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Assessment of VHSC strategies

Background:

Decentralisation and People's Participation have been considered key strategies for making
health care services effective and this has been reiterated in all significant documents articulating
people's rights to health such as the Alma Ata Declaration, the Bhore Committee Report and,
most recently, the documents pertaining to the National Rural Health Mission. In fact, many of
these articulations consider these as health goals in themselves rather than as mere strategies
to achieve some other objective.

It is widely understood and accepted that for services to maintain quality and to be effective;
people must have ownership and control. Though in practice people's participation has been
narrowly interpreted as their participation in implementation, ownership can only truly be
brought about by their participation and control over all processes leading to the delivery of
services, starting from planning itself.

One of the modalities of allowing local, village level planning for health care has been the
concept of the 'Village Health Committee''; ideally, an informed body that comprises of village
level health workers, PRI representatives and representatives of various CBOs and specially
including groups who are otherwise marginalised, having the capacity and competency to do
an adequate situational analysis of the local status of health and plan for it, with the power and
leverage to bid for locally appropriate health care services and with the ability to monitor
them. The process also includes, ideally, control over finances and budgets with built in systems
of transparency to the public at large.

Though systems of decentralised governance such as the PRIs and Community participation in
local health planning have both been been slow to take off and weak, in the few places where
they have been made functional through various instruments and investments (such as in the
State of Kerala), their role in providing the impetus for positive and sustainable change cannot
be denied.

The NRHM therefore acknowledges these processes as essential to the 'architectural correction’
required for health sector reforms and spells out many details of institutional arrangements for
local health planning at the village level.

In the National Rural Health Mission's Framework for Implementation there is a section that
clearly states:

“The Village Health and Sanitation Committee (VHSC) will be formed in each village (if not
already there) within the over all framework of Gram Sabha in which proportionate
representation from all the hamlets would be ensured. Adequate representation to the

! Lesson 2 of PHRN Book 7: Community Participation
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disadvantaged categories like women, SC / ST / OBC / Minority communities would also be
given. The Sub Health Centre will be accountable to the Gram Panchayat and shall have a local
Committee for its management, with adequate representation of VHSCs?”.

This Framework for Implementation also states that “Village Health and Sanitation Committee
(VHSC) will be responsible for the Village Health Plans. ASHA, the Anganwadi Sevika, the
Panchayat representative, the SHG leader, the PTA/MTA Secretary will be key persons
responsible for the household survey, the Village Health Register and the Village Health Plan.”

Further, paragraph 52 the Framework of Implementation states that:

“A revolving fund would be set up at the village level for providing referral and transport
facilities for emergency deliveries as well as immediate financial needs for hospitalization.
The fund would be operated by the VHSC. Untied fund would also be made available to VHSC
for various health activities including IEC, household survey, preparation of health register,
organization of meetings at the village level etc. Since VHSC would be asked to play a leading
role in the health matters of the village, its members would be given orientation training to
equip them to provide leadership as well as plan and monitor the health activities as the village
level.”

Indeed the Framework for Implementation specifies that 'every village with a population of
upto 1500 to get an annual untied grant of up to Rs. 10,000, after constitution and orientation of
Village Health and Sanitation Committees'. The untied grant could also be used for household
surveys, health camps, sanitation drives, revolving fund etc. If fulfilled, the national budgetary
allocation for this item alone would exceed 400 crores annually

Elsewhere, it states that the Village Health Committee (VHC) of the Panchayat would prepare
the Village Health Plan, and promote intersectoral integration.

In addition to the VHSC fund, each sub-centre will also have an un-tied fund for local action of
Rs. 10,000 per annum. This fund will be deposited in a joint bank account of the ANM &
Sarpanch and operated by the ANM, in consultation with the Village Health Committee.?

The NRHM had committed to facilitating the formation and capacity building of Village and
Block planning teams throughout the district in the first year and the statements quoted above
certainly show seriousness of intent. However it is worth noting that in the third year of its
existence, many states have not had any funds utilised or even released against this head.
Though some state PIPs plan for VHSCs, there seem to be serious constraints in getting this
programme going. Where it has started up, there is insufficient information about the various

2 Under the section on key strategy of the Framework of Implementation of 'The National
Rural Health Mission'

3 Please note that the NRHM documents often use the VHC and the VHSC interchangeably.
However, this may not always be so in practice.
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models for VHSCs being created in various states, their effectiveness and the constraints they
face.

This study intends to trace the various movements that have taken place towards village health
planning, from centre to state, district and village. To this end, all the GOs and NRHM reports
relating to VHSC will be examined and analysed, and further detailed district and village level
examination will be carried out in sample districts of the four states of Chhattisgarh, Jharkhand,
Orissa and Bihar. At the end of this 'baseline' study, action research will be carried out to
document a facilitatory process of initiating / strengthening village health planning processes
in select districts and villages to explore the potential of this strategy for achieving desired
outcomes.

Objective of the study

e To assess what is being attempted under the Village Health and Sanitation Committee
Strategy of the NRHM in various states.

e To document guidelines and instructions issued at various times regarding the VHSC by
the government.

e To study the various models of health committees that exists within and outside of the
NRHM including those facilitated by Non governmental Organisations.

e To conduct a field study for a process evaluation of the VHSC strategy in selected districts
as implemented and look for early outcomes of this strategy in the 4 states of Bihar,
Chhattisgarh, Jharkhand and Orissa.

e On the basis of all the above to make recommendations on improving the VHSC component
of the NRHM.

Methodology

I Secondary Data component:

e Examination of all state PIPs for describing what is proposed as related to VHSC.

e Compilation of all excerpts regarding VHSC and guidelines/ letters issued from the Ministry.
On VHSC in the state and districts.

e Compilation of information from NGOs/ NGO networks on secondary data available in
Delhi on non government intervention in VHSC.

e Discussion with key officials at the state/ districts to describe current stage of rollout of
VHSCs.

e Documentation of all guidelines that have been issued on VHSCs at the state and district
level.
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II Field Study component:
The field study would be done in four states — Orissa, Chhattisgarh, Bihar and Jharkhand and
also in more states if there are agencies/ PHRN members to take up this task.
1. Documentation of the composition of the VHSC in the selected states and particular
districts.
2. Interviewing a number of key stakeholders along the chain of command — state/ district/
block/ villages to assess their understanding of VHSC.

a) Study a sample of villages purposively drawn as having the “best practices” in
VHSC as reported by block and district officials for understanding the potential of
the strategy. Both individual interviews and focus discussions will be held at the
district, block and village level.

b) Study a sample of villages randomly drawn for understanding the range and nature
of functions attempted by VHSC, the processes they follow and the emerging
outcomes of VHSC. In each village: interviews with ASHA, five mothers with
infants or young children, one elected Panchayat member , one secretary of a self
help group. Also a focus group discussion in each village. (One day per village).

III Action Research Component:

Based on the understanding emerging from the study, a process of creating/ strengthening
VHSC:s in select villages will be undertaken by PHRN along with local NGOs and the local
government to optimise the outcomes from the village health and sanitation committee. This
process will be documented.

Time schedule

e Secondary data collected from November 2007 to February 2008-02-27

e Field Study conducted from January 2008-Febraury 2008-02-27

At each step training workshops have been held for creating tools and capacities to undertake
the study. A two day's training workshop has been held with key participants in the study in
Raipur to undertake the field study.

10
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Analysis of Secondary Data

The NRHM's framework of implementation describes VHC as formed at the level of the revenue
village (more than one such village may come under a single Gram Panchayat).

VHSC is to be formed at the Village level comprising of Panchayat representatives, ANM/
MPW, Aanganwadi worker, teacher, ASHA, Community health volunteer. The timeline for
constitution of VHSC is 30% by 2007 and 100% by 2008. A study of the State PIPs reveal that
many proposed for a VHSC in the current year 2007-2008 and some VHSCs have already
been sanctioned with the instruction that the committees should be operationalised in the current
year. The VHSC is to be responsible for village health planning. The fund of the VHSC is
usually maintained through a joint account by the ANM and Sarpanch/village headman with
the committee's approval to decide on which activities the fund is supposed to be spent.

The states have been divided into four categories- high focus large states, non high focus large
states, high focus north east states and non high focus small and union territories according to
the segregation in most NRHM documents. The following has been the observation from the
respective state PIPs.

Documents studied

1. Individual State Programme Implementation Plan for 2007.

GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)

Project Implementation Plan of the 4 states as submitted to the Ministry of Health and Family
Welfare (Department of Health and Family Welfare).*

2. Individual State Programme Implementation Plan for 2008.
Project Implementation Plan of the 4 states as submitted to the Ministry of Health and Family
Welfare (Department of Health and Family Welfare).

3. Record of Proceedings of the National Programme Coordination Committee (NPCC) (No.
10 (1)/ 2006-NRHM-I) meeting for each available state that had submitted State PIP, the meeting
of which was held under the chairpersonship of Secretary (H&FW). This document was used
to gather information on which state's untied funds proposed under VHSC was approved.

4. The National Rural health Mission Status Report: Published as on 7th September 2007
which gives the status of NRHM in all states of India as on 31st July 2007.

4 Under NRHM funds will be released to the states on the basis of the project Implementation Plan (PIP).
> Under NRHM funds will be released to the states on the basis of the project Implementation Plan (PIP).

11
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5. The Government of India. Ministry of Health and family Welfare (No. 10 (1)/ 2006-NRHM-
I) which contains information on

-Outcome budget allocated by the Government of India for NRHM activities,

-Unspent balances for Mission Flexible; and

-Unspent balances for RCH Flexipool.

6. Guidelines for Village Health and Sanitation Committees, sub centres, PHCs and CHCs,
Ministry of Health and Family Welfare, Government of India

7. Report by Jan Swasthya Abhiyan, presented at the Rural Health Watch meet on 15-6-2007

8. NRHM Common Review Mission, November 2007, Ministry of Health and Family Welfare,
Government of India.

9. Manual on community based monitoring of health services under National Rural Health
Mission prepared by task force on Community Monitoring of Advisory Group on Community

Action; Mission Directorate, MoHFW, Government of India

10. Draft Booklet on "Toward a people's alternative health plan', Jan Swasthya Abhiyan (http:/
/phm-india.org/)

12
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Nor,s regarding composition of VHSC:

Composition of VHSC:

In the Framework for Implementation the VHC is to be formed at the level of the revenue
village (more than one such village may come under a single Gram Panchayat). The composition
of the VHC is described as comprising of Panchayat representatives, ANM/MPW, Aanganwadi
worker, teacher, ASHA, Community health volunteer.

The composition of the VHSC according to Government of India guidelines is as follows. The
committee will be headed by the Ward Member of the village. In case there is more than one
Ward Member in the village:

e The women ward member will head the committee,

e If there is no women ward member existing, if there is an SC or ST person, he will head the
committee.

e If more than one member of the category (a) or category (b) are available in the village, the
ward member of the larger ward will head the committee.

e If none of the members of (a) & (b) are available as ward member, the ward member with
the largest ward will head the committee.

e Wherever there is a Panchayat consisting of one revenue village only, the Sarpanch or
Mukhiya whichever is a woman will be the Chairperson of the committee.

The other members of the committee are the following

e Anganwadi Worker of the village- Convener.

e ASHA.

e President or Secretary of any three women SHGs (preferably SC / STs) of this village.

e The president of the Watershed Development Committee wherever a water shed project is
running.

e Ifnone of the above is a member of SC & ST, then one member from each category should
also be nominated by the Sarpanch or Mukhiya.

Norms regarding untied funds:

VHSC

Every village with a population of upto 1500 to get an annual untied grant of upto Rs 10,000
after constitution and orientation of Village Health and Sanitation committees.

The NRHM Framework of Implementation states that the following:- untied fund to be made
available to VHSC for various health activities including IEC, household survey, preparation
of health register, organization of meetings at the village level etc.

In addition to this at the sub-center level there is an untied fund of Rs 10,000. The fund is to be

13
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kept in a joint bank account of the ANM and the Sarpanch. Decisions on activities for which
the funds are to be spent will be approved by the Village Health Committee (VHC) and be
administered by the ANM. In areas where the sub centre covers more than one GP, the VHC of
the Gram Panchayat where the SC is located will approve the Action plan. This VHC could be
taken to synonymous with the VHSC or could be considered distinct from it. The guidelines do
not specify any relationship and it could be interpreted to the state's preference.

Recommendation of the Common Review Mission
The NRHM's Common Review Mission Document (November 2007) Report from the Ministry
of Health and Family Welfare gives the status of the VHSC in few states and also the
recommendations of the review team. The report calls the VHSC as one of key strategies to
achieve communitisation, which is one of the major dimensions of architectural correction that
the NRHM seeks to achieve. One of the key findings of the team is that in most states the
Panchayat standing committee members are involved in the District Health and Family Welfare
Societies, the RKS and in the VHSC and in the selection of ASHASs. The recommendations of
the CRM on the VHSC includes
e Developing systems in the states for the department to be able to track and guide the
content of activities transacted by these committees
e Developing systems for the states to be able to facilitate the making of village health
plans and the utilisation and accounting of the funds made available to it (the mechanism
of facilitation could be the same as that for ASHA).
e Ensuring Panchayat and ASHA's involvement and leadership/ coordination for the
committees.
e Centre to have a detailed knowledge of the guidelines issued in every state and
experiences of the different approaches. Drawing lessons from experiences and sharing
between states to maximise outcomes.

14
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"Individual State Programme Implementation Plan for 2007.

8 National Rural Health Mission: Status of NRHM as on 31.7.07

° National Rural Health Mission: Status of NRHM as on 31.12.07

10 GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)

"' NK=Not known

12 Page 162 of the state PIP for 2008-9. It is not clear whether this is a target for 2008 or a total figure.
13 Mentioned in the text of the PIP for Bihar 2008-2009 though not mentioned in the budget annexure




1. Bihar-

VHSC | VHSQ VHSC [VHSC| Untied| Untied | Total Total | Untied Un- VHSC Untied
target for| (ac- | formed | formed| grant tof grantto | funds ex- grantto | tied proposed | grant to
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villages 12)(1;)37) NRHM | NRHM| 10,000/| lakhs) | 2006 on | 2006 {10,000/ | roved. | 2009 @ 000/
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re- [report) 7 LAK RS VHSC | lakhs) lakhs)
port)'® 07-08 08-09

13607 2000 | NK” |NK 2000 NK 0 0 8.85 NK 45098% 1000 2!

4 GOI;, MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
!5 Individual State Programme Implementation Plan for 2007.
16 National Rural Health Mission: Status of NRHM as on 31.7.07

17 National Rural Health Mission: Status of NRHM as on 31.12.07

18 GOI;, MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
1 NK=Not known
2 Page 162 of the state PIP for 2008-9. It is not clear whether this is a target for 2008 or a total figure.
2! Mentioned in the text of the PIP for Bihar 2008-2009 though not mentioned in the budget annexure
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There is no mention of VHSC in the text of Part B (NRHM) of the State PIP. Proposed budget
for year 2007-2008 however proposes untied fund for Sub Centre as well as VHSC @ 8.85
lakhs and 2000 lakhs respectively. Though the text of the state PIP does not include any details
of proposed VHSC, as regards untied funds for the subcenter it states that it is to facilitate
urgent yet discrete activities that need relatively small sums of money at health sub centres.

The untied fund to SC is stated in the PIP as, "Annual Maintenance Grant of Rs.10,000/- given
to every HSC as Untied Fund.. This annual maintenance grant is distinct from the untied fund
and is over and above the untied fund and meant for minor civil works and for any other
infrastructural or maintenance work. However the PIP proposal also states that the Untied
Fund is to be used for minor modifications to sub center such as curtains to ensure privacy,
repair of taps, installation of bulbs, other minor repairs which can be done at the local level.
Other uses of the untied fund are suggested as - ad hoc payments for cleaning up sub center,
especially after childbirth; transport of emergencies to appropriate referral centers; purchase of
consumables such as bandages in sub center; purchase of bleaching powder and disinfectants
for use in common areas of the village; labour and supplies for environmental sanitation, such
as clearing or larvicidal measures for stagnant water and payment/reward to ASHA for certain
identified activities. The PIP is thus not making or perhaps has not recognized the distinction
between the untied fund and the maintenance grant. However it does allow provision for many
other functions.

The number of VHSC is mentioned in the budget line as "20,000 VHSC@10,000 Rs." This
number is not mentioned elsewhere in the PIP therefore it is not known whether 20,000 VHSCs
are already constituted and operationalised or is the target for the current year.

The Record of proceedings for Bihar was not available in the website. Thus the amount ap-
proved against the sub centre and VHSC is not known.

According to the District Programme Manager (NRHM) Aurangabad, the district had just re-
ceived the guidelines and to date no VHSC has been formed. (Source: PHRN report Bihar)
State summary of the CRM states that in Bihar the ASHA programme will be linked to VHSC.
The document did not mention whether the VHSCs are already formed but states that it is
proposed for a partnership with water and sanitation committee under the overall framework of
PRI

According to the state PIP for 2008 VHSCs will be set up in 45098 villages and Rs. 10,000/
- per committee per annum will be provided. A sum of Rs 1000 lakhs is being proposed in the
text of the PIP however the same could not been seen in the budget or is not reflected in the
budget due to some error. The untied fund also does not seem to correlate with the target.

The VHSCs will prepare integrated action plans in the year 2008-09. The AWWs, ASHA and
ANM will form the core of the Village Health Team and all three will work together to draw the

17
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village health plan in consultation with dais, other stakeholders and local opinion leaders. The
Village Health and Sanitation Committee will be guided by the Gram Panchayat. A joint ac-
count with the female member of panchayat and ANM is being opened for keeping the untied
funds.

Bihar field study
Jahanabad and Aurangabad districts of Bihar were selected for the study.
Jahanabad

In Jahanabad district the team met the DPM, CMO, ACMO and Health managers of Jehanabad
block and MOIC of Okri PHC. All the above officials confirmed that no VHSC has been
formed. The CMO had not seen the VHSC guidelines and was not aware of the process for
formation of VHSCs though he was willing to liason with civil body organisations or local
NGOs for VHSC formation.

In Erki and Laxmi Bigha villages of Jehanabad the community members had no idea of VHSCs.
The ward members were not available for comments as they were involved in the Jila Parishad
elections.

In Okri Panchayat of Modanganj block in Jehanabad district. The block health manager had
informed that no VHCs or VHSCs existed in the village. A meeting was arranged with ASHAs,
ANMs. The members had no information about VHSCs and no such committee could be seen
to exist.

Aurangabad

The focus block in Aurangabad selected for the study was Kutumba in Fheora Panchayat of
Lavari Khurd which is also called the Harijan Tola. An NGO called Bodh Jan Jagran is already
working there constructing low cost latrines under Swasth Abhiyan (Total Sanitation Cam-
paign). A meeting with the Secretary of the NGO revealed that there were no VHSCs formed in
the district; however informal sanitation committees have been formed for the construction of
low cost latrines under the TSC.

