poor people are known to be grateful if there is access to any
form of care that they can access.

Limitationsof the Study

1.The sample size for the study was inadequate, so as to generalize the results to
other districts of Uttarakhand.

2.The study was conducted for a period of three months according to feasibility.
More studies spread over a longer duration of time are needed to study the
patient flow in health institutions.

3.The important information relatedto funds utilization, audit reports and
meeting procedures etc; was collected more through the interview technique
than observation.
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CHAPTER4

CONCLUSION AND RECOMMENDATIONS

4.1CONCLUSION

1.The RKS has been formed at all CHCs in Nainital and Udham Singh Nagar
districts as per the guidelines. The number of members constituting RKS was
however, less in some CHCs.

2.The RKS is mainly involved in enhancing the quality of existent OPD and IPD
services. The utilization of services, as well as quality of services and facilities
provided at the CHCs in Nainital and USN districts have marginally improved
after the formation of RKS. Community participation in hospital management
is however, lacking.

3.There is apparently no obstacle in the flow of funds pertainingto collection of
user charges or central grants for RKS. The utilization of these funds for
infrastructural strengthening also appears adequate.

4.None of the community members is aware about RKS/HMS at the studied
CHCs, but they felt better changes in services compared to previous two three
years. They wantedmoreimprovement in the quality of health care, in
relation to availability of medicines, basic and specialist doctors, availability of
basic facilities and investigations.

5.The main inhibitors to the effective functioning of  RKS are poor awareness of
the community as well as the members regarding the objectives of RKS, and
the lack of motivation/interest in meetings, as also delayed or non
implementation of decisions taken thereof.

6.The opinions of community members reflect inability ofgovernmenthealth
facilities to fulfil their expectationslevels.

4.2 Recommendations

Areas of ConcernActions Recommended
Policy Issues

 Members feel burdened with RKS
activitiesin addition to their
routine duties, leading to
increased workload.

 ASHA is currently not engaged in
RKS activities.

 Absence of display board with list
of RKS members along with their

 Special incentives to the members
be provided to increase their
motivational levels.

 The vacancies at all levels need to
be filled up immediately.

 More number of ASHAs are to be
engaged to share the increased
burden.
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contact details, hence reducing
transparency and grievance
redressal.

 Display of list of members must be
made mandatory at all CHCs.

 The membersof RKS are not clear
about their roles.

 Inappropriate audit mechanism.

 Periodic sensitization of the
members to update their
knowledge.

 Proper auditing processboth
internal and external should be
instituted, and the reports be
circulated to allthemembers.

 Ineffective record maintenance.  There is a need for proper record
maintenance and documentation.

IEC

 Poor knowledge about RKS in
the users of health services.

 Inadequate knowledge about
the components of the
programme.

 A gap in the awareness of
other stakeholders and
community resulting in large
number of non-beneficiaries.

 Sensitization of community
members to seek benefits from
RKS.

 HW (F) and ASHA must be
kept informed about the
different aspects of RKS from
time to time on regular basis.

 Feedbacks from top to bottom
need to be streamlined.

 Awareness generation
activities in the community
need to be strengthened.

 There is a need for involving
the local electronic and print
media to create awareness
regarding the RKS.
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ANNEXURE

Glimpses of the study

1. Orientation and Training of Investigators for Rapid Appraisal of RKS in
Uttarakhand under RAHI- II Project under NRHM

2. Team of Investigators and Other Staff receiving Training in Dept. of
Community Medicine, UFHT Medica l College, Haldwani on 12 th Nov; 2008


