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Executive Summary 

National Rural Health Mission launched in 2005 by the Government of India with an aim to provide 

accessible, affordable and quality health care, with special emphasis to the underserved regions and 

communities. With decentralization as a main tool to achieve its objectives, the government constituted 

Rogi Kalyan Samiti (RKS) (Patient Welfare Committee)/Hospital Management Society (HMS) at the 

facility level and Village Health Sanitation and Nutrition Committee (VHSNC) at the level of revenue 

village.  The National Rural Health Mission (present NHM), Sikkim constituted these institutions but till 

recently no conscious effort was made to evaluate the performances of these committees. Therefore, 

NHM, Sikkim has felt the necessity of getting an assessment done to understand the quality of the 

program implementation and the existing gaps, if any, and to take steps for further improvement.   

With vide letter No. 1937/NHM/15-16 dated 5th March, 2016, the government of Sikkim through MD, 

NHM, Sikkim requested Regional Resource Centre for NE States (Branch of NHSRC, New Delhi) to 

undertake a Rapid Assessment of the Functionality of the RKS and VHSNCs in Sikkim and to suggest steps 

for further strengthening of RKS and VHSNC functioning. Based on the request made to RRC-NE, 

assessment was done in Sikkim. 

In the study, 13 RKS at the PHC level, 2 CHCs and all 4 RKS of the District Hospitals of the state were 

assessed. Interviews were conducted with the MO i/c along with the BPM and exit interviews of 5-8 OPD 

patients and 3-5 IPD patients from each facility assessed. 73 VHSNCs proportionate to the number of 

VHSNCs in each district were assessed. Respondents were ASHA, PRI member, ANM, AWW and 8 

households from each VHSNC. The key findings of the assessment are listed below. 

Major findings of Rogi Kalyan Samiti: 

1. All the facilities viz. 4 DH, 2 CHCs and 13 PHCs have a registered functioning RKS. All the 

District Hospitals RKS have separate Governing Body (GB) and the Executive Committee (EC), 

Rhenock CHC also has the two separate bodies, whereas at the PHC level, only 4 PHCs out of the 

13 studied has separate GB and EC. In those PHCs, which have separate GB and EC, the role 

differentiations between the GB and the EC were not clearly defined and not known to many 

members. No other sub-committees of the RKS such as the monitoring committee, audit 

committee etc. was constituted in any of the facility. 

2. None of the CHCs or the PHCs carried out RKS training for members on new guidelines set by 

the MoHFW in 2015. Out of the total 214 RKS members (GB+EC) of the 13 PHCs and 2 CHCs, 

only 101 were trained on RKS. In some facilities, the last training was held as early as 2010. 

3. In the year 2014-15 and 2015-16, all the facilities has had an RKS/GB meeting. Most of the RKS 

sits for RKS meetings once or twice a year. The number of members present in the meetings was 

usually more than the actual number of RKS members due to other invitees joining the meetings. 

4. The discussions at the RKS meetings were mostly directed by the hospital staffs with hardly any 

inputs from other members are taken. 

5. Patient welfare facilities like the Citizens charter, sitting arrangements, drinking water facility, 

toilet facilities etc were seen in all facilities though improvements can be made. The male and 

female toilets in many of the facilities were found to be attached. 

6. Complaint and suggestions box even though present at the facilities were hardly used by the 

people. They prefer making verbal complaints to the Medical Officer in-charge of the facility.  
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7. The RKS funds were received by the facilities mostly in the 3rd or 4th quarter of the financial year. 

This is one of the main reasons for non utilization / under utilization of funds by the RKS. 

8. Internal auditing of the RKS funds is done together with the NHM audit. External auditing is not 

done in many facilities. The audit statements were usually not shared with the RKS members. 

9. Monitoring of the RKS by the state and district officials were found to be lacking in all facilities. 

10. Most of the patients who come to the facility are unaware about functioning of RKS.   

Recommendations: 

1. RKS members should be trained on the new guideline so that they become aware about their 

expected roles and responsibilities, which will motivate them to perform better. 

2. Meeting frequency of the RKS should be as per MoHFW guideline.  

3. RKS fund release has to be streamlined from the state – district and from District to each facility; 

preferably fund should be released during 1st / 2nd qtr of the financial year so that facility gets 

enough time to execute their planned task with in the financial year. 

4. The EC and GB should be separately formed in each facility as stated in the RKS guidelines of 

the MoHFW. The formation of other sub committees (like monitoring committee, audit etc) under 

RKS also should be done. 

5. RKS should frame their own facility level institutional plan to prioritize their tasks and execution. 

6. Each facility should maintain cash book and ledger to maintain highest financial transparency. 

7. Internal and external auditing of the RKS amount has to be done in time. 

8. The supportive supervision for effective functioning of RKS needs strengthening. State, district 

officials should plan for regular supportive supervision visit to health facilities to guide RKS for 

better functioning of RKS. 

Major findings of Village Health Sanitation & Nutrition Committee (VHSNC): 

1. All VHSNCs have a committee constituted. Most of the VHSNCs have 10 members, with the PRI 

as the President and ASHA as the Member Secretary with some exceptions. Women were well 

represented but the specific representation of the pregnant women, hamlets etc were not observed. 

2. The ASHA said the members were trained and continuously oriented about VHSNC. But, 

community interaction reveals that knowledge of the members about VHSNCs was limited. 

3. Many VHSNCs in Sikkim maintain a fixed date to hold the VHSNC meeting. 32 out of the 63 

ASHAs interviewed said their VHSNC has fixed date for VHSNC meeting. The average meetings 

held in a year for the year 2013-14, 2014-15 and 2015-16 stands at 7, 8 and 9 respectively. 

Regularity of holding VHSNC meeting is more in West district as compared to other districts. 

4. Conducting VHND, cleaning of the village and water source was carried out by almost all the 

VHSNCs. Village health planning is not usually done by the VHSNCs. 

5. The attendance of PRI member in VHSNC meeting and VHND is very less. The ASHA, AWW 

and the ANM were found to be regular in attending the VHSNC meetings and also the VHND. 

6. Fund transfer is mostly done through bank transfer but it was also seen that transfer of funds 

through Cash is still practiced for some VHSNCs. Over 33% of the PRI/AWW/Other VHSNC 

members were not aware of how much fund they get in a year. 

7. Overall maintenance of the registers and records by the ASHA was found to be fairly good 

though there are scopes of improvement for some of the ASHAs. 
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8. The monitoring of VSHNC and its functioning is carried out by the state, district, CHC and PHC 

officials. The monitoring is found to be lacking. The state level monitoring was done just 6 times 

in the 63 VHSNCs assessed, 12 times by the district level officials, 6 times by the CHC level 

officials and 42 times by the PHC level officials. 

9. Only 58.1% of the ANMs under whom the VHSNCs functions were trained on VHSNC. The 

others just had very little idea about VHSNC. The ANMs complain that they don’t even know as 

to how much fund, a VHSNC gets. 

10. Amongst the household respondents 76.8% had some idea about the VHSNC of their village. 

They have a fair knowledge about who are the people associated with the VHSNC and what 

different activities are done by the VHSNC.  

Recommendations: 

1. Re-constitution of VHSNC may be done by adhering the guidelines of the MoHFW. But unless 

otherwise indicated, the present average number of 10 members per VHNSC may be maintained. 

2. Every VHSNC should preferably have a fix day/date for VHSNC meeting so that members are 

aware about the fixed day/date, which will ensure better attendance. 

3. In the member composition of the VHSNCs service users such as pregnant, lactation and women 

with child below 3 years should be included for more oriented decisions in the VHSNC meetings. 

4. Local NGO can be pooled in for the routinely training cum orientation of VHSNC members 

which improves the stakeholder involvements in the VHSNC activities. 

5. Exposure visits for the VHSNC members to replicate from best performing VHSNCs within 

district and if possible within inter district.  

6. Village Health Planning should be practiced among the VHSNCs with continuous supportive 

supervision by Health authorities. 

7. During the VHND male participation is important aspect when it comes for the pregnant or 

lactating women, so inclusion of male centric activities need to be focused during the VHND. 

8. Fund transfer to the VHSNC should be made only by bank transfer, as per GoI norms. 

9. Timely release of VHSNC funds is very important for smooth functioning of the VHSNC 

activities and Health authorities make sure not to lower the amount of Rs.10,000 in any 

circumstances, which has been witnessed in some of the VHSNCs. 

10. Fund generation mechanism for the VHSNC among the members can be promoted; encouraged 

and necessary awareness and guidance can be provided by the Health authorities.  

 

 

***** 
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Rapid Assessment on RKS and VHSNC in Sikkim 

 

I. Introduction and Review of Literature: 

Introduction: The National Rural Health Mission (NRHM) launched in April’2005, has now been 

subsumed under National Health Mission (NHM) since 2013. It was launched with an aim to provide 

affordable, accessible, and quality health services to the rural masses. The purpose of the mission was to 

strengthen the health systems of the country to ensure better health care services for masses. The program 

has been advocating “bottom up approach,” so de-centralization in planning, implementation has been 

considered as the “mantra - (key)” to success. The Village Health Sanitation & Nutrition Committee 

(VHSNC), Rogi Kalyan Samiti (RKS) or the Hospital Management Society (HMS) are few 

decentralization initiatives, under NRHM. De-centralization initiatives open up window for community 

member to participate in all steps of program implementation (Planning, designing, implementing, 

monitoring, re-planning etc). The RKS is formed at the facility level (PHC, CHC, DH), whereas the 

VHSNC is at the revenue village level.  

Adsul N and Kar M writes, “RKS is state’s attempt to make “health everyone’s business” by de-

mystifying health-care delivery at district and sub-district levels especially with reference to facility based 

health-care delivery systems and encouraging citizen’s participation in the management bodies.” (Adsul 

N & Kar M, 2013).  

The RKS is constituted with representatives from both the staffs of the health facility and the community 

(service seekers) and has to be registered under the Societies Registration Act, 1860 of each state. It has to 

work closely with the hospital staffs and also to help the facility in ensuring compliance to minimal 

standards, accountability of public health providers and transparency with regard to management of 

funds, thereby promoting the overall mission objective of NRHM, i.e. equitable, affordable and quality 

healthcare that is accountable and responsive to the community need. The main role of RKS is to help in 

ensuring the smooth functioning of the facility, be it PHC, CHC or the District Hospital. It also helps in 

designing, implementing, monitoring and in re-planning the program implementation at the facility level. 

It has given space to the community members to raise their voice through their RKS representative. As 

per the NRHM guideline a corpus amount of Rs. 5 lac to DH, Rs. 2.5 lac to CHC and Rs. 1.75 lac to 

PHCs is being provided annually by GoI since 2006-07 to 2013-14. However, there has been an increase 

of funding provision to DH and CHC to 10 lac and 5 lac respectively since 2014-15. 

The VHSNC is formed at the village level, which is headed by the Village Panchayat (Panchayat Ward 

Member as President) and the ASHA of the village is the Member Secretary. The VHSNC is empowered 

to design need based health plan for the village people and to ensure implementation of different health 

programs in the village. It is also meant to support and facilitate implementation of the village level 

health, sanitation and development programmes of the government. An untied fund of Rs. 10,000 is 

earmarked for each VHSNC per year. 

Literature Review: Different studies on RKS and VHSNCs in different states have shown varied results. 

While there are states, which are performing much better than the others, it was also reported that RKS 

and VHSNCs in different districts of same state, functions and performs at varying degree.  
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Most studies on RKS observed that RKS are constituted in all public health facilities. A study in 

Uttarakhand found that the RKS helped in infrastructural strengthening of the CHCs, improvement in 

basic facilities, ensuring provision of emergency medical care, free medicines, basic laboratory and 

radiological investigation, transport facilities and hospital waste management. Despite the good 

functioning of RKS, the study observed non-optimal utilization of fund and the community members 

were not aware of the existence, objectives and RKS functioning. (Rawat C M S et.al 2009). A study in 

Pune, Maharashtra found that lack of adequate support systems for capacity building and training have 

been a constraint in RKS functioning, meetings were not conducted regularly and monitoring committees 

were not yet functional. (Adsul N & Kar M, 2013). Another RKS study in Uttar Pradesh observed late 

fund release and lack of representation from other departments were the constraints in RKS functioning. 

The studies on VHSNCs also have mixed findings. In most of the studies it was seen that there were more 

females represented than males as expected. Cleaning of village is seen as one of the commonly carried 

out functions by all VHSNCs. In a study in Uttarakhand, it was found that representations from the 

schedule caste (SC) and OBC in the VHSNC committee were found to be inadequate. The awareness of 

these members about the role of the committee was also found to be low. (Semwal V et.al 2013). Another 

study in Tamil Nadu observed that although the members knew about existence of VHSNC guidelines but 

none of them knew its contents. Another issue was the inadequacy of fund for a year. The knowledge 

about the existence of VHSNC by the community was found to be low. (Ganesh S R et.al 2013)   

Despite the clarity and exhaustiveness in the theoretical framework in the implementation and functioning 

of RKS and VHSNCs with proper guidelines, the studies at the ground level points to a direction, where 

more needs to be done. The findings differ from one state to another and therefore, a single solution 

which works perfectly in a place may not necessarily be applicable to another place. i.e. same solution 

will not fit in to all places, which is even true to a hilly state like Sikkim. Innovation is the only answer.  

2.  Rationale & Objective of the study 

Rationale: The NHM Sikkim has initiated the constitution of RKS at all the health facilities and the 

VHSNC (in villages) since 2006. However, the performances of these Committees were yet to be 

evaluated by any agency.  Therefore, NHM, Sikkim felt the need of having an independent assessment to 

understand the quality of the program implementation and the gaps, if any, and to take steps for further 

improvement.  Accordingly, MD, NHM, Sikkim requested Regional Resource Centre for NE States 

(Branch of NHSRC, New Delhi) vide letter No. 1937/NHM/15-16 dated 5th March, 2016 to undertake a 

Rapid Assessment of the Functionality of the RKS and VHSNCs in Sikkim and to suggest steps for 

further strengthening of RKS and VHSNC functioning. Based on the request this assessment was 

undertaken in Sikkim. 

