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Acronyms used in the study 

ASHA  Accredited Social Health Activist 

ANM Auxiliary Nurse Midwife 
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DMHS Directorate of Medical and Health Service 

DWCD Department of Women and Child Development 

DPMU District Programme Management Unit 

GDP Gross Domestic Product 

HFWTC Health And Family Welfare Training Center 

IIHMR International Institute of Health and Hospital Management 

PHC Primary Health Center 

PRI Panchayati Raj Institution 

MPW Multi Purpose Worker 

NGO Non Government Organization 

NRHM National Rural Health Mission 

SC Scheduled Caste 

SIHFW State Institute of Health and Family Welfare 

SHG Self Help Group 

SPMU State Programme Management Unit 

ST Scheduled Tribe 

OBC Other Backward Class 

VHC Village Health Committee 

VHND Village Health And Nutrition Day 

VHP Village Health Plan 

VHSC Village Health and Sanitation Committee 
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Introduction of the Organization 

State Institute of Health & Family Welfare (SIHFW) Rajasthan is an apex level autonomous 

training and research organization in the Health Sector of the State. The institute was 

developed on April 19,1995 as a registered society (Reg No.25/Jaipur/1995-96) by the 

Government of Rajasthan under Societies Registration Act 1958.For the first time in the 

history of institute, the institute has a full time Director since April,2008  

 

Mission 

The mission of the institute is committed to improvement in health care through HRD, 

Health Research, Consultancy, and networking aiming at enhancement in the quality of life.  

 Develop Human Resources for Health (HRH) through capacity building. 

 Organizing Development (OD) through operations Research. 

 

Strategy 

 Enhancing the capacity of the HFWTCs 

 Enhancing the capacity of ANM training center 

 Developing a pool of trainers through Training of Trainers (TOT) 

 Developing training program and modules on the basis of Training Need Assessment  

 Contributing to organization development of Medical, Health and Family Welfare of 

the State Government through operational research 

 Providing consultancy on issues related to health 

 Conduct studies related to evaluation and impact assessment of various interventions 

by Health Care Delivery System 
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Governance 

A. Governing Board –Governing Board is chaired by the Honorable Minister of Health 

and F.W. The Director, SIHFW is the Member Secretary.  

B. Executive Council is chaired by the Principal Health Secretary, Medical Health and 

Family Welfare, Govt. of Rajasthan, with Director, SIHFW as the Member Secretary  

 

Faculty- Beside the Director, there are five faculty positions in the institute. These positions 

are of faculty (Registrar and Associate professor), Consultants, Sr.Research Officer, 

Research Officer and support staff. 

                                                          Governing Board 

                                                   Chairman-Minister of Health 

                                                                                     

                                                       Executive Council 

                                              Chairman-Principal health Secretary 

                                                                                   

                                                                     Director 

                  

                                                                                                                                       

Faculty              Consultants          Sr. Research Officer           Research Officer         Support 

Staff 

(Registrar $ 

Associate Professor) 
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 Funding 

To begin with SIHFW was fully funded by IPP-IX Project till Dec. 2001. Thereafter, 

UNFPA supported it between 01.01.2002 to 30.06.2003. Subsequently, Institute has been 

carrying itself through Projects, studies and consultancies on its own.  

 

Networking 

SIHFW has established formal linkages with IIHMR, IIPS, IIHM, ASCI, VHAI, FRCH, 

TISS, PRB, PFI, EPOS, NACO, NIHFW and other institutes.  

 

 

Functions  

 Training  

 Research  

 Monitoring  

 Recruitments  

 Consultancy  

 Documentation  
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INTERNSHIP REPORT 

Task assigned to me for internship was to review the Development of State Institute of 

Health and Family Welfare, Rajasthan 

To review the development of the Institute, the timeline from its inception to present was 

divided into five year intervals.  

 Phase 1: 1995-1999: SIHFW was established under the India Population Project IX, 

funded by the World Bank. With the principle of providing a formal institute to 

provide quality trainings for strengthening the in-service training programmes of all 

categories of health care providers and by providing technical support to other 

training institutions in the state.  

 Phase 2: 2000-2004: In 2001 when IPP ended, SIHFW faced a crisis. The funding for 

the entire establishment expenditure including salary of the faculty and support staff, 

office expenses and other contingency expenditure ran dry and the institute had to 

find alternative sources of funding to function from January 1st, 2002. 

 Phase 3: 2005-2009: Under the NRHM it was proposed to set up a State Health 

System Resource Centre. The objectives of the SHSRC were almost same as 

envisaged in the MOU of SIHFW society of Rajasthan, therefore  a proposal was 

developed, whereby in Rajasthan could be located within SIHFW albeit maintaining 

its own identity.  

 Phase 4: 2009 to Present: New reforms were introduced in SIHFW. Staffing pattern 

as per the recommendations of SHSRC was implemented. As it became a growing 

organization, employee motivation and retention also became areas of interest to 

administrators. The focus, which was earlier only on completion of trainings, now 

included to in-house capacity building and growth.  

Major developments during different phases: 

 Phase 1: SIHFW was assigned the responsibility of developing a training policy for 

the State in 1997. Training programmes for various cadres were conducted. Technical 
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support and backstopping to Regional Health & Family Welfare Training Centers 

located at Jaipur, Ajmer & Jodhpur and 15 District Training Centers & 12 ANM 

Training Centers was provided. The institute conducted several research assignments 

for international donors such as UNFPA, UNICEF and CARE India. The institute 

utilized more than 85 % funds received under IPP-IX. The Institute also contributed 

in developing Population Policy for the State.  

 Phase 2: It submitted proposals for short-term and long term sustainability to the 

Government and requested the State Government to allot funds in the State budget. It 

was recognized that the Institute had a potential to become self sustainable in due 

course of time, if it functions at full capacity with full staff contingent and is given 

complete autonomy to raise and retain funds by organizing trainings and carrying out 

research & consultancy. A new process of induction of faculty and initiating the 

training activities from a new end and taking up relevant operational studies for the 

state was started. SIHFW became a resource center for RCH Projects. UNICEF 

funded Border District Cluster Strategy provided SIHFW an opportunity to initiate a 

special project of capacity building of service delivery system in three border 

districts. For the capacity development, collaborations with agencies like IIHMR and 

EPOS Health Consultants were formed.  