18
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2. Chhattisgarh-

VHSC | VHSC| VHSC | VHSC | Untied Untied Total Total | Untied Un- [ VHSC Untied
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g%r07— ?I(l)fcl;) (ac- sofar | VYHSC . VHSC |released| penses| SC grants | in the VHSC
03 o agt . iclg)rq[z) (accord- ETOE[Z:;’S Ap- during | dur- |proposed [to SC | state PIP | proposed
30% PIPs)? Nl%HM ing to (g proved 2004- ing @ ap- 2008- by states @
of all |2007- Eéz_ltus NRHM 10.000/ (in lakhs) | 2006 on| 2004-| 10,000/ | proved.| 2009 10,000/
vil- 12008 | 05 e | status | yEscgn| 07-08 | VHSC*| 2006 | SC(in VHSC(in
lages 20308 | Nk report) lakhs) on lakhs) 07- lakhs) 08-
6054 N » 07-08 VHSC| 08 09

NK

2030.80 | 2030.80 |0 0 469.20 1469.20| 146 146.0

22 GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
# Individual State Programme Implementation Plan for 2007.

24 National Rural Health Mission: Status of NRHM as on 31.7.07
2 National Rural Health Mission: Status of NRHM as on 31.12.07
26 GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
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Chhattisgarh has a number of village level committees. The committees include-

1. Panchayat Health and Education and Social Welfare Committee

In the panchayat act there is already a panchayat health and education & social welfare committee
made up of the sarpanch as chairperson and four of the elected panches as members and nominate
two persons as non-voting members and a further optional two persons related to a health or
ICDS or education department as special invitees. Its roles were specified for the areas of
school education, health care including ICDS, sanitation, and development of weaker sections,
sports, and social welfare measures. In practice this is not functional in any place in Chhattisgarh.

2. Gram Swasthya Samiti

There is also a gram swasthya samiti formed under the Madhya Pradesh government with

the following features:

e It has 12 members.

o 50% of the members are reserved for SC, for ST and for OBC with OBC not being more

than one thirds of the reserved seats.

33% of the members are reserved for women.

All the 12 members are elected by the gram sabha.

There is a president elected by the 12 members.

The post of president shall rotate between women, SC, ST, OBC, Others- 5 categories.

The term of the president is one year.

A secretary will be elected by two thirds majority. Any of the gram sabha members can be

the secretary.

e Theroles and responsibilities are laid down and pertain to only health sector and sanitation.
This stated committee is also not functional nor was there a renewal of the order forming
this committee by the new state of Chhattisgarh,

3. Village Water and Sanitation Committee

Another committee organised by PHED department is the Village Water and Sanitation

Committee (VWSC), also often referred to as watsan committees. The Chairman of this is

the Village Headman/Durbar Head. The committee is responsible for implementing

Swajaldhara & T.S.C. Schemes.

The Members of V.W.S.C are to elect the village Headman/Durbar Head its Chairman for

implementation of schemes of their own choice with active participation of the villagers.

Women, SC, ST and poorer sections of villagers, subject matter specialists, NGOs, CBOs

are to be given due representation. Exact numbers not specified and at least one third

members of the VWSC are to be women. The function of this committee includes -

e Planning, designing & implementing all drinking water & sanitation activity;

e Opening and managing Bank Account for depositing community cash, contribution, O &
M funds and management of project funds;
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e Ensuring community participation and decision making in all faces of scheme activities;

e Encouraging villages to take up Swajaldhara & T.S.C. implementation in their respective
villages;

e Organising Community contribution towards capital cost both in Cash and kind ( land,
labour or materials); signing of various agreement with the D.W.S.C;

e Procuring construction materials / goods and selection of Contractors (where necessary)
and supervision of construction activities.

e Commissioning and takeover of completed water supply and sanitation works through a
joint inspection with D.W.S.C ;

e Collection of funds through a tariff, charges and deposit system for O & M of water supply
and sanitation works for proper managing and financing of O& M of the services on a
sustainable basis and empowering of women for day to day operation and repairs of the
schemes.

e Creating and promoting integration of drinking water, sanitation and hygiene in the village.

e Participation in Communication and Development Activities in other villages.
According to the PHED Department this committee is functional.

The state PIP proposes that the village health and sanitation committee of the NRHM is

to build upon the panchayat health and social welfare committee and link it with the

health and watsan committees. Thus-

1. Guidelines on the structure and functioning of the village health and sanitation committee
have been issued to the District Programme Managers. The commitment is to retain the
leadership role of the panchayats and yet find adequate space for participation of Mitanins
and self help groups.

2. Negotiations to form the VHSC with above norms shall be done with Panchayat, PHED,
ICDS and other departments.

Page 138 of the State PIP proposes a budget of 98,820,000 against 9820 VHSCs as under,

Untied Fund for Village Health and | Unit Unit | Duration | Total
Sanitation Committee cost

1 | Untied Fund 10000 | 9820 | 1 98200000
Total 98820000

There is perhaps an error in the budget or a conscious change from the usual approach. The
number of revenue villages is about 20308. Therefore, the approximate number of VHSC will
be 20308 and not 9820 as projected in the PIP. This latter figure represents the exact number of
gram panchayat. However the actual budget sanctioned is Rs 203080000 which is as per the
number of revenue villages and not as per the number of gram panchayats.
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In the state PIP for 2008-2009, a detailed guideline on VHSC functions is prepared and
disseminated and the corresponding training is ready to be rolled out in the current year. Also
the PIP focuses to orient the VHSCs through a massive campaign to enable and ensure micro
health planning. According to the PIP almost 100% of VHSCs have been formed. The
responsibility of strengthening this community level capacity building initiative is to be led by
the State Health Resource Centre. A set of indicators for VHSC is also mentioned in the PIP as-
a) Functional VHSC with utilisation of untied funds for improvement of health, hygiene
and sanitation status of the village
b) Develop 20,000 village health plans. The village health plans shall include issues like
food security, safe drinking water and sanitation, early childhood care services, school
health services, access to health care services and health education at the village and
Panchayat level.
¢) Women health volunteers' training on VHSC
The state PIP also claims that a minimum of 50% of members in the committee were women
with adequate representation of the weaker sections. In the PIP for 2008 it is mentioned that
untied funds for the VHSCs of the 20,308 villages have been released.
Indeed the PIP has an exhaustive list of strategies and activities for VHSC planned out for the
current year including training for members.

According to information as compiled by PHRN Chhattisgarh, the Village Health and Sanitation
Committee is an informal group that exists in each village and selects an active accredited
Mitanin from the village as the convener for the allocation of fund. This Mitanin acts in
collaboration with the Gram Panchayat (Education, Health & Social Welfare Committee) to
allocate funds to the respective villages. The amount allocated to each village is Rs. 10, 000.
Under one Gram Panchayat there are usually about 2 villages (approx) but there may be more
and each Gram Panchayat receives an equivalent amount - i,e, Rs. 20, 000 if there are two
villages, The fund allocated and released for the current year (2007-08) is Rs. 20.3 crores. This
fund allocation has been released and has reached the district health societies. However at this
level there is delay for the process of forming a VHSC, opening its bank account and getting
the CEO or officers of the panchayats to take ownership also takes time. It is also apparently
taking time for district collectors, given their busy schedules, to focus on this relatively low
priority task.

The guidelines of the VHSC have been issued and disseminated to the District Programme
Managers. The guidelines made with special effort and technical support from the State Health
Resource Centre, Chhattisgarh give detailed directions on the selection process of the President/
Chairman, Secretary and Coordinator as well as the members. It lists out the following points:

e That, as directed by the NRHM, since the VHSC is to be built through the active
permanent committees under the PRI, it is required to activate Gram Panchayat's standing
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committees on "Education, Health and Social Welfare" by practically making use of
the "Village Health and Sanitation Committee".

e Village Health and Sanitation Committee will have to be adequately equipped with
financial and human resources so that it is able to plan and work locally to address
critical needs and does not depend on centralized management.

e Village Health and Sanitation Committees must have due representation from women's
groups, self help groups and other civil society organizations.

e In the meetings of Village Health and Sanitation Committees, it will be necessary to
ensure presence of all members of Education, Health and Social Welfare Committee so
that health related problems are better identified and addresses by villagers themselves
as all paras, wards or villages dependent on the Panchayat will be represented.

The guidelines state that the "Village Health and Sanitation Committee will work under the
guidance of Education, Health and Social Welfare Committee. One Mitanin out of all the
registered Mitanins from each village will be elected as its coordinator. This committee will
provide opportunities to elected Mitanin, Panchayat Secretary, other elected representatives of
the village like Sarpanch, Panch, Women's Group, Self Help Groups, civil society representatives
etc. to take initiatives to address issues related to human resource requirements at the village
level"

The guidelines also state the monitoring and supervision arrangements of the VHSC at the
state, district and block level against output, outcome and impact indicators.

Role of Swasthya Panchayat Yojana in VHSC: box

The VHSC is envisaged as an informal body under the Panchayat, an extension of the
statutory committee (Education, Health and Social Welfare Committee). The Swastha
Panchayat Yojana gives a set of indicators for measuring the health status and the delivery
of health and health related services at village level. Based on the data collected, and its
analysis and conversion to scores, a ranking of all the hamlets within the panchayat and
of all the panchayats within the block, can be obtained. The focus on hamlet level data
aggregation enables comparison of all hamlets - as even panchayats with good aggregate
status can have one or two hamlets with very weak performance, thereby requiring more
attention. Also disaggregating data to hamlets within a panchayat helps identify vulnerable
sections and plans can be developed to address their issues.

The Swastha Panchayat Yojana acts as a diagnostic tool. The driver of this tool
will be the Village Health & Sanitation Committee. This tool will act as a helpful guide
for VHSC, while doing village level health planning. It will also help in assessing &
analyzing the intra & inter hamlet variations within a village. Thus it will give a

Contd...
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brief idea about areas that require more focus / attention. This will also make many
invisible health issues visible and will also help in identifying many regions of poor
performance and high vulnerability.

Chhattisgarh thus presents a picture of a lot of VHSC activity having happened before
the VHSC is formally in place and many VHSC outcomes as having been attained even
before the funds have reached them.

Chhattisgarh field study

Two villages each in 2 selected blocks in the two districts - Gurur and Balod in Durg district
and Farasgoan and Bastar in Bastar district were selected.

Existence:

Durg
It was found that in one village in Durg district a village health committee was formed. In the
rest of the 7 villages no such committee was seen during the period of the survey.

The respondent from Jhalmala village of Balod block informed that there is a Mitanin Women
Health Committee which is working on health and sanitation issues. In the rest two villages
which were taken under the study from Durg district no other committee working on health and
sanitation issues could be found. In two villages a panchayat level health committee exists
which works in coordination with the village water and sanitation committee and in one village
this is being run in coordination with the mitanins. Some villages reported a health committee
at Para/hamlet level.

In all the four villages, some committees were functional like in Kolhamar village of Gurur
block Navyuvak Mandal works for plantation in the village. In Gurur village of Gurur block
Nirmal Gram Yojna Samiti, a village level committee is functional. In Jhalmala of Balod Block
and in one more village there are some self help groups and women's group which are functional
in their village.

Bastar

The four villages taken under the study from Bastar district informed that they do not have any
committee functional at village level. There was also no other committee working on health
and sanitation.

24

Public Health Resource Network



Formation

In Durg district respondents from one village informed that they went for a training programme
where they receive information of Government order of VHSC verbally from their trainer.
Apart from this none of the villages got any information of this sort either in written or verbally.

Respondents from two villages informed that they had a sensitization meeting (by Field
Coordinators) on VHSC at Block level. In one village out of the four villages of Durg District
VHSC has been formed. In this village the VHSC was formed in coordination with the women
committees that were functional in the village. It was reported that the women had to be called
many a times from their home attend the meeting and they were reluctant as they felt that other
people will get money out of the committee. Thus even though the VHSC has been formed in
that village the people over there are not quite clear about this VHSC.

Out of the four villages that were taken under the study from Bastar district only respondents
from one village informed that they have received some information from higher authority
regarding formation of VHSC.

Composition
None of the respondents had any information on the composition of the VHSC.
Capacity Building

Respondents from one village (Jhalmala) of Balod Block from Durg district responded that the
Sarpanch, Sachiv, Anganwadi worker, Teacher and others were sensitized on sanitation , safe
drinking water and issues related to health through a one-day training programme held at Block
level and printed materials were provided to them in this training. No such training was organised
in Bastar District

Funds

Jhalmala village from Durg district could inform that some amount of money has been sanctioned
to this committee; the chairman of this committee and secretary of this committee will have
access to this money. None of the respondents had any idea about the previous year's expenditure
and who certifies the expenses and the books of account. Respondents from selected villages
in Bastar Disrict had no information whatsoever regarding funds of the VHSC
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Activities

None of the respondents were clear about the activities that were taken under this committee in
the past one year. However, a few respondents shared that this committee sometimes meets
once a month though during the agricultural period it hardly meets. The committee faced
difficulties in carrying out activities as women were reluctant to attend meetings because they
thought the committee members/people will get money by organizing these meetings while
they would not benefit. In case of the four villages that were selected randomly from Bastar
district all the responses was negative.

Monitoring

In one village, Gram panchayat's sarpanch and additional sarpanch secretary of the panchayat
monitor and supervise the VHC. In another village, the Mitanin Trainer and Mitanin monitor
and supervise the VHC.

It is clear from the field study that there are stark differences in the status and information
about VHSCs in the 2 districts - Bastar and Durg. The field study villages in Bastar were
remote and also had a predominantly tribal population. This illustrates the specific difficulties
of operationalising programmes in tribal areas.

Recent Current status (following field study)

At the state level, the guidelines developed by a state level team with SHRC?” have been
approved by the state and circulated to all the district CMHOs and other concerned officials
and stakeholders at the block level. These had been field tested by the SHRC in Durg district
prior to finalisation. The budget proposed for the VHSC at each village i.e. 10,000 per
revenue village, in total for 20639 villages, has also been approved, sanctioned and disbursed
to the district and block level. In all the districts the untied fund distribution from the CMHOs
to the Gram Panchayat is ongoing. In a few districts VHSCs accounts have also been opened.
Currently, 83 VHSC accounts have been opened. Sensitization, discussion and training for
the formation process have also been initiated in districts and at the block level. In all the
districts of the state the selection process for the Convener (Mitanin), by the MTs, has been
initiated and 2311 VHSCs have also been formed. The proposed next quarterly plan is to
organize special Gram Sabha and letters to this effect have been sent to all district officials
signed by the DHS Director, Mission Director and Minister for health. Further planning is
in process to establish a monitoring team and mechanism coupled with social mobilization.

At the state, district and block level the concerned officials and stake holders are now aware
about the VHSC as they have received the guidelines draft sent from the state.

27 Annexure VI
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3. Orissa.

VHSC |VHSC | VHSC | VHSC Untied grant | Untied Total | Total Untied Untied VHSC Untied

target | (accord-| formed | formed [to VHSC grant to funds | expenses | grantto SC | grants to pro- grant to

for ingto | sofar | so far proposed by | VHSC re- during | proposed SC posed VHSC

2007-  |state (accord- | (accord- [states @ Approved | leased | 2004- @ 10,000/ approved. |in the pro-

08 30% |PIPs)® | ingto | ingto 10,000/ (inlakhs) | during | 2006 on | SC(in state posed

of all 2007- | NRHM | NRHM | VHSC(in 07-08 2004- [ VHSC lakhs) 07- PIP by

vil  [2008 | status | status  |lakhs)07-08 2006 08 2008 | G

lages? report)* | report)?! on 2009 10,000/

VHSC® VHSC(in

lakhs)
08-09

15405 14258 [ O NK 1425.840 1425.840 | O 0 668.80 668.80 9519 951.9

28 GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
¥ Individual State Programme Implementation Plan for 2007.

3 National Rural Health Mission: Status of NRHM as on 31.7.07
3! National Rural Health Mission: Status of NRHM as on 31.12.07
32 GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
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According to the state PIP 2007-8, Village Health Committees or Gaon Kalyan Samiti are
being constituted in the state and guidelines and orders for this have been issued. These are
meant to be registered before untied funds can be released to them. Instead of the existing
village water and sanitation committee which were formed and meant for taking up water
supply and sanitation activities only, there will be a single committee at the village level and
the committee will be named as "Gaon Kalyan Samiti"). In 2008 10% of VHCs will be made
functional. This committee will be responsible for community mobilisation, preparation of
village level plans; community based monitoring of health services.

The government of Orissa had made an allocation of 15405 VHSCs in the outcome budget for
the current year. The state had taken a target of 14258 VHSCs which is 30% of the total inhabited
village (47529). (The term VHC and VHSC has been used interchangeably in the PIP. Page
114 of the state PIP states that VHSC will be established in all the revenue villages in a phased
manner. However, field reports suggest that VHCs exist around the subcentre and VHSCs in
the other revenue villages as discussed below). The time line for providing constitution of
VHSCs and provision of untied funds to the committees is mentioned as 10% with a further
proposition to constitute 30% of VHSC in each district.

The information from PHRN Orissa is that the districts have received only verbal information
and not the government orders for establishment of VHSCs. VHCs have been formed in sub
centres for utilisation of untied funds though no committees have been registered till date. The
process followed was that Block PHC and the PHC medical officers were informed to form
VHCs and they in turn instructed ANMs to constitute the committees. ANMs. NRHM Orissa
had recently come up with guidelines for VHSCs but they have not yet been circulated. The
composition of the committee is as per the central guidelines with the addition of SEM (Self
Employed Mechanics under the RWSS of the area) and NGO representatives of the village or
a good functioning Yuvak Sangha or any CBO.

Approved activities of the VHSC as in the guidelines are::

e Preparation of village health plan and related activities (expenditure in this regard to be
limited to Rs 500/- for meeting expenses only. Other expenditure and formats to be supplied
by the mission).

e Promotion of any village level public health activity like cleanliness drive, sanitation drive,
school health activities etc (expenditure to be limited to Rs 200/- per month).

e Disinfecting water sources, wells, promoting and activities relating to mosquito eradication
(expenditure to be limited to Rs 200/- per month).

e Organising health melas, shishu mela, camp for the handicapped etc (expenditure to be
limited to Rs 1000/- per month including organising expenses, hiring medical personnel,
prizes, medicines etc).

e Providing emergency health services to old, infirm, destitute, orphan or handicapped persons
belonging to poorer households of the village viz. hiring a vehicle, buying medicine hiring
the services of a doctor: expenditure to be limited to Rs 250/- per case with an upper limit
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of Rs 1000/- during this year under normal circumstances.

e Creating awareness about good sanitary practices amongst adolescent girls and mothers:
group meetings and discussion can be held (expenditure to be limited to Rs 100/- per month).

e Promotion of use of safe and clean drinking water and conducting water quality survey etc.
Expenditure to be limited to Rs 500/- per village per year for activities such as carrying
samples to testing centre, cleaning and repairing the water source.

e Encourage people to adopt accepted health practices instead of depending on quacks &
untrained health care providers (expenditure to be incurred on group meetings, wall paintings,
creating a VHSC board limited to Rs 1000 per year).

e Discuss and analysis of every maternal deaths & neonatal deaths that occurs in the village
and suggesting necessary action to prevent such deaths & to get them registered in the
Panchayat (expenditure in this regard should be on activities relating to meeting expenses
limited to Rs 100/-).

e The payment of Rs 100/- to AWW and Rs 50/- to ASHA per meeting shall also be met out
of the above fund with due approval of the committee members.

e It may be noted that the guideline also specifies that the VHSC cannot spend more than
25% of the funds at one instance except during an emergency and that too with due approval
of the committee members.

The guidelines also include by-laws and reporting formats of the VHSC.

The NRHM's Common Review Mission report of November 2007 (Ref. 7) states that in
Orissa the VHSC are not active because of weak social mobilisation process and
community participation. The report also says that the current role of PRIs is limited to
attending meetings and management of untied funds of the sub-center.

The state PIP 2008-2009 mentions facilitating formation of village health and sanitation
committee in revenue villages through PPP NGOs as one of its core activities. District level
activities pertaining to VHSC includes giving incentive to the VHSC members to carry the
pregnant women to the transportation point/facility and also that incentives to field functionaries
for institutional delivery, immunization coverage, FP to be met out of the untied fund, RKS,
JSY Contingency and VHSC funds. Budget of 951.90 lakhs (450 lakhs for quarter Il and 501.90
for quarter III) for a target of 9519 VHSC:s is being included in the PIP budget.