The study involves the whole of Sikkim, covering all the four districts. The study desires to observe and 

record the ground realities of the functioning of RKS and VHSNCs in Sikkim, so that necessary 

recommendations could be provided to NHM, Sikkim for improving the functioning of RKS & VHSNC.  

Objectives: The main objective of the study is to assess the functionality of RKS and VHSNC in Sikkim 

and thereby recommending steps to improve the functioning of these committees. 
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The Specific Objectives of the study are as follows: 

a. Rogi Kalyan Samiti (RKS): 

 Understand the constitution / composition of committees at district & sub-district 

level facilities; 

 Review the frequency of meetings held, decision taken, and issues faced by these 

committees; 

 Enlist the measures taken to improve the quality of services provided in the health 

units and document innovative interventions introduced, if any; 

 Assess the financial resources available, their utilization and constraints in use of 

resources;  

 Understand existing monitoring systems for reviewing the performance of RKS at 

the state and at the district level.  

 

b. Village Health Sanitation and Nutrition Committees (VHSNC):  

 

 To review the process of formation/composition of VHSNCs; 

 To assess the functioning of VHSNCs i.e. frequencies of meeting, agenda and 

issues; 

 To review the process of funds flow to the VHSNCs; 

 To assess the orientation/capacity building initiatives undertaken so far;  

 To identify areas for improvement and effectiveness of VHSNC in meeting the 

objectives. 
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3. Methodology of the study 
 

The study has two parts i.e. RKS and VHSNC and for both the study methodology adopted varies. 
 

For RKS Assessment: At the first level, stakeholder like State officials and Districts officials i.e. CMO, 

DPM and District Accounts Manager of all four districts were interviewed and at second level, Medical 

Superintendent of the DH, MO i/c & BPM of the CHC /PHCs were interviewed. Views of OPD / IPD 

patients of all studied facilities were also incorporated. 
 

For VHSNC Assessment: To assess the functionality of the VHSNC, information was collected from 

ANM, ASHA, PRI members and AWW from implementation point of view. Household members were 

interviewed to know the availability and accessibility of the services under VHSNC. No specific method 

was adopted to select the household in the village. The first household identified was the nearest 

household whichever had the targeted beneficiaries as per the study design and it continued till the 

number of required household with beneficiaries were visited. From each village 8 HH including 

preferably 3 HH having pregnant women or mother’s have baby less than 1 year were studied.  

 

a. Sampling Technique: 

As the numbers of health facilities in Sikkim are very less all the 4 DH and 2 CHC and 13 out of 24 PHCs 

were selected for the RKS study. The PHCs were selected randomly with probability proportionate to 

number of PHCs in the district. 71 OPD and 40 IPD patients were interviewed. The list of the PHCs 

selected is shown below.  

 

State District Number of RKS Name of RKS/Facility 

Sikkim 

East 4 

Samdong PHC 

Pakhyong PHC 

Rongli PHC 

Machong PHC 

West 3 

Soreng PHC 

Mangalbaria PHC 

Rinchengpong PHC 

North 3 

Dickchu PHC 

Phodong PHC 

Passingdong PHC 

South 3 

Namthang PHC 

Temi PHC 

Tokal Bermoik PHC 

Table A: Name of PHC RKS sampled for the study 

 

For VHSNCs, more than 10% of the total ASHA villages (73 out of 666 ASHAs) were selected for the 

study from all four districts using Probability Proportional to Size (PPS) sampling technique, wherein 

total of 40 ANMs, 73 ASHAs and 73 AWWs / PRI members of the respective VHSNCs were selected for 

the study. However, total of 43 ANMs, 63 ASHAs, and 88 AWW/PRI members were interviewed during 

the field visit. Few of the ASHAs could not be interviewed due to non-availability during the data 

collection. Data collection from 570 household was done where 210 household had either pregnant or 

mothers with less than 1 year baby. 
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b. Tools for data collection:  

 

For the RKS Assessment, structured interview schedule for the RKS members and the patients and 

secondary data sources were used for data collection. The structured interview schedule was prepared at 

RRCNE for each level of health facility (DH, CHC and PHC) and detail discussion was held with MD, 

NHM and the state officials. Further, it was field tested and necessary modifications were made based on 

the field experiences. During the course of the study, two members of the RKS especially the Member 

Secretary (MO i/c) and the DPM/BPM were the prime respondents.  

 

Further, in order to understand the quality aspect of the program and the feeling of patients about the 

quality of services being received by them, the exit interview of patients from all facilities was also taken.  

 

The secondary source of information, mainly comprised of various records maintained by RKS, such as 

meeting minutes register, expenditure register, stock register, account book (pass book), visitor’s register 

etc. were also referred.  

 

For the VHSNC Assessment also structured interview schedule was used for the VHSNC members and 

the household for primary data collection. The President (Panchayat ward member)/VHSNC member (in 

absence of VHSNC President) and the Member Secretary (ASHA) were interviewed along with the ANM 

in-charge of the VHSNC and an AWW. 

 

For the household 8 households including 3 specific households of pregnant women/a mother with a child 

less than 1 year of age and 5 general households were visited and interviewed using interview schedule. 

 

c. Data collection process: 

RRC-NE Consultants and Research Fellows of RRC-NE were engaged to collect data from different level 

of stakeholders. Household level data were collected by 6 trained Field Investigators and who were 

continuously supported and monitored by the Research Fellows.   

Actual field level data collection started from 12th July and was completed on 5th Aug’16. 
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Part 1: Rapid Assessment of RKS in Sikkim 

 

Findings from the facilities 

1. RKS formation: 

All the facilities viz. 4 DHs, 2 CHCs and 13 PHCs have registered RKS and are functioning. The RKS of 

the district hospitals (DH) of West and North district were registered in 2006 and RKS of Singtam DH 2 

CHCs and 10 PHCs were registered during 2008. The other PHCs were registered later. All the District 

Hospitals RKS have separate Governing Body (GB) and the Executive Committee (EC), Rhenock CHC 

also has the two separate bodies, whereas at the PHC level, only 4 PHCs out of the 13 studied has 

separate GB and EC. (Table 1.1) In those PHCs, which have separate GB and EC, the role 

differentiations between the GB and the EC were not clearly defined and not known to many members.  

The average number of members in the GB of the RKS at district hospitals stands at 14 whereas the EC is 

13, with 21 EC members at Singtam DH, 8 at Geyzing DH and 12 at Mangan and Namchi (data not 

available). The RKS committee members (in PHCs with separate GB & EC), averages at 10 members 

though it varies from 3 in Samdong to 12 in Rinchengpong. The details of the number of members are 

shown in Table 1.1 The facilities which have separate GB and EC are represented GB+EC, i.e. no. of 

members in GB + no. of members in EC. 

 

Distri

ct 

 

Name of the 

facility 

 

Date of 

registration 

 

Governing 

body/RKS 

committee 

 

Executive body 

 

Number of 

members(GB+EC) 

 

 

East 

DH Singtam 2008   13+21 

CHC Rhenock 28/02/2008   10+15 

Samdong PHC 28/02/2008   3+7 

Pakhyong PHC 28/02/2008  - 13 

Rongli PHC 28/02/2008  - 15 

Machong PHC -  - 10 

West 

 

 

 

Geyzing DH 10/04/2006   15+8 

Soreng PHC 28/02/2008  - 10 

Mangalbaria PHC 28/02/2008   10+10 

Rinchengpong 

PHC 

28/02/2008   12+20 

 

North 

 

 

Mangan DH 10/04/2006   14+12 

Dickchu PHC 28/04/2008  - 10 

Phodong PHC 29/10/2009  - 10 

Passingdong PHC 28/02/2008   11+5 

South 

 

 

 

Namchi DH -   - 

Jorethang CHC 28/02/1008  - 12 

Namthang PHC 28/02/2008  - 8 

Temi PHC 28/02/2008  - 10 

Tokalbermoik 

PHC 

17/07/2013  - 9 

Table 1.1: Table showing the date of formation, availability of separate GB & EC and no. of RKS members at 

various facilities 
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2. RKS composition 

2.1. Composition of the RKS Committee/Governing Body at the PHC level: 

The composition of the governing body/the RKS committee (with single committee) is shown in Table 

1.1. The BDO and the MO i/c are there in all the RKS of PHCs. ICDS Representative is also seen in 8 out 

of 13, whereas Education, PHE department and NGO members represent in 5, 7 and 8 RKS respectively. 

Eminent citizens are well represented though there was no representation in 3 of the 13 PHC-RKS 

studied. Table 1.2 shows the composition of the RKS committee/GB of the RKS at different PHCs.  

 

District 

 

Name of the PHC 

BDO as 

Chair-

person 

MO i/c 

as secy. 

 

ICDS 

 

Education  

 

PHE/ 

Water 

 

NGO 

Eminent 

citizens 

East Samdong   - - - -  

Pakhyong   - - - - - 

Rongli    - -  - 

Machong  ZPM  - -   

West Soreng    -   - 

Mangalbaria   -     

Rinchengpong        

North Dickchu   - - -   

Phodong   -  -   

Passingdong        

South Namthang      -  

Temi    -  -  

Tokalbermoik    -  -  

Total 13 13 12 8 5 7 8 10 

Table 1.2: Table showing composition of the RKS committee/GB of the RKS at different PHCs 

2.2. Composition of the Executive Committee of the RKS at the PHCs: 

All the PHC-RKS has an RKS executive committee. In the PHC, which has separate EC, the MO i/c is 

the Chairperson in 3 out of 4 PHCs. The representation from other departments is shown in the Table 1.3. 

 

 

District 

 

 

 

Name of the PHC 

BDO as 

Chair-

person 

MO i/c 

as secy. 

 

ICDS 

 

Education  

 

PHE/ 

Water 

 

NGO 

Eminent 

citizens 

 

 

East 

Samdong       -    

Pakhyong - - - - - - - 

Rongli - - - - - - - 

Machong - - - - - - - 

 

West 

Soreng - - - - - - - 

Mangalbaria MO i/c NGO -    - 

Rinchengpong MO i/c BPM       

 

North 

Dickchu - - - - - - - 

Phodong - - - - - - - 

Passingdong MO i/c BPM - - - - - 

 

South 

Namthang - - - - - - - 

Temi - - - - - - - 

Tokalbermoik - - - - - - - 

Total 4 (13) 1 (5) 1 (4) 2(2) 3 2 3 2 

Table 1.3: Table showing the composition of the EC of the RKS at different PHCs 
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In some of the PHC RKS, there were also other members like ASHA, ANM and LHV in Pakhyong, 

Driver member, SHG member and ASHA Facilitator in Rongli, representative from Forest Department 

and Hydro Electric Power Project representative in Soreng and in Dikchu PHC.  

 

2.3. Composition of Governing body of RKS in CHC: 

At the CHCs, the BDO is the Chairperson in both CHCs (Jorethang and Rhenock) and the Sr. MO and 

DRCHO are the Member Secretaries respectively. Representatives from ICDS, Education, PHE/Water, 

NGO and eminent citizen are also there as RKS member. Table 1.4 shows the composition of the GB of 

the RKS at different CHCs. 

 

District 

Name of 

Facility 

 

Chairperson 

Member 

secretary 

 

ICDS 

 

Education 

 

PHE/ 

Water 

 

NGO 

Eminent 

citizen 

 

South 

 

Jorethang CHC 

 

BDO 

 

Sr. MO 

 

  

 

- 

 

  

 

  

 

  

 

East 

 

Rhenock CHC 

 

BDO 

 

DRCHO 

 

  

 

  

 

  

 

  

 

  

Table 1.4: Table showing the composition of the GB of the RKS at different CHCs 

2.4. Composition of Executive committee of RKS in CHC: 

The Jorethang CHC does not have an executive committee. At Rhenock CHC, the BDO is the Chairman 

of the EC and CMO is Member Secretary. Table 1.5 shows the composition of the EC of the CHC-RKS. 

 

District 

 

Name of 

Facility 

 

Chairperson 

 

Member 

secretary 

 

ICDS 

 

Rep. from 

education 

 

Staff nurse 

 

Pharmacist of 

facility 

 

South 

 

Jorethang CHC 

 

- 

 

- 

 

- 

 

- 

 

- 

 

- 

 

East 

 

Rhenock CHC 

 

BDO 

 

CMO 

 

  

 

  

 

  

 

  

Table 1.5: Table showing the composition of the EC of the RKS at different CHCs 

None of the RKSs were aware about the provision of RKS to have associated and institutional members. 

The facilities/RKS were also not aware about the provision of getting income tax exemption by RKS and 

also to issue an income tax exemption certificate to donor as a means to raise funds by the RKS.  

Except for the GB and the EC in some of the facilities, none of the facilities have other different sub 

committees, such as the committee on quality assurance, purchase committee, emergency management, 

audit (medical and financial), monitoring etc. 

2.5. Composition of Governing Body of RKS at the District Hospitals (DH): 

In District Hospital, the RKS Chairperson of the Governing Body in all 4 DHs is the Zila Parishad 

Adhyaksa (President of the Zila Parishad) with the District Collector as the Vice-Chairperson except in 

Mangan, where CMO is the Vice-Chairperson. The Member Secretary in all the DH-RKS is the CMO of 

the district Except in Mangan where DRCHO is the Member Secretary. Other departments like the ICDS, 

Local body representative, PHE/Water, NGO are also represented. Singtam DH has an associated 

member. Table 1.6 shows the composition of the GB of the RKS at different district hospitals. 
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District 

 

Name of 

Facility 

 

Chairperson 

Vice-

chairperso

n 

Membe

r secy. 