 Phase 3: SIHFW got approval of creation of Health System Resource Centers 

(SHSRC) in Rajasthan. This meant a new lifeline for the institute with new funds and 

additional posts. The honorarium paid to the trainers was raised from the earlier level. 

The trainings which were held only in 3 districts, gradually increased and after 

NRHM an increasing number of districts were covered.  

 Phase 4: Various new changes were introduced in the Institute. Including:  

 Appointment of a full time director 

 Introduction of an appraisal system 

 Increase in remuneration package 

 New strategies and mission were adopted 

 ISO 9001:2008 certification was obtained 

 Became a fully self financed organization 

 A documented HR Policy was developed 
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 A Quality manual endorsed by BSCIC was adopted 

 Paperless and energy efficient office 

 Staff was covered with Med-claim 

 Website Developed (http://sihfwrajasthan.com) 

 Uniform was introduced 

 Evaluation of trainings was done on regular basis and feedback was obtained 

 Establishment of Communications Resource Centre  

Human Resource Development Initiatives 

Phase 1: 

 As all of the staff was invited as guest faculty, much emphasis was not given to staff 

development. 

Phase 2:  

 Faculty Development Programs were initiated and members attended various 

workshops/ seminars/ conferences nationally and internationally on various topics 

like: 

 RCH program 

 Immunization 

 Home Based Post Natal Care 

 Neonatology 

 Pediatrics 

 Various publications in this period were produced covering topics like: 

 Reproductive and Child Health 

 IMNCI 

 Enhancing Vitamin A coverage: Process Evaluation.  

Phase 3: 

 Faculty Development Programs continued and members attended various workshops/ 

seminars/ conferences nationally and internationally on various topics like 

 RCH program 

 Immunization 
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 Home Based Post Natal Care 

 Neonatology 

 Pediatrics 

 A new library was established and a large number of books and journals were made 

available to the faculty and staff for enhancing their academic acumen 

Phase 4:  

 Faculty Development Programs continued and members attended various 

workshops/ seminars/ conferences nationally and internationally on various topics  

 A practice of welcoming and orientation all new staff members was started  

 Birthday parties and festivals celebrated in the organization 

 In-House development programs are organized weekly where presentations were 

given by staff members 

 National and International exposure was provided to faculty members for 

attending various conferences and workshops related to topics of Public Health, 

IT, Capacity Building, Demography, Epidemiology, HIV/ AIDS etc  

                          Trainings Scheduled during dissertation period  

1.  ICTC Team 

Training  

Training RSACS 24 Feb 1-3 ICTC In-charge/ 

Counselor/ Lab. 

Technician 

Ms.Nishanka  

2.  Consultation 

Workshop on 

Pre School 

Curriculum  

Workshop UNICEF 13 Feb 6-7 Officials from 

Education dept 

Ms.Poonam  

3.  ToT for 

WASH 

Training UNICEF 29 Feb 13-14 Officials from 

Education dept/ 

SIHFW staff 

Mr. Ravi 

Garg  

4.  Workshop on 

Prison 

Visiting 

Workshop CHRI 13 Feb 14-15 Officials from 

different depts./ 

businessmen/ 

Ms.Divya 
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System private firms 

5.  Review 

Meeting of 

Focus District 

Coordinators 

and 

Divisional 

Coordinators 

Workshop UNICEF 17 Feb-15 Focus District 

Coordinators and 

Divisional 

Coordinators 

Ms.Poonam  

6.  ToT on 

Supervisory 

module for 

delivery of 

HBPNC 

Training NIPI 26 Feb 15-17 DMCHN/ BMCHN/ 

BCMOs/ MOs/ RO 

& Consultants - 

RCH (SIHFW) 

Ejaz Khan  

7.  ICTC Team 

Training  

Training RSACS 32 Feb 20-22 ICTC In-charge/ 

Counselor/ Lab. 

Technician 

Ms.Nishanka  

8.  Workshop on 

Developing 

Training 

Manual for 

CCE 

Workshop UNICEF 15 Feb 21-22 Officials from 

Education dept 

Ms.Poonam  

 Training on 

Appreciative 

Inquiry 

 

Training 

UNICEF 25 25 

Free Lancers/ FDC/ 

SIHFW Staff 

Ms. Poonam 

1.  ICTC Team 

Training  

Training RSACS 41 41 ICTC In-charge/ 

Counselor/ Lab. 

Technician 

Ms.Nishanka  
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BACKGROUND 

The National Rural Mission (NRHM) was launched by the government of India on 12 th April 

2005 to carry out necessary architectural in the basic health care delivery system, with a plan 

of action that includes a commitment to increase public expenditure on health. The Mission 

envisages an additionality of 30 percent over existing annual budgetary outlays every year to 

fulfill the mandate to raise the outlays for public heath from 0.9 percent of GDP to 2-3 

percent of GDP. Under the mission, multifarious activities have been initiated to strengthen 

the rural health care delivery system for improving the health of the rural population. 

Under the NRHM framework, one of the strategic interventions is to support decentralized 

planning & monitoring up to the grass root level. Therefore it was decided to entrust village 

level committees of the users group, community based organization for the planning 

monitoring & implementation of NRHM activities into all the revenue villages.[4]  

VHSC has been constituted with the overall aim of development of village and strengthening 

the community at the grass root level. The VHSC is the key agency for developing Village 

Health Plan & the entire planning of village Panchayat. Every village with a population of up 

to 1500 has to receive an annual untied grant of up to Rs. 10,000, after constitution and 

orientation of the VHSC. The untied grant is to be used for household surveys, health camps, 

sanitation drives, revolving fund etc. The Mission envisaged setting up of a revolving fund at 

village level by the VHSC for providing referral and transport facilities for emergency 

deliveries as well as immediate financial needs for hospitalization.[1] 

 Capacity building of VHSCs for making them functional in terms of developing the Village 

Health Plan, monitoring of the health activities and to ensure the access and utilization of 

services by all villagers is the key objective of the training of VHSC. State has decided to 

organize the Training of VHSC in a cascading model, the monitoring of which is as assigned 

to SIHFW besides coordinating trainings with the help of SPMU, DPMU and Nodal NGOs. 