People's Rural Health Watch Survey (Ref.1) - JSA conducted discussion in all the 8
districts of Orissa. Their findings are as follows-
Out of the total 8 districts of Orissa 62.5% of the villages had VHSCs with approximately

5-6 members.. All the VHSCs formed had at least one woman representative either in the
Contd...
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form of AWW/ ANM or Health Worker and in some cases representatives from the
government institutions including ward members. The main tasks assigned to the VHSCs
include -

Community mobilisation on varied issues related to health, hygiene and sanitation.
Awareness generation and information dissemination.

Supervising fund allocation and evaluating responses for further changes.
Monitoring and evaluating the various health programmes.

Report writing and generating data for future activities.

Preparation of health plans & disseminating means to adhere by them.

The report by JSA also states that all the VHSCs have received some sort of training or
the other but not all members were present for the training. It also further states that 25 %
of the VHSCs met regularly and fulfilled all the activities enshrined upon them.

Work done by VHSCs where the untied funds are used includes

e Community mobilisation on issues of health, hygiene and sanitation

e Report writing of all the activities done and an appraisal of the proceedings.

e Monitoring and evaluation of all the activities of the health programmes that are in
progress in the selected areas including stakeholder analysis.

Awareness of this provision and the constitution of the committees and issue of guidelines
could not be completed in the financial year 2006-07. Hence the actual disbursement of
the funds to the VHSCs took place only during the current year- 2007-08. At the time of
the report, the funds have reached the VHSCs and experience with its use has yet to
emerge.

Orissa field study

The team took up VHSCs from 3 districts for the study of VHSCs. The districts are from
different revenue division, selected districts are

Angul (from central revenue division)- Angul and Chhendipada block

Koraput (southern) - Koraput and Jeypore block

Mayurbhanj (northern)- Jashipur and Saraskana block

The team selected 2 revenue villages from each block where one health sub centre exists. Total
data was collected from 12 villages in 3 districts.

In Angul and Mayurbanj districts the villages did not have any VHSC but had VHCs constituted

to utilise the Sub centre untied fund. In Koraput district the villages studied had VHSCs as
well as VHCs
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Angul

Village level committees:

The villages had VHCs, there were also other village level committees- village education
committee (VEC), parents-teachers association (MTA), ban surakhya samiti (BSS), village
development committee, mahila swasthya samiti (MSS), village sanitation committee (VSC),
school sanitation committee, pani panchayat, eco development committee, electrical committee,
disaster preparedness committee. None of the above committees however undertake activities
related to health. There is no panchayat or hamlet level committee for health. None of these
committees is registered under any act.

Formation

There were no written guidelines for formation of the VHC. The ANMs got instruction from
the PHC medical officers in the review meeting to form a committee at their health sub center
(HSC) village to utilize the untied fund for the HSC. There was no special sensitization meeting
or workshop held for the purpose.

The ANM with Sarpanch, AWW and ASHA formed a committee. There was neither formal
meeting held for constitution of the committee nor a definite process followed for constitution
of the committee.

Composition

The members of the VHC are sarpanch as chairperson and ANM, AWW, ASHA and SHG
representative as members. Some committees do not have SHG representatives as members.
There are no defined roles and responsibilities for the members.

Capacity building
There has been no capacity building or training activities for the committee members.
Funds

Funds amounting Rs 20000.00 (Rs 10000.00 each for the financial year 2006-07 and
2007-08) have been sanctioned and released. The committee has a bank account with ANM
and Sarpanch as joint signatories. The ANM does the accounting. The committee spent a
substantial amount on heads like repair and renewal of sub center buildings, fixtures, disposable
syringes and needles, bleaching powder, emergency medical transport, cleaning of drains in
the sub center village etc. No prior estimation

of the expenses had been done. The PHC medical officer certifies the expenses and books of
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accounts. There is no mechanism to ensure financial transparency. In most of the cases the
members of the committee were unaware of the financial transactions and in a few cases even
the chairperson of the committee was ignorant about the financial transactions. Maintenance
of books of accounts and minutes was done at most of the places. Some unspent balance was
left in majority of the committees as the members were not clear about the guidelines for
utilization of the funds. Absence of clear financial guideline and untimely release of funds led
to underutilization of the funds.

Activities

Repair and renewal of sub center building, purchase of fixtures, disposable syringes and needles,
bleaching powder, emergency medical transport, cleaning of drains in the sub center village
etc. Occasional meetings also took place.

Koraput
Existence of VHSCs/ VHCs and other committees

VHSC:s in the study villages had been formed recently. As per the ANM the VHC (at the sub
center level) exists on paper but no activities had been carried out. There is no other committee
in the village working on health and/or sanitation issues. There is a Village Education Committee
but this committee does not have any relation with the VHSC.

Formation

The ANM got instructions from the block medical officer to form the VHSC, after which a
meeting of the prospective members as per the guidelines was called and the committee
constituted. Though all the members have signed the by laws of the VHSC document, but
some were not aware about the name of the chairman and convener of the VHSC. Also the
detailed guidelines of the VHSC in terms of roles, responsibilities and activities were not
explained clearly to the member committee of the VHSC. No block or village level sensitization/
workshop/meeting had held on VHSC till date and none of the group member had been assigned
with any task for VHSC. The guideline is clear that VHSC have to be registered but this had
not happened.

Composition

Almost all the members had the information about its composition except a few who did not
know who was the chairman and convener of this particular committee.
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Capacity Building

No training had been imparted so far to any of the VHSC member

Funds

No funds had been released to any of the VHSCs. Thereby; no bank account had been opened.
Activities

No activities had been undertaken so far.

Monitoring

As the VHSC was only just formed no monitoring had taken place.

Mayurbhanj

Existence of VHSCs/ VHCs and other committees:

It was observed that the principal stakeholders at the sub-centre, GP, block and district level
did not have the knowledge about the existence of VHSC, but had some knowledge about
VHC (Village health committee). VHCs were not a formal committee rather an arrangement
made by the ANM after getting verbal instructions from the PHC Medical Officer, who contacted
the local sarpanch to act as an authorized signatory to the joint bank account to be opened for
the purpose of spending the untied funds.

In some cases it was found that besides the ANM and the sarpanch the local BEE and ASHA
have knowledge of untied funds but did not have the knowledge about the existence of the
VHCs.

Box A health committee has been constituted by the Lepra Society at a few villages. The members
of the committee are mostly women from self help groups and mahila swasthya sangha (MSS),
others being ANM (if it is a sub-center village), AWW and ASHA of the concerned village.
They meet once a month and discuss about a particular health issue. There are 12 thematic
areas for example malaria, tuberculosis, anemia, malnutrition etc, which they take up one per
month. No panchayat or hamlet level health committees were found. Box ends

Formation

From state level to the district level there were sanction orders for spending the sub
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center untied fund of Rs 10,000.00. But no specific instructions/government orders/circulars
were issued to the districts for the constitution of formal committees for effective utilization of
the sub-center level untied funds. The process through which such committees are to be
constituted within a definite period of time is not clearly spelt out elsewhere. The MO in-
charge and the BEEs were instructed in the district level review meetings to form VHCs at
each sub-center to utilize the untied fund. The MOs and the BEESs in turn communicated verbally
the same to the ANMs regarding the funds and the way these funds are to be transacted in the
bank account. Finally the ANMs contacted the sarpanch to act as one of the joint signatories
and open the bank account. No such committee was found to be registered under any act till
date.

Composition

In the committees (VHCs) the members were the ANM, Sarpanch, and AWW, one representative
from the local CBO/NGO, president and secretary of the local women self-help groups. Except
the ANM and the Sarpanch (confined to withdrawal of money from the bank account and the
ANM spending them for sub-center level activities on health) there was no such clarity of role
for the rest of the nominal members.

Capacity building
The capacity building exercise was not there.
Funds

Funds for VHCs are sanctioned. The amount sanctioned is Rs. 20,000.00 per sub-center in two
equal sanctions for the financial year 2006-2007 and 2007-2008. There are bank accounts
jointly operated by the Sarpanch and the ANM. The ANM maintains the books of accounts.
Prior estimation of all expenses is done in few subcenters. The MO certifies all the bills and
vouchers.
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3. Jharkhand

VHSC | VHSC| VHSC | VHSC | Untied grant | Untied grant | Total | Total Untied Untied |VHSC |Untied
target | (ac- | formed | formed | to VHSC to VHSC funds | expenses | grant to grants to |pro- grant to
for cord- [sofar [ sofar | proposed by [Approved |[re- during SC SC posed in| VHSC
2007- |ingto | (ac- (accord- | states @ (in lakhs) leased | 2004-2006| proposed | ap- the state [ proposed
08 30% | state | cording | ing to 10,000/ 07-08 during | on VHSC | @ 10,000/| proved. |PIP by states
of all | PIPs)*| to NRHM | VHSC(in 2004- SC(in 2008- | @
vil- 2007- | NRHM | status lakhs) 07-08 2006 lakhs) 07- 2009 10,000/
lages ** [ 2008 | status | report)® on 08 VHSC(in
re- VHSC? lakhs)
port)® 08-09
9789 1190 | 7249 7249 119.00 119.00 0 0 395.80 395.80 |28338 [2833.0

3 GOI,; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
3 Individual State Programme Implementation Plan for 2007.

% National Rural Health Mission: Status of NRHM as on 31.7.07
% National Rural Health Mission: Status of NRHM as on 31.12.07
37 GOI, MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
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According to the State PIP the untied fund at the sub centre has been deposited in a joint bank
account of the ANM and AWW. This is because in Jharkhand panchayat elections under the
73th and 74th constitutional amendment have never been held. The bank account is therefore
to be operated by the ANM in consultation with "Village Health and Sanitation Committee".
There are clear guidelines that have been issued to the Sub-centres from the state as to how to
utilise the fund.

The state PIP contains clear objectives and activities of the VHSC- and this is called the VHC
in the Jharkhand context. The Village Health Committee will be a facilitating body for village
level Programmes in the field of health and sanitation. Village Health Committees will be
established in all the revenue villages in phased manner. The objectives of the committee includes
enhancing community participation in planning and implementation of health and allied activities
at village level, creating awareness on maternal health services, child health services, family
planning services, safe & healthy sanitary practices, creating awareness about service available
under various disease control programme (i.e. Leprosy, Malaria, Blindness Control, Tuberculosis
etc.).

The state PIP proposes the following-
e To constitute 10% of Village Health & Sanitation Committee in each district in the year

2007-08.

e The grant can be used to carry out one or more out of the following activities as per the
decision of the Committee.
e Preparation of village health plan and related activities as follows:-

+ Promotion of any village level public health activity like cleanliness drive, sanitation
drive, school health activities, etc.

+ Disinfection of water sources, wells in the village, promote activities relating to mosquito
eradication.

+ Organization of Health Mela, Sishu Mela, camp for the handicapped etc.

+ Providing emergency health services to old, infirm, destitute, orphan or handicapped
persons belonging to poorer households of the village.

+ Creating awareness about good sanitary practices amongst adolescent girls and mothers.

+ Promotion of use of safe & clean drinking water and conducting water quality survey
etc.

+ Discourage unsafe health practices and to encourage people to adopt accepted health
practices instead of depending on quacks & untrained health care providers.

+ Discuss every maternal death & neonatal death that occurs in their village, analyse it
and suggest necessary action to prevent such deaths & get them registered in the
Panchayat.

+ Promote individual household latrine.

+ Under no circumstances the grant can be utilized for individual benefits except for the
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activities mentioned above.
+ It will be piloted in all villages of Saraikela Kharsanwa district of Jharkhand.

According to the PIP 2007-08 budget 1140 VHSCs has been constituted and a budget of 119
lakhs has been proposed for the committee @ 10,000 per VHSC. The target for 2007-2008 is
32,000 such committees.

The PIP for 2008-2009 states VHC as a part of the Sahiyya movement and also states that the
Sahiyya can work for the VHC with the VHC paying her for her service. The PIP affirms that
the VHCs were formed through a community empowering process involving the NGOs. 28338
is stated as the current level of VHSC constituted and grants given.

It is stated in the PIP that rather than a village water and sanitation committee formed to take up
water supply and sanitation activities there will be a single committee at the village level. It is
unclear whether this committee will be merged with VHSC. Further the PIP states that selection
of VHSC members will be completed in 2008-2009. A sum of Rs 2833.80 has been proposed
for 28338 VHCs.

PHRN Jharkhand collated the following information on the status on VHSC in the state:-
VHC Status

27,022 VHCs were formed till 13th December 2007.

Government order/ Guidelines

There is a government guideline for formation and composition of the VHSC. However the
process detailed in the guidelines has not been strictly been followed in its third phase of
VHSC formation. (see below)

Composition

VHSC has the following composition:

In all VHSCs formed there are 70 percent women and 30 percent men. Each VHSC consists of
10 to 20 members which vary from VHSC to VHSC. In its chief office bearers treasurer is
always a woman whereas president and secretary could be a man or woman but there will be at
least two women out of these three key posts. In terms of flexibility the number of members in
the committees may be any number in between 10 to 20. The fixed part in its composition is
that at least two women will hold the key positions, of which the treasurer will always be a
woman.
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Formation:

The VHSCs formation was undertaken in three phases. In the first phase, 1140 VHSCs were
formed, in the second phase, 20,000 VHSCs were formed and in the third phase another 10,000
are to be formed.

The VHSC were supposed to be formed through a process of identification of a facilitator in
the first phase, who after receiving training were supposed to organised and conduct meetings
in the gram sabhas. They are supposed to provide all the necessary information related to
VHSC, its function and role etc. To do those, they were also supposed to organise, Kala Jathhas,
Nukkar Nataks and to do social mapping through PRA technique and other sensitisation and
awareness building exercises. At least 10 visits to the villages before organising the final meeting
for the formation of VHSC were necessary.

In practice, the actual processes laid down in the guideline were followed only in the VHSCs
formed in first phase. The VHSCs formed in 2nd and 3rd phase have not gone through all these
processes. The task of VHSC formation was given to NGOs. As of today all the VHSCs formed
have been formed by the NGOs only. In 1st phase of formation of VHSCs compliance was
monitored by the NGOs, however, there was not any system in place from the side of government
which could have ensured that the VHSCs have been formed and groomed as it should be.

VHSC:s in Jharkhand have been formed in two ways.

e In Scheduled Areas®® where Gram Sabhas exist, VHSC have been formed in each of the
Gram Sabhas irrespective of the revenue village as a unit. In this case there could be more
than one gram sabhas in one revenue village and hence the VHSCs too.

e Incase of non scheduled areas ( where PESA is not applicable) there are only some VHSCs
in each revenue village

In Jharkhand Gram Panchayat elections have not been held since long, yet the VHSCs have
been formed in such a way that the committee could be linked with the respective Gram
Panchayat when it is created. The VHSCs have been formed separately and is different from
the hamlet level committees; however, the members of the committee are from within the
village /hamlet itself. Function wise and constitution wise its roles different from the hamlet
level committees and the members are also different from other hamlet level committees.

The other village committees which exist in village are the Village Education Committees
(Gram Siksha Samiti or VEC) and Mata Samiti, formed by the education department under
Sarva Siksha Abhiyan. The VEC is mainly responsible for looking after and management of

8 In case of Scheduled area where PESA (Panchayati Raj Extension in Scheduled Area) exist, there are more
than one gram sabhas in one revenue village according to the habitats.
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the primary schools and Abhiyan Schools (however not too strong, but exists) whereas the
Mata Samiti (in Jharkhand case the Saraswati Vahini) is mainly responsible for implementation
of the Mid Day Meal in all primary schools. These samitis have no linkage with the VHSC;
however most of the members in VEC and VHSC are common.

Capacity Building

For the VHSCs formed in the first phase irregular meetings had being held. In Hazaribag
government had withdrawn its support and hence capacity building programme had not being
held. Capacity building of the members which is supposed to take place along with regular
meetings has been limited to VHSCs formed in the 1st phase. Government is trying to facilitate
capacity building programme through its health system however till date no one has been
trained formally. No printed material has been provided to them as of today.

Roles

The roles and functions given to the VHCs includes establishment of a Village Health Kosh,
providing support to ASHA (SAHIYYA), monitoring of ANM, AWW and also to facilitate
implementation of government programmes for village development through liaisoning with
different government departments.

System of monitoring

Government was earlier fully dependent on NGO reporting. The government had partnered
with NGOs to form VHCs through a facilitated community led process in the 1st and 2nd
phase. However the government had withdrawn support to the NGOs and also had not placed
an alternative since July, 2007.

Funds

No funds have been given from the government. However many of the VHCs have been able to
mobilise funds from government for other developmental purposes. No accounts have been
opened so far except in the VHCs where the water and sanitation committee is also functional.
The delay in disbursement was firstly due to a delay in formulating and issuing guidelines and
secondly a lack of readiness in state level decision making to pass the funds on. Now the funds
have still not been released on the grounds that only after all bank accounts in a district are
opened would the funds be given by cheque to the VHCs. Some districts like Dhanbad have
become ready by March while many others are still struggling to start up.

In summary Jharkhand is a slow and steady situation - but rather too slow and not quite steady.
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However like in Chhattisgarh despite lack of funds and even formal constitution some village
level activity has started up in a sporadic matter. If the funds reach the districts in time and
work starts up the results could be looked for.

Jharkhand Field Study

The field study was conducted at those districts where the VHCs were formed in the 2nd and
3rd phase. It has been carried out in Khunti and Ramgarh district covering 8 villages in 4
community development blocks. Before the field work the team followed the following process:-

a) Review of the study questionnaire

b) Enlisting of the districts and blocks (study to be carried out) and then selection of VHC
(based upon the phase of formation, proximity and distance from the block HQs).

¢) Contacted the NGOs involved in formation and promotion of VHC in the respective blocks.
The study has been carried out from 12th March to 15th March 2008.

VHCs have been formed mostly at revenue village level (the VHC guideline also states the
same) and not at Panchayat level with a few exceptions which the team came across during the
field study. However, we also came across with some Village Health and Sanitation Committees
(VHSCs), which have been formed and promoted by Water and Sanitation Mission department,
but solely for the purpose of carrying out the activities of sanitation and which have no direct
linkages with the VHCs promoted by the NGOs under NRHM. The responsibility of promotion
of VHC was given to the NGOs since June, 2007 (MOU signed with the NGOs) and funds
released for the same.

Following VHCs have been taken for this study in District Ramgarh,

Block Ramgarh:

a) VHC-1-Chitarpur Dakshini with 13 SAHIY YAs under this VHC.

b) VHC-2-Chitarpur Paschimi with 12 SAHIY YAs under this VHC

This is the only village in the district where VHC has been formed at panchayat level. Other
VHCs have been formed at village level.

In block Gola the following VHCs have been studied:

a) Gram Swasthya Samiti Sokla and

b) Gram Swasthya Samiti, Sondimra

VHC:s here have been formed at village level (following the norms of revenue village)

The second district taken up for study is Khunti. In block Khunti the following VHCs have
been studied

a) Gram Swasthya Samiti Tirla

b) Gram Swasthya Samiti, Murhi

In block Erki of the same district the following VHCs have been found. The VHCs area being
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promoted by a non governmental organisation called Jan Jagran Kendra.
a) Gram Swath Samiti, Piskahatu
b) Gram Swath Samiti , Kugiambah

Existence of VHCs/ VHSCs:

Khunti

The people in the two villages in Khunti block were unaware of the existence of VHCs/ VHSCs
or any other health committees in the village. One member of the Gram Sabha expressed that
an NGO had formed VHC in the village. (The NGO representatives had not shared the name of
the NGO).

Erki
In one of the villages the VHC had been formed in June 2007 and strengthening started once
again since January 2008 after the Sahiyya training on the 1st module.