 

ICDS 

Local 

body rep. 

 

PHE/ 

Water 

 

NGO 

Associat

e 

member 

West Geyzing DH ZPM- Adhyaksa DC CMO         - 

South Namchi DH ZPM- Adhyaksa DC CMO         - 

East Singtam DH ZPM- Adhyaksa DC CMO           

North Mangan DH ZPM- Adhyaksa CMO DRCHO         - 

Table 1.6: Table showing the composition of the GB of the RKS at different DHs 

2.6. Composition of Executive Committee (EC) of RKS in DH: 

The CMO is the chairperson of the EC in all the DHs. DMS is the Member Secretary except in DH- 

Mangan, where DRCHO is the Member Secretary. The other line departments representatives from ICDS, 

Urban Local Body representative, PHE/Water and NGO are also there as member in the executive 

committee. Table 1.7 shows the composition of EC of RKS at different DHs. 

 

District Name of 

Facility 

Chairperson Member 

secretary 

ICDS Local 

body rep. 

PHE/ 

Water 

NGO Associate 

member 

West Gyalsing DH CMO DMS         

South Namchi DH CMO DMS          

East Singtham DH CMO DMS          

North Mangan DH 

 

CMO DRCHO          

Table 1.7: Table showing the composition of the EC of the RKS at different DHs 

 

3. Trainings/capacity building of the RKS members: 

The Table 1.8 shows the date/year of the last training held for each facility and the total members 

attended. It is seen that none of the CHCs or the PHCs have carried out RKS members training on the 

new RKS guidelines issued by MoHFW in 2015. Six PHCs out of the 13 included in the study could not 

share the date or year of the last RKS training held. Out of the total 214 RKS members inclusive of both 

the GB and the EC of the 13 PHCs and 2 CHCs, only 101 members were trained. The data for 3 PHCs 

and 1 CHC could not be obtained. Considering only the facilities where data could be collected, it is seen 

that 47.2 % of RKS members are trained. In Samdong PHC, the last RKS training was held in 2010. 

Though, the information on the date or month of last RKS training held could not be obtained but it was 

found out through the interactions with the DH staffs that none of the RKS members of the district 

hospitals were trained on the new RKS guidelines (of 2015) as is true in all facilities in Sikkim. 

Refresher trainings of RKS members after the first training were not carried out in many of the facilities. 

Members, who were trained, could not recall what they learnt in the last training. Orientations about the 

role and functions of the RKS members were reported to have been done again and again in the RKS 

meetings, but it was observed that the members of the RKS are still not very clear about the RKS and 

their roles and responsibilities as RKS member.  
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District 

Name of the 

Health Facility 

Whether training 

imparted on the new 

guidelines (2015) 

Date/year of last 

training held 

No. of the existing 

RKS members who are 

trained 

Total number of 

existing 

members. 

 

 

 

East 

Rhenock CHC No 01/08/2015 10 10+15 

Samdong PHC No 2010 1 3+7 

Pakhyong PHC No 2013 14 13 

Rongli PHC No 25/03/2015 16 15 

Machong No Data not available - 10 

West 

 

 

Soreng PHC No Data not available 10 10 

Mangalbaria No Mar-16 10 10+10 

Rinchenpong No 29/04/2015 20 12+20 

North 

 

Dikchu No May-15 8 10 

Phodung No 16/02/2016 - 10 

Passingdong No Data not available 2 11+5 

South 

 

 

Jorethang CHC No Data not available 2 8 

Namthang PHC No 2015 8 8 

Temi No Data not available - 10 

Tokal Bermiok 

PHC 

No 

Data not available - 

9 

Total 

 

 

 

101 (of the total 175 

considered) 

214 (175) 

Table 1.8: Table showing the date/year of last training held and no. of member present facility wise 

 

4. Meetings of the RKS 

4.1. The RKS/Governing Body meetings at all facilities: 

When asked about the frequency of RKS/GB meeting in a year, the DH at Namchi and Geyzing had 

meeting twice in a year whereas Mangan and Singtam DH had one GB meeting in a year. Of the two 

CHCs, Jorethang had RKS meeting twice a year whereas Rhenock had once a year. Out of the 13 PHCs, 3 

had RKS/GB meeting Quarterly, 4 had twice a year and 6 had once a year. The meetings held at the 

facilities were also confirmed by referring the meeting minutes. In the year 2014-15 and 2015-16, all the 

facilities has had an RKS/GB meeting. The number of meetings held for the years in each facility is given 

in the Table 1.9. In all facilities except Namthang PHC and Dikchu PHC (from where the data could not 

be obtained) the last RKS meeting was held in the year 2016.   

The Table 1.9 also shows the number of members attended the last RKS meeting. The numbers of people 

attended in some of the meetings were more than the number of the RKS members. This is because other 

community members other than the RKS members were also invited for the meeting, as said. Taking into 

consideration only for those facilities where both the data viz. no. of members’ attended the last RKS 

meeting and total number of existing RKS member, the percentage of people attended the last RKS/GB 

meeting is 127.4. All the RKS/GB of all facilities maintains a register where the minutes of the meetings 

were kept for record. 

 

 

 



Rapid Assessment of RKS and VHSNC in Sikkim, RRC-NE, MoHFW, GoI,  2016 15 

 

Name of the Health 

Facility: 

Frequency 

of the 

meeting 

No. of RKS 

meetings  Date of 

last GB 

meeting 

No. of  

members  

present in 

last meeting 

Total 

number of 

existing 

member 

Minutes of 

meeting 

were 

prepared 
2014-15 2015-16 

Singtam DH Once a year 2 2 26/02/2016 21 13 (+21) Yes 

Rhenock CHC Once a year 1 1 17/10/2016 16 10 (+15) Yes 

Samdong PHC once a year 1 1 02/03/2016 8 3 (+7) Yes 

Pakhyong PHC once a year 1 1 27/01/2016 - 13 Yes 

Rongli PHC Twice a year 2 2 25/03/2016 - 15 Yes 

Machong PHC Twice a year 2 2 27/12/2016 10 10 Yes 

Geyzing DH Twice a year 1 1 21/07/2016 15 15 (+8) Yes 

Soreng PHC Quarterly 2 2 Mar-16 - 10 Yes 

Mangalbarey PHC Quarterly 4 4 10/04/2016 10 10 (+10) Yes 

Rinchenpong PHC Twice a year 2 2 Mar-16 - 12 (+20) Yes 

Mangan DH once a year 1 1 05/02/2016 26 14 (+12) Yes 

Dikchu PHC once a year 1 1 - - 10 Yes 

Phodung PHC Once a year 1 1 16/02/2016 - 10 Yes 

Passingdong PHC once a year 1 1 14/10/2016 12 11 (+5) Yes 

Namchi DH Twice a year 4 2 30/03/2016 18 - Yes 

Jorethang CHC Twice a year 1 2 19/2/2016 15 8 Yes 

Namthang PHC Once a year 1 1 - - 8 Yes 

Temi PHC Twice a year 2 2 22/03/2016 8 10 Yes 

TokalBermiok PHC Quarterly - 3 12/03/2016 - 9 Yes 

Table 1.9: Table showing details of meetings of the RKS/GB held at different facilities 

4.2. Major issues discussed in the last RKS/GB meeting of PHCs and CHC: 

The RKS/GB meeting discussed varied issues and problems being faced by each of the facility. The major 

themes under which the discussions were held are given in the Table 1.10.  

Maintenance of the 

PHC and minor 

constructions 

Electricals 
Sanitation 

 

Fund 

utilization 

and 

generation 

Medicine 

availability 

Discussions for 

better 

functioning 

 

PHC 

beautifica

tion 

 

Miscellaneous 

Includes works 

such as 

construction of 

railings on the road 

leading to the PHC, 

construction of 

main gate, OPD, 

medicine shop, 

registration desk, 

canteen, renovation 

of window pane, 

IPD ceiling 

maintenance, 

separation of labour 

room, new ANC & 

NCH building, road 

diversion, pipe 

repair etc.  

 

Includes 

street 

lamps, 

current 

sign 

board, 

room 

heater, 

electrical 

appliance

s, 

projector 

for IEC 

etc. 

 

Includes 

maintenance of  

Septic tank, 

addressing water 

problem at the 

PHC, dumping of 

waste materials, 

cleaning of the 

PHC and its 

surroundings, 

payment for bio-

waste 

management, 

purchase of  

materials for 

Safai-

Karamchari, etc.  

Includes 

general fund 

generation, 

through 

pharmacy, 

how to get 

of donation, 

Utilization 

of fund,  

fund to buy 

generator,  

Use of user 

charges for 

fund 

generation 

etc. 

Includes 

Constructi

on of 

pharmacy, 

emergenc

y  

medicine 

procureme

nt etc. 

Includes 

discussions to 

have quarterly 

meetings, 

annual action 

plan, 

management & 

purchase 

estimation, 

Formation of 

GPU level 

RKS, 

Streamlining 

VHSNC etc.  

Herbal 

garden in 

PHC 

Making of 

discharge slip, 

Carpet for 

labour room,  

Room heater, 

Projector for 

IEC, Mental 

health 

awareness, 

Ambulance 

from pharma 

company etc. 

Table 1.10: Table showing elements under different themes discussed in RKS/GB meeting at the PHCs & CHCs 
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Fig. 1: Pie chart showing percentage of major themes discussed at the last RKS/GB meeting 

Maintenance of the PHC and minor constructions was the most discussed theme with 27.58% of the 

discussions in all facilities. Fund generation and utilization accounted for 18.96%, electrical for 12.06%, 

sanitation for 8.62%, discussions on medicines and emergency medicine accounted for just 3.44%. 

The qualitative findings show that the discussions at the RKS meetings were mostly driven by the 

hospital staffs, hardly any inputs come from other members. The BPM along with the staffs of the facility 

usually prepares a list of activities, which are necessary for the hospital and place it in the RKS meetings. 

The members hardly raise objections to any legitimate proposal put forwarded by the facility staffs. Thus, 

without much of discussion, the pre-prepared proposals are approved by the RKS.  

4.3. The Executive committee Meeting at PHCs and CHCs: 

Many of the facilities especially the PHCs do not have a separate EC. For facilities, those have an EC the 

meeting frequency is much higher than that of the facilities having GB. All the DHs have a separate EC 

and they regularly hold meetings. Notably, in Namchi DH, the EC meeting is held every month though 

the GB meeting is held only twice a year.  

It was also seen that in some of the PHCs despite the presence of an EC, the meetings are held together 

with the GB. For example, the EC of Passingdong PHC has not had an EC meeting since 2014 though 

they had the meeting together with the GB in 2016. The number of EC meetings held in the year 2014-15 

and 2015-16 in all facilities is given in the Table 1.11. Also, it is to be noted that all the ECs has had the 

last meeting in the year 2016. The number of people attended the last EC meeting is seen to be more than 

the total number of EC members. This is due to the invitation given to the public during the EC meetings 

as is the case with the GB/RKS meetings. 

27.58

12.06

17.24

1.72

18.96

3.44

8.62

1.72
8.62

Maintenance of the PHC and minor constructions Electricals

Sanitation Theft and security

Fund utilization and generation Medicine

Discussion for better functioning PHC beautification

Miscellaneous
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District 

Name of the 

Health 

Facility: 

Frequency 

of the 

meeting 

No. of 

meetings 

in 2014-15 

No. of 

meetings 

in 2015-

16 

Date of last 

EC meeting 

No. of 

members 

present in 

the last EC 

meeting 

Total no. 

of EC 

members. 

 Singtam DH Quarterly 4 2 28/05/2016 35 21 

East Rhenock CHC - 1 2 11/07/2016 33 15 

 

 

West 

Gyalsing DH Quarterly 8 1 27/05/2016 9 8 

Mangalbarey Quarterly 4 4 10/03/2016 10 10 

Rinchenpong Quarterly 3 2 - - 20 

 

 

North 

 

Mangan DH 
Twice a 

year 

Data not 

available 
3 10/05/2016 9 12 

Passingdong Once a year 1 1 27/11/2014 5 
 

5 

 

South 
Namchi DH Monthly 11 10 29/01/2016 7 

 

- 

 Table 1.11:  Table showing details of meetings of the EC of the RKS at PHCs & CHCs  

4.4. Major Issues discussed in the last EC meeting at PHCs & CHCs: 

The number of CHCs and PHCs, which have separate EC, are very less. Those facilities, which have a 

separate EC of the RKS, hold separate GB and EC meeting or also sometime combine meeting. The 

themes upon which the discussions are held at the EC meeting include fund generation, infrastructure 

development and maintenance, sanitation facilities and medicine. The elements included in each theme 

are listed in the Box 1. As is seen in the pie-chart below, the infrastructure development and maintenance 

of the hospital is one of the main themes discussed at the EC meeting accounts for about 41.66 percent. 

Fund generation is another theme discussed often, which accounts for about 33.33 percent. 

Fig. 2. Pie-chart showing proportions of different themes discussed in the EC 

meeting in PHC & CHC 

 

 

1.     Fund generation: Fund raising 

mechanism, Fund raising campaign, Monthly 

Rs.50 amount collection from staff for patient 

welfare fund, Separate joint account for fund 

raisers 

 

2. Infrastructure development and 

maintenance: Up-gradation of labour room, 

Infrastructure for MCH & Store, X-ray films 

requirement & cleaning materials 

 

3.         Sanitation: Cleanliness of PHC 

 

4. Medicine: Emergency medicines 

procurement by RKS fund 

 

Box 1: Different themes discussed at the EC meeting in PHCs and CHCs 

*The percentages of the themes discussed are calculated by summing the no. of points discussed under different 

themes from all facilities under consideration. 