It is very important that the members of the VHSC should know about their roles and 

responsibilities and what they should done for the better functioning of the VHSC.[1]  
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CHAPTER 1: INTRODUCTION 

Concept of Village Health and Sanitation Committee 

Village Health Committees are the first step towards communitization of health care services 

and for making health as a people's movement. The Village Health Committees are 

constituted in all the habitat villages with elected member of Panchayati Raj Institution of the 

village as Chairperson. Village Health Committee facilitates in addressing the health needs of 

the entire village with the help of health providers and health institutions. VHCs play an 

important role in planning and monitoring of the health care services through community 

monitoring mechanism. 

Guidelines regarding constitution of VHSC  

The detailed Implementation Framework of the NRHM approved by the Union Cabinet in 

July, 2006 provides for the constitution and orientation of all community leaders on Village 

Sub Centre, PHC and CHC committees. The NRHM implementation has been planned 

within the framework of PRIs at various levels. The VHSC envisaged under NRHM is also 

within the overall umbrella of PRI.  

Composition of the VHSC 

To enable the VHSC to reflect the aspirations of the local community especially of the poor 

households and women, it has been suggested that: 

1. At least 50% members of the committee should be women.  

2. Every hamlet within a revenue village must be given due representation on the VHSC 

to ensure that the needs of the weaker sections especially SCs, STs, OBCs are fully 

reflected in the activities of the committee.  

3.  A provision of at least 30% representation from the Non-governmental sector. 

4. Representation to women’s self-help group etc. on these committees etc. has enabled 

the committee to undertake women’s health activities more effectively.  
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5. Notwithstanding the above, the overall composition and nomenclature of the VHSC is 

left to the State Governments as long as these committees were within the umbrella of 

PRIs. 

Thus VHSC has been formed at the level of the revenue village (more than one such villages 

may come under a single Gram Panchayat) [1] 

Members of the VHSC 

 Gram Panchayat members 

 ASHA, AWW, ANM 

 SHG leader 

 Village representation of any CBO 

 User group representative 

  

Role of Village Health and Sanitation Committee 

Activities 

 Create Public Awareness about the essentials of health programmers.  

 Discuss and develop a Village Health Plan based on an assessment of the village 

situation and priorities identified by the village community.  

 Analyze key issues and problems related to village level health and nutrition activities, 

give feedback on these to relevant functionaries and officials. Present annual health 

report of the village in the Gram Sabha. 

 Participatory Rapid Assessment: To ascertain the major health problems and health 

related issues in the village. Estimation of the annual expenditure incurred for 

management of all the morbidities may also be done. The mapping is also taken into 

account the health resources and the unhealthy influences within village boundaries.  

 Maintenance of a village health register and health information board/calendar: The 

health register and board put up at the most frequented section of the village should have 



18 
 

information about mandated services, along with services actually rendered to all 

pregnant women, new born and infants, people suffering from chronic diseases etc.  

 Ensure that the ANM and MPW visit the village on the fixed days and perform the 

stipulated activity; oversee the work of village health and nutrition functionaries like 

ANM, MPW and AWW. 

 Get a bi-monthly health delivery report from health service providers during their visit to 

the village.  

 Take into consideration of the problems of the community and the health and nutrition 

care providers and suggest mechanisms to solve it.  

 Discuss every maternal death or neonatal death that occurs in their village, analyze it 

and suggest necessary action to prevent such deaths. Get these deaths registered in the 

Panchayat. 

 Managing the Village health fund. 

 Village Health and Nutrition Day: The VHND is to be organized once every month 

(preferably on Wednesdays and for those villages that have been left out, on any other 

day of the same month) at the AWC in the village. The VHSC comprising the ASHA, the 

AWW, the ANM, and the PRI representatives, if fully involved in organizing the event, 

can bring about dramatic changes in the way that people perceive health and health care 

practices.[2] 

 

Number of VHSC constituted in Rajasthan: 43,440 

Village Health Fund (Untied Fund): An untied fund for VHCs- There is a provision of 

Rs.10, 000/- as untied funds for each VHSC per year. This untied fund is to be deposited in 

concerned Sub centers Account which is jointly operated by ANM and Sarpanch. The untied 

fund is utilized for demand generation for health care services, sanitation drives, emergency 

health care needs, rewards for exceptional work in health sector, publicity of MCHN days, 

RCH camps etc. The untied funds are to be used for the community actions for improvement 

of health status of the community, for any of the following activities: -     
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a. As a revolving fund from which households could draw in times of need to be returned in 

Installments thereafter.  

b. For any village level public health activity like cleanliness drive, sanitation drive, school 

health activities, ICDS, Anganwadi level activities, household surveys etc.  

c. In extraordinary case of a destitute women or very poor household, the Village Health & 

Sanitation Committee untied grants could even be used for health care need of the poor 

household.  

d. The untied grant is a resource for community action at the local level and shall only be 

used for community activities that involve and benefit more than one household. Nutrition, 

Education & Sanitation, Environmental Protection, and Public Health Measures shall be key 

areas where these funds could be utilized.   

e. Every village is free to contribute additional grant towards the Village Health & Sanitation 

Committee. In villages where the community contributes financial resources to the Village 

Health & Sanitation Committee untied grant of Rs.10, 000/-, additional incentive and 

financial assistance to the village could be explored. The intention of this untied grant is to 

enable local action and to ensure that Public Health activities at the village level receive 

priority attention. [2] 

 

Orientation & Training 

Every Village Health & Sanitation Committee after being duly constituted by the State 

Governments needs to be oriented and trained to carry out the activities expected of them. 

The members would be given orientation training to equip them to provide leadership as well 

as plan and monitor the health activities at the village level.   

Training of the members of the VHSC in Rajasthan: Capacity building of VHSCs for 

making them functional in terms of developing the Village Health Plan, monitoring of the 

health activities and to ensure the access and utilization of services by all villagers are the 

key objectives of the training of VHSC. State has decided to organize the Training of VHSC 
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in a cascading model, the monitoring of which is as assigned to SIHFW besides coordinating 

trainings with the help of SPMU, DPMU and Nodal NGOs. It is very important that the 

members of the VHSC should know about their roles and responsibilities and what they 

should done for the better functioning of the VHSC.  