Ramgarh
In the study villages, VHCs have been formed at panchayat level as the village is too large and
constitutes 4 Panchayats. There are no VHSCs in the villages.

Gola
The villages had VHCs (In one of the village, VHSC was formed, only to accomplish the task
for the construction of toilets in the school. It is no more functional.

Only 4 villages out of a total of 8 villages had their meeting register. None of the, had a health
register or a Swasthya Suchna board/Swasthya calendar. No other register was maintained by
the villages other than their meeting register. This is as reported by the villagers and cross
checked at NGO and sub centre level.

Formation

At the village levels there is not any written instruction from any higher authority regarding
the formation of VHSCs but there has been verbal communicated by the NGOs. However, the
NGOs have signed an MOU with the govt. regarding formation of VHCs in the villages.

At the district level - The ACMO of a district shared the letter of Secretary, Department of
Health and Family Welfare (Letter no. - HSN /38 dated 1.02.08) regarding the release of untied
fund of Rs 10,000/- to the VHCs and guideline for the same.

No state/ district/ block level sensitisation meeting on VHSC was organised even though the
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letter of the Secretary to the Civil Surgeon states that a workshop should be organized on the
same

In Jharkhand the task of VHC formation was given to NGOs. As of today all the VHCs formed
have been formed by the NGOs only however the actual processes laid down in the guideline
were followed only in the VHCs formed in first phase. The VHCs formed in 2nd (in June 2007)
and 3rd (Dec- Jan 2008) phase have not gone through any of the processes of identifying
facilitator, social mobilisation and awareness building. The time given to NGOs for formation
of VHC was too short (in last phase only 15 days for formation of VHC and selection of
Sahiyya).

Composition

The composition of the committee was as per the guidelines. Recent addition as per the letter
issued by secretary has given the scope to include SAHIY YA as a VHC member also, as the
account of VHC could also involve SAHIY YA as a signatory to that account.

Roles
VHC members lack clarity of their roles and responsibilities. However, the roles and
responsibilities assigned to the VHC include: (letter no. HSN/38).

a) Family survey of the village every year.
b) Maintaining records in two registers (one for survey details and the other for accounts).

(The VHC members and other community representatives were not able to express their views
on their roles and responsibilities. Actually, the state did come up with a guideline for the VHC
and Sahiyya but at the grassroots level the Block Coordinator and the Block Trainers Team are
not aware of the contents of the guidelines. Hence, there have not been adequate efforts made
to guide the VHCs on the roles and responsibilities. The matter of untied funds and bank
account is also not clearly stated in the guideline).

Village level committee on Health and Sanitation

In all the eight study villages no other committee was working on health and sanitation, except
in one village in Gola block where VHSC was formed for construction of toilet in school and
is now no more functional. The VHC are not registered under any act. The VHC had not been
formed and strengthened as per the process given in the guideline and thus does not have any
clear linkages with the Gram Sabha. No other hamlet level committees could be seen in the 8
villages.
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Other village level committees:

e Gram Siksha Samiti (Village Education Committee) - Function was to monitor the
school and ensure the education of children but presently the committees were not
active in all the villages.

e Gram Van Raksha Samiti( Village Forest Protection Committee)

e Mata Samiti- The community was not aware of the activities of the Mata Samiti and
they were only aware that the mid day meal programme was perhaps related to the
activities of the Mata Samiti.

e SHGs - SHGs were operating independently and mostly involved in economic activities
and in Gola block they are also involved in supporting the implementation of government
programmes.

The villagers were not able to relate any linkage between the VHC and these committees.
However, most of the present office bearer, selected so far, has come from the above committees
itself.

Capacity Building
No training has been organised for VHC members
Funds

Letter has been issued by Secretary, Department of Health and Family Welfare, GoJ which
mentions that the VHCs will receive Rs. 10000/ as untied fund. Yet it has not been released to
the VHC:s as the accounts have not been opened. All these are in process.

VHSC where formed had received money for toilet construction. Some bank accounts has
been opened but key respondents had no information on its operation and accounting as the
completed bills were settled by the junior engineer. As of today, there is not any arrangement
made to make the transactions transparent.

The formation of VHSCs had various problems. One major problem faced by the community
being the lack of clarity of the need of such a committee due to which they have not been able
to invest time and discuss on the issues and decide on the roles and responsibility etc. The
NGOs stated that the time given for the VHC formation in the 1st phase was adequate but the
time for the 2nd and the 3rd phase was not enough to follow the minimum processes of institution
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building .This has adversely affected the performance of the VHC which yet has no concrete
identity at the village level.

Summing Up:

The examination of data of all four states shows that in all states except Bihar there is an
obvious readiness to undertake this strategy. However this readiness has not translated in bank
accounts opening and money transfers due to huge delays in formulating guidelines and then in
opening the accounts.

We need to understand the cause for this delay and learn from it for the future. With a more
active strategy of support to the guideline formulation stage, the NRHM could have saved even
a year of time- but both state at the center and civil society on the all India stage have so
completely dedicated themselves to monitoring and critical overviews and reviews, that there
is no energy left over for the more complex task of support and facilitation that a new programme
requires. Internal resources of the government bureaucracy approaches new programmes with
caution and when this combines with professional attitudes to community involvement, the
internal energy is also limited. There are other technical assistance agencies in operation from
bilateral and multi-lateral funding agencies in all these four states- but their focus is distinctly
not on NRHM core strategies, especially where they range well outside the RCH, and at any
rate there are few technical skills they bring to bear on such an issue. Vistaar, a USAID supported
agency, we note, has done an evidence based review on village health committees but that has
not fed into the mainstream of planning nor does it address many of the operational issues that
need to be resolved if this key strategy is to be rolled out. Thus no agency or institution in any
of the states is entrusted with this role or sees it as its role. The programme management units
struggle to understand the basic functioning of the system and with neither understanding of
community processes or of community health, and since this was passively left to them, this
delay could have been anticipated.

The NRHM community monitoring process is to take place through the formation of community
monitoring committees. The VHSCs happen to be the community monitoring committees at
village level. Thus, this process, currently in its pilot phase in chosen districts of 8 states, is
now engaged with the formation of VHSCs to the tune of 45 per chosen 2-5 district through the
participation of various NGOs. This process is expected to be replicated at larger scale
subsequently, but it depends strongly upon the ability to locate participating NGOs at large
scale and their outreach to all the villages under the NRHM. The process currently seems to
depend upon 2 - 4 meetings at village level and the sustainability of committees so formed will
also have to be evaluated in the future. However, it still a welcome move to utilise the skills of
civil society organisations in mobilising and setting up community level institutions.

Thus, to conclude, the guidelines have been released in three of the four states only in December
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of 2007 and in Bihar not even that. Further even where, like in Chhattisgarh, a technical assistance
unit is in place, it has been able to advance with the programme on the ground but getting the
rules in place and getting the funds released have taken the same time. The problems of opening
up accounts should have been anticipated and perhaps simplified.
In the next stage of roll out of this programme, the problems likely to be encountered are:
a) difficulties in registering the VHSCs where required by state guidelines (Orissa)
b) delays in getting UCs,
¢) delays in getting guidelines into the hands of the VHSCs,
d) lack of facilitation/support structure to visit villages, attend meetings and accelerate
the process of community learning.
e) delays in conceptualising the need for developing indicators and a monitoring plan to
help the progress of the plan.
f) failure to identify issues of social exclusion and inequities within the panchayat and
developing strategies to monitor and address these issues.
g) delays in building adequate capacity and sharing experiences so as to increase programme
outcomes.
h) defeat of the spirit of untied funds by state 'rules' for their utilisation (Orissa and one or
two districts in Jharkhand that were not formally studied)
Given the delays we have encountered in the very first few steps - issue of guidelines and the
release of funds, we can expect much greater delays and inefficiencies in the subsequent steps.
At this current rate of movement this strategy would take at least five years to show results.
And five years is something we do not have. Long before then, the forces arraigned against
NRHM would have brought the house down or at least this strategy into so much disrepute that
it would be unable to overcome it. Sections of corporate enterprise and international partners
who have no confidence in the public sector delivery and who would ideologically prefer a
privatised but government financed health sector, and those elements within the public sector
who either out of the "privileged-professional” attitudes or because of the power relationships
would prefer the status quo, would come together and use the harsh and damaging criticism of
sections of civil society to scuttle this entire process. Other civil society groups, however, are
committed to support the elements of the NRHM that strengthen the public health system
while continuously advocating the elimination of those elements that put the very same at risk,
using a rigorously documented evidence base. (the draft people's alternative health plan
articulated in the JSA national meet in Bhopal in the year 2006* provides a detailed exposition
of this stance).

It is in this context that PHRN, a network of public health practitioners committed to the
struggle of making the public health system more functional and more equitable, feel the need
to embark upon an action research programme that can accelerate and support the process of

¥Draft Booklet on 'Toward a people's alternative health plan', Jan Swasthya Abhiyan (http://phm-india.org/)
45

Public Health Resource Network



getting to functional, viable, effective village health and sanitation committees. This support
would continue to a period of atleast two years in 30 villages of 2-4 districts per each of the
four states to ensure sustainability and establishment of the institutional memory required for a
functional VHSC. Such a programme would establish that this strategy works and would act as
a learning ground for assisting the programme in the entire state and may enlighten the process
in other states as well.
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Annexure I

High focus large states

SL. | State VHSC VHSC VHSC | Total Total Untied grant to SC| Untied grant | Untied grant [ Untied grant to
no. target for | (according to| formed | funds expenses | proposed @ to SC to VHSC VHSC
2007-08 | state PIPs)* | sofar | released during last| 10,000/ SC(in approved proposed(in | Approved(in
30% of all| 2007-2008 .(accord— ?al;rtlrzlg 2 years lakhs) 07-08 lakhs) 07-08 | lakhs) 07-08
villages* ng to years 2004-
NRHM | 5004- 2006 on
status 2006 on VHSC
report)*?| VHSC*
1 | Bihar 13607 20000 0 0 0 8.85 NK 2000 NK
2 Chhattisgarh 6054 6054 0 0 0 469.20 469.20 9882.00 2030.80
3 | Himachal Pradesh | 5249 3243 0 0 0 207.10 207.10 324.30 324.30
4 Jammu & Kashmir*| 2261 6788 0 0 225.30 190.7 7537.70 7537.70
5 Jharkhand 9789 1190% 7249 0 0 395.80 (Approved | 119.00 119.00
6 | Madhya Pradesh | 16157 15462 0 0 0 883.50 for 1907 1546.00 1546.00
7 Orissa 15405 142584 0 0 0 668.80 SCs Only). 1425.840 1425.840
8 | Rajasthan 12406 NK 0 0 0 1061.2 395.80 NK NK
9 Uttar Pradesh 28915 52005 0 0 0 2052.10 883.50 5200.50 5200.50
10 | Uttarakhand 5048 200 0 0 0 2.40 668.80 65.60 65.60
1061.2
2052.10
2.40

4 GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
# Individual State Programme Implementation Plan for 2007.

#2 National Rural Health Mission: Status of NRHM as on 31.7.07
4 GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
# In Jammu and Kashmir for monthly village health and sanitation day at 7537 villages @500 per month the proposed cost is

452.28lakhs and the approved amount is 90.44 lakhs which is approved @Rs100 per village per month with the observation that

untied funds for VHSC may supplement shortfall; joint orientation workshop for achieving convergence-AWW, ANM& ASHA etc is
to be utilised from untied funds to VHSC.
4 GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I)
% (10% of 47529) is given as the target in GOI; MoHFW Document on NRHM-I as on 22.6.07 (No. 10 (1)/ 2006-NRHM-I).
However State PIP mentions 14258 villages (30% of total). A sum of 51.2 lakhs was given for VHSC however none of it was spent.
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1. Himachal Pradesh

According to PIP the state has 17, 495 villages and 3243 gram panchayats. There are 3 to 5
villages for each gram panchayat.

There is a committee known as PARIKAS (Parivar Kalyan Evam Salahakar Samiti) with
membership derived from Dept. of Health, SJ &E, IPH and Education. State Health Mission
reiterated that PARIKAS shall function as Village Health Water and Sanitation Committee.
However this committee has been constituted only at panchayat level. The amount proposed
is also against the number of gram panchayat (i.e. 3243* 10,000). This proposed cost has
been approved with instruction to deduct unspent fund from previous years from this
allocation. With an effort to institutionalise community ownership of such committees the
state proposes for an orientation of PRI members on Village/ SC/ PHC and CHC committees.

2. Jammu & Kashmir
In Jammu and Kashmir for monthly village health and sanitation day at 7537 villages @500
per month the proposed cost is 452.28 lakhs and the approved amount is 90.44 lakhs which
is approved @Rs100 per village per month with the observation that untied funds for VHSC
may supplement shortfall; joint orientation workshop for achieving convergence-AWW,
ANM& ASHA etc is to be utilised from untied funds to VHSC. Information about specific
roles of the VHSC and its composition is not available.

3. Madhya Pradesh

In Madhya Pradesh Gram Sabhas are called upon to constitute VHSCs. The VHSC will

steer the preparation of the Village Health and sanitation Plans. According to the state PIP

the VHSC's primary roles are -

e Dissemination, encouraging and empowering the community with regard to with
knowledge and skill to influence heath seeking behaviour.

e Generation of community demand for health care services.

e Act as social monitors on quality and appropriateness of health care services.

According to the PIP effort has been made to streamline a regular feedback mechanism to

the Gram Sabha. Books of account will be maintained by the VHSC and also made available

to other community members and external support agencies.

There are 52143 inhabited villages in the state. It is proposed to begin with a sample coverage
of 3% (1565 villages) by 2007; 25% (13035 villages) by 2008; 50% (26071 villages) by
2010 and 100 %( 52143 villages) by 2012.

1565 villages had already formed VHSCs and the same had been provided with untied
funds (Year I 2006-07); it is proposed to constitute 14058 committees in the current year.
The proposed untied fund has been approved with the observation that the state must ensure
effective setting up and regular meetings of VHSCs.
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4. Rajasthan-

Water, Sanitation, Health and Social Justice Committees are formed under Panchayati Raj
at the Village/ block/ District level under RCH-II. The committee will help in making of
village/block/ district action plan. A budget of Rs 1 lakh is proposed for preparation of
District/ Block/ Village Action Plan. Though the NRHM PIP has no funds allocated for
VHSC:s the untied funds Rs 10,000 to sub centre (to strengthen sub centre village health
plan); joint account in the name of Sarpanch and ANM has been opened and the expenditure
is to be made with the Village Health Committee. The state PIP also states, "The Village
Health & Sanitation Committee (VHSC) work to be allotted to ASHA where she has to
work like a secretary to VHSC".

5. Uttar Pradesh-

In the budget (Part B- NRHM Additionalities) summary of the state PIP, all the untied
grants are clubbed together (untied funds to VHSC/ SC/ PHC/ CHC). The other mention
of VHSC is with regard to performance based incentive (Swasthya Puruskar Yojna) to
ANMs to ensure formation of VHSC and receipt and utilization of funds.

6. Uttarakhand-
The state has 665 villages with a population of more than 1500: 30% by 2007 (200 VHSC);
100% by 2008 (465 i.e. remaining 70%). Village health and Welfare Committee constituted
in 7227 Panchayats in the state. They are responsible for drafting of Village Health and
Sanitation committee.

In all the 10 high focus large states State PIP mentions target number of VHSCs except for
Rajasthan where there is a Committee on water, sanitation health and social justice formed
under the Panchayati Raj which will help in forming the village action plan. It has been
observed from the state PIPs that effort has been made to form the VHSCs in all the 10
states. Efforts have been made to merged existing committees with the VHSCs as has
happened in Chhattisgarh and Himachal Pradesh. Among the above states J&K has budgeted
for orientation of the committee at the block level, this has been approved.
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Annexure II

Non High Focus States

S1 | State VHSC VHSC VHSC Total funds Total Untied Untied grant | Untied grant to| Untied
no target for | (according formed so released expenses grant to SC| to SC VHSC grant to
2007-08 | to state far during last 2 | during last | proposed @| approved proposed(in | VASCApowdn
30% of PIPs) 2007- (according years 2004- 2 years 10,000/ lakhs) 07-08 | lakhs) 07-
target 2008 to NRHM 2006 on 2004-2006 | SC(in 08
status VHSC on VHSC lakhs) 07-
report) 08
1 | Andhra Pradesh | 7834 28084+ 0 0 47,118,000 | 1252.20 1252.20 2191.60 2191.60
2 | Goa 111 0 0 0 117.20 NK 10.30 10.30
3 | Gujarat 5571 9888 0 0 0 727.4 NK 988.00 NK
4 | Haryana 2029 6150 3189 0 0 273.75 NK 615.00 NK
5 | Karnataka 8822 20,000* 15218 0 0 814.30 814.30 2000.00 2000.00
6 | Kerala 436 179824 0 0 0 556.80 556.80 1600.90 1600.90
7 | Maharashtra | 13113 33 0 0 0 1053 1053.50 1650.00 1650.00
8 | Punjab 3802 -- 3189 0 0 290.00 NK NK NK
9 | Tamil Nadu 5173 12619%° 0 0 2,144,000 870.6 870.6 1261.9 1261.9
10| West Bengal | 12235 26770 0 0 NK 1035.6 1035.6 2877 2877

47 State PIP Andhra Pradesh May 2007, Health, Medical & Family Welfare Department.

8 State PIP Karnataka 2007-2008, Govt. of Karnataka-Directorate of Health and Family Welfare Services.

4 State PIP Kerala 2007-2008, Govt. of Kerala-State Health & Family Welfare Society.

50 State PIP Tamil Nadu 2007-2008, State Health Society, Tamil Nadu.
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1. Andhra Pradesh-
According to the state PIP Village Health and Sanitation Committees have been constituted
one per 1250 to 1500 rural population.
As per Government of Indian Guidelines Village Health Sanitation committees are proposed
be formed with following objectives;

e To Ensure optimal use of health service in the village;

e Improve participation of the village level health and sanitation committees in main

taining quality health services and sanitation;

e To prevent occurrence of epidemics in the villages.
There are about 40,000 villages with population of about 1500. The Village Health and Sanitation
Committees will be formed with Panchayat Sarpanches as chairpersons, and ward members,
Anganwadi Workers, ANMs, and Women Health Volunteers as members and MPHAs (M),
and MPHAs (F) as member coveners. With about 20,000 MPHA's Male and Female, each
MPHA (male and female) will be the members-secretary for two village health and sanitation
committees. Rs.2191.60 lakhs.

State PIPs proposed to constitute 28084 VHSCs in the current year with Panchayat Sarpanches
as Chairperson and ward members, AWW amd women health volunteer as members and MPHAs
(M) as member convenors (As per GOI guildelines).

The PIP states that 21900 VHSCs have been formed; these VHSC shall be sensitized on their
role and responsibilities through training programmes conducted at the village level. All the
members of the committee shall be trained as a part of the programme. This training will help
in better functioning of the VHSCs. The district level and the Mandala level functionaries will
be trained on the monitoring of the VHSCs. A budget of Rs.175.00 lakhs is proposed for this
intervention for 2007-08

2. Goa®!

Constitution of VHSC has been proposed to the State government for all 369 inhabited villages.
The PIP instructs that outcome of the untied fund to VHSC will be seen as-repair; maintenance
of sub health centre, purchase of drugs, transport for referral and also the untied grant is to be
used for development of Village Health plans and the necessary approved action.

It is proposed to build up the VHSC with sample coverage of 3% (11 villages) by year 2007
and 25% (81) by 2008.