33.33

41.66

16.66

8.33

Fund generation

Infrastructure development and maintenence

Sanitation

Medicne
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4.5 Major Issues discussed in the last Governing Body meeting of the RKS at the District Hospitals: 

The GB meetings at the District Hospitals are held at least once in a year in all the DHs. Some of the main 

themes discussed in these meetings include,  

 follow up of the various functions carried out at the facility, which accounts for 35.2 percent,  

 maintenance and repairs of the facility accounting for 23.5 percent,  

 human resources capacity building, minor constructions at the facility,  

 purchase of hospital utilities accounting for 17.6 percent, 11.7 percent and 11.7 percent 

respectively.  

The elements, which are highlighted under each of the theme is given in Box 2. 

Fig. 3. Pie-chart showing the proportion of themes 

discussed in the last GB meeting of the DH-RKS 

 

1. Maintenance/Repairs 

Foot path, Cold chain, Approach road, X-ray 

machine 

 

2. Constructions 

Signage, Building from Zila fund. 

 

3. Human Resource 

Retraining of RKS, Formation of Sewa committee 

 

4. Hospital utilities 

Printing of registration, Intercom connection 

 

5. Follow up 

Model Health Hospital, Kayakalp award, Kayakalp 

financial status, Traffic management within the 

hospital, Visit reports of the committee member 

monthly visits, PPP to be explored in outsourcing 

restaurant. 

Box 2:  Different themes discussed at the last GB meetings of the DH-RKS 

4.5. Major Issues discussed in the last Executive Committee meeting of the RKS at the District Hospitals: 

At the District Hospitals, the EC meetings are held more often than the GB meetings. The EC meetings 

discuss plethora of issues  

 related to the facility, which are themed under medical equipments/infrastructure,  

 including all the discussions in relation to the hospital maintenance and infrastructures, which 

accounts for 36 percent of all discussions,  

 discussion on new areas of RKS functioning 25 percent,  

 fund generation accounting for 25 percent,  

 medical equipments/infrastructure at the facility 20 percent,  

 sanitation 8 percent and training of human resources 4 percent as shown in the Figure 4.  

 

The elements under different themes discussed in the meeting are given in the Box 3. 

23.5

11.7

17.611.7

35.2

Maintanence/Repairs. Constructions

Human resource Hospital Utilities

Follow up
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Fig. 4. Pie-chart showing the proportion of themes 

discussed in the last EC meeting of the DH-RKS 

 

1. Medical equipment/Infrastructure: 

Physiotherapy equipment procurement, Sanitary 

appliances, Procurement of BP apparatus, Procurement of 

BP machine, Centrifuge machine.  

 

2. Hospital maintenance and infrastructure: 

Geyser in labour room, Renovation of OT, AC in OT & 

labour room, Refilling of fire extinguisher, 2000 litre water 

tank, Inverter, Geyser received from ZPM, Waiting chair 

for OPD, AC for sick new born room. 

 

3. Training of human resources: 

Quality Assurance team to be trained to make more active. 

 

4. Sanitation: 

Signage. 

 

5.  New areas of RKS functioning: 

Medical supply is to be rooted through RKS, Designated 

RKS office, Minor Civil work RKS to be involved, 

Monitoring committee report review. 

 

6. Fund generation: 

Donation box, CSR source to be identified, Tender of RKS 

canteen, Rs 100 to be charged (Sick new born) 

 

Box 3. Different themes discussed at the last EC meetings of the DH-RKS 

4.6 Availability of patient welfare facilities at the Hospitals: 

One of the core activities of RKS is providing patient welfare facilities. The detail is shown in table 1.12. 

It was found that patient welfare services/facilities such as the citizen’s charter is seen displayed in all 

facilities visited. But for certain facilities, the display can be improved by putting it in more prominent 

place and by putting all latest information about the services given by the facility. For instance the 

citizen’s charter at Soreng PHC does not include the rates of different chargeable investigations. The rates 

were displayed in a small piece of paper in the laboratory room. The citizen’s charter at Mangalbaria PHC 

is old and very small. All the District hospitals have information (IEC materials) being displayed at its 

premises. Clean and clear pictorial representation of different schemes under maternal and child health 

and different health programs were seen displayed in Nepali writing. Here, it needs to be mentioned that 

the Gyalsing district hospital is doing much better as compared to other District Hospitals. This was not 

the case with the PHCs and CHCs. None of the CHCs and PHCs has put up IEC materials in local 

language though there were many IEC materials seen, which are posted in English around the facilities. 

Though, there was no separate help desk set up at the facilities apart from Singtam and Gyalsing DH, the 

registration counter also functions as the help desk for the patients who visits the facility. It was observed 

that each of the facility has waiting area for the patients. The waiting area has seating arrangements made 

available for the patients to seat while waiting for the doctors to attend them.

20

36

48

25

25

Medical equipment

Hospital maintanence and infrastructure.

Training of human resources.

Sanitation

New areas of RKS functioning

Fund generation
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Districts 

 

 

Name of the 

Health 

Facility: 

 

Prominent 

display of 

Citizen’s 

Charter 

 

Display of 

information 

in local 

language 

 

Availability 

help desk 

for patients 

 

Whether 

the 

facility is 

Clean 

 

Availability 

of Patient 

waiting 

area 

 

Availability 

of Safe 

drinking 

water 

Availability 

of Clean 

and dry 

toilets and 

bathrooms 

 

Whether  

Assistance to 

poor patients  

is provided 

 

Availability 

of  

Complain/ 

Suggestion 

Box 

 

 

 

EAST 

Singtham DH Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Samdong PHC Yes No Yes Yes Yes Yes Yes Yes Yes 

Pakhyong PHC Yes No Yes Yes Yes Yes Yes Yes No 

Rongli PHC Yes No Yes No Yes Yes No Yes Yes 

Machong Yes No No Yes Yes Yes Yes No Yes 

 

 

WEST 

Gyalsing DH Yes Yes Yes Yes Yes Yes Yes No Yes 

Soreng PHC Yes No Yes Yes Yes Yes Yes Yes Yes 

Mangalbarey Yes Yes No Yes Yes Yes Yes Yes No 

Rinchenpong Yes No Yes Yes Yes No No No Yes 

 

 

NORTH 

Mangan DH Yes Yes No Yes Yes Yes Yes Yes Yes 

Dikchu Yes No Yes No Yes Yes Yes Yes Yes 

Phodung Yes No Yes Yes Yes Yes Yes  Yes Yes 

Passingdong Yes No Yes Yes Yes Yes Yes Yes Yes 

 

 

 

SOUTH 

Namchi DH Yes Yes No Yes Yes No No Yes Yes 

Jorethang CHC Yes No Yes Yes Yes Yes No Yes Yes 

Namthang PHC Yes No Yes Yes Yes Yes Yes Yes Yes 

Temi PHC Yes Yes Yes Yes Yes Yes Yes No Yes 

Tokal Bermiok 

PHC Yes No Yes Yes Yes Yes Yes - Yes 

 
Table 1.12: Table showing availability of Patient welfare services at the different facilities across Sikkim 
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The facilities were seen clean and well maintained. Rongli PHC falls short of the other facilities in the 

overall maintenance. There was construction materials lying all over the places, surrounding the PHC, 

even the toilet was un-cleaned / unusable. Way to toilet was very risky, as all building materials were kept 

haphazardly. Toilets of other facilities were seen well maintained though few of them were quite old. 

 

It was also observed that the toilet facilities made available for the OPD patients is used by both male and 

female patients. There are no separate toilet facilities for male and female OPD patients in any of the 

PHCs or CHCs. In some of the facilities, the IPD patients also have to share the bathroom and toilet. 

Despite most of the facilities have enough space; the facilities for separate toilet were not utilized.  

 

In regard to availability of safe drinking water for the patients at the facilities, all the hospitals except 

Gyalsing DH, Rinchenpong PHC, Namchi DH and Jorethang CHC have made arrangements for the same. 

Some of the PHCs have bought water filters through the RKS funds.  

 

Assistances to the poor patients in the form of provision of free medicines, waiver of fees for ambulances 

etc. were seen to be provided in all facilities though the number varies widely.  

 

The complaint/suggestion boxes were not found in two of the facilities viz. Pakhyong PHC and 

Rinchenpong PHC. They are in the process of installing the same, as informed. Discussions with the 

facility staffs also revealed that the complaint/suggestion boxes were hardly used by anyone. People 

wanting to complaint/suggest, do it so directly to the hospital authority / hospital staffs.    

5.  Fund management and utilization: 

5.1. RKS fund received by the PHCs: 

Fund received: The RKS at the PHC receives an amount of Rs 1,75,000 from NHM. The total amount 

received by each PHC for the financial years 2013-14, 2014-15 and 2015-16 are given in the Table 1.13. 

The Passingdong PHC is newly constructed PHC after its destruction during the 2011 by devastating 

earthquake in Sikkim. For the year 2012-13, the fund could not be utilized. So, it had an opening balance 

of Rs. 1,92,250 as indicated in the table.  

In 2013-14, 3 out of the 9 PHCs (whose data are available) received in the year 2014. It is to be noted that 

the financial year ends by March 31st. In Phodung PHC, about 34 percent of the total budget for the 

financial year was paid with during the 4th qtr of the FY. In 2014-15 the number of PHCs receiving RKS 

funds by the end of the financial year i.e. after January 2015 increased to 5. It is to be noted that in Rongli 

PHC, the whole amount was received in the month of January 2015. In 2015-16, the number of PHCs 

receiving RKS funds after January 2016 increased to 10 and the funds received after January was about 

50 percent of the total amount received by the facility. Table 1.13 also shows the amount last received by 

the RKS of different facilities for each financial year. 

This is one among the many reasons pointed out for improper functioning RKS. Many of the RKS 

representatives interviewed (BPMs) said that because of the very late receipt of fund, they are unable to 

use the fund fully within the particular financial year. The annual planning of the RKS is done mostly 

after the arrival of the RKS funds and therefore the funds that come late are usually not accounted for in 

the planning of the functions to be carried out for the year. 
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Facility 

 

Year 

 

Last date of fund 

received 

Amount 

(in Rs.) 

 

Total amount 

received 

(in Rs.) 

Remark 

Samdong PHC 

 

 

2013-14 11/08/2013 1,75,000 1,75,000 
 

2014-15 NA 1,75,000 1,75,000 
 

2015-16 11/08/2015 
 

87,500 
 

Pakhyong PHC 

 

 

2013-14 11/08/2013 1,75,000 1,75,000 
 

2014-15 24/03/2015 70,000 1,75,000 
 

2015-16 05/02/2016 37,500 87,500 
 

Rongli PHC 

 

 

2013-14 03/10/2013 1,15,000 1,75,000 
 

2014-15 05/01/2015 1,75,000 1,75,000 
 

2015-16 26/03/2016 1,00,000 1,75,000 
 

Machong 

 

 

2013-14 19/12/2013 1,15,000 1,75,000 
 

2014-15 27/02/2015 62,500 1,00,000 
 

2015-16 13/02/2016 37,500 87,500 
 

Soreng PHC 

 

 

2013-14 NA 1,75,000 1,75,000 
 

2014-15 NA 1,75,000 1,75,000 
 

2015-16 11/03/2016 90,000 1,75,000 
 

Mangalbarey 

 

 

2013-14 30/10/2013 1,75,000 1,75,000 
 

2014-15 30/09/2014 20,300 46,878 
 

2015-16 27/11/2015 1,00,000 1,75,000 
 

Rinchenpong 

 

 

2013-14 24/10/2013 1,15,000 1,84,877 
 

2014-15 18/01/2014 43,750 1,13,750 
 

2015-16 10/03/2016 87500 175000 
 

Dikchu 

 

 

2013-14 28/02/2014 29,713 1,44,713 
 

2014-15 03/03/2015 83,750 1,75,000 
 

2015-16 22/03/2016 87,500 1,75,000 
 

Phodung 

 

 

2013-14 06/03/2014 60,000 1,75,000 
 

2014-15 16/12/2014 47,500 91,250 
 

2015-16 24/03/2016 87,500 1,75,000 
 

 

Passingdong 

 

 

2013-14 NA NA NA 
1,92,250 opening 

balance 

2014-15 16/12/2014 62,500 1,75,000 
83,325 as opening 

balance 

2015-16 20/02/2016 87,500 1,75,000 
 

Namthang PHC 

 

2013-14 NA NA NA 
 

2014-15 NA NA NA  

2015-16 NA NA NA  

Temi 

 

2013-14 12/02/2014 5,000 1,30,000 
 

2014-15 24/08/2014 68,750 1,06,250  

2015-16 22/03/2016 87,500 1,75,000  

Tokal Bermiok PHC 

 

2013-14 NA NA NA 
 

2014-15 NA NA NA  

2015-16 19/03/2016 87,500 1,75,000  

Table 1.13:  Table showing date of last amount received for each financial year and the total amount received by 

the RKS at the PHCs. 

*NA: Data could not be obtained from the source due to none maintenance of record or the person in-

charge not available at the time of data collection. 

One of the interesting finding/innovation was seen at the Dikchu PHC, which is worth noting and could 

be tried out by other PHCs. The Dikchu PHC gives out tenders even before the coming of the fund and 

ensure execution of the listed tasks as per plan. The payment is made once the fund comes to the PHC.  

The Medical Officer of the PHC said that since they are sure about the RKS fund so they float the tender 

to get the tasks done. This seems to be a nice practice provided facility is sure about getting RKS amount.  
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5.2 Fund Utilization at the level of PHCs: 

It is observed that the RKS funds are utilized optimally in majority of the PHCs:  

 

 

Name of the 

PHC 

 

2013-14 2014-15 2015-16 

Total 

fund 

received 

Total exp. Exp. 

% 

Total fund 

received 

Total exp. Exp. 

% 

Total fund 

received 

Total exp. Exp. 