As per the NRHM framework for implementation, all the members of VHSCs are to be 

trained. The objectives of training are – 

 To develop VHSC as strong Vibrant Group which will be responsible for improving 

the health status of fellow villagers 

 To develop understanding on Health Issues, Health Problems, Health Services, Health 

Programmes 

 To empower the VHSC members to plan, demand and monitor the health services  

 To strengthen the group to work as active participants of society for the cause of 

Health.  

The content of the training is developed with focus on the following issues-  

1. Concept of Health and determinants of health.  

2. Health institutions and health programmes 

3. Social aspects impacting health status like child marriages, son preference etc.  

4. Demand generation for health care services  

5. Planning and monitoring of health care services 

6. Team Building and networking 

7. Operational issues - Constitution, monthly meetings, funds management, reporting  

8. Roles and responsibility of VHC in improvement of health status of the community 

 

The training has been imparted at PHC/Block level and all the committee members of the 

cluster of villages have been trained in one batch. State Institute of Health and Family 

Welfare is the Apex body for the task of trainings. The support has been taken from the 

NGOs which have an experience in implementing the community level interventions in the 

health sector. [6] 
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The pool of trainers has developed at State, District and Block level. The cascade model is 

used for these trainings. The trainers team has included identified and experienced trainers 

from DMHS, DWCD, NGOs and some free lancing trainers. SIHFW has carry out the state 

and district level trainings and it provide supportive supervision for block/ PHC level 

trainings. NGOs have been involved in the trainings of members of the committee and 

provision of the logistics support for the trainings.  

Training of trainers 

a. State level- 20 selected trainers at state level has been identified who are involved in the 

development of training module and reading material. The support of the NGOs who are 

involved in Community Monitoring Programme has sought for development of reference 

material and state trainers group. 

b. District Level- 6 selected trainers - 2 DMHS, 1 Panchayati Raj, 1 DWCD and 4 NGO and 

free lancer trainers- Total 10 per District will be trained at state level by SIHFW.   

c. Block Level - 6 trainers per block- Constitution same as District Level Trainers- 6* 237 = 

1422 trainers. These trainings will be conducted at District level, simultaneously in all the 

districts 

 

Training of VHSC members 

The total training load is of approximate 2,50,000 members. The trainings at grass root level 

have contracted out to the NGOs which were selected at district level to carry out the 

trainings. State level SIHFW has monitor and provide supportive supervision for the 

trainings. 

Training Load: 2, 50,000 members  

Training Agency: Identified NGO in the district 

Time Span- One Year 

Batch Size – Minimum 49 members (7 VHSC in one batch)  

Training Duration: Two Days   
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Minimum attendance- 70%  

Training material   

Two Books- Trainers Guide  

                   - Reading material for members  

Content of training module and reading material  

• Determinants of Health  

• Burden of disease on families, community   

• Causes of diseases  

• Health institutions, Health Programmes, Service guarantees     

• Village Health Committees- Constitution, Roles and Responsibilities  

• Untied Funds for VHSCs  

• Monthly meetings  

• Development of Village Health Plans  
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RATIONALE OF THE STUDY 

Capacity building of the VHSC members is very important for the smooth functioning of the 

VHSC and the overall development of the village. It is very important to assess the impact 

and recall level of the VHSC training amongst the VHSC member’s .As at the village level 

VHSC plays a very important role and without the development of the village the overall 

development of the nation is not possible.  

 VHSC training started with the aim of empowering the members of the VHSC so that they 

can perform their function efficiently and effectively. In VHSC training, training had been 

imparted to the members about the various issues, about the roles and responsibility of the 

different members, about the composition of the VHSC, about the untied funds and to many 

other issues which is directly or indirectly related with the VHSC. 

The study helps in knowing that whether VHSC training is useful for the VHSC members or 

not. And. The study also analysed that whether same type of VHSC training is equally 

beneficial for the different participant of the VHSC and if there is the need of the different 

training programme for the members of the VHSC.[3] 
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CHAPTER 2: OBJECTIVES  

 General Objective 

 The main objective of the study is to evaluate the outcomes/impact of the VHSC 

training. 

 

 Specific Objectives  

• To check/monitor the training recall amongst VHSC members 

• To compare the training recall level of different participants of VHSC members  

• To evaluate the outcome of training of VHSC members in terms of enhancing their 

Knowledge, Skills and attitude. 
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CHAPTER 3: METHODOLOGY 

 

Study Design: Descriptive cross sectional study 

Study Area: Jaipur District. Sirsi block of Jaipur had been selected for the study.  

 

 

 

 

 

 

                   Gram Panchayat 

 

                       

 

            

 

4       

 

 

 

Study Universe: VHSC members 

JAIPUR DISTRICT 

SIRSI (BLOCK) 

KALWAR HATHOJ BHAMBH-

ORI 

MACHWA DURJANIY

-AWAS 

SARNADU

-NGAR 

NIWARU 

4 villages 6 villages 4 villages 3 villages 5 villages 2 villages 4 villages 
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Study Type: Qualitative 

 Study Tools: Structured questionnaire. Structured questionnaire had been developed 

to check the recall level of different members of the VHSC about the VHSC 

trainings. All questions in questionnaire used for surveying and data collection were 

close ended .Most of the questions had 5 options. Each question was specific and 

related to the study .The members were interviewed on the following parameters;  

 Personal characters like 

o Age 

o Sex 

o Level of education 

o Caste 

o Category 

 

 Recall about VHSC Training  

 

 Knowledge of the VHSC member about the constitution of the committee, 

VHSC meetings and about the roles and responsibilities of the VHSC 

 

 Benefits of the VHSC Training 

 

     Sampling Technique: Convenient Sampling  

Sample Size : 150 VHSC Members 

Data: Primary as well as secondary. Primary data had been collected by going into 

the field where as the list of participants and the information about the VHSC 

trainings had been collected at the block level in the form of secondary data.  
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CHAPTER 4: RESULTS AND DISCUSSION 

There was a questionnaire for the VHSC members which focused on the general profile, 

questions related to the VHSC training and assessing their recall level in terms of their 

knowledge related to topics covered during the VHSC training.  

Responses of the VHSC members  

A. General Profile: The general profile covered characteristics as age, gender, caste, 

education occupation, and category of the VHSC members.  