3! Record of Proceedings of the National Programme Coordination Committee (NPCC) meeting for Goa PIP
2007-08 held on 10th July, 2007 under the chairpersonship of Secretary (H&FW).
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3. Haryana
There is mention of Village Health Water and Sanitation Committee which will be responsible
for
e Maintaining a record of births and deaths in the village
e Maintaining and regularly updating the status of resources in the village, e.g. handpumps,
latrines, public health facilities, no. of private doctors/clinics, schools, places of worship
etc.
e Maintaining a record of beneficiaries as well as type of health and ICDS services required
e Gathering all the mothers and eligible children for vaccinations and health check-ups at
one place in the village during ANM's visit
e Monitoring the visits of the ANM and ensuring that her services have been extended to
the target population
e Monthly meetings to review the progress of village health improvement plan
e Annual updation of Village Health Improvement Plan
e In case of failure of action as per plan, the VHWSC should send a letter to the Block
Monitoring Standing Committee and a copy to the District Monitoring Standing
Committee notifying them of the situation and subsequent action required
e Facilitating availability of referral/emergency transport in time of need

According to the PIP currently there are 2440 such committees operationalised through opening
of bank accounts out of the target of 6150 which need to be made operational across the state.
State plans to operationalize all VHWSC by 2007-08.

The Record of Proceedings is silent on VHWSCs.

The state had also budgeted for both untied funds as well as annual maintenance fund for the
SC. However the response was that a sum of 10,000 per SC is already being provided for.

4. Gujarat-

State PIP mentions setting up of 9883 VHSC:s at district level. However the GOI (comments on
Mission Flexi-pool chapter) mentions setting up of 9888 committees. Thus a sum of Rs 988
lakhs has been approved. The operationalisation of the Committee is to be ensured in the
current year only.

5. Karnataka

According to the state PIP VHSC have been formed already in the villages as per the norms.
20,000 VHSC has been formed. Untied grants will be used for household surveys, health camps
and sanitation drives.

Untied funds @10,000 per SC (ANM & Gram Panchayat will operate the account jointly). PIP
states that accountable health delivery is a priority, the constraint being the absence of village/
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hamlet unit of delivery. Untied fund is stated as the action to overcome the constraint. Referral
transport of Rs 250 is stated to be utilised from SC untied fund, with funds from NRHM.

6. Kerala
According to the state PIP the government of Kerala has issued detailed guidelines on
composition and utilisation of untied funds based on parameters of NRHM (GO (Rt) No 650/
2007/ H&FWD dated 24-02-2007)
Roles and responsibilities of Ward Health and Sanitation Committee are as follows:-

e Preparation, monitoring and implementation of ward health plan.
Household survey in the ward
Awareness creation and IEC activities regarding sanitation and Vector borne disease
Maintaining heath register.
Arranging meetings at ward level for preparation of ward health plan.
Forward Ward Health action Plan to Panchayat for the preparation of Panchayat Health
Plan.

e NRHM indicators to be translated into Ward Health indicators

e Monitor ASHA wherever applicable

e Oversee JSY payments.
The untied grant can be used for ward level heath activity, assist destitute women/ member of
poor household requiring emergency medical attention, referral transport (the maximum
allowance amount in such cases will be limited to Rs 1000). The untied fund in cases other
than the above can be used only for activities to benefit more than one household.

The state did not receive any funds for WHSC in 2005-2006 and in 2006-2007 it received fund
of Rs 1 crore for one district (Allepy district as it was affected by Chikungunya).

7. Maharashtra-

The state PIP mentions VHC in the 33 districts of Maharashtra. The committee will be imparted
financial, managerial and statistical training for better implementation of NRHM @ Rs 2,00,000
per district per committee. Village Health, Nutrition and Sanitation committee mentioned in
the budget. A budget of Rs 50 lakhs per district per year is proposed which has been approved
with instructions to operationalisation in current year. The amount proposed under "preparation
of district health plans" is inclusive of untied funds to Village Health and Sanitation Committee.

8. Punjab-

Punjab had set up Village Sanitation Committees under Dept. of water and sanitation. These
committees will be expanded to function as VHSC. ASHA will be involved with this committee.
Budget allocation for NRHM initiatives however does not mention either VSC or VHSC, there
is however a village untied fund proposed @ 1000 per year per ASHA. Village plan will be
prepared through a local team headed by Health, water and sanitation committee of the Panchayat.
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9. Tamil Nadu
The roles and responsibility of the committee as spelt out in the state PIP are as follows:-

Assessing, analysing, prioritising and developing area specific health plan for each
village/ habitations
Building awareness on key issues on health and determinants of health.

Community mobilisation.

Facilitating the delivery of RCH outreach services.

Promoting community involvement in disease prevention activities.

Community monitoring of referral compliance of high risk mothers and high risk
newborns.

Emergency transportation of high risk mothers and high risk newborns.

Surveillance and notification of communicable diseases for organising control measures.
Promoting family welfare services with special focus on NSV.

Ensuring the provision of protected drinking water.

Demand generation for basic services.

Community analysis of causes of infant deaths and maternal deaths and taking necessary
action to prevent them.

Contacting the Medical Emergency and Referral Control Rooming in case of
emergencies/ arranging for vehicle.

Community surveillance for prevention of female infanticide foeticide.

Facilitating Birth and Death registration.

Facilitate Birth and Death registration.

Facilitating the identification and distribution of cash benefits to the eligible beneficiaries
under Dr Muthulakshmi Reddy maternity benefit scheme, JSY, Female child protection
scheme.

Support and follow up to all health interventions and needs in the area.

Community monitoring of utilisation of basic services.

Conduct and utilisation of monthly immunisation clinics.

Daily water chlorination.

Availability of ORS package

BCC meetings

Weighing new born children

Regular school attendance of every child

+ Cash benefits to beneficiaries.

* ¢ 6 O 0 o

According to the state PIP at present 12619 VHSCs have been formed in 12619 village
panchayats with adequate hamlet representation. The Record of Proceedings states that all cost
proposed under untied funds have been approved.

10. West Bengal
According to the state PIP untied grants will be provided to 26770 VHSC @ 10,000 per VHSC
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(additional 12,000 Gram Unnayan Samiti during the current year. Untied funds for SC has
been approved however the untied funds for SC/ PHC and CHC have been clubbed together
and hence the break up of each is not known.

Though all states in the non high focus category mention VHSCs, only Maharashtra State PIP
proposed a budget for training of the committee in the current year. The Tamil Nadu state PIP
spells out the roles and responsibility of the VHSC a feature which is absent in most state PIPs.
All state PIPs with the sole exception of Haryana mentions VHC/VHSC or similar bodies.
Even Haryana does have a target of 2029 VHSCs for 2007-2008 and is mentioned in the NRHM
status report to have constituted and operationalised 3189 VHSCs.
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Annexure 111

High Focus North East states

S1| State VHSC VHSC VHSC Total funds| Total Untied| Untied Untied Untied grant to

no target for | (according formed so | released expenses | fund to| fund to SC| grant to VHSC
2007-08 to state far (accord-| qyring last | duringlast| SC approved [ VHSC Approved
30% of PIPs) 2007- KIII%IE?M 2 years 2 years proposed(in| (in lakhs)
target 2008 status 2004-2006| 2004-2006 lakhs) 07- | 07-08

report) on VHSC | on VHSC 08
1 | Assam 7874 13123 N.K 0 0 4.59 13.12 13.12
2 | Arunachal 1159 N.K. 0 273 | 2.73
Pradesh 0 193.10

3 | Manipur 717 2004 N.K 0 0 NK NK 200.40 NK

4 | Meghalaya [ 1854 61807 N.K 0 0 40.10 [ 40.10 618.00 618.00

5 | Mizoram 245 786 N.K. 0 0 36.60 | 36.60 78.60 78.60

6 | Nagaland 383 1278 N.K 0 3,340,000 | 45.00 | 39.70 127.80 127.80

7 | Sikkim 136 6650 N.K 0 0 NK 66.50 NK

8 | Tripura 312 1040 N.K. 0 0 63.90 | 63.90 104.00 104.00

52 Mentioned in NRHM Additionalities budget an annual fund for 6180 VHWSC
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1. Assam-

In the previous year 505 of the villages' VHSC was approved. Another 13123

VHSC fund required for current year. Details of VHSC (other than the budget part) is not
available from the state PIP and the Record of Proceedings.

2. Arunachal Pradesh-

According to the PIP 1457 VHSCs have been formed in the state. The Chairperson of VHSC is
the chairperson of Gram Panchayat, other members are ASHA, AWW, ANM, representative
from SHG, 2 women representative of gram Panchayat. Activities of the Committee involve
assisting in 255 Village Health & Nutrition Days, mobilizing the community for participating
in the Health camps and health melas and assisting in Household surveys.

Untied funds have been approved for 1931 VHSC:s in the current year. Amount for 500 VHSCs
was released last year.

3. Manipur-

2004 out of target of 2391 VHSCs was formed in the year 2006-2007; the VHSCs are not
registered yet. Untied funds will be released as soon as the VHSC is registered. A total amount
of Rs 200.40 lakhs is needed out of which Rs 10.00 lakhs is already available with the state. A
balance of Rs 190.40 lakhs is needed for 2007-2008, the sum approved against the untied
funds is not known.

4. Meghalaya

The PIP states that formation of VHSCs is complete in 3840 villages, the account (untied fund
for local health action) for which is maintained by the Village headman and ASHA. Opening
of this joint account is under process. ASHA is the member secretary of the VHSC. So far
guidelines for VHSCs is translated in local language (Khasi and Garo), ASHA and Village
Headman trained on VHSC and fund distributed to VHSC.> Under intersectoral convergence
budget is proposed for training of VHSC with ANM, AWW and ASHA.

5. Mizoram

The state has already formed 366 VHC in each of the sub centre villages (VHC are formed
only in villages with sub centre, the other village that is covered by the sub centre send their
representatives in the committee. Thus it is being proposed to establish more VHSC in the
village which do not have a sub centre. 786 VHSCs are being formed (as deduced from the
number of VHSCs oriented). Key objectives for the current year include orientation for VHSC
and workshop for the formulation of village health plans. The PIP states that the VHSC under
the guidance of the District Health Society is to develop and implement area specific performance
related incentives for the ASHA in order to retain them in the system.

Mizoram is the only state among the NE states to have a budget section on VHSC which does
not end only with untied funds but also has provision for workshop/ orientation of VHSC as

33 According to the State facilitator of Meghalaya (Regional Resource Centre Guwahati).
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well as development and dissemination of guidelines

6. Nagaland

According to the state PIP untied grants has already been made available to the VHSCs. However
utilisation of it was not at par with GOI directives due to absence of ANMs in the state. To
remedy the situation it has been proposed to increase the intake of ANM school in the state and
establish more schools.

The term VHSC and VHC is being used interchangeably in some parts in the PIP, the confusion
is due to the fact that they had VHC in place before the NRHM. The goal for the state for 2007-
2008 for VHSC in the state is stated at 450 committees, until now there are already 1278
VHSC:s in place.

Orientation of VHC and community leaders on various activities of the NRHM will be held
twice a year. Village members participating in the orientation consist of Village council member,
VDB chairman, VDB woman leader, VDB youth leader, VHC secretary, ASHA, AWW, Church,
AWW, Church leader, one progressive health worker, retired health employee.

7. Sikkim

VHWSC:s set up in villages from where ASHAs are chosen. 452 VHSCs were formed in 2006-
07 the target of which was according to the 2001 census. One of the stated responsibilities of
the VHWSC is helping in setting up the disposal of garbage (solid waste) in priority larger
villages. VHWSC will manage the operational aspect of this.

8. Tripura-
There is a proposed budget for 1040 VHSCs (513 GPs and 527 ADCs) for local health action.
State has initiated formation of VHSCs.

All the high focus North East states mentions VHSCs in the State PIPs. All states have formed
some VHSCs. Most states intend to form more than the target number calculated per village>*
keeping in view the difficult terrain and the hamlets.

Arunachal Pradesh shared difficulty in formation of VHSCs attributed to the terrain, however
the formation is in process. Manipur state team shared difficulty in given out untied funds to
VHSC:s for fear of armed groups demanding some percentage of the untied funds.

In spite of all NE states having constituted / in process of constituting VHSCs the number of
VHSC:s is not known (in the NRHM status report) even for Nagaland, a state that had incurred
an expense of 3,340,000 Rs on VHSCs in the last 2 years.

3* According to NRHM officials during Capacity building programme held at RRC Guwahati where all states
were present with the exception of Mizoram.
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Annexure IV

Non High Focus Union Territories

SIf State VHSC VHSC VHSC Total funds| Total Untied | Untied Untied granf| Untied grant
noj target for| (according | formedso | released expenses | grantsto | grantsto [ to VHSC |to VHSC
2007-08 | to state far (accord during last | during last| SC SC roposed(in | Approved
ing to g prop \pp
30% of PIPs) NRHM 2 years 2 years proposed| approved| lakhs) 07- | (inlakhs)
target 2007-2008 | status 2004-2006 [ 2004-2006, 08 07-08
report) on VHSC | on VHSC
1| Andaman & 150 546° N.K. 0 0 11.40 11.40 54.60 54.60
Nicobar Island
2 | Chandigarh 7 N.K. 0 0 NK NK NK NK
3 | Dadra & Nagar 22 72 N.K. 0 0 3.80 3.80 7.20 7.20
Haveli
4 | Daman & Diu 7 23 N.K. 0 0 2.10 2.10 2.30 2.30
5 | Delhi 50 N.K. 0 0 2.00 2.00 NK NK
6 | Lakshadweep 7 106 N.K. 0 0 1.40 1
7 | Puducherry 28 92 92 0 0 7.70 7.70 9.20 9.20

% State PIP 2007-2008

% PIP; Union Territory of Lakshadweep June 2007
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1. Andaman & Nicobar Island

VHSC is being constituted for over 201 villages with the Pradhan of the village as its chair-
person. VHSC will be responsible for the health and sanitation needs of the village. It was
suggested in the PIP that the untied fund could be used as revolving fund for the betterment
of the poor people of the village. Planning done at village level by VHSC will be forwarded
to the PHC and discussed with the RKS (of the PHC). The sum of 54.70 lakhs proposed as
untied funds have been approved with instruction to ensure utilisation in the current year
only. (There is a discrepancy in the state PIP, page 10 of the PIP states VHSC at 547 villages
and the budget requirement as Rs 54.70 lakhs whereas the budget page 35 proposed is a sum
of Rs 54.60 lakhs).

2. Dadra & Nagar Haveli -

A target of 72 committees is mentioned. However information about VHSCs already formed
is not mentioned in the PIP. Budget for 72 committees is being proposed in the current
budget.

3. Delhi- Health and Sanitation committee is mentioned under "Convergence with Water and
Sanitation Department". 165 health and sanitation committees will be set up by end of 2007.
A budget of 16.50 lakhs has already being made available from 2006-2007 NRHM flexi
pool.

4. Lakshadweep-A budget of 1 lakh proposed in the current year for the 10 villages in 10
islands. Details on the VHSC are not available for the state.

5. Puducherry-VHSCs are formed in all 92 villages.

Composition: - The Public Health Nurse/ Lady Health Visitor supervising the village is the
chairperson of the committee. Village councillor, SHG representatives (women) of revenue
village/ hamlets (50% of SC/ ST), teacher (women) nominated from the nearest school,
AWW of the village and health assistant of the village are the members. ANM of the village
is the convenor.

According to the State PIP sensitisation workshops was held in 4 communities and work-
shop on VHSC is completed in 2 districts and for 40% of the PRI members in Puducherry
district. Workshop for other communes is scheduled for the first quarter of 2007-2008.
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Annexure V

GUIDELINES REGARDING CONSTITUTION OF VILLAGE HEALTH AND SANITATION
COMMITTEES AND UTILIZATION OF UNTIED GRANTS TO THESE COMMITTEES

The detailed Implementation Framework of the National Rural Health Mission [NRHM]
approved by the Union Cabinet in July, 2006 provides for the constitution and orientation of all
community leaders on Village Sub Centre, Primary Health Centre and Community Health Centre
Committees. The NRHM implementation has been planned within the framework of Panchayti
Raj Institutions [PRIs] at various levels. The Village Health and Sanitation Committee envisaged
under NRHM is also within the overall umbrella of PRI.

2. Composition of the Village Health & Sanitation Committee

To enable the Village Health & Sanitation Committee to reflect the aspirations of the local
community especially of the poor households and women, it has been suggested that:

o Atleast 50% members on the Village Health & Sanitation Committee should be women.

e Every hamlet within a revenue village must be given due representation on the Village
Health and Sanitation Committee to ensure that the needs of the weaker sections especially
Scheduled Castes, Scheduled Tribes, Other Backward Classes are fully reflected in the
activities of the committee.

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

e Representation to women's self-help group etc. on these committees etc. will enable the
Committee to undertake women's health activities more effectively.

e Notwithstanding the above, the overall composition and nomenclature of the Village Health
& Sanitation Committees is left to the State Governments as long as these committees were
within the umbrella of PRIs.

3. 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.

Village Health Fund

Every such committee duly constituted and oriented would be entitled to an annual untied
grant of Rs.10,000/-, which could be used for any of the following activities: -

(i) Asarevolving fund from which households could draw in times of need to be returned
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in installments thereafter.

(1) For any village level public health activity like cleanliness drive, sanitation drive, school
health activities, ICDS, Anganwadi level activities, household surveys etc.

(1i1)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.

(iv) 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, Public Health Measures
shall be key areas where these funds could be utilized.

(v) 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.

4. Maintenance of Bank Account

The Village Health & Sanitation Committee fund shall be credited to a bank account, which
will be operated with the joint signature of ASHA/Health Link Worker/Anganwadi Worker
along with the President of the Village Health & Sanitation Committee/Pradhan of the Gram
Panchayat. The account maintenance of this joint account shall be the responsibility of the
Village Health & Sanitation Committee especially the ASHA/AWW [wherever no ASHA].
The Village Health & Sanitation Committee, the ASHA/AWW shall maintain a register of
funds received and expenditure incurred. The register shall be available for public scrutiny and
shall be inspected from time to time by the ANM/MPW/Gram Panchayat.