% 

Samdong 1,75,000 1,75,000 100 1,75,000 1,75,000 100 87,500 87,500 100 

Pakhyong 1,75,000 1,75,000 100 1,75,000 1,75,000 100 87,500 87,500 100 

Rongli 1,75,000 1,75,000 100 1,75,000 1,75,000 100 1,75,000 1,75,000 100 

Machong 1,75,000 1,59,633 91.2 1,00,000 24,799 24.7 87,500 51,881 59.2 

Soreng 1,75,000 1,75,000 100 1,75,000 1,75,000 100 1,75,000 1,75,000 100 

Mangalbarey 1,75,000 1,00,271 57.3 46,878 1,13,750 242.6 1,75,000 1,75,000 100 

Rinchenpong 1,84,877 1,82,959 99.0 1,13,750 1,00,441 88.3 1,75,000 1,47,767 84.4 

Dikchu 1,44,713 1,65,130 114.1 1,75,000 1,75,000 100 1,75,000 1,75,000 100 

Phodung 1,75,000 1,49,000 85.1 91,250 1,40,000 153.4 1,75,000 1,62,000 92.6 

Passingdong 0 1,08,925 NA 1,75,000 2,36,608 135.2 1,75,000 1,70,673 97.5 

Namthang NA NA NA NA NA NA NA NA NA 

Temi 1,30,000 1,18,078 90.8 1,06,250 92,562 87.1 1,75,000 1,38,413 79.1 

Tokal Bermiok NA NA NA NA NA NA 1,75,000 1,75,000 100 

Table 1.14: Table showing amount and percentages of utilization of RKS fund at the PHCs 

For the financial year 2013-14, it was observed that Mangalbarey PHC and Phodung PHC did not fully 

utilize the RKS funds. In Mangalbarey PHC only 57.3 percent of the total fund has been utilized whereas 

it was 85.1 percent in Phodung PHC. Passingdong PHC has not received any fund for the same period. 

But they had an opening balance of Rs. 1,92,250 of which 1,08,925 was utilized. For the financial year 

2014-15, Mangalbarey had expenditure much higher (242.6 percent) than the total fund received. The 

fund, which was not utilized in the previous financial year, was made used of. Phodung PHC and 

Passingdong PHCs also had excess expenditure than the amount received. This is achieved by utilizing 

the under-utilized funds from the previous year’s fund. In the same financial year, it is to be noted that the 

Machong PHC has utilized just 24.7 percent of the total fund received.  

For the financial year 2015-16, some of the PHCs received lesser than assured amount of Rs. 1,75,000 for 

an RKS. These are Samdong, Pakhyong PHC and Machong PHC. Machong PHC again could not utilize 

the full amount and was able to utilize only 59.2 percent, little higher than the last year. Rinchengpong 

PHC and Temi PHC also utilized the fund for 2015-16 with 84.4 percent and 79.1 percent respectively. 

The graphical representation shows the percentage of fund utilization for the different financial years of 

2013-14, 2014-15 and 2015-16. For 2014-15, there was over utilization in the PHCs of Mangalbarey, 

Phodung and Passingdong. For the year 2015-16, there is under-utilization of the funds attributed to 

minimal utilization in Machong, Rinchengpong and Temi PHCs. Combining the three financial years, the 

RKS fund utilization percentage stands at 99 percent, which can be termed encouraging.  

6.2 RKS fund utilization at the level of CHC: 

The utilization percentage at the CHCs of both Rhenock and Jorethang has been seen satisfactory. In 

Rhenock CHC, the utilization percentage has always been higher than the amount it received through 

NHM fund. This is due to the fact that the user fees, which are collected at the facility viz. Rs. 39,814 for 

2013-14, Rs. 42,007 for 2014-15 and Rs. 43,915 and donation of Rs. 93003 for 2015-16 has been utilized 

as a fund of RKS. This is unique to Rhenock CHC.  
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Name of 

the CHC 

2013-14 2014-15 2015-16 

Total fund 

received 

Total 

expenditure 

 

% 

Total fund 

received 

Total 

expenditure 

 

% 

Total fund 

received 

Total 

expenditure 

 

% 

Rhenock 1,75,000 2,14,814 122.8 4,00,000 4,38,692 109.7 2,00,000 3,40,050 170 

Jorethang 2,75,000 2,75,000 100 4,00,000 4,00,000 100 2,00,000 2,00,000 100 

Table 1.15: Table showing amount and percentage of RKS fund utilization at the CHC. 

5.3 RKS funds utilization at the District hospital: 

As is the case with the percentage of the RKS fund utilization at the level of the PHC, the district level 

also show varying degree of utilization. For the year 2013-14, Geyzing DH-RKS only utilized 41.95 

percent of the total fund received. Whereas, Mangan DH-RKS utilized more than what they have received 

for the financial year 2013-14, the other two DH-RKS utilized more or less 100% of the fund. The mis-

match with the Mangan DH is because of the availability of opening balance of Rs. 4,36,490L which was 

used in the FY 2013-14 and therefore the utilization percentage to received amount is shown as 119.2%.  

For the financial year 2014-15, the Geyzing DH-RKS again under-utilized the fund with only 51.77 

percent funds utilization. Mangan DH-RKS also under-utilized the fund at only 62.6 percent. The DH-

RKS of Singtam and Namchi has optimally utilized the fund.  

For the financial year 2015-16, the information could not be obtained for Gyalsing DH. Mangan DH-RKS 

has performed little better than the previous year and brought up its utilization percentage to 81.9 percent. 

The Singtam and Namchi DH-RKS maintained their good utilization performance.  
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Name of 

the DH 

2013-14 2014-15 2015-16 

Total fund 

received 

Total 

expenditure 

% Total fund 

received 

Total 

expenditure 

% Total fund 

received 

Total 

expenditure 

% 

Gyalsing 5,00,000 2,09,749 41.95 9,00,000 4,65,904 51.77 10,00,000 NA  

Mangan 7,00,000 8,34,534 119.2 9,00,000 5,63,705 62.6 10,00,000 8,19,192 81.9 

Singtam 5,00,000 4,94,686 98.9 10,00,000 9,80,759 98 10,00,000 9,85,970 98.6 

Namchi 5,00,000 5,00,000 100 9,00,000 9,00,000 100 10,00,000 10,00,000 100 

Table 1.16: Table showing amount and percentage of RKS fund utilization at the District Hospitals 

5.4 Expenditures Heads done through the RKS funds: 

The RKS funds were made used of, under different heads by the RKS at the facilities. The percentage of 

expenditures under different heads for the financial years 2013-14, 2014-15 and 2015-16 are presented in 

the Table 1.17 below.  

Heads of Expenditure 2013-14 (%) 2014-15 (%) 2015-16 (%) 
2013-16 

(three years) 

Minor constructions and repairs at the 

facility 
57.77 17.66 17.1 29.62 

Emergency med 4.6 19.10 13.48 12.60 

Medical instruments 2.18 - 0.71 1.07 

Instruments other than medical 

instruments 
34.31 31.86 45.74 37.80 

Bio waste management and sanitation 6.37 15.03 10.01 10.52 

Ambulance and generator 1.15 12.4 12.31 8.95 

Facility beautification - 3.90 0.62 1.49 

Table 1.17: Different heads of RKS fund expenses in Percentages 

Minor constructions and repairs at the facilities accounted for a whopping 57.77 percent in the financial 

year 2013-14 but reduced considerably in the following years. In 2014-15 & 2015-16 there was 

substantial spending on procurement of emergency medicines accounting for 19.10 percent and 13.48 

percent respectively. The highest expenditure in all the financial years has been on procurement of 

instruments, which accounted 34.31 percent, 31.86 percent and 45.74 percent for the financial year 2013-

14, 2014-15 and 2015-16 respectively. The list of the instruments is given in the box provided. Bio-waste 

management and sanitation also is a major contributor to the RKS fund expenses.  
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Fig.6. Percentage of head wise expenditure in yearly and three year combine indicated in different colours 

 

5.5 Record maintenance of RKS fund 

RKS of all the facilities has a separate bank account, which is a joint signatory account. The joint 

signatories are usually the CMO/DMS and DAM (District Accounts Manager) at the District Hospitals. 

Senior Medical Officer and BPM at the CHCs and MO i/c and the BPM at the PHCs are mainly the 

signatories with some exceptions. In Samdong PHC, a teacher member of the RKS was a joint signatory 

along with the MO i/c. The cash book was not produced in Mangan DH, Rinchengpong PHC and 

Mangalbaria PHCs. The ledger book was found to be missing in many of the facilities. Out of the 19 

facilities surveyed only 9 has the ledger book whereas the remaining 9 does not maintain ledger book. 

Data for Namthang PHC could not be obtained due to the absence of the BPM and the MO i/c at the 

facility during the visit*. The bank pass book/bank statement was last updated at least once in 2016 in all 

facilities except for Namchi DH and Namthang PHC where data was not obtained. The table 1.18 shows 

record maintenance of the RKS funds in all facilities. 

*During the visit it was mentioned that the MO i/c was hospitalized in Gangtok and the BPM had to 

take leave for an emergency in the family.  
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Year 

 

 

Minor Constructions & 

repairs at the facilities 

Emergency 

medicines 

Medical 

instruments 

Other instruments other 

than medical 

instruments.  

Bio waste 

management 

& sanitation 

Ambulance and 

generator 

Facility 

Beautification 

2
0

1
3
-1

4
 

Tiles in Toilet, Footpath 

with railing, Gate at the 

PHC, street lamps, OPD 

counter, Bookshelves, 

Cement for construction, 

Plumber labor charge, 

wages for labor etc.  

Purchase of 

emergency 

medicine. 

 

BP apparatus  

and other 

Emergency 

consumables 

Room heater, inverter 

purchase,  exhaust fan, 

pump, Chairs for meeting 

room, notice board, 

utensils, 

Sign board 

 

 

Waste 

dumping zone 

creation, 

payment to 

Contractual 

sweeper, 

digging 

Garbage pit. 

Vehicle maintenance.  

2
0

1
4
-1

5
 

Locker room + patient 

waiting area, Flooring of 

the premises, 

Renovation of minor OT, 

cement & labor charge, 

Dental OPD installation, 

Water supply pipeline, 

Ceiling and chimney 

repair, etc. 

Purchase of 

Emergency 

medicines. 

 Geyser for IPD, wheel 

chair, TV for duty room, 

complain box, Chair, 

Table, Pipe for water, 

Water purifier,  Stabilizer, 

Printer 

Tray, Blanket, OPD 

papers, sanitary items, 

WIFI box 

Sharps 

disposal pit, 

Septic tank 

cleaning, 

Cleaning the 

facility 

surroundings,  

 

Ambulance 

maintenance 

& repair, fuel for  taxi 

& 

Ambulance, Fuel for 

generator 

Labour charges for 

maintenance of 

generator.  

Painting the 

facility, 

maintenance of  

Herbal garden. 

2
0

1
5
-1

6
 

Construction of railings, 

carpentry charge, Building 

MCH clinic, Dental clinic 

renovation 

Repair of window & door 

of meeting hall, Plumber 

Minor repairing works 

 

 

Purchase of 

emergency 

Medicines,  

Calcium 

strips etc. 

Medical 

appliances 

Reverse AC, New born 

care corner,  Projector, Pt. 

waiting furniture, shelve 

for medicine, Xerox 

machine, water filter, 

Medicine and file cabinet, 

Sign board 

waste management & 

cleanliness materials 

Printing of OPD, IPD & 

ANC cards 

 

Sweeper salary 

Garbage bill + 

wages of labor 

for cleaning 

facility, 

Laundry 

Labor room 

cleaning 

Ambulance and 

generator fuel, 

refreshment for 

workers.  

Gardening and 

cleaning, Paints 

Table 1.18:  Elements under different heads of RKS fund expenditure
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District Health Facility Availability 

of separate 

bank 

account for 

RKS  

Signatories of the 

bank  Account 

Cheque book 

Availability 

of separate 

Cash Book 

for the RKS  

Availability 

of Ledger 

book for 

RKS  

Bank pass 

book/bank 

statement 

last updated. 

External  

accounts 

audit 

Internal 

accounts 

audit 

Whether 

account 

statements 

shared with 

members. 

East 

 

 

 

 

Singtham DH Yes 

DMS & Quality 

assessor Yes No April, 2016 Yes Yes No 

Rhenock CHC Yes Sr. MO, BPM Yes Yes 14/05/2016 Yes Yes Yes 

Samdong PHC Yes 

1. MO i/c, 2. Teacher 

member of RKS Yes No Mar-16 Yes Yes Yes 

Pakhyong PHC Yes 1. MO i/c, 2. Ex CHO Yes Yes 17/06/2016 Yes Yes Yes 

Rongli PHC Yes 1. BDO, 2. MO i/c Yes No 26/03/2016 Yes Yes No 

Machong PHC Yes 1. MO i/c, 2. BPM Yes No 09/06/2016 Yes No No 

West 

 

 

 

Gyalsing DH Yes DMS & DAM Yes No 25/06/2016 No No No 

Soreng PHC Yes 1. BPM, 2. MO i/c Yes No 22/03/2016 No Yes No 

Mangalbarey 

PHC Yes 1. MO i/c, 2. BPM No No 26/04/2016 Yes Yes Yes 

Rinchenpong 

PHC Yes 1. MO i/c, 2. BPM No No 24/03/2016 No No No 

North 

 

 

 

Mangan DH Yes CMO & DAM No No July,2016 Yes Yes No 

Dikchu PHC Yes 1. MO i/c, 2. BPM Yes Yes 31/03/2016 No Yes Yes 

Phodung PHC Yes 1. MO i/c, 2. BPM Yes Yes 29/04/2016 No Yes No 

Passingdong PHC Yes 1. MO i/c, 2. BPM Yes Yes 27/04/2016 Yes No No 

South 

 

 

 

 

Namchi DH Yes CMO & DAM Yes Yes NA No Yes Yes 

Jorethang CHC Yes Sr. MO, BPM Yes Yes 29/03/2016 Yes Yes No 

Namthang PHC Yes NA Yes NA NA NA NA NA 

Temi PHC Yes 1. MO i/c, 2. BPM Yes Yes 25/06/2016 Yes No Yes 

Tokal Bermiok 

PHC Yes MO i/c, 2. BPM Yes Yes 29/03/2016 No Yes Yes 

Table 1.19: Table showing record maintenance of the RKS funds in all facilities
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5.6 Accounts Audits: 

Few of the facilities have got done separate internal and external auditing of RKS funds while the others 

do it together with the NHM funds. Out of the 19 facilities, 11 have done external auditing in the last 2 

years, whereas the remaining has not done (Table 1.19). For external auditing, most of the facilities 

outsource it to Chartered Accounting firms. 13 of the 19 have also done internal auditing in last 2 years.   