 

Sex of the respondent: Out of the 150 respondents, 75% were women and 25% were 

men. 

 

 

 

Table 1: Sex-wise distribution of the Respondents 

 

 

 

 

 

 

25% 

75% 

N=150 

Male  

Female 
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Age Group of the respondent: 73% of the respondents belonged to the age group 25-45 yrs, 

18% of them were below the age of 25 yrs and 9% were above the 45 yrs.  

 

 

Table 2: Age-wise distribution of the Respondents  

 

 

Caste of the Respondent: Out of the 150 respondents, 42% belonged to general category, 

38% were OBC, 15% were ST and 5% were SC.  

9% 

73% 

18% 

N=150 

< 25 

25-45 

>45 
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Table 3: Caste-wise distribution of the Respondents

 

 

Educational level of the members: 44% of the members were educated up to the 

primary level followed by 25% educated up to secondary level. 11% of the respondents 

were illiterate while 9% of the members can read and write only. 7% respondents were 

educated Upto the graduate level.  
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Category of the Respondent: The respondents included 16 % PRI members, 17% 

ASHA, 23 AWW, 5% ANMs and teachers and 35 % other members. 

 

Table 5:Category-wise Distribution of the members  

Knowledge about VHSC and VHSC membership: Out of 150 VHSC members 

interviewed, 12% of the respondents not even knew about VHSC and rest of them (88%) 

knew about it. 

 

Table 6: Graph showing the knowledge of members about VHSC and their 

membership 
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membership where as 15% respondents are the members of the VHSC in the range of 

more than 2 yrs. 

 

Table 7: Graph showing the Duration of membership of Respondents  

B. Questions Related to the VHSC Training : It included the questions related to 

the recall of the VHSC training, duration of the training, whether the members 

had been provided with any study material or not during the training and if the 

members found training useful for them or not.  

 VHSC Training:  90% of the respondents attended the VHSC training and 10% 

did not attend the meeting. 
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Duration of VHSC Training: 63% respondents replied that training was of 2 

days, 20% did not remember the duration of the training, 3% replied 3 days where 

as 1% replied that training was of 1 day.  

 

Table 9: Responses of members about Duration of training 

Attending the full session: 89% respondents attended the full session of the training, 5% 

respondents replied they did not remember and 6% replied no.  
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Table 11: Responses of members: Study material provided during the training 

or not 

Study Material is useful or not: 52% Respondents replied that study material was very 

useful where as 46% respondents found it useful. 2% Respondent replied that study 

material provided to them was not of any use. 

 

Table 12: Responses showing that whether study material was useful or not  
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the trainings i.e. knowledge about VHSC, untied funds, various diseases, dangerous sign 

and symptoms of pregnant lady and new born.   

Issues Covered in the Training: Most of the respondents (97%) replied that health 

related issues had been discussed,72% respondents replied that VHSC Related issues had  

discussed,51% replied that untied fund had been discussed, 39% replied MCHN day 

where as only 9% respondent said that NRHM had been discussed during the VHSC 

training. 

 

Table 13: Responses of members: Issues discussed during the training  

Number of members in the VHSC: 50% of the respondents replied that there should be 
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Table 14: Responses of members: No. of members incorporated in VHSC 

Knowledge about membership of VHSC: 70% members got to know that they are the 

member of the VHSC at the time of the training and 30% members knew it before the 

training. 

 

Table 15: Chart showing when the members got to know about their membership 
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replied once in a year, 4% replied after every 15 days and 1 % replied that meeting occur 

after every 6 months. 

  

Table 16: Responses of members: Frequency of meetings 

VHSC Meeting Place: 62% of the respondents replied that the VHSC meetings occur at 

the Aaganwadi center, 17% replied at the house of the PRI representative, 14% did not 

know about the meeting place and 8% replied at the sub-center. 
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Activities done in the VHSC Meeting: 82% replied that in the meeting of VHSC they 

decide the functions of the different members, 74% replied that monitoring the activities 

of the previous month, 61% members replied that they also discussed about the utilization 

of untied fund and 23% replied that activities related to the MCHN day. 

 

Table 17: Responses of members: Functions of the members 

Untied funds: About 66% of the respondent replied that VHSC received 10.000 Rs as an 

untied fund, 23% replied more than 12500, 7 % did not know about the amount received 

by VHSC   as an untied fund, 2% replied 5000 and 1% replied 7500.  

 

Table 18: Responses of members: Amount granted as untied fund 
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Utilization of Untied Funds: 84% of the members replied the untied funds has been 

used for cleanliness and sanitation drive in the village, 76%  replied for dealing with 

health related problems, 22% replied for organizing the MCHN day and 4% replied it has 

been used for advertisement of MCHN day.  

 

Table 19: Responses of members: Utilization of untied funds 

 Malaria: About 86% of the members were aware about the sign and symptoms of 

Malaria where as 99% had the knowledge that Malaria is transmitted by mosquito and 

35% members did not know that blood test has been done for confirmation of Malaria.  

 

Table 20: Graph showing the knowledge of members about Malaria  
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 T.B.: 70% of the members did not know about the different types of T.B. whereas 74% 

members knew that T.B. has been confirmed by the sputum test.  66% members knew 

about the DOTS treatment.  

 

Table 21:Responses of members about T.B. 

Care and Services provided at the time of the pregnancy: 68% of the members were 

aware about 3 anti-natal visits where as 92% know that folic acid has to given at the time 

of the pregnancy. Only 29% replied that 500 Rs has to be given to the BPL card holder 

pregnant woman in the 7th month of the pregnancy and 71% were aware of JSY scheme.  
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D. Benefits of the VHSC Training : It included the questions that whether VHSC training 

is beneficial or not, what are the different benefits of training etc  

95% respondents replied that VHSC Training was beneficial and 5% replied no.  

 

Table 23: Responses of members that whether VHSC Training is beneficial or not  

Benefits of VHSC training: 93% members replied that the training increases the 

knowledge of the members, 77% replied that it helps in improving the health status of the 

village,63% replied that it enhances the skills of the members, 50% members replied that 

VHSC training enhances the efficiency of the members.  

 

Table 24: Different benefits of VHSC training 
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Duration of training is sufficient or not: 62% respondents replied that duration of 

training was not sufficient for learning. 33% replied that duration of training was 

sufficient and 5% replied that they cannot say anything.  