5. Accountability

e Every Village Health & Sanitation Committee needs to maintain updated Household
Survey data to enable need based interventions.

e Maintain aregister where complete details of activities undertaken, expenditure incurred
etc. will be maintained for public scrutiny. This should be periodically reviewed by the
ANM/Sarpanch.

e The Block level Panchayat Samiti will review the functioning and progress of activities
undertaken by the VHSC.

e The District Mission in its meeting also through its members/block facilitators supporting

ASHA [wherever ASHA's are in position] elicit information on the functioning of the VHSC.

e A data base may be maintained on VHCSs by the DPMUs.
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Annexure VI

Operational Guidelines for Village Health and Sanitation Committee Chhattisgarh

1. T WY U4 WG2odl ARfd &1 o «a1?

Il & WYl A & folu AfaE™ @7 ORT 40 &1 o 919 IR 73 9 e \uE
ST 1993 & /T BAR T H BRANIY UYARIIT 1T @a=elT BT A, fohar 11 ¢ | fora
I UTH ETgdl SuS Erdl g ST gErgdl T Woe fhar AT § | Il & fadrd 8] by
AT BT IR I darIal B Wi 1Y 2| gfes gl & w3 SreiRar | T @
3R TRUD gRT V1 BT BT a8 1 3fdvel el [HAT AT AhdT | SN BT DI FaTs B
¥ feufaad o= & o’ 949 Ul © 91 Bie U9l g Il § 5 IRl
afafaat aa18 TS 8, T srerT—arer RreRat |ift 78 2 |

Y™ 9arad

YTH g Uq
wWoodr afifa

(NRHM 3ideid)

Y WY Ud
goodr afifa

(NRHM 3iaeia)
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s IRfl § | A S9EEl @ fJe ¥ Sl @l | Rier wWrey vd |
Hearor AT 21 39 W affoal o1 g9l wRdE g1ar ® 9T IR U9 9 B 2
SR e AT & Uee dad 8Ial & | TS MV WRed e & sfaid el
AR ¥ T WR IR U W@ReT Uq waeodr A (Village Health And Sanitation Committee,
VHSC) &1 e+ fhar ST | I\ ared Ud W[eadl afifd & gRT AR ideid I
TETAl ! IR | Rier, W Ud | dedToT A & GSEIhRoT fhar S Hahdn
2, 9 e wRen & amfiaxeT § Aherar ff gHfRed 81 9@ | 39 8g
1 fdg e <= A 2, R el 9fafa o forarefia axd g3 Sae Arerm 9 9™ H 9
WY Ud Tewd] At &1 FHr ISR IR Wy fieM & feen—ewl & srgey fdhar
ST FHdT B
o MEEING TR W "Wy T4 Fqzadl HAMRT" &I IUANT B gY I YRl Bl 015
afffy Rem waRen vd @Al Feawr Affy’ @ el g9Rr S gnm |
o UM WRY Ud ¥l AT daldhd Hared W R AT 2 3R WM dR W)
JAITIRATTIR AISTHT TR BRI B, gD ol YT WY Td Iq25dl Al 6l
I 3aedd AT 7 O Td AFd HA®E Bl U HREAT ST 81T |
o UM WReY UG wWeodl Wt ¥ AR WHEl, W Werdl gl a1 3 ANRE
et & gfafft o1 v <A T 89 |
o UM WY UG Wewd] AR &I dadbi H  fNer TRy ud JH1el dedrol JAfa” &
1 el o1 SuRerfa gHRed &A1 8 aifes seRy Fafdrd uR, aret a1 u=ad @
AR YT | ST e AHRITAT Dl d8cR dRId | UM WR W f&fed R R
R U aRY 96h & §RT IH FARIT BT I8 PR Fb |
9 UHR UM WY U4 wrewdl AiAfd I/ u=arad a1 R1er  @Red vd F46l Hearvl |
& ANTEEE H BRI w0 | 39D HANE UG T @ Uolied RafE § 9 e gafad
e grft | s afafa & sida gafia e, dara afva, 3@ @ o= gafa ufafafa
ST AR, U, Agel WY &Y el 9Yg, 9 37 MRS [SH & Yfafedl o um @
A G H Sfe Jaal b Y Ugd PR GeIsl BT JqAR Hel? T | UTH W@Rey Ud @l
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Annexure VII

Operational Guidelines for Village Health and Sanitation Committee, Orissa
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The implemention framework of National Rural Health Mission provides for the constitution
and orientiation of all community leaders and formation of a Village Health and Sanitation
committee. Village Health and Sanitation Committee. Village Health and Sanitation Committee
(VHSC) is a simple and effective management structure at the lowest level comprising of
representatives form the village. This committee is a facilitating body for all village level
development programmes and reflects the aspiration of the local community.

CONSTITUTION OF VHSC:

Each village health and sanitation committee after constitution shall be registered under
the Societies Registration Act 1860 Every Village Health and Sanitation Committee after being
duly constituted shall be oriented and trained to carry out the activites expected of them
The committee will be headed by the Ward Member of the village. In case there is more than
one ward member in the village:

a. The women ward member will head the committee.

b. If there is no women ward member existing, if there is an SC or ST person, he will
head the committee.

c. Ifmore than one member of the category (a) or category (b) are available in the village,
the ward member of the larger ward will head the committee.

d. If none of the members of (a) & (b) are available as ward member, the ward member
with the largest ward will head the committee.

e. Wherever there is a panchayat consisting of one revenue village only the sarpanch or
Naib Sarpanch who so ever is a woman will be the Chairperson of the committee.

f. The other members of the committee are the following:
1) Anganwadi Worker of the village-Convener.

i1) ASHA volunteer of the village.
ii1) SEM (Self Employed Mechanics under RWSS) of the area.

iv) President or Secretary of up to three women SHGs (preferably SC / STs) of the
village having highest own savings.

v) The president of the Watershed Development Committee wherever a water shed
project is running and the President resides in the village.

vi) If none of the above is a member of SC or ST, then one member from each category
should also be nominated by the chair person if available in the village.

vii)Representative of any NGO working in the village or in absence of that a
representative of a good functioning Yuvak Sangha or any community based

organization.
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viii)While forming this committee, care should be taken to ensure that each of the
hamlets in the revenue village is represented in the committee.

ROLE & RESPONSIBLITIES OF VILLAGE HEALTH AND SANITATION COMMITTEE

To involve the community in planning and implementation of health and allied activities
at the village level.

To create awareness on Maternal Health services, Child Health services, Family Planning
services. Adolescent Health, Health & Hygiene, Environmental sanitation etc.

To create awareness on Leprosy, Malaria, Blindness control, Tuberculosis etc.
To under take the above activities the Village Health and Sanitation Commitee shall

receive funds from various sources. The role of the VHSC members would be to priortize
activities from the approved list and conduct the same through different persons/CBOs.

APPROVED ACTIVITIES:

Every such committee constituted and registered shall be provided with a grant of Rs.
10,000/- by the Health and Family Welfare Deptt. per annum

The intention of this untied grant is to enable local action and to ensure that public
health activities at the village level receive prority attention.

The various activities which could be undertaken by the VHSC include the following
subject to the prescribed expenditure limits.

Preparation of village health plan and related activities : Expenditure in this regard to
be limited to R. 500/- for meeting expenses only other expenditure and formats to be
supplied by the Mission.

v Promotion of any village level public health activity like cleanliness drive, sanitation
drive, school health activities etc: Expenditure to be limited to Rs. 200/- per month.

v Disinfecting water sources. wells in the village, promoting activities relating to
mosquito eradication : Expenditure to be limited to Rs. 200/- per month for purchase
of Sanitary Kkits.

v Organization of Health Mela, Shishu Mela camp for the handicapped etc:
Expenditure to be limited up to Rs. 1000/- This include organizing expenses, hiring
of medical personnel, prizes, medicines etc.

v Providing emergency health services to old, infirm, destitute, orphan or handicapped
persons belonging to poorer households of the village viz. Hiring a vehicle, buying
medicine hiring the services of a doctor: Expenditure to be limited to Rs. 250/- per
case with an upper limit of Rs. 1000/- during this year under normal circumstances.

v Creating awareness about good sanitary practices amongst adolescent girls and
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mothers Group meetings and discussion can be held. Expenditure to be limited to
Rs. 100/- per month.

v EXpenditure to be ........cccoevirviiniiiniiniieiceeeceee
samples to testing centre, cleaning and repairing the water source.

v Encouraging people to adopt accepted health practices instead of depending on
quacks & untrained health care providers : Expenditure to be incurred on group
meetings, wall paintings, creating a VHSC board limited to Rs. 1000/- per year.

v Discusss and Analysis of every maternal death & neonatal death that occurs in the
village and suggesting necessary action to prevent such deaths & to get them
registered in the panchayat. The expenditure in this regard should be on activities
relating to meeting expenses, limited to Rs. 100/-

v The payment of Rs. 100/- to AWW and Rs. 50/- to ASHA per meeting shall also be
met out of the above fund with due approval of the committee members.

v It may be noted that the VHSC cannot spend more than 25% of the funds at one
instance except during emergency and with due approval of the committee members.

ROLE OF CHAIRPERSON FOR VHSC:

The Chairperson shall have the powers to call for and preside over all meetings.
The Chairperson may himself/herself call, or by a requisition in writing signed by his/
her, may require the Convener to call a meeting of this samiti at any time and on the
receipt of such requisition, the Convener shall forthwith call such a meeting.

The Chairperson shall have the authority to review periodically the work undertaken at
the village level and order inquiries into the programme that is implemented.

A copy of the minutes of the proceedings of each meeting shall be furnished to all the
members as soon as possible after completion of the meeting.

ROLE OF CONVERNER FOR VHSC :

e She will convence the meeting of the VHSC.

e She will ensure that all members paticipate in the meeting.

e She will record the meeting proceedings, meintain cash book, provide monthly reports
and SOE.

e She will facilitate the activities of the VHSC.

e She will be assisted by the ASHA in all activities.

MEETINGS:

e The meettings of the society shall be held once in every month and the proceedings
shall be recorded in the prescribed format. The organization of the meeting shall be
undertaken by the AWW facilitated by the ASHA. also for maintaining cash book,
reporting formats, SOE format & Payment Voucher format

e The meeting shall be held preferably in the AWC/ School/ Panchayat.

90

Public Health Resource Network



MANAGEMENT OF FUNDS BY THE VILLAGE HEALTH & SANITATION
COMMITTEE (VHSC)

Expected Funds Inflow: Every VHSC will receive an untied amount of Rs. 10,000/- every year
which is to be used as per the guidelines issued in this regard.

Banking System: VHSC shall open a joint bank account of Ward Member and ANGANWADI
Worker in any scheduled bank/Grameen Bank/Post Offices.

Joint Signatories: Ward Member along with Anganwadi Worker shall operate the Bank Account.

Records: VHSC may maintain one simple register for 'Untied Grants to VHSC'. This register
may be maintained by AWW facilitated by the ASHA. This register can be verified by the
Panchayat representative at the close of each month.

Submission of Statement of Expenditure (SOE): SoE may be submitted by the AWW on half
yearly basis by 5" April respectively to the concerned Block Medical Officer through ANM. It
would be desirable if, at the time of submission of SOE, AWW reconciles the expenditure with
the bank statement. The SoE format/ Voucher /UC format be available in the above register.
The SoE should be signed by the two joint signatories VHSC account and certify this SoE.
Administrative Approval and Financial Sanction: The funds under Untied Grant should be
spent after the approval of majority members of the Comittee provided the expenditure is made
for the activities approved as per the prescribed guideline.

Remuneration : Anganwadi worker may be paid Rs. 100/- and ASHA can be paid Rs. 50/- per
month for conduct of meetings, recording proceedigs, recording proceedings and for maintenance
of accounts by the Samiti.

Monthly Reporting : The AWW will report in the prescribed format on the meeting, activities
and expenditure of VHSC to the Block Medical Officer on a monthly basis.

MONITORING AND SUPERVISORY MECHANISH:

Supportive Supervision Committee:

A Supportive Supervision Committee has to be formed at the block level which shall be
responsible for establishing and making each and every VH & SC operational and functional.
All difficulties and bottlenecks faced by the VH & SC with regards to local issues, functioning
and membership etc. will be sorted out by the Supportive Supervision Committee. It will facilitate
the activities undertaken as identified by the VILLAGE HEALTH & SANITATION
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COMMITTEE:

Block Medical Officer (BMO in-charge) -----------===-==-===-m-mmmee- Chairman
Child Development Project Officer (CDPO) ---------------------- Co-Chairperson
A representative of Junior Engineer, RWSS of the Block ---------------- Member
Block Programme Organiser- ---Convener
Concerned ICDS supervisor--- ----Member
Concerned ANM e Member

Zilla Swasthya Samiti at the district level will monitor the activities of VHSC and provide
brorad direction.

Accountability :

1. Concerned Gram Panchayat and its standing Committee will regularly review the
performance of Village Health & Sanitation Committee in its meeting. The matter shall

also be discussed in Palli Sabhas & Gram Sabhas.

2. Atblock level, Panchayat Samiti will discuss and review the activities of Village Health

& Sanitation Committee in their regular meetings.

Zilla Parishad as well as District Mission / Zilla Swasthya Samiti / District Water & Sanitation
Committee etc. shall deliberate upon the functioning of Village Health & Sanitation Committee
and suggest improvements.
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MEMORANDUM OF ASSOCIATION AND
BYE-LAW
OF
VILLAGE HEALTH & SANITATION COMMITTEE
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Address
Registered office of society
Area of Operation

AIMS & OBJECTIVES :

Village Health & Sanitation Committee is a simple and effective management structure at
the lowest level comprising of a number of representatives from the village. This village level
committee shall facilitate all the village level programmes in the field of Health & Sanitation.
Village Health & Sanitation Committee or (VHSC) will be established in each revenue village.
The village Health & Sanitation Committee shall be a registered body, under Societies
Registration Act 1860 at the Tehsildar level or with appropriate registering authority.

The formation of VILLAGE HEALTH & SANITATION COMMITTEE (VHSC) is primarity
to achieve the following.

1. To enhance community participation in planning and implementation of health and

allied activities at villages level.

2. To create the awareness on maternal health services, child health services, family

planning services, safe & healthy sanitary practices etc.

3. To create awareness about services available under various disease control programme

(i.e. leprosy. malaria, blindness control, tuberculosis etc.)

ROLES AND RESPONSIBILITIES :

e The meeting of VILLAGE HEALTH & SANITATION COMMITTEE will be held every
month to discuss on Health and Sanitation issues.
e Every committee duly constituted and oriented would be entitled to receive untied grant
from different departments/sources.
e The grant can be used to carry out one or more out of the following activities as per the
decision of the Committee.
(i)  Preparation of village health plan and related activities.
(i1)) Promotion of any village level public health activity like cleanliness drive, sanitation
drive school health activities. etc.
(iii)) Disinfection of water sources wells in the village, promote activities relating to
mosquite eradication.
(iv) Organization of Health Mela. Shishu Mela, camp for the handicapped etc.
(v)  Providing emergency health services to old, infirm destitute, orphan or handicapped
persons belonging to poorer households of the village.
[ IS
(vii) Promotion of use of safe & clean drinking water and conducting water quality survey
etc.
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(viii) Discourage unsafe health practices and to encourage people to adopt accepted health

(ix)

(x)

practices instead of depending on quacks & untrained health care providers.
Discuss and Analysis of every maternal death & neonatal death that occurs in the
village, and suggest necessary action to prevent such deaths & to get them registered
in the panchayat.

Promotion of individual household latrine.

Under no circumstances the grant can be utilized for incividual benefits except for the
activities mentioned in sl. no. (v)

MEET

INGS :

The Village Health & Sanitation Committe (VHSC) meeting shall be held once in each
month and 1/3rd of the menbers of VHSC shall form a quorum at every meeting.

The Chairperson shall have the powers to call for and preside over all meetings.

The Chairperson may himself/ herself call, or by a requisition in writing signed by him/
her. may require the convener to call a meeting of this samiti at any time and on the
receipt of such requisition, the Convener shall forthwith call such a meeting.

The Chairperson shall have the authority to review periodically the work undertaken at
the village level and order inquiries into the programme that is implemented.

MAINTENANCE OF BANK ACCOUNT:

A bank account has to be opened in any scheduled bank/post office by the VHSC which
shall be operated jointly by AWW and Ward member.

The fund received and expenditure incurred should be open for public scrutiny and
shall be inspected from time to time by ANM / Gram Panchayat.

Concerned Anganwadi Worker will be responsible for maintenance of records relating
to expenditure.

AMENDIMENT OF THE RULES AND REGULATIONS OF THE SAMITI:

The VHSC may after or extend the purpose for which it is established and/or the Rules

of the society. provided that such amendment shall only be carried out through an approved
procedure.
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DECLARATION

In all circumstances, this society namely VHSC shall function in accordance with the
provisions of the Societies Regulation Act (No. XXI of 1860) and all the provisions of the said
Act will be applicable to the Village Health & Sanitation Committ. ...............

We the undersigned members of the Village Health & Sanitation Committee ................. do
hereby certify the correct copy of the Bye Laws of the society formed on ........................

Name Designation Occupation Signature
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Reporting Format
for
Village Health and
Sanitation Committee

-

= Annexure -I : FORMAT FOR PROCEEDINGS

= Annexure -II : CASH BOOK

= Annexure -IIII : MONTHLY REPORTING FORMAT
= Annexure -IV : PAYMENT VOUCHER

= Annexure-V : STATEMENT OF EXPENDITURE

\ J
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Date of Meeting
Venue
Time

Name of the Participants

Points of Discussion

Decision Taken

Signature
Convenor, VHSC

Signature
Chairperson, VHSC

Public Health Resource Network
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Balance

To Grant By
Received Expenditure
18.08.07 Closing XXXXX
Balance
Total XXXXX Total XXXXX
19.08.07 Opening XXXXX
Balance
To Grant By
received Expenditure
19.08.07 Closing XXXXX
Balance
Total XXXXX Total XXXXX XXXXX
20.08.07 Opening XXXXX
Balance
To Grant By
received Expenditure
20.08.07 Closing XXXXX
Balance
Total XXXXX Total XXXXX
21.08.07 Opening XXXXX
Balance
To Grant By
received Expenditure
21.08.07 Closing XXXXX
Balance
Total XXXXX Total XXXXX
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Annexure-IIT
Monthly Reporting Format for the Activities of
Village Health and Sanitation Committee
(To be reported by the AWW to Block MO in the end of each Month)

Name of the Village ......c..cccceeuveeeenn. Gram Panchayat .........ccccoovvvvevnnnnen...
Block .....eevviiiiinnniis District....eeeeeeeeerennnnee Month................ Year...............
Physical Achievement
Date No. of Meeting| No. of Discussion taken

Held Participants
SI. No. Activities Planned Activity Amount
Conducted Spent
Total

Financial Progress

SL. No. Opening Fund Expenditure Balance
Balance Received

Total

Signature of Anganwadi Worker

Date:
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VILLAGE HEALTH & SANITATION COMMITTEE

PAYMENT VOUCHER

Voucher NO. ..., Date ..oooeeeeeeieeeeeeeeeeeeeee,
HEAD OF ACCOUNT ..ottt
Paid tO MI/MS./IMITS....eeeeieiieieeeeeieeeeeeeeeeetaeeaaeeeaeaeeaaeeaavaaasesesesssesnesnenes
By Cash Cheque No........cooceeeviieiniieiiieenen, Date ..cccvvvviiiiiiiiiii

Particulars Amount (Rs.)
In Words (RUPEES .....eveeiiiieiieeee e
......................................................................................................................... )
No of sub vouchers attached .........ccoooeeeeeeiiiiiieieieeeeeeeeeeeeeeeeeeeeeee, /in Words
Cunvener, VHSC Chair Person. VHSC
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Form GFR 19-A

(See Government of India's Decision (a) below Rule 150)

Utilization Certificate

S1. Letter No. and Date Amount
No.
TOTAL
1) Certified that out of Rs. of Grant-in-
aid sanctioned during the period to

in favour of

under this

ministry / Department Letter No. given above and

Rs. ib account of

unspent balance of the prevous period, a sum of

Rs. has been utilized for
the purpose of for
which it was sanctioned and that out of the balance of
Rs. remaining un-utilized
as on -

2) Certified that I have satisfied my self that the conditions on which the

grant-in-aid was sanctioned have been dully fulfilled/are being

fulfilled and that I have exercised the

Public Health Resource Network
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following checks to see that money was actually utilzed for the purpose for
which it was sanctioned.

Kinds of Checks exercised:
1. Books of Accounts of OSH & FWS
2. Original Bills, Receipts & payments.
3. Bank Statement.
4. Physical Progress.

Signature :

Designation : Chair Person, VHSC

Date:
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Name of the District : Name of the Block :

Name of the Panchayat Name of the VHSC :

Covered by VHSC :

Number of Households : Population:
The VHSC meeting organized on date The meeting was chaired
by The main agenda of the meeting was formation of Village

Health & Sanitation Committee. After the discussion on the roles and responsibilities of the
VHSC. it was decided to form one VHSC in this village. The following members shall be
members of this VHSC.

S1. No.| Name of the members Address Signature/Thumb impression

The following community members. Govermment Staff (MOanmaww etc) and NGO
representatives attended the meeting.