It is important to note that the bank statements/audit reports were not shared with the members of the 

RKS for many of the facilities. Only 8 of the facilities surveyed have ever tried to share the accounts 

statements/audit reports with the members of the RKS. In Namthang PHC, the BPM was absent during 

the visit. Hospital staff, who is a member of the RKS was even not aware about how much fund the RKS 

receives each year. He maintained that the fund is handled solely by the BPM and have no transparency in 

handling the fund whatsoever comes to the facility.  

 

6. Monitoring of the RKS: 

All the District Hospital RKS has a monitoring committee, both the CHCs do not have monitoring 

committee and only 6 of 13 RKS at the PHC have this committee. Despite the absence of the monitoring 

committee, it was mentioned by some of the BPMs that the monitoring of the facilities is done by the 

hospital staffs themselves but without any report of such monitoring being recorded. In the Rinchengpong 

PHC and Passingdong PHCs, the monitoring committee is not functional yet. In Passingdong PHC, the 

reason cited for non functional was that the PHC is still under construction. In Soreng PHC, Mangalbarey 

PHC and Temi PHCs, monitoring was done once each in 2015-16 financial year, without any report. 

The monitoring of the RKS functioning by the state and district level officials is also found to be lacking. 

Amongst the DHs, only Mangan DH was visited by the state officials to monitor the RKS functioning in 

the last 1 year. The RKS’ of 6 of the 13 PHCs and 1 of the 2 CHCs were also visited by the state officials. 

Mangalbarey and Tokal Bermiok PHC-RKS’ were not visited by even the district officials in the last 1 

year.  The Table 1.20 shows the no. of monitoring visits taken up by the RKS and the no. of times the 

RKS is monitored by the district and the state officials. 
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District 

 

 

Name of the 

facility 

 

 

Status of 

monitoring 

committee of the 

RKS 

 

 

No. of times 

activities of the 

hospital monitored 

in 2015-16 

 

Monitoring of 

the RKS by the 

state level 

officials 

 

Monitoring of 

the RKS by the 

district level 

officials. 

 

East 

 

 

 

 

Singtham DH Yes - No No 

Rhenock CHC No - Yes Yes 

Samdong PHC Yes - Yes Yes 

Pakhyong PHC No - Yes Yes 

Rongli PHC No - No Yes 

Machong PHC No - Yes No 

West 

 

 

Gyalsing DH Yes - No Yes 

Soreng PHC Yes 1 No Yes 

Mangalbarey 

PHC Yes 1 Yes No 

Rinchenpong 

PHC Yes Not functioning yet. No Yes 

North 

 

 

Mangan DH Yes - Yes No 

Dikchu PHC No - Yes Yes 

Phodung PHC No - Yes Yes 

Passingdong 

PHC Yes Not functioning yet No Yes 

South 

 

 

 

Namchi DH Yes - No No 

Jorethang CHC No - No Yes 

Namthang PHC No - No Yes 

Temi PHC Yes 1 No Yes 

Tokal Bermiok 

PHC No - No No 

Table 1.20:  Table showing monitoring activities in relation to RKS of all facilities 

7. Grievances redressal mechanism:  

All the District Hospitals have a complaint/suggestion box and a grievance redressal mechanism in place. 

This is not true with the CHCs and PHCs. The two CHCs do not have a grievance redressal mechanism in 

place. Out of the 13 PHCs, only 5 have a grievance redressal mechanism in place even though 11 of them 

have placed a complaint/suggestion box at the PHC. When asked as to whether the suggestion box was 

ever used, the hospital staffs maintained that none of them have received a complaint or a suggestion 

through the box. The people directly come to the Medical Officer, in-charge or other hospital staffs if they 

want to lodge any complaint. This was the experience of most of the PHCs, covered under the study.  

The reason for not having a grievance redressal mechanism in place at the facility ranges widely. Some of 

the reasons cited are quoted here,  

 “We get only verbal complaints and we manage to deal with the problems” 

 “We are not aware about the importance of grievance redressal” 

 “The locals have no complaints against us, they understands and work closely with us” 
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A BPM when asked about the reason for not having a redressal mechanism in place asked the importance 

of grievance redressal. When explain she exclaimed, “Never thought it was required until now”. 

It is also to be noted that 11 RKSs out of the 19 do not discuss the complaints at the RKS meetings. This 

is either due to absence of complaints or the complaint never reaches the meeting room. The remaining 

RKS, which does bring up the complaints at the meeting, also maintains the record of the same. Table 

1.21 shows the facilities, which has a complaint box set up, the facilities where the grievance redressal 

mechanism are in place and whether the grievances were discussed  at RKS meetings and documented.  

District 

 

Name of the 

facility 

Availability 

of   Complaint / 

Suggestion Box 

Position of 

Grievance Redressal 

Mechanism for the 

patients 

Whether the 

grievances of the 

patient discussed in 

meeting 

Documentation 

of complaints 

East 

 

 

Samdong PHC Yes No Yes No 

Pakhyong PHC No No Yes No 

Rongli PHC Yes No No No 

Machong PHC Yes Yes No No 

Rhenock CHC No No No No 

Singtham DH Yes Yes No No 

West 

 

 

Soreng PHC Yes Yes Yes Yes 

Mangalbarey PHC No No No No 

Rinchenpong PHC Yes Yes Yes Yes 

Gyalsing DH Yes Yes Yes Yes 

North 

 

 

Dikchu PHC Yes Yes No No 

Phodung PHC Yes No No No 

Passingdong PHC Yes No No No 

Mangan DH Yes Yes No No 

South 

 

  

Namthang PHC Yes No  No  No 

Temi PHC Yes Yes Yes Yes 

Tokal Bermiok 

PHC Yes No Yes No 

Jorethang CHC Yes No No No 

Namchi DH Yes Yes Yes Yes 

Table 1.21: Table showing grievance redressal mechanisms in place at the facilities 

8. Inhibitory factors to the smooth functioning of RKS: 

Some of the inhibitory factors to the smooth RKS functioning as reported by the respondents are shown in 

the pie-chart in percentages. Study reveals that 7 out of the 19 facilities surveyed, non-seriousness of the 

RKS members and tendency of the RKS members to avoid meeting are two of the leading factors 

inhibiting the smooth RKS functioning. 4 facilities (RKS) each pointed out that, i) one sidedness of RKS 

meetings i.e. only the staffs of the facilities talking during meetings and the other members not getting 

opportunity or not having idea what to discuss apart from the points already raised, thus not much of 

discussions are held during meetings other than nodding to what the staffs propose, ii) non-consensus 

amongst members on purchasing and iii) decisions not implemented in time as other inhibitory factors.  
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Other inhibitory factors pointed out by different stakeholders include: 

 Difficulty in getting appointment of the Block Development Officer (BDO), who is the Chairman 

of the RKS at the PHC level due to his other busy schedules. Non availability of BDO delays the 

whole process of holding meeting.  

 Late arrival of RKS funds also discourages 

members to have for regular meeting to 

discuss issues. 

 Release of RKS fund in instalments also 

adversely affects the utilization of RKS fund. 

 The RKS funds are so less that the members 

do not give any importance to it. 

 People think that they will not get anything 

out of RKS and so there is no point to be part 

of RKS and to spend time. 

 Poor coordination among line departments. 

 

9. Findings from Interviews with the OPD and IPD patients:  

From the interview with the OPD and IPD patients at the health facilities, 100 % of the DH said that the 

DH has proper sitting arrangements whereas it is 93.3% and 93.9% respectively at the CHC and the 

PHCs. In regard to overcrowding of the health facility, 10% of the patients at the DH felt that the DH was 

overcrowded, 46.7% of the patients at the CHC felt there was overcrowding and 50 % at the PHCs felt 

there was overcrowding. Overall 38.7 percent of the patients across facilities said there was overcrowding 

at the facilities they often visit. 

According to the patients, 53.3% of them said there was drinking water provided at the DH, 93.3% at the 

CHC said there was drinking water and 86.4% of the patients at the PHCs said there was drinking water 

provided at the PHCs. Overall the 78.4% of the patients said proper drinking water were provided at the 

health facilities, which they visited.  

All the DHs have separate toilet for male and female patients, 80% of the patients who visited the CHC 

said there is separate toilet facilities for male and female, whereas only 60.6 % of the patients who visited 

the PHCs said there was separate male and female toilet at the PHCs.  When it comes to cleanliness of the 

toilets, 100% who visited the DH said the toilets were clean, 73.3 % who visited the CHC said so and 

92.4% of the patients who visited the PHCs said the facility has clean toilets. 

Audio visual display TV sets were put up at the waiting areas in some of the facilities. Thirty percent of 

the patients who visited the DH said there were TV sets available at the facility, 6.7% of the patients who 

visited the CHCs said so and 7.6% of the patients said there were TV sets made available at the PHCs. 

26.92

26.92

15.38

15.38
15.38

Members not
serious about RKS

Tendency of
members to avoid
meeting

One sidedness of
RKS meetings

None consensus
on purchasing

Fig.7. Inhibitory factors in percentage for smooth function 
of RKS 
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Particulars DH CHC PHC Total 

Proper sitting area available 100 93.3 93.9 95.5 

Overcrowding at the facility 10 46.7 50 38.7 

Drinking water 53.3 93.3 86.4 78.4 

Separate toilet 100 80 60.6 73.9 

Clean toilet 100 73.3 92.4 91.9 

Audio visual (TV) 30 6.7 7.6 13.5 

Table 1.22: Table showing different percentages of services at the facilities 

User Charges 

At both the CHCs, 100% of the patients were charged user charge during registration. At the DHs, 66.7 % 

were charged user charges and 68.2% of the patients at the PHCs were charged user charges. 

Facility: Yes No 

 

No. PC No. PC 

CHC 15 100.0 

 

0.0 

DH 20 66.7 10 33.3 

PHC 45 68.2 21 31.8 

Total 80 72.1 31 27.9 

Table 1.23: User charges at registration 

Patient Satisfaction 

When asked whether the patients were satisfied with the examinations and check-ups done by the doctors 

at the health facilities 100%, 90% and 83.3% respectively of the patients at the CHC, DH and PHCs were 

satisfied with the service of the doctors. Overall, 87.4 percent of all patients, who used the public health 

facilities, said they were satisfied with the services of the doctors 

Facility: Satisfied Neither satisfied 

not dissatisfied 

Dissatisfied Others Total 

  

PC No. PC No. PC No. PC 

 CHC 15 100.0 

 

0.0 

 

0.0 

 

0.0 15 

DH 27 90.0 

 

0.0 2 6.7 1 3.3 30 

PHC 55 83.3 10 15.2 1 1.5 

 

0.0 66 

Total 97 87.4 10 9.0 3 2.7 1 0.9 111 

Table 1.24: Patient satisfaction of examination and check-ups done by doctor 

Maintenance of Privacy 

The privacy during examination was maintained 100%, 60% and 98.5% at CHCs, DHs and PHCs 

respectively. It is to be noted that 40% of the patients, who visited the DHs said privacy was not 

maintained when they were examined unlike the patients who were treated at CHC and PHC. 

Facility: Yes No Total 

 

No. PC No. PC 

 CHC 15 100.0 

 

0.0 15 

DH 18 60.0 12 40.0 30 

PHC 65 98.5 1 1.5 66 

Total 98 88.3 13 11.7 111 

Table 1.25: Privacy maintenance during examination 
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The behaviour of the nurses and other facility staffs were reported to be 93.3%, 100% and 80.3% good at 

the CHCs, DHs and the PHCs respectively. 13% of the patients at the PHCs said their behaviours were 

fair.  

Facility: 
Good Fair Total 

No. PC No. PC 
 

CHC 14 93.3 1 6.7 15 

DH 30 100.0 
 

0.0 30 

PHC 53 80.3 13 19.7 66 

Total 97 87.4 14 12.6 111 

Table 1.26: Behavior of the nurse and other staff with the patients 

Cleanliness 

Regarding overall facility cleanliness, only 40 percent of the patients at the CHCs said the cleanliness at 

the CHCs were good and 60 percent said the cleanliness was fair. At the DHs and PHCs the percentages 

were 96.7 percent and 75.8 percent respectively for good and fair. 

Facility: 

 

Good Fair Bad 

Total 
No. PC No. PC No. PC 

CHC 6 40.0 9 60.0   0.0 15 

DH 29 96.7 1 3.3   0.0 30 

PHC 50 75.8 15 22.7 1 1.5 66 

Total 85 76.6 25 22.5 1 0.9 111 

Table 1.27: Rating of the overall cleanliness of the facility 

Medicines 

The prescribed medicines were given to 93.3% and 89.4% of the patients at the CHCs and the PHCs 

whereas only 23.3 % of the patients at the DHs were given the prescribed medicines. Though ‘not yet 

prescribed’ accounts for 10 % at the DH. Patients do not get medicines in DH is very high. 