 

Table 25: Responses of members: Duration of training was sufficient or not  
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Amount Received as an untied fund:  100 % ANM and teachers replied that VHSC 

receive 10,000 as an untied funds where as 84% ASHA and 75% PRI representative said 

the same. The percentage is low in the case of AWW (59%) and other members (45%).  

 

Table 27: Responses of different members of VHSC: Amount Received as an untied 

fund 

Knowledge about membership: 15% ANM replied that they got to know about their 
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Comparing the Recall level of different members about Frequency of VHSC 

meeting: The Recall level about the frequency of VHSC meeting was almost same in the 

case of ANM, ASHA and AWW i.e. 85%, 82% and 84% respectively. The recall level 

was highest in the case of teachers. The Recall level was lowest in the case of other 

members (53%) 

 

Table 29: Responses of different members of VHSC: Frequency of Meeting  
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KEY FINDINGS 

 About three fourth respondents were women; it shows the dominance of the women in 

the committee. Majority of the respondent belonged to the age group 25-45. General 

group and OBC members formed the chunk of the respondents. Most of the respondents 

were literate, majority of them educated up to the primary level. Other members had the 

ascendant presence among the respondents 

 Surprisingly even after the training, 12% of the respondent did not know about VHSC 

and that they are the member of such committee.  

 In response to the question about their membership, most of them (63%) replied that they 

are the member of the committee from 1-2 yrs and this is that time period during which 

VHSC training had been conducted in the study area. So it shows that before the training 

most of the members did not know about their membership.  

 Attendance rate was quite high i.e. 90% during the training and the members found study 

material providing during the VHSC training quite useful for them. 

 Surprisingly very few respondents (9%) replied that NRHM had been discussed during 

the training whereas most of them remembered that health issue had discussed during the 

training. 

 Responses of the members varied when asked about the no. of members incorporated in 

the VHSC. This is because no. of members in the VHSC varies from village to village.  

 One of the advantage of the training is that majority of the members (70%) got to know 

about their membership status due to the training.  

 Knowledge about frequency of VHSC meeting was quite high i.e. 75% and 66% 

members were also aware that VHSC received grant of Rs 10,000 as an untied funds.  

 Knowledge about Malaria was quite good. Most of them know that malaria is transmitted 

by mosquito and they also knew about the sign and symptoms of Malaria.  

 The knowledge of members about T.B. was average. 

 Most of the respondents found VHSC training beneficial for them. Acco. to the members 

VHSC training increases the knowledge of the members and it also helps in improving 

the health of the village. 
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 Large no. of Respondents (62%) was not satisfied by the duration of the training. They 

want that duration of training would be increased for better learning if such type of 

training would organize in the future. 

 On comparing the recall level of different members of the VHSC about untied funds, the 

recall level was found 100% in case of ANM and teachers where as recall level was quite 

high in the case of ASHA (84%) and 76% in the case of PRI representative. Recall level 

was low in the case of AWW and other members.  

  Most of the ANM (85%) knew that they are the members of the VHSC before the 

training where as this percentage was quite low in the case of AWW, Teachers and other 

members. 
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CHAPTER 5: CONCLUSION 

The VHSC training has been started with the overall aim of empowering the members of 

the VHSC. The VHSC training has a positive impact on the members of the committee. 

The common perception of the members was that VHSC training was beneficial for them. 

They got to learn something useful from the training and such type of training would also 

be conducted in the near future. The most important benefit of VHSC training is that the 

members of VHSC got to know that there exists a committee which is known as VHSC 

and they are the member of the VHSC.  Only ANMs, few ASHAs and few PRIs 

representative are aware of the fact that they are the member of VHSC before the 

training. This also means that before the VHSC training activities related to the VHSC 

did not conducted properly as most of the members were not aware of their roles and 

responsibilities. Most of the members remembered that issues related with health, VHSC 

and untied funds had been discussed during the training whereas most of them did not 

remember that issue related with NRHM discussed during the training. The awareness 

level about untied fund was good. The committee utilized the untied fund generally for 

health and hygiene related issues. The knowledge of VHSC members about different 

diseases was also satisfied, although members knew more about Malaria as compared to 

T.B. Members were also aware of different services provided at the time of pregnancy 

though the awareness level was low about the service of providing Rs.500 to the pregnant 

lady of the BPL family in the 7th month of the pregnancy (this might be due to low 

percentage of BPL Family in the study area).  

Recall level varied among the different category of the members. Recall level was highest 

in the cast of ANM followed by Teacher, ASHA and PRI representative where as the 

recall level was lowest in the case of other members and AWW. One of the reasons for 

the difference in the recall level of the different members is that ANM and ASHA are 

more active on the field and separate training programmes has also been conducted for 

ANMs and ASHAs from time to time. 
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CHAPTER 6: RECOMMENDATIONS 

From the findings of the study, it has been clear that VHSC training has a positive impact 

on the members of the VHSC. The impact level of training varies from member to 

member. There are some recommendations for further increasing the impact of VHSC 

training.  

 Impact of such training can be enhanced if timely refresher or reorientation 

training is given to those who have been already trained.  

 Duration of training should be increased. Almost all the members felt that 

duration of training i.e. 2 days is not sufficient for effective learning and there is 

need of increasing the duration of the training if such type of trainings would be 

conducted in the future. 

 The Recall level was different among the different category of the members. The 

recall level was highest in the case of ANM and ASHA and it was lowest in the 

case of other members. So. There should be separate training programmes for the 

different members of the VHSC as some category of members (other members) 

need more training as compared to the others. 

 Active learner should be identified from the different batches. These active 

learners can act as a trainer for reorienting the other members of the VHSC. 

 Monitoring should be done at the regular intervals to make ensure that the 

members are practically implementing the knowledge of the training. It further 

enhances the recall level of members and at the same time it also increases the 

efficiency of such kind of trainings.  

 Training should be done in a more planned way. Many of the respondents 

complained that they got the information about the training at the last hour. 

Respondents were also a lit bit dissatisfied with the arrangements at the training 

place. So, these things should be taken into consideration while organizing such 

trainings in the future. 
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LIMITATION OF THE STUDY 

 

 Sample Size is small. 