BL. No. [ Name of persons attending the Address (for villagers) | Signature Thumb Impression
Meeting Designation (for others)

Signature Signature

Chairperson. VHSC Convener

Copy to :

1. CDMO (Chief District Medical Officer) District :
2. MOIC (Medical Officer In-charge). Block :
3. CDPO. Block :

4. Panchayat Representative
5

6

7

. ANM for display at Sub Centre :
. AWW for display at Anganwadi Kendra :
. Concerned NGO representative
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Date of Meeting

Venue

Time

Points of Discussion

Proceedings and Decisions taken

SI. No.

Name of Participants

Designation

Signature

Signature

Chaiperson, VHSC

Signature
Convenor, VHSC
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Annexure VIII
Letters from the Mission Director, NRHM

T arior @ e,

FHID/THOAROTTOTH/ 2007/ oo AL, [EELC 2

97,
1. TSefesr ug sreme,
o w=meen Afufa, - a9, 070 |
2. i fofchedr Ud = AHHRT U HsTeh
T T |, fSTar- T, BoTo |

B0 10 | 22 O ) O O s (O e O L 2 O L L s O L O L 2 e
K 12 s s Lk s 2 2 I LU s B e e X B L G M

[Tl g & foh TSR AT W MO & ST s Bl g ad g0 & 10.000/- 9fT
ST JTHAT, IH T4 FF A fagad @ T2 21 29 A9 ST START I GATad ol wTE it e @ ug
TS 0T HHIT & AT H UH &l esifhd M= & T&deEe & @ A f6ar Senm | 2q eq ddv
ferga faer Mder @ aftares sifamd =7 & fopar ST & |
TE ST T w@e AWt g S | qita o & 7 2, G e daed & A s @id wed gn
Ud T B g0 UM GAad H w2

21 T 09T 2T ST GHIO-07 U =4 JHIOT-95 FHGEMT | I19 9= 21T Hefed 39 w10dhes o S b
ST F9T e T A e @ At grn a9 @noatdta of g9 98 & ser 9T fear S e

STTTH el &0 AT 2 fob ST Al “IW w@reg w@esdl aufa” & A1 8, I & @R @GR

fo wHodo 9 LA.S
e A ud o Feres
AT YT F=Ee (79
TAR, BOTO
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7. 1%,/ TFOFROZTOTHO,/2007/ ... oo T, L5177

%

Alee, TR ud GRAR HedToT [T, S| A8, HAe T9Y
TS HTedh, B0 UZH hald FHfd, T |

i e AT, e daEd e |

HTelch, HATeHed e Jard, T |

HeATe, T e e GRER Sl He (SIHFW). T |
PIIHH AR, Hell T, ATy e, T |

FHriRH SN, &g I, HATaHag =, T |

FIIHA AN, S, HATATag FRe, T |

PRIEH SATTERT, AELITHIT, HATI &, T |

ST AT (SIEIT), FTel- s &=, T |

HeATsh, T @R FHE9T &5 (SHRC), T |

RS L A S N

H
e

—_
N =

20 THOH0 TS LA.S.
e afg ud Mo FeEres
T2 T e {9
T, BOT0
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T W ey

(RO05-2012)

T I @ HeE

fren, T UF @ FATOT Afif B gIewer
(I @R, R S aRi)

I A, EBAT AT T 2°

o T & YIH T U H AT UHOT W H9H S g Y 9T g9y I gardi §
AT grafd &1 7o fear o7 @

o ¥ AMG H U & =g fdTe™l & STarar =g g o § S FHr gfafreal =
fear mar )

Tq QT HT oA H/qi? -

T T AT SR g I d=Ed & AT Jr= sAiEr @ affadr § § v - e wmmwe
Ud A AT AHIG HIUTE TR 92 HISE & | T FrHfd § F7od FAf T & 991 ar 11" 285
e B € | |1 2 2HY e /A drd G,/ § 92 & G99y s qes Bl § | g=dr
TS ST A JEEEr & M faegsll @ dedw T § BH e, @ ud #ue dedr JEid ar
HIEIHT T Febel & T i R & AR H Tl 2l Febil- 2 2 [+ B Aa9d® &9 F T
& I B-

o TEEINE AR W U dagdl H =7 AWM Pl HRsid S ST 2n |

o ¥ AMIG H Afew FHel, = Fewdr Fel a1 =g ANRe el & Jiaf-ieds s =m e
BT |

o I8 AWM il o W MR 1 %8, SR M d7 W SAaghhargar AT a1t SR
F| A B RN AEEE B & GO0 Ud AWET HAEE Bl ST FET AT BT |

o =H AW & T # 8%, FHT Ferg Alfad e [ ror Heffad arf ar avef a1 v=mad & S
UHT  HeG F@re qHE A A Fh AN AR (E B A |

=g HaH H A JHI0T FrEeE M9 SR Mol SEET & a1 SURIET [vgall Bl qeay BhaTtad B &g

“forer TR U dedToT AT B gge B BU UG & a9 UE H UE S @, S
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AT AT T T fhaT ST 78T 8, ST U1 9=7ad ol {918l &= Ue qH7ST 6hed (o7 AHid & qresT &

Pl BT | SHBT FHAT G T & ISiid (i § § Us Fai-a WA & ary fear S| 2g

At & T B e

I oard 98T TR U qH HedioT atd & qTea Y U H SHEN T [haT T E

SHEHN HAT AR BRT -

TR - T UTH/SAMAT T & 9 &0, S foh I oamad a “foretr, Fme FHTeT dhedmor dHfd
P JERT T B |1 & UF U &l GfHendn &1 A1 A1Mey S Agged S S, = e aif @
gfaffere ear 2, Afear o= &l yrefHedr [Gar SET Safad s8R | g' U darad | FETEeg
et Faarf=e afmfa @ afafafaa O wam |

|| - gagd HH 91 99ag afad 2 59 abfa & afad 2|

WAAE - T BT P U qaT WA g7 AT B Farad el (T & 3+ == & o
FHAR HASAE & B od ST (a1 1)

[ - T Herdl 996 & Aeger (Ffe o U F e =g Herddl 949e Bl af a4 &

e ZhE T B

o TH UM B GAF YK I Hiedl @ qHT & STee

o M ¥ AR a1 GG & O IFHT Sreme | 2F AT B qE=T B8R |

o UM H W W=F HAl G AT 3T ARG e 2l df 3qH e o7 28 qHfd &
qe BT |

T B G - U foh Yo T T ST, TUA.0Y. TSl dhddl 3T didh

T i [A9mT &1 2vedT Habiae 28 |HlT & SAER AHET JeRr 2R | e sulefa

Al @0 goel & SR GHigad df SR |

o OWIE B gerdl H g8 gEoad fhar S {6 B FH 50% Few "iedn Bl |

o ST FEE STAR U -EEE -Hesdl gl & B qedl Bl HE@r gdd ar |
o= B |

U R U FEdl 9Hid R U U Mol o g WAt ann JEed a ddtad w2

Al 0 SgEIT ud fhareae g TR B |

qiufa F nfw Teman fFaer 7 #9°

T YT HeT 9 Sl s U9 WRe-Taesdl Afg &l arde 10.000 ®9T 6l
A AT (3RS HUB) Vel &l A | T AT F aread ge ® fo aiafa = o wan
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foh I o f&d o 29 AT &1 IUANT Fel, B 7 & (AT AC qIT SHDH! STHA T J=d Dbl
forer =M ud 9T St AT 3R fRar e |

o TN WRA- WBAI WM H & TR FFIFar it SRl -

ST YT T S N T = g gciee
g AT H B2l
s
qre g7 g daraar (ferer, @ 9
T FHIST BT T S AT fSTem e afHfd
darad sifafem & T afuf 2
[CRES
ferfepeT
vV IR
arg & AT ud S99e
qaTId T FEHIT T
T ST |
N

I 991 ZRT Ao I § e SHerid i “ary- e -wEaesdn
JHT & BRT A & F9=2 § g &l &q 0T & SuERT

l l

M Y41, & AT 9 J97 SUARar
T&E T T IGART B T THTOT O T AR HEfad ITERS des
ST BT AHISE SAeharo % HiEAT AT TET FRE Bl Bl ST
FAW ST fop @us b ST &
HqregH F ST = JiHid B &
[CRINSIEEIN

AT AT d% T - fRER AW
o UM T Al AHT R & & I GaEd H UF §e @1ar @il S | 38 S @i @
AT T TEEd % Jid SR M gRT JgE &9 F {HAT S |
o <% WA I ALY BT ST HHT T FpT & T AT d=1ad ol el =g udf FH HedTo
FEfT 0 AT & &7 fhar ST Feh |
o T @ Mo #T ¥ERl 2R 6 I TERd R SHART &1 TS AT HT AT SHebeT
AT oM J97 A7 S 9 bl Gfvad 8l g |
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M - WSl ARt & 5gd FE A S
o U & T AN HI G WRE HREHAT F UG ARG HIAT, U Baunesy & e

Arsrerett H e ar @ @ fRer gEfoaa wr iR 2T dreat @ Jieei T § |
FEATAIAT G T |

UH H HQl ST A T haTEae GMHI9ET B | el Bharaae eg @nl @l Ak
AT G9=d BT |

I H TOAUH. Ud uHAdT Seg d MeiRa feaat § guor gHfeea wad 8y e gRy @l a6l
21 ST ATl JATsT bl FHT AN Bl ST BT |

H H FUT T, g ST fadTe @ 100% S gAiEd Hee |

I H BN AT ga S ST 919 ga @0 X ga e afamrd v ar e g
AT 20 &7 |

T & T AN BT GAAT G5 AT delvSE & AT F e ST A oA gH9Ed we |
TR HRAGAS & T&® JH JHT U 39 ERT &l A dTal TAEredl & el =@
eIt &% HGH H AN qh e |

fepeiT feTT T HeMRl SR d=ai § BT &l A=ERT Jafad TOd.0. ST=ars] Hriedl, ard
e TS sifereprdy, fafepear e @r & |

U AT H AN Bl Fishd ARER] ST GaTd ISl 1 fehareeas Gioed & | afe gisrr o
U & e JEEd onfee Bl dr /9 am qEiadl & Giairedt s afied e v dEmEEr B
U HHIT BT T5T 27 B & B |

HTe GATId AT AT I Hefad qrafendrstt & fharaae ud /iR o giafead & |
JAT &1 9T AT F A TG =@ A S AW A, el A, e
e, ANHATE] &g T Aare, 9Rar Faeon, i Rt onfe &1 e weEr | qe
AT fafore gepeon S SR Afedr a7 T T IRERT B FEee J4i @ &g sTidE
HETFAT ek AT & I TAGET & AHET TIAT & S Fehdl & |

e IR Bl Il AT STERE &g @& STe2H B Hl SN U & =R J4ie 9 &l
gl &q STANT | B & ol Heferd Suwemes g, U9 9=ad bl J&dre drsi

SWRIET U Il & Fhaaae &q A @ aifte afafar devst 9 B |

T P g 19T &1 STARTET JHT 957 e S99 | @us fdfehedm Sifedn & . US.0H. &
AT H SHT BT | ST @Us ffehedr sl gry S w=we Mo & givd fear S |

M WA TBAT AT & Bhar=aT ¥ FA-HH 9 RO 9 e

T SATad &7 “f3rerT, Tameem Ud JH dhedo7” AT wEeia & qe, darddl Ud I =\
STl Fesd] i r amar § geliddl BRI, frEs UM =X 9% @l FRe Harel F a9 ue =707
3T 9B & F 2 T |

AR IR/ 2IAl/ ST Il & @Rl T deal S a1 W e |

Fferd UGl deb @HT AN Bl TgT A Bl Hhl |

T BT Gedd o F W HaTd SUTe BT b |
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THET & W@ gioT § R @R bl ARier-AieT AT/ haraae /e R |y W

gHfad |
AT SiberoT U ST=ard 9ishar & &9 § T1Ud &l T |

FAOT 7 {99 9 & H FHT AT |
T ¥ dafad SETEt ST 3o, @, qoar e # wHr S |

T e Tl i T F SR SuaE! wEsfi| a9 &g AT IRRaTe i At R

Al & AR TI BT |

TSTaToT ARTEfSIRT A T |

G HATSTIT & HIEFH & HEITe A9l G9ad e |

60.000 THATTT T GfoTferT aper |

Rafes A1eT @ e |

T &% AT H e AT AT BT |

T T BT HRIGE UIehaT Sd I i BT 11T HeharoT FHfoad He |

Public Health Resource Network

112



Annexure IX

Letter from State Health Society, Bihar

State Health Society Bihar
I Ereg 9, Er

IRAR HTOT Wa, AR, T - 800014
Parivar Kalyan Bhawan, Shekhpura, Patna-800014
Phone : 0612-3259447, 3259448, 290321, 290322, 290328, 2290340
website : www.shsbihar.oeg, E-mail : Info@shsbihar.org

(i

1
2

ayln e e ey
Fm-ia;

[T IO a9, Er
ErR=EET

s SHSB/Admin/81-06/=5.772 Y, e ARl f g e
TR T e e & e, g a8 duie d m W o T

i @ wroe o Prof form wn &0 30 B0 0 Od 9 W v afiden feoe @ e,

niEw vd SR T e \iin § w8 poreogmo v g wrdEf

HETH (Co-opt) T wmrm & r
(Fp-Tio wraE)
IEELACE
wffa, fem, w==n
wrois SHSB/Admin/81-06/,5505%2 Fran, gean Reim.cE e 03 Dadf

ufafait— v Rftm o= v v ofwa Rron wea oftft =t gt o) FRfs
g s 9w Reat # ol wh wom s F s o w e T ® i
(Co-opt) T T THA I sElEwIl T ENEG- 15407, TF TR FE GiTER
T | - -

g
i

T HHfE, RER, qen
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Annexure X

Letter from MoHFW, Jharkhand.

Phone : 91 . 351 -2491033, 2490563 j,! R Ud UREN HedroT JAed
2261050 (6 Lines) A9 BT, SR A
Fax : 91 - 651 , 2490314, 2260361 ARETE TR . 8o, : fJﬁki% 302
overnment of Jharkhan
HANETS HIhT

ministry of Health & Family Welfore
LSS IEST! QE[ IR &heaor faynr Nepal House, Doranda, Rachi 834 002

a4t fafom ao, FETs
g4 ST g&g e qeIfaen, frEs |

fauer- o = afafq & S F @17 Wiaa ud e g @ e & satd yde
T w=&Tee 9t (I @R Ud Weedl aiifd) @i united grant & /9 § ST
FAAE AW AT AT F.10,000/- (FHT B FYQ) & FT & TGT H HAESTIART |

217,

faraTenta yde I TETEe | (I e ud Fesar 9mfd) @ untied grant
% w9 yfaad SUAET Bl ST 9Tl |, 10,000/~ (3F BAR wUU) 9 & UM =g afbf w1 woam
2 ANTefIferT 2 U & HIF HAW BT U FH AT @ & | AR & AR da9an & qH
e Al o T TSEEed S IRt/ SR/ FI-Si T S (Far) 7 Afear/ STaTsr deddr/
Health Link Worker U& I @152 (& 1ezel,/ a9 T4 ST Hgad BR1er & @1l Gadrr
gfafeaa ¢ | [ gfafadr & aarga ger & @ gdl @rdr 90 & @ SAfaag AeeEan a
YA BT GHYET @Y, i [ FT B A1 a6 vd i § 99 g9 giafadrt & o
gaare? faafia @rdr 9o & @19 Suaed &d | Anfefdfer & qeg § @ d4fad @ afad wd g
D AT B AT BT AEE UF UET F & fqu snaeas Mhamer @ s # |

AT - T |

e Lo sl K
-E"__.-"".-J F'I'f_.--ﬂ-f-lr;'-'e
_.-"'..'- j"r":' _:E_"__%.'T ﬂ'ﬂ-ﬂ_ —ll-"' ':'E' ; ‘-s:mmu’l-'!T-"_l !

RS ST .*W*f' GETR. oy - Wﬁ*w il
?,:h PR ﬁ”%rﬁ-‘m = %:Th W v
i o 1E4 -

o @
e TTL & LR

-——r

f".*.s
q“ﬂﬁl

thy Willig, I'-.':|IiI|:|..'I|:||'|..| 1
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T UM QR AT F A

1. U&d T F=&Tee Efa St Ta &7 TRaiie TdevT &1 9aieor yad av T 718§ BT
Te IS Uk Wid AT & I @A 9T U Ui Aoiald YA @ "l HOAS |

2. Y T AT 2 Ao fafag s @i | v Aol # 39 W § fhu Ut & aoie
TN UF g AR H T AT T @R |

3. YR fafher werfasry 39 2T Wrafhear e TeIfawry aRT S8 Ma & Tfafafeat § 2
W&l P YA =3 Fderer e |

4. T FE A § FT TR e 39 ST @ ST SRk ySeg ThE & 9 @ |

q. AFHA :
1. YT e eTferenTd a1 39 sRT Tiedd [T JeTfeaesrl 3RT &9 4 6H ©: °18 H UH a1
Untied Grant & &F @l &I &7 fhar oo ud fiemr gfaaes & g a5+ &
U AT ST |
9. TS HRHT UG ThE |1 ZF AT &l 2 1 STHE0 BT |

qre ;30 B gafad fod § O w9 39 gt 9 Y @ afgta @ Tod ud afedr ga99 ar
w1 AT & S99 Heg off S Tl & |
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\?,@[ AT TER

Phone : 91 . 351 -2491033, 2490563 j_! FE U HER e ATeTd
2261050 (6 Lines) AT BTHH, SO T

Fax : 91 - 651 , 2490314, 2260361 ’ 7T 834 002

ARG TR Government of Jharkhand

ministry of Health & Family Welfore
Nepal House, Doranda, Rachi 834 002

AT ST

ECIREENES

Sufester afareror

e Sufesi®

o fafas Jei smETs

THT TN IR Y9N, STREUs

R U YA wedoT [T9mT, SEvs TER

[T - TSR AT e H9M & S=iTa Afear TioeT & feom M & Hae 7 |

HRI9,

RIS WhR PoEgad Jord e Ja1Y, [q9uet 9o+ ud {919 w=mqey dadr
HATSHT T AREUSATGET & Y% 5 & Yddh Al dd T8 & [0 Fadied & | 37 Hhed Bl
T T &G U & AWl & T Ud FHE ST Al @2 Hesal-aiedr & qioraT
& feom Feer 9 S ver 7 |

[ givwer

(1) =T {5 & |iEar 999 #1 B NGos &1 HEE & T+ &1 T & | THT NGos T {91 FaaT
[T 51T g & o5 Afear T Jedt e foarelt foem gomss, fafas a5+ g g w1
T 3O BT |

i i e e
Pleahthy Vilkise, Healthy Jaddhaed. &7

b ey ._-_‘,!