Facility  
Yes No Not yet prescribed 

Total 
No. PC No. PC No. PC 

CHC 14 93.3 1 6.7 
 

0.0 15 

DH 7 23.3 20 66.7 3 10.0 30 

PHC 59 89.4 7 10.6 
 

0.0 66 

Total 80 72.1 28 25.2 3 2.7 111 

Table 1.28: Whether the patient gets all prescribed medicines from the Hospital 

The patients at the DHs and CHCs were not charged for the medicines provided at the facilities. 6.1 

percent of the patients at the PHCs were charged for the medicines provided at the PHCs. 

Facility Yes No Others Total 

 

No. PC No. PC No. PC 

 CHC 

 

0.0 15 100.0 

 

0.0 15 

DH 

 

0.0 27 90.0 3 10 30 

PHC 4 6.1 60 90.9 2 3.0 66 

Total 4 3.6 102 91.9 5 4.5 111 
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Table 1.29: Payment by the patients for any medicine provided by the facility 

Diagnosis at the Facility 

The advice for test by the doctors is mostly done at the same facility. Seventy percent of the patients at 

the district hospital had the test done at the same facility. At the CHC and PHC, the percentage stands at 

73.3% and 63.6% respectively. It is to be noted that the patients sent to the private facilities for test is the 

highest at the DH at 26.7%. 

Facility 

Same 

Facility Referred Private No Data Total 

 

No. PC No. PC No. PC No. PC 

 CHC 11 73.3 3 20.0 

 

0.0 1 6.7 15 

DH 21 70.0 

 

0.0 8 26.7 1 3.3 30 

PHC 42 63.6 12 18.2 3 4.5 9 13.6 66 

Total 74 66.7 15 13.5 11 9.9 11 9.9 111 

Table 1.30: Facilities where the doctor ask the patient to do the test 

For patients who did the test at the facilities 26.7%, 6.7% and 9.1% respectively at the CHC, DH and 

PHCs were charged for the laboratory test done.  

Facility: Yes No  Not used No data Total 

  No. PC No. PC No. PC No. PC   

CHC 4 26.7 9 60.0 1 6.7 1 6.7 15 

DH 2 6.7 19 63.3 8 26.7 1 3.3 30 

PHC 6 9.1 52 78.8 4 6.1 4 6.1 66 

Total 12 10.8 80 72.1 13 11.7 6 5.4 111 

Table 1.31: Whether lab. tests were charged at the facilities. 

Complaint/Suggestion box 

All patients, who visited the DHs, were aware that there is a complaint/suggestion box at the facility. It is 

seen that 86.7 percent of the patients visiting the CHCs and 53 percent of patients visiting the PHCs has 

awareness about the existence of the complaint/helpline no available at the facility. None of the patient, 

who visited any of the health facilities, has registered any complaint or suggestions at the health facility. 

Facility: Yes No Total 

  No. PC No. PC   

CHC 13 86.7 2 13.3 15 

DH 30 100.0   0.0 30 

PHC 35 53.0 31 47.0 66 

Total 78 70.3 33 29.7 111 

Table 1.32: Awareness of patients about the Complaint box /any helpline number 

On being asked whether the patient would return back to the facility for any other treatment, 66.7%, 

83.3% and 95.5% respectively of the patients visiting CHCs, DHs and PHCs said they would come next 

time too if they need to come. It is interesting to note that people visiting the PHCs would like to return 

again at the facility more than that of the DHs or CHCs. 
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Facility: Yes No No data   Total 

  No. PC No. PC No. PC   

CHC 10 66.7 3 20.0 2 13.3 15 

DH 25 83.3 1 3.3 4 13.3 30 

PHC 63 95.5 2 3.0 1 1.5 66 

Total 98 88.3 6 5.4 7 6.3 111 

Table 1.33: View of patients regarding their opinion about revisiting the facility in case of need 

IPD specific Findings  

Free diets were provided to on 57.1%, 81.3% and 88.2% of the IPD patients at the CHCs, DHs and PHCs 

respectively. The rest has to bring the diet from home during their stay at hospital. 

Facility: Yes   No   

  No. PC No. PC 

CHC 4 57.1 3 42.9 

DH 13 81.3   0.0 

PHC 15 88.2   0.0 

Total 32 80.0 3 7.5 

Table 1.34: Status of providing free diet at the facility 

On being asked whether there is problem of overcrowding in the ward, 42.9% at the CHCs, 25% at the 

DHs and 23.5 % at the PHCs said there is overcrowding in the wards.  

Facility: Yes   No   Total 

  No. PC No. PC   

CHC 3 42.9 4 57.1 7 

DH 4 25.0 12 75.0 16 

PHC 4 23.5 13 76.5 17 

Total 11 27.5 29 72.5 40 

Table 1.35: Overcrowding Problem in the ward 

75 percent of the patients at the DH said that the bed sheets and other linens provided at the facilities were 

clean. At the CHCs, 85.7 percent of the patients said so whereas the patients who said the linens and bed-

sheets at the PHCs were clean reduced to 47.1 percent.  

Facility: Clean   Usable   Total 

  No. PC No. PC   

CHC 6 85.7 1 14.3 7 

DH 12 75.0 4 25.0 16 

PHC 8 47.1 9 52.9 17 

Total 26 65.0 14 35.0 40 

Table 1.36: Cleanliness of the bed sheet & other linens 

Only 14.3 percent of the IPD patients visiting the CHCs said that the toilets were attached to the wards. 

This percentage is 50 and 35.3 percent respectively at the DHs and the PHCs. 28.6 percent of the patients 

at the CHC says the toilets for the IPD were clean. At the DHs the percentage of patients, who said the 

toilets of the IPD were clean is 75 percent and that of the PHCs is 41 percent. 
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Availability of attached toilet in the room Conditions of the toilet 

Facility: Yes   No   Total Clean   Usable   Total 

  No. PC No. PC   No. PC No. PC   

CHC 1 14.3 6 85.7 7 2 28.6 5 71.4 7 

DH 8 50.0 8 50.0 16 12 75.0 4 25.0 16 

PHC 6 35.3 11 64.7 17 7 41.2 10 58.8 17 

Total 15 37.5 25 62.5 40 21 52.5 19 47.5 40 

Table 1.37: Availability of attached toilet in the room & its condition 

Most of the patients interviewed at facilities were not really aware of the RKS at the facilities. At the 

CHC, 85.7% of the patients were not aware of the RKS. The percentage of patients who were not aware 

about RKS at the DH is even more at 93.8 percent and that at the PHCs is 94.1 percent. The patients had 

no idea about what services are facilitated by the RKS at the health facilities  

Facility: Yes No Total 

  No. PC No. PC   

CHC 1 14.3 6 85.7 7 

DH 1 6.3 15 93.8 16 

PHC 1 5.9 16 94.1 17 

Total 3 7.5 37 92.5 40 

Table 1.38: Awareness of the patients about RKS  
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Discussion 

Formation and Composition: 

 It was observed that each facility studied has an RKS formed. Though the participation and 

functioning of the RKS varies from one facility to the other but it is a good sign that in all 

facilities, all the RKS are functional.  

 

 There is no role differentiation between GB & EC of the RKS: 10 of the 19 facilities studied 

do not have a separate executive committee constituted. This is especially true at the level of 

PHC. There is no uniformity in the number of members in the RKS committees, which seems to 

be little confusing. This could be due to the lack of clarity in understanding about the RKS 

guidelines. The role differentiation between the GB and EC is not clear even in those facilities, 

which have both the GB and the EC formed. This needs to be addressed so that each committee 

can take up their responsibilities to the outmost potential and thereby no blame games when the 

work/plan is not achieved.  

 

 Representation from health facility staff in the RKS is minimal as oppose other line 

departments: Good representation in the RKS from different interrelated departments is good 

sign of a healthy and functional RKS. There are good representation from the ICDS, education, 

PHE department and NGOs. In most of the RKS, there was also representation of the eminent 

citizens. But, it was noticed that the representations from the health facility was lacking. None of 

the pharmacist, staff nurse etc were represented in the RKS even though their role in the 

maintenance of the facility is huge. The MO i/c and the BPM are the only representatives from 

the facilities in many of the RKS. Though, the BPM maintains that views are taken from all the 

staffs of the facility before the preparation of the agenda of the RKS meeting, it will be important 

for them to be physically present at the meeting.  

 

 The RKS guidelines also provide provision to have associated members and institutional 

members in all RKS. This is a way of having more participation and also to raise funds. This 

aspect of the provision is not utilized by the RKS to its highest advantage.  

 

 No sub committees have been formed in any of the RKS: None of the RKS in any of the 

facilities has set up other sub committees such as the committee on quality assurance, purchase 

committee, emergency management, audit (medical and financial) and monitoring etc. The need 

for these committees is to be understood and important sub committees are to be formed.  

Trainings and Capacity building: 

 Many of the RKS members are not aware of their roles & responsibilities: It is a not 

encouraging that many of the RKS members are not aware of their roles and responsibilities. 

They are not aware about the role of RKS. Most of the members were oriented about the RKS but 

just a few were given formal training on the same. In this case, how they can be expected of 

carrying out their roles and responsibilities? Even after the members were oriented about the 

RKS, many are still unaware of the basics of the functioning of RKS. They just attended the 
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orientation with very less effect on them. This could be one of the reason why they have no 

agenda to be asked at the RKS meetings except to node their heads when the pre-prepared needs 

of the hospital is read out at the RKS meetings and approved by the meeting.  

Meetings of the RKS: 

 Irregularity in conducting GB & EC meetings: The meetings for both the GB and the EC were 

rarely held. All RKSs have just one or two meetings in a financial year with some exceptions.  

Most of the meetings were held only when the fund is received. These meetings are basically 

called to decide on how the money can be utilized rather than really looking at the needs of the 

facilities and the patients.  

 

 Involvement of other individuals in RKS meetings: The calling of other individuals apart from 

the members of the RKS meeting can be a double edged sword. The sharing of ideas by these 

people for the benefit of the people and the facility needs to be appreciated. But when many are 

invited or attend the meeting, there can be trouble makers in the society, who could come and 

ruin the entire meeting leading to no result and loss of time and resources. 

 

 Empowerment of RKS members through capacity building: As stated earlier, the members 

who come for the meeting do not have much to add or discuss further the points already prepared 

and put up by the facility staffs. This is a huge problem, which could lead to dis-interest of the 

members and also give an opportunity to the facility staffs to utilize the funds according to theirs 

whims and fancy. To address this, the empowerment of members through capacity building is 

necessary. They need to be taught the basics of public health and how they could contribute to 

strengthen public health intervention. This could mean more investment on the members and also 

incentives without which, it may be difficult to convince them to be part of the learning. 

 

 Non availability of BDOs for conducting meetings regularly: One of the reasons for irregular 

meetings is the lack of time on the part of the BDO as s/he is always busy with other works. 

Therefore, the RKS with little fund is of no interest to the official until s/he is oriented about its 

importance and implications to the public. There are also other problems like constant transfer of 

the BDO of the block. This is another inhibitory factor to the proper functioning of the RKS. 

Options should be looked into holding meetings even in the absence of the chairman/BDO but 

providing updates to the concerned about the decisions taken will have to be there.  

 

 Topics of discussion during meetings are mostly based on providers’ perspective: The major 

issues discussed at the meetings revolve around how RKS funds to be utilized. Fund generation is 

also discussed but, no definitive decision on the same seems to have been arrived at. Other 

themes include infrastructure development and maintenance, sanitation and emergency 

medicines. Services provision, training of the human resources, how the needy patients’ needs to 

be helped, the need of the patients at facility, friendly nature of the staffs with patients, 

beautification of facilities etc were rarely discussed. What is discussed is always through the lens 

of the health providers but never from the perspectives of the service seekers. The patients / 

beneficiary perspective should be the central focus of any RKS meeting. This will only be 

possible through the empowerment of members and representation from all sections of society.  
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Patient welfare facilities at the health facilities: 

 The availability of patient welfare services such as the prominent display of citizens charter with 

complete information, information provided in local languages, help desk for the patients at the 

facilities, availability of drinking water facilities, clean and dry toilets etc. are few signs of the 

hospital been maintained well. Though most of the health facilities are well maintained, it was 

also observed that the health facilities have toilets attached for both sexes. Even when the spaces 

are available, most of the hospital has just one toilet to be used by all and is especially true for the 

OPD patients at all facilities. This system needs to be changed and proper precautions to be taken 

before any untoward incidents happen. This also discriminate the fairer sex for the fact that they 

have to bear the burden for fare and public shame to use these facilities.  

 

 Display IEC material at the health facilities: The display of information in local languages 

supported by pictorial presentation is lacking in most of the PHCs. This is a very important issue 

and needs to be addressed so the important information reaches the most disadvantaged and most 

vulnerable communities correctly and accurately. This also helps even the illiterates, who can 

make out messages from the pictures.  

Fund management and utilization: 

 All the RKS solely depended on the funds from the NHM and therefore they mostly have their 

meetings only when the fund is provided through NHM. The mechanisms through which they 

could raise funds were not explored by the RKS’ optimally. 

 

 Delay in fund release from state head quarter: The lack of fund and late arrival of RKS funds 

has been one of the major factors of non-optimal functioning of RKS and utilization of the RKS 

funds. It is found that huge percentage of the RKS funds reaches the facility only by the end of 

the financial year. Thus, the fund however less, the RKS gets, is not utilized during the financial 

years judiciously. This also affects the fund flow of the following year.  

 

 Release of RKS fund in small quantity at a time: Another problem is the too many instalments 

through which the RKS funds were provided to the facility. This means that the facility gets only 

small quantities at a time which may not be sufficient to do certain task the RKS plans to do. 

Good practices like the one in Dikchu PHC can be thought of by other facilities, if such an 

unfriendly manner of the disbursement of funds continues. 