 There might be chances of biasness in the responses of the VHSC members.  
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ANNEXURES 

Questionnaire for the VHSC members 

 N   iz'ukoyh & xzke LokLF; ,oa LoPNrk lfefr ds lnL;ksa ds fy;s 

CykWd dk uke ----------------------------------------------------------------------------------------------------------------------------- ------------------------------- 

iapk;r dk uke----------------------------------------------------------------------------------------------------------------------------------------------------------- 

xkWo dk uke ----------------------------------------------------------------------------------------------------------------------------- ---------------------------------- 

1- mÙkjnkrk dk uke ----------------------------------------------------------------------------------------------------------------------------- ----------------- 

2- fyax  iq#"k  efgyk                                                                  

3- mez ¼o"kksZ esa½  

v- 25 ls de     c- 25 & 45  l- 45 ls vf/kd 

4- tkfr  

v- ,llh  c- ,lVh  l- vkschlh  n- lkekU; 

5- f’k{kk dk Lrj 

v- fuj{kj  c- lk{kj  l- izkFkfed  n- ek/;fed 

;- Lukrd  j- LukrdksÙkj 

6- D;k vkid¨ xzke LokLF; ,oa LoPNrk lfefr ds ckjsa esaa irk gSa\  

v- gka   c- ugh 

7- D;k vki xzke LokLF; ,oa LoPNrk lfefr ds lnL; gSa\ 

v- gka   c- ugh 

8- ;fn gka]r¨ dc ls gSa\ 

v- 6 eghus & 1 lky   c- 1 lky & 2 lky 

l- 2 lky ls vf/kd   n- ;kn ugha 

9- vki xzke LokLF; ,oa LoPNrk lfefr xzke lsa fdl #i esa tqM+s gq;s gSa\ 

v- iapk;r izfrfuf/k  

c- vk’kk 

l- ,-,u-,e 

n- vkaxuckM+h dk;ZdÙkkZ 

;- f’k{kd 

o- LokLF; dk;ZdÙkkZ 

j- vU; ¼crk,a½ --------------------------------------------------------------- 

izf’k{k.k ls lcafÄr ç’u 

10- D;k vki us jk"Vªh; LokLF; fe’ku }kjk vk;ks ftr xzke LokLF; ,oa LoPNrk lfefr  izf’k{k.k esa Hkkx fy;k 

Fkk \ 

v- gka   c- ugh 

11- ;fn gka] rks izf’k{k.k fdrus fnuksa dk Fkk \ 

v- 1  c- 2  l- vU; ¼crk,a½  n- ;kn ugh 

12- D;k vki us izf’k{k.k dh iwjh vofÄ esa Òkx fy;k Fkk \ 

v- gka   c- ugh 

13- ;fn ugha rks vkius izf’k{k.k dh fdruh vof/k esa Hkkx fy;k Fkk\ 

v- 0-8 hrs              c- 4-8 hrs 
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c- 8-12 hrs             n- vU; ¼crk,a½ ------------------- 
14- ;fn ugha] rks izf’k{k.k NksM+us ds D;k dkj.k Fks \ 

v- O;fDrxr vkikr fLFkfr 

c- ljdkjh vkns’k 

l- vlqfo/kk 

n- vkids {ks=@fo"k; ds fy, vizklafxd 

;- vU; ¼crk,a½ ------------------------------------- 

15- D;k izf’k{k.k dh vof/k csgrj lh[kus ds fy, Ik;kZIr Fkh \ 

v- Ik;kZ Ir   c- vi;kZIr   l- vko’;drk ls vf/kd 

16- D;k izf’k{k.k ds nkSjku vkidks i<+us@lanHkZ lkexzh iznku dh xbZ Fkh \ 

v- gka   c- ugh 

17- ;fn gka] rks D;k lkexzh vkids fy, mi;ksxh Fkh \ 

v- cgqr mi;ksxh  c- mi;ksxh   l- fdlh dke dh ugha 

18- izf'k{k.k ds nkSjku fdu&fdu eqn~nksa ds ckjsa esaa tkudkjh nh xbZa\ 

eqn~nsa gka ugh 

1 LokLF; ls tqM+s eqn~nsa    

2 xzke LokLF; ,oa lfefr ds ckjsa esa   

3 vuVkbM+ QaM+ ds ckjsa esa   

4 ekr ̀f’k’kq LokLF; ,oa iks"k. k fnol ds ckjsa esa   

5 jk"Vªh; LokLF; fe’ku ds ckjsa esa   

6 ugh irk   

19- D;k vki dks yxrk gSa fd xzke LokLF; lfefr ds izf’k{k.k dk dksbZ Qk;nk gSa\ 

v- gka   c- ugh 

 

20- ;fn gka] rks izf’k{k.k ds fofHkUu Qk;nsa D;k&D;k gSa\ 

izf’k{k.k ds fofHkUu Qk;nsa gka ugh 

1 ;g lfefr ds lnL;ksa dh tkudkjh dks c<+krk gSa    

2 ;g lfefr ds lnL;ksa dks csgrj <ax ls dke djus ds fy, izsfjr 

djrk gSa 

  

3 ;g lnL;ksa dh {kerk dks c<+krk gSa fd rkfd oks LokLF; leL;kvksa dks 

csgrj rjhdsa ls le> ldsa 

  

4 ;g xkao dh LokLF; fLFkfr dks csgrj djus esa enn djrk gSa    

 

izf’k{k.k esa nh tkudkjh ls lcafÄr ç’u 

21- fu;ekuqlkj xzke LokLF; ,oa LoPNrk lfefr esa fdrus lnL; gksrs gSa\ 

v- 4  c- 5  l- 6  n- 7  ;- vU; ¼crk,a½------------------------

-- 

22- vki dks dc irk pyk dh vki xzke LokLF; ,oa LoPNrk lfefr ds lnL; gSa\ 

v- xzke LokLF; ,oa LoPNrk lfefr ds lnL; ds izf’k{k.k ds le; 