B

—
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(7)
(8)

FiEAT UIITerT & H1 3761 NGos & BT fohaT SO =2l U =mee JiHfd & Mo ud
JieaT T2 &1 B AT BrRiaEl 7 o |

AfedT R &q MiEd e ud yE@us w19 Aed JeiaenT & afedr giareer &
e B |

FSTeT g we affa aei Fafed NGos & WS BT Jeaice it ud fasm MEer s
X H AT e

T NGos AfEAT FTST&ToT H TS UM Zreey Afufd o1 [Miverd &9 & Fegiv o | 29 T
P H AT Yo, Y@US YITH & ded ™I Yeieehal/wHanEr & qof
FEATRTAT 9T BT |

qfedT 1 Ufe Ed 6 A=gd § BN & | 36 YIE0T & fhase &g 1= T a9
TE &

LR RS A i G P e e e e A P el T

ST ¥ 9% J@UES UfSTaehi &1 & A BT |

TEUS T YT I GiSTesh HiedT Bl GisTeor < |
qfEar gfaTevT 2 WU T AiSTehl &1 GIATEvT S BN W Afear giaer 7
AT 2R
Teferd NGos TR 1ef YAIf Uitdes Hafad Srar v ue fafad ase & Suder
BT |

QAT FIAFT B YINEAT FT EEY

(1)

HTT NGos T T&@US H HfedT TTer &q Afhaq 16 & - Tierhl &1 =2
FHT T TITAT & TR ITH 10 23 Gfreent B |

FITIAT 10 TS T FIgTameht ol Ifd & 100 ®0/. e wrdfead (F 112 HEifeas) &
T H AT fehaT SO | 13T 7 A o T sprdfeay ud (aifd da aifed & e
T feRdT ST |

gt wdE Afedr gfane™r 29 U wEE gad A BN SR A o e 7 05 sifes
TSl § UH NGos B Y 78 &f a9 Uk ST FH=eh A B |

qfear gfaeor &q ufq 9aid afedr & 2196 ®0/. (47 6 HIZgA 2q) &l & H NGos Pl
YA & BT | 19T 7 G b 70 sprdfeas uef (i @eg ot & e @ fear
ST |

qfear gfareoT 1 gfikar 9 " ud deE Al # O # off S (g aee g §
J9=1.1)
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Annexure XI
MoU between Jan Jagran Kendra and Jharkhand Health Society

R H-afgﬁ:::r:H.axmn Ve ﬂﬂM 517664
i o :
i. L R

3
]

Mie!momndum of Understanding between Jharkhapd Health Society

B : © and Jan Jogaran Kendra
ﬁ 1. ' Preamble
11 Jnarkhand Health Socicty referred hereinafter as JHS and Jan Jagaran Kendra referves
{JTK) hereivafier as JIE have apreed to implement Jﬂa'lﬂ.}' the Sahnwa progeam in the
E designated blocks,
1.2 £ Mow, therefore, the JHS and JJK have entered inte a Memorandum of L-nderstandmg
! (Moll) as se1 out here in ualow
|
H
L 2.t Duration of the Prngramme;
? 2.1t The duration of the first phase of the programme is 18 months, which.is I'm*;i 1# Jupe
;l b B 2006 to 31stDecember 2007, which also includes the initial three-month pen-:»u n::. “social
L i § mobilisation and sclection of Sahiyyas.
OGN "Z;«;_u Jﬂ..ﬂd-ws‘»/l 'pag_csufli
i L EE i II§ : 0 Hecratary

Ik JaBBAL ¥FOTTE
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/ 22

iy

L

33

4.1

b

4.3

47

4.8 -

:I';.

45

This Bloll b valid lor an 18-moeml pertad (17 Juie 2006 10 31" December
2007) Lrorn the dote of sigsing wod Gother exleosion <0 e prograsie wonl] e el |y
agreed spon @ cer & review on the mutual agresment ol all the sipntories,

Content of 'rogramme:

That JJK agrees to implement the Sahiyya programme on behalf of the JHS in § blocks,

ie., Chis, Bermo, Pelerwar, Nawadih and, Gomia of district Bokaro of Jharkhand State.
That 1)K undertakes lo facilitate the formation of Viliage Health Committees and mentor
them i every village and identily, select and train community health Workers (hereinafier
referred’ to as *Sahivya') in every hamlet of the above-mentioned areas.

That JJK undertakes to follow processes for the selection, training and supporting the

Sahiyy: as mutually agreed between 1JK and JHS and as outlined in Operational
Giuideline,

Monitoring & Evaliation:

A stratepie planning workshep will be conducted with IJK, which will be the basis of
maonitoring and evaluation.

A monthly review meeting will be held at block level on rotatory basis in whic 1 previous
maonthly plan will be reviewed problems arising in the implementation will be discussed
and next menths planning would be done. Block Health Staff will alse attend this meeting,

Two-field visit will be conducted by JHS in a month, to gather the field inputs for
monitaring purpeses.

JIK will submit a Quarierly programme report to JHS.

A six monthly ﬁruccs:; review would be done by JTHS

* The menitoring plans will be developed by THS. JHS will orgunise baseling, midterm and

final evaluation activities of the project. JIK agrees to maintain openness for monitoring

* wisits to project area by JHS and its authorised consultants and Govemment officials,

whenever required; such plans of visits will be co-ordinated / facilitated by JIK

The support that the JHS shall provide to the JIK would include logistical support,
tinancial management support and data compilation support, which are deemed recessary

.. for the smooth functioning of the programime.

JIK shall in turn provide information to JHS a5 per the format outlined in Annexure TV,
and facilitate field visits as and when necessary,

E.::)_ . PageZoflz ' leﬂqh,,_;g,,ﬂ,

Hegratiry
IAK JABRAN RERDT
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5. Financial Norms

5.0 The rotal budges cutlay (maximum) for all the five blocks is Rupees Fifty-one Lakhs
Tweary Six Thousand Six Hundred and Twenty Twe Only, Bui all payment will be
made gaingt actual expenditures, ns por the agreed norms,

52 That (e project wiil be cartied out by JIK, in conformity with sound financial practices
“within the time schedule as mentioned above.

5:2,i _ That Secretary, of JUK, will be responsible for the implementation of the praject and will,
o f therefore, be responsible for administering the funds received exclusively for the project |

5.2.2 That Secretury, of JJK, will use funds in accordance with the agreed Financial Plan

' outlined in Budgst outlay (Annexure I). Any funds that are not utilised in accordance ;
with 1his Agreement shall be retumed to the JHS, within the 15 days of the completion of |
this project,

5.2.3  That Secretary, of JJK will use funds received under this Agmeement exclusively for the
i purpese of the project as agreed under this Agreement and will not use the funds for any
other purpose,

524 That JJK will get all payment against aciual expenditures, VHC facilitators and Block
Cooi dinator will work exclusively for Sahi yva Program. They are being shared with other
prog ams, allocation will be proportionate,

5253 That Secretary, of JJK will not use the Sahiyya Programme funds available for this
project for activitics financed by another donorfagency.

52.6  That Secretary, of JIJK will segregate the funds recefved under the projest in its separate
; bank accounts. Receipt and expenditure of such funds should be shown separately in all
aceounting recards,

5.2.7 Tha Secretary, of JIK will maintain separate records and vouchers in support of funds
clained and expended under this Agreement for the inspection by the officials’ nominees
a5 a1d when required. Such records shall be maintained by Accounts Department; of 1K
till i THS states so in wriling.

2.8 That Secretary of JIK will provide & monthly income and expenditure statement, which

will in¢lude opening and closing balance, Income if any and expenditures of the month to
JHSE,

- 3.9  That Secretary of JJK will provide the Quarterly financial report to JHS, in the prescribed 3
format.

5.2.10 That the Secretary of IIK will get its project accounts audited and Fumish audited
- financial statements including receipt of the amounts us well as expenses, 10 JHE during
the financial audit

- ; iz:i
! r}L_,_.ALwM _ —

Secrelary Page 3 of 12
JAN JECRAN KENDRS
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5211 That Secrctary, ol JIK will preserve

Linsoncial as well as oldwer decuments

| perainin o the project for of least five years aller completion of the Aprecment.

3.2.12 That the interest earmed out of the Sahiyya propramme funds, iF any, will belong w e

praject and its use will be decided jointly by Sccretary, of JJK and on the behalf of JHS.

5.2.1% That the, Chairman JHS, will determine the satisfactory completion of mutually agresd
chjectivi s and outputs and will be Gnal judge of the work and sutput.

5.2.14 The funs would be released as follows ( also mentioned in Annexure [11)

R;:l;ease of fuads I

" | Type I"rerequisite Time frame Total Cost For Five Blocks
1 [ First ol signed - June-06
1o instalment 10,26,324.00
-Becond IZxpense report for December-06
instalment June- Decemboer 2006
] : *erformance appraisal
: 12,81,656.00
Third Fxpense report for June-07
instalment Jam=June 2007
Yerformance
Appraisal
- A 12,81,656.00
Fourth Expense report for— September-07
instalment | July=Seplember 2007
: 2,56,331,00
[i Fifth L8 months incone December-07
[: instalment | and expenditure
[i ' reporl with review
: and evaluati
4 . eviluation I."e-j:ll:lﬂ 12I31IEEEUD
i Total Cost 51,26,622.00
| 'Q At 52l
H
:i 3
. N egral g W
o Atk galblaed fp LT
-
z:_-:.___, Page 4 of 12
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.. Commuitment of JILS
; 1 JHS hereby comumits 1o ensure the co-operation and support of health fonetionaries of he
f f.ﬂ’ Department of Healiy & Famly Wellare, Government of Jhasklaod at the Bleck sod
i """ District level. ' This support is deemed necessary since the successful implementation of

i the pregramme 15 dependent on e selive participation of the Ausilioy Nurse &
| 2y Fidwiles (ANMs), PHC & Add, PHC 00T and Medical Officers In charge (MolC),

62  The JUS iz committed to provide lopistical and training matedal 1o K -for the
implementation of this programme.

6.3 JHS alse undertakes 1o provide any sdministrative and monitering and menloring support
1o the JIE az s deemed necessary for the smooth implementation of the progromme.

G4  The JHS commits jsclf o ensure co-opervion and support of oher deparments like
1CDE, Drinking Warter and Sanitation, Education and AYTISH to ensere intradepartimental
coordination. This supperl is deemed necessary since the propramme depends on the
mputs and active paricipation of these departments.

| ; a 4

i 6.5  The JHE alse underakes 1o ensure the smooth disbursal of funds to the 5 in the

{ implementation of the programme.

_I 7. Commitment of ..JK:

]

i 7.1 UK commits to implement the Sahiyya programme in the Blocks mentioned above and
ensure that the VIHC s are formed and Sahivyas selected in accordence with the process
outlined in operation:| guideline,

72 UK undertakes o implement the programme in the agreed time schedule and enswre that
the first phase of the programme i= completed within 18 monihs of the signing of this
hMall, g
7.3 JK is also committed to ensuring that the monitoring schedule 15 adhered to as provided
K for in Annexure 1 and that all financial/d accounting information related o the programime

is provided to' the JHS periodically so as to ensure that this information is compiled,
analysed and passed on by the THS to the RCH Society,

& ' Suspension

3.1-  Both (he parties will be having rights o withdraw [rom the commitments throough (his
Moll, on Mon-complianee of the commitments contained in Para 6 and 7 above and? or
unsatizfactory progress of agreed programme, by giving a prier notice of one month.

44 i'z%:J—- PageSof12 ““‘r;'ﬂ

et e
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82  The Secretary of JJK agrees that il Uk

Fuils 1o meet the stndinds measuped

apuinst progress lowards milestones and imtermedinte ohjectives and the processes

axpected of it as planned in siratepic [rlannin

g workshop, this Agreement may be

erminated by JHS, On the termination of the Apreement, the unused [uinds alveady
provided by JHS shall be peturned 1o JHS within the week after termination,

83  The final verdict on the termination of Agreement rests with the Chairman, JHS.

Agreed and signed on this

day of May 2006.

Public Health Resource Network
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On behalf of JJK On behalf of JHS i
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Nime: *""'E*?.‘ %:m ) Name: N ﬁ ot Do ?"‘”‘lﬂé"
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i fi Blocks.
[ e Bmdget for Fiv Five Blocks i
f —| ostior  |Costfor Five
= ask _ calculation locks blocks

7 Component | nt 1 -social

I ohilization and VHC 4

fi ormation ELas

3 ﬁc Formation and [

P salsction | |
1Opersons"Rs.S00or | |
food & lodging

Food & Lodgin 4days 3500 18000
[Training Material {0parsons*Rs, 100 1000 5000 |
5
HC Forretion and persons”Re. 2000par
iyya selection F acililators satary manth *18 manths 1BOD00 200000
5 persons’Ra.500 :
| | lper month*18 |
= |Faciitators travel meaihs 45000 | 228000
Total of component | 229600 1148000
Componant Il Sahiyya
Tralning -
Training of Sahiyya 25 days [Travel for Sahiyya to attend | 300persons
lprainirg in T sEESIONE 25 days training 1o and from fRs. 2025 150000 TE0000
00 4
S ersons*Rs.30°25da
_ Food [?-5 : ) 1125000 |
Page 7ol 12
gifiz A =
H e : <3 jrain'mg Material & - |
R _leonfingencies - anopersons*RsT5 | 2200 | 112500 -
7 (26 days training for = [
hatch¥, 2 tralners pes dayX 1212 batches®? |
g latches Rs. 100per trainar trainers25daysRe.1 | |
z cnourarium fer trainers  [par day . GO000 300000 |
Aot ‘{:’ : E:lardlng and lodging 0persons*Rs. 10073 ! [
2% raining of Tralners _ |EMpenses during training  0days 30000 .| 150000 F !
£2 5 [Total of Componant I JETS00 | 243700
< + |[Componentlll- VHC |
7?:] = aMentoring PR T i |
B raining of VHC offics ]
pearars (3 mermbers from ravel o &tiend & days 450 persons*Rs 2008
-h of the 150 VHCs) I!mmlng to and from Drarys £4000 270000
HE0 parsona
I ood Fis.30°8 days 51000 40000
ﬁing matarial and other
noeEncies 3
| 450 persong “Re.50 22500 112500
ooumertation &
Communication]phetographs,
r*epurts et -
P e 150 WHE"Rs.100 1000 75000
I_ "~ [Bahiyya Sammeian 1 annual sammalan
LSS - *Rs=.3000 3000 15003
- |Biock Hesith Official
Sensitization
L | [Fig.3000 2000 45000
Poge Bol 12
124
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b i
—IR:ama per menth

rall

& _ : covefing [
z of project coardinator 28800 144000 |
= ravel Rs, 1200 per month 4320 21600 |
T m — 2 P Sy R
g t mpiemantation and i i
i g jsupporlve sUpErision . pession *Rs. 3500
=3 ugh Bhock Coordinators salary of block coordinakor 1 rronth &3000 315000
] ?i' person *REe.T50 per k |
3 ]_ [Travel ]Imnnu-r ; 13500 67500 |
* [ Total of gemponent | I 288120 | 1440800 |
Tetal of compoanent 1L Lm | 1005220 5026100 |
ich includes ‘
Ipomomunication, audit cos),
ionery cost, travel cost o
E{taln the Irainng o meeting
: Companent IV - nd partial payment of % of total of
ndministrative cost pountant expanses ponard 11 & 11 20104.4 100522 |
E li ] | : | 10253244 | 5128622
Pape ¥ af 12
i ¥ 7 —
Anncxure 11 ;q. -
M -
i o) BUDGET & FINANCIAL MECHANISMS FOR TRAINING SAHIVYA
A Blick will have an estimated 150 VIHC and 300 Sahiyva,
= i
T t Head Tazk Time frome Cast per block Total Cost for
SEE | 5o : _(Rs} five blocks
TE om Companent 1 Social Juna MG to 220,600,00 -
Ed : Mobilisstionand | JulyZ0d06
= VHC |
bk Facilitation 11400000
Compenent I Saliyyn Aupust2006 o A5 500,00
Training June 2007 2437500,00
Crmpanent T | VHC- Sahiyya June 20 10 18, 120,00
(= Mentoring December 2007 1440a00.00
Component IV | Adminlstrative 20,104,000
™ Crst 10052200
.S B Total: 51,26,622.00

Tole] Coat: Fifty One Lakh Twenly Six thousand Six Hundred and Twenty Tweo Only

Fage 100 12
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1".-
Annexure 11
7 RELEASE OF FUNDS
Type Prerequisite Time lrame Total Cost For five
H | blacks
= Firat Moll signed June-6
a.:. I:' instalment | 14,25,324.00
’E Second | Expense report far Jan-Tune | Decembar-06 |
FE L |instalment | 2006 :
-8 Performance appraksal
. i 1281 656.00 |
£ Third Expensse report for July- June-ii7
instalment | December 2006
Pesformanee Appraisal
i 12,81 456,00
Fourth Expenss report for— Tannary- | September-07
mstalment | barch 2007 and for April
2007
Performancs appraisal
1633100
Tifth 18 moemths inconse afd Drecember-07
instalment | expenditore
repart with review and
|y eyvalusation nepor 12,81, 656,00
E-q'!'utal
\_] Cust 51,26,622.00
Fape 110012
i S Lo
= i i)
MONTHLY BEPORTING FORMAT
Muath : i
Hame of G0 B e s
E 5 ; Rejursanisya | el m:;?:c
g x Ma Nast He. ol VHE M. of Sabiyya Trwined "
s D (o] e |E) e | W o b e
3! ~ | bat |
; f' Completed | TnPraces | Seleced [T l
= n Process | |
F
] ol
i
[E]
m 8
I |
m 1
L TOTAL | | ===
*** Lo Brserped in the Meoting :
BLOCE, Fruprammatic | ikl HR i Famane:
I
;[ i e ]
T |
i |
W I

wo % |f rpcpeired please smach separale sheel,

Page 126412
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Annexure XII
Letter from Administrative Officer Namkum, Ranchi to NGOs for sub-
mission of expenditure statement

o hetang- b S5 o>
The Seceetary,

TIK,

g b ghe

Draved: 19062007

Sub: Dishurserment of Funds for implementing Sakivea Progron in the new blecks

i [rear Sir,

As per the decisions taken in the meeting held in RCH. Mamksm, on 210507, under the
chairmanship of the Seeretary, Health & Family Welfare, the NGOs must have already
1aken up the lefi out blocks for implementing the Sahiyya program.

The sanctioned expenditure puideling is enclosed herewith for vour reference. FExpenditune
has to be incurred as per the godebne.

You are requested to submit the expendilure Statement and the progress report of the seme
=0 that there can be early dishursement of the funds.

Thanking sou.
Ciopa e Tiwari
(Administrative Offieer eum OS0)
| ROCH, Mambum, Ranchi
| i .-

127
Public Health Resource Network



Fonctloned Budged & Expenditure (uideline

! ] VHC fornation and Sahiyya sclection 1

| Component Unit Cost | Moof Ferson/ | Days Total | |
12 Unit . (InRs) |

I’ :;-rim!._miun of new facilitators Bl EoREEY |

[ Fooding & Lodging G 15 7] 700 i

| Training Material Lo 15 | LT
lﬂnﬂnrﬂrium of facilitators 1 15 . | 30 ___43{33'

[ Total s i TR [ 5450

= The ratio of facilitators and Sahiyyais 1220 i 1 focilitalors for 20 Sahivya. Tlhe
honorarium, will be fixed secordingly @t 100W-per dav,
= Payment will be made as per the number of days worked.

= Payment will be made on actual expenditure anly.
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Reference:

1. Jan Swasthya Abhiyan: Report one Rural Health Watch, 15-6-2007

2. NRHM Framework for Implementation 2005-2012

3. Record of Proceedings of the National Programme Coordination Committee (NPCC)
(No. 10 (1)/ 2006-NRHM-I)

4. State Programme Implementation Plan for 2007- MoHFW NRHM-1, 22.6.07

5. State Programme Implementation Plan for 2008- MoHFW NRHM

6. The National Rural health Mission Status Report, 7-9-2007

7. Operational guidelines for village health and sanitation committee, Chhattisgarh- Febru
ary 2008.

8. NHRM's Common Review Mission, November 2007

9. Guidelines for Village Health and Sanitation Committees, sub centres, PHCs and CHCs,

Ministry of Health and Family Welfare, Government of India

10. Manual on community based monitoring of health services under National Rural Health
Mission prepared by task force on Community Monitoring of Advisory Group on Com
munity Action; Mission Directorate, MOHFW, Government of India

11. Draft Booklet on "Toward a people's alternative health plan', Jan Swasthya Abhiyan
(http://phm-india.org/)
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rees to Strengthen District Health Prograrmnes