c- xzke LokLF; ,oa LoPNrk lfefr ds izf’k{k.k ls igys 

23- xzke LokLF; ,oa LoPNrk lfefr dh cSBd dc vk;ks ftr dh tkrh gSa\ 

v- izR;sd 15 fnu ds ckn    

c- eghus esa ,d ckj 

l- o"kZ esa ,d ckj     

n- vU; ¼crk,a½ 

;- ugh irk 

24- xzke LokLF; ,oa LoPNrk lfefr dh cSBd dgka vk;ksftr dh tkrh gSa\ 

v- vkaxuckM+h dsUnz ij 
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c- iapk;r izfrfuf/k ds ?kj ij 

l- lfefr ds fdlh Hkh lnL; ds ?kj ij 

n- vU; ¼crk,a½ 

;- ugh irk 

25- xzke LokLF; ,oa LoPNrk lfefr dh cSBd esa dkSu&dkSu lh xfrfof/k;ka gksrh gSa\ 

xfrfof/k;ksa ds uke gka ugh 

1 xr ekg dh cSBd dh leh{kk djuk   

2 vuVkbM+ QaM ds [kpsZ dh ;kstuk cukuk   

3 ekr ̀f’k’kq LokLF; o iks"k.k fnol dh leh{kk djuk   

4 lqfuf'pr djuk dh lfefr us vius y{; dks izkIr fd;k dh ugh   

5 lfefr ds fofHkUu lnL;ksa ds dk;Z dks r; djuk   

6 irk ugh   

 

26- lfefr dh cSBd esa vki dkSu ls eqn~nksa dks izkFkfedrk nsrs gSa\ 

v- lfefr ds lnL;ksa ls tqM+s eqn~nksa dks  

c- fdlh O;fDr fo’ks"k ls tqMsa eqn~nksa dks 

l- leqnk; ls tqM+s eqn~nksa dks 

27- lfefr ds lnL;ksa dks fdrus #i;sa lkykuk vuVkbM+ QaM ds #i esa izkIr gksrs gSa\  

v- 5000   c- 7500    l- 10]000 

n- 12]500   ;- vU; ¼crk,a½---------------------- j- irk ugh 

28- vuVkbM+ QaM dk mi;ksx fdu&fdu xfrfof/k;ksa ds fy, fd;k tkrk gSa\   

xfrfof/k;ka gka Ukgh 

1 xzke Lrj ij LoPNrk laca f/kr vfHk;ku ds fy,   

2 xzke Lrj ij LokLF; laca f/kr leL;kvksa ds fy,   

3 ekr ̀f’k’kq ,oa LoPNrk lfefr ds vk;kstu ds fy,   

4 ekr ̀f’k’kq ,oa LoPNrk lfefr ds izpkj&izlkj ds fy,   

5 irk ugh  

29- vki dks eysfj;k ds ckjsa esa D;k irk gSa\ 

eysfj;k ds ckjsa esa  gka ugh 

1 BaM yxdj cq[kkj vkuk] mfYV;ka] eysfj;k ds y{k.k gSa    

2 eysfj;k ePNj ds dkVus ls gksrk gSa    

3 [kwu dh tkap djokdj chekjh dk irk fd;k tk ldrk gSa   

4 dqN Hkh ugh  

30- vki dks Vh-ch- ds ckjs esa D;k irk gSa\ 

Vh-ch- ds ckjsa esa irk gka Ukgh 

1 Vh-ch- dh chekjh ds vusd izdkj ik, tkrs gSa] ijUrq T;knkrj yksxksa 

esa QsQsM+ks dh Vh-ch- ikbZ tkrh gSa 

  

2 cyxe dh tkap ls Vh-ch- dk funku fd;k tkrk gS   

4 D;k vki dks DOTs ds ckjsa esa irk gSa   

5 dqN Hkh ugh  

31- xHkkZoLFkk ds nkSjku xHkZoÙkh efgyk dks dkSu&dkSu lh lqfo/kk,a nh tkrh gSa\ 

lqfo/kk,a  gka Ukgh 

1 xHkkZoLFkk ds nkSjku rhu ckj ,-,u-,e }kjk tkap    

2 vk;ju QkWfyd ,flM dh xksfy;ka miyC/k djokuk   

3 ch-ih-,y- dkMZ /kkjd efgyk dks 500 #- xHkkZoLFkk ds lkrosa efgus esa 

nsuk 
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4 tuuh lqj{kk ;kstuk ds rgr fofHkUu lqfo/kkvks a dk ykHk miyC/k 

djokuk 

  

5 irk ugh  

32- xHkkZoLFkk ds nkSjku xHkZoÙkh efgyk ds fy, tkuysok fLFkfr;ka dkSu&dkSu lh gSa\ 

eka ds fy, tkuysok fLFkfr;ka  gka Ukgh 

1 xHkkZoLFkk esa@izlo ds nkSjku@ izlo ds ckn vf/kd jDrL=ko gksuk 

¼[kwu cguk½ 

  

2 xHkkZoLFkk esa gkFk&iSj esa lwtu gksuk] uk[kwu gksB+] thHk o peM+h ij 

ihykiu gksuk] pDdj vkuk 

  

3 jDrpki vf/kd gksuk ;k nkSjs iMuk   

4 izlo ds ckn cq[kkj gksuk] ;ksfu ls cncwnkj ikuh fudyuk                                              

5 irk ugh  

33- uotkr f’k’kq ds fy, tkuysok fLFkfr;ka dkSu&dkSu lh gSa\ 

f'k’kq ds fy, tkuysok fLFkfr;ka  gka Ukgh 

1 tUe ds le; ij ugh jksuk   

2 2-5 fdyksxzke ls de out gksuk   

3 Lruiku eas dfBukbZa gksuk   

4 lkal rsth ls pyuk   

5 is'kkc@ey dk R;kx u gksuk   

6 f'k’kq dk jax uhyk@ihyk iMuk rFkk nkSjs iMuk   

5 irk ugh  

34- csVh cpkvks a vfHk;ku esa LokLF; lfefr dh D;k Hkwfedk gSa\ 

csVh cpkvksa vfHk;ku esa LokLF; lfefr dh Hkwfedk gka Ukgh 

1 yksxksa esa csVh cpkvksa vfHk;ku ds ckjsa esa tkx#drk QSykuk   

2 xHkZLFk f’k’kq dk fyax tkap ds nq#i;ksx dks dkuwu dh enn ls jksduk   

3 T;knk ls T;knk yksxksa dks csVh cpkvksa vfHk;ku ls tksM+uk   

4 irk ugh  

 

 