 

 User charges: Even though the user charges in any form at the facilities are not encouraged, the 

government’s policy to include the user charges into the government coffer instead of letting the 

facilities use it for the maintenance of the facility needs a relook. 
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Record maintenance: 

 Monitoring of records maintained by the health facilities: Some of the facilities like the 

Mangan DH, Richengpong and Mangalbaria PHCs could not produce their cash books. Ledger 

account was not maintained by many of the facilities. The external and internal auditing of the 

account separately for the RKS funds is not really been carried out in many of the facilities. This 

needs stricter monitoring from the state / district officials.  

 

 Transparency in fund management: Not sharing of the audit reports or bank statements with 

the members of the RKS is a serious flaw. This could be due to ineffectiveness of the members or 

the laid back nature of the people handling the fund. This needs to be studied further and 

corrective measures to be taken. 

Monitoring by the RKS and of the RKS: 

 Monitoring of the facility by the RKS is of outmost necessity. Without the monitoring committee 

of the RKS, there is no question of monitoring the facility. This is a very important function of 

the RKS, which is utterly missed in all facilities.  

 

 The monitoring of the functioning of the RKS by the district and the state officials also lag much 

and need to improve. It was found that the monitoring of the RKS from the state level officials 

has been very minimal even though the monitoring of the RKS at the level of PHC by the district 

officials has been performed to some extent. This function is absolutely necessary for proper 

functioning of the RKS. 

Grievance Redressal Mechanism: 

The non-availability of mechanisms to redress grievances in most of the facilities is not a good sign. The 

importance of having one should be made known to each facility at the earliest.   
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SWOT Analysis of RKS 

 

 

Strength Opportunities 

 
1. Formation and Composition 

 All the facilities have RKS constituted and are 
functioning. 

 Good representation of interrelated 
departments in the RKS 
 
 

2. Training and Capacity building 
 Orientation about RKS in RKS meetings by the 

BPMs. 
 

3. Meetings of the RKS 
 Community member’s involvement in the RKS 

meeting. 
 

4. Patient welfare 
 Patient waiting area arranged in all facilities 

 Drinking water facilities made available in most 
facilities. 
 
 

5. Fund management and utilization 
 RKS funds provided annually to the facilities 

 Good practices: Dikchu PHC initiate the 
activities under RKS prior to disbursement of 
funds and make payments later when fund 
arrives. 

6. Record maintenance 
 Maintenance of proper cash book 

 External and internal auditing of RKS fund in 
some of RKS. 
 
 

7. Monitoring by the RKS and of the RKS 

 There is monitoring of the RKS at the PHC 
level by the District Officials. 
 

8. Grievance Redressal Mechanism 
 Availability of suggestion/ complaint box in the 

most facilities. 

 
1. Formation and Composition 

 Sustainability of functioning RKS should be 
maintained. 

 Associated and institutional members should be 
included for strengthening through resource 
pooling. 
 

2. Training and Capacity building 
 Intensive and proper thought out training about 

RKS to RKS members. 
 

3. Meetings of the RKS 
 Involvement of community member in RKS 

meeting can bring positive inputs if properly 
channelized. 

4. Patient welfare 
 Patient waiting area with seat to be arranged in 

all facilities 

 IEC information are displayed in local language 
with pictorial representation at the health 
facility. 

5. Fund management and utilization 
 Exploring other means to raise funds for the RKS 

with timely guidance from state officials. 

 The user charges, if any, may be utilized for the 
maintenance of the facility. 
 

6. Record maintenance 
 Up to date record maintenance should be 

practiced. 

 All the RKS facility should conduct both internal 
and external auditing of the RKS funds. 
 

7. Monitoring by the RKS and of the RKS 
 Monitoring should be done for the District 

hospital RKS too from the State level. 
 

8. Grievance Redressal Mechanism 
 Patients should be encouraged to use the 

suggestion / complain box more frequently. 
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Weakness Threats 

1. Formation and Composition 
 Not all facilities have separate GB and EC formed 

 No role differentiation between GB and EC. 

 No uniformity in the number of members of RKS. 

 The representation of the nurse, pharmacist, 
grade IV workers etc. of the facility is lacking 

 Sub-committees such as monitoring, Quality 
Assurance, Purchase Committee, Emergency 
management, audit (medical and financial) etc. 
are not formed in any RKS. 

2. Training and Capacity buildings 
 Lack of trainings on roles and responsibilities of 

RKS members 

3. Meetings of the RKS 
 Lack of proper and serious discussions in the RKS 

meetings. 

 Lack of involvement of the RKS members in the 
decision making. 

 Irregularities of the BDO (Chairman) in the 
attending the RKS meetings. 

4. Patient welfare facilities at the Health 
facilities 

 No separate toilets for male and female patients 
especially in the OPD 

 Lack of display of IEC materials in local language 
especially in PHCs 

5. Fund management and utilization 
 The late disbursement of RKS fund (3rd or 4th 

quarter). 

 Many instalments in disbursement of funds 

 Lack of transparency of RKS fund among the 
members. Only few had knowledge about it. 

 Sole dependence of RKS funds on NHM fund. 
 

6. Record maintenance 
 Not sharing of audit reports to the RKS members 

 Non maintenance of Ledger book in many 
facilities. 

7. Monitoring by the RKS and of the RKS 
 No monitoring committee of the RKS 

 State level monitoring of RKS is negligible in most 
of the facilities. 

8. Grievance Redressal Mechanism 
 Non-existing of a redressal mechanism in most of 

the health facilities. 
 

1. Formation and Composition 
 Without separate GB and EC it can lead to over- 

burden of designated person.  

 Communication gap may prevail over role and 
responsibilities between GB and EC of the RKS. 

 In absence of sub-committees the functions of the 
RKS may not be carried out to the fullest. 

2. Training and Capacity buildings 
 RKS members even if trained tend to forget their 

roles and responsibilities. 

 Member may show lack of enthusiasm in the RKS 
activities. 

3. Meetings of the RKS 
 Giving too much importance on the fund and not 

interested in the RKS activities. 

 Pre-prepared minute of the meeting of RKS by the 
facility staff can de-motivate non-facility member of 
RKS. 

 Lack of knowledge about health, programmes of the 
govt., schemes etc. among the RKS members hinder 
in fulfilling the actual purpose of holding the RKS 
meeting. 

 Involvement of the non RKS members can create 
commotion in the meeting if not guided properly. 

4. Patient welfare facilities at the Health facilities 
 Possibilities of untoward incidence or privacy breach 

such as case of eve teasing, sexual assaults etc can 
occur. 

 Miscommunication of message can be dangerous. 

5. Fund management and utilization 
 Inability to utilize the fund wholly  

 Mistrust amongst RKS members due to lack of 
transparency 

 The total dependence on NHM fund can collapse the 
RKS if fund not provided. 

 Usage of RKS funds for activities not under the 
purview of RKS 

6. Record maintenance 
 Non transparency can bring distrust between 

members. 

7. Monitoring by the RKS and of the RKS 
 Non-technical member of RKS may be not 

welcomed by the staffs of the health facility. 

8. Grievance Redressal Mechanism 

 People will avoid giving feedback fearing backlash 
from the health facilities. 
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Recommendations 

Formation and composition: 

1. Separate GB and EC may be formed in the facility, presently, it has only 1 committee; 

2. Formation of all RKS committee should be re-visited so that the committees are formed as per 

revised RKS guideline of 2015; 

3. The RKS of the facility should also form few sub committees (on quality assurance, purchase 

committee, emergency management, audit (medical and financial) and monitoring etc. 

 

Trainings and Capacity Building: 

 

4. RKS members should be trained on the new guideline so that they become aware about their 

expected roles and responsibilities, which will motivate them to perform better.   

Meeting of the RKS: 

5. RKS meeting frequency should be as per the guideline. In every meeting, decisions taken in the 

last meeting should be read out and passed before any new need based agenda is discussed;  

6. RKS meeting should only have RKS members;  

7. As and when the Chairman / Chairperson of the RKS (mainly BDO) is changed and new one 

takes over then the Member Secretary should ensure that the Chairman is appraised about the 

functioning of RKS and his/her specific role as Chairman / Chairperson of the Committee; 

8. RKS of the facility should come up with specific plan of fund generation; RKS should not be 

only dependent on the RKS grant. The spirit is RKS should be self financing  so that even if 

funding goes away then the facility should be able to carry on the basic task with their own fund; 

 Patient Welfare Facilities: 

9. Though, most of facilities are found very clean but each facility should arrange separate toilet for 

male and female, so as to show respect safety and privacy;  

10. RKS can even keep part time Grade IV staff for regular cleaning of the facility;  

11. The good practices of writing the sinages in local language coupled with pictures by few facilities 

should be replicated by all facilities because it helps patients, who only knows local language and 

even illiterate patients;   
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12. Each facility should ensure that grievance redressal committee starts functioning under RKS, this 

will enhance the confidence of the patients on the hospital, which will help in bridging gap 

between service provider and service seekers;  

   Fund Management, Utilization and Record Maintenance: 

13. RKS fund release has to be streamlined from the state – district and from District to each facility; 

preferably fund should be released during 1st / 2nd qtr of the financial year so that facility gets 

enough time to execute their planned task with in the financial year;  

14. RKS should frame their own facility level institutional plan to prioritize their tasks and execution; 

15. Each facility should maintain cash book and ledger to maintain highest financial transparency;  

16. Internal and external auditing of the RKS amount has to be done in time; 

Monitoring of RKS: 

17. The supportive supervision for effective functioning of RKS needs strengthening. State, district 

officials should plan for regular supportive supervision visit to health facilities to guide RKS for 

better functioning of RKS.   

 

******* 
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Part II. Rapid assessment of the VHSNC 

For the VHSNC assessment, the respondents were ASHA (who is the Member secretary of the VHSNC), 

the PRI member (who is the chairman) and 8 households, 3 of which are specific households, where a 

pregnant woman or a child under 2 years of age was present and 5 general households from each of the 73 

VHSNCs.  

Findings: 

1. Findings of the interviews with ASHA: 

Out of the 73 VHSNCs visited, only 63 ASHAs could be interviewed. It was found that few ASHAs are 

covering two adjacent VHSNCs. Table 2.1 shows the number of ASHAs interviewed in each district and 

the type of facilities / centres they are attached to / catering to. 

Table 2.1: Number of ASHA surveyed per district 

District Type of the facility Total 

EAST 

CHC 2 

DH 2 

AWW 2 

PHC 6 

PHSC 6 

EAST Total   18 

NORTH 

PHC 5 

PHSC 1 

NORTH Total   6 

SOUTH 

CHC 3 

PHC 8 

PHSC 5 

SOUTH Total   16 

WEST 

PHC 12 

PHSC 11 

WEST Total   23 

Total   63 

 

The distance of the village from the nearest health facility is given in the Table 2.2. 40 out of the 63 

VHSNCs, where the ASHAs were interviewed said that the health facility is situated at a distance of 3 km 

or less from the village. 12 VHSNCs were at a distance of 3 to 6 kilometres and 11 VHSNCs were more 

than 6 kilometres away from the nearest heath facility.  

Table 2.2: Distance of the VHSNC from nearest Govt. health facility (in km) 

District Up to 3 3 to 6 6 & above Grand Total 

EAST 13 3 2 18 

NORTH 3 2 1 6 

SOUTH 7 5 4 16 

WEST 17 2 4 23 

Total 40 12 11 63 
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VHSNC formation and member composition: 

Most of the VHSNCs were formed in 2008. The number of VHSNCs formed from each district in the 

year 2005, 2007, 2008, 2009, 2010 and after 2011 are given in the Table 2.3. 

Table 2.3: Year of formation of VHSNCs 

District 2005 2007 2008 2009 2010 2011 & after No Data Grand Total 

EAST 1 1 5 3 3 5 0 18 

NORTH 2  0 3  0  0 1 0 6 

SOUTH 5 3 5 1  0 1 1 16 

WEST 1 4 7 4  0 3 4 23 

Total 9 8 20 8 3 10 5 63 

 

The president of the VHSNC is usually the PRI member of the village. 52 out of the 63 ASHAs have the 

PRI as VHSNC president. As seen from the Table 2.4, there are also others from different walks of life 

who are the president of the VHSNC. Some of them are the AWW, Contractor, GPM, Housewife, NGO 

member, Teacher etc.  

According to the guidelines, the ASHA of the village should be the member secretary of the VHSNC. Out 

of the 63 member secretary of the VHSNCs, 60 are the ASHA, whereas others like the ASHA Facilitator 

and business woman also function as the VHSNC Member Secretary only in 3 villages.   

Table 2.4: Occupation of President of the VHSNC 

  EAST NORTH SOUTH WEST Total 

AWW       1 1 

CONTRACTOR       1 1 

EX- PRI       1 1 

GOVT SERVICE   1     1 

GPM 2       2 

HOUSEWIFE 1       1 

NGO PRESIDENT       1 1 

PRI 14 5 16 17 52 

SELF EMPLOYED       1 1 

TEACHER       1 1 

WARD SABHA 1       1 

Total 18 6 16 23 63 

 

Table 2.5: Number of members in the VHNSC 

District 

Less 

than 10 10 

More 

than10 Total 

EAST 1 15 2 18 

NORTH 1 4 1 6 

SOUTH 4 10 2 16 

WEST 1 21 1 23 

Total 7 50 6 63 
 

Table 2.6: No of female members in the VHSNC 

District Up to 4 5 to 8 9 & above Total 

EAST 1 15 2 18 

NORTH 2 4   6 

SOUTH 3 13   16 

WEST 2 18 3 23 

Total 8 50 5 63 
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It is seen from the Table 2.5 that out of 63 VHSNC surveyed, 50 VHSNCs have 10 members, 7 VHSNCs 

have members less than 10 and for 6 VHSNCs have members more than 10.  Table 2.6 shows the number 

of female members in the VHSNCs. In 50 VHSNCs, the number of female members is in the range of 5 

to 8. 5 VHSNCs has female members more than 9 and the remaining 8 VHSNCs have 4 or less females.  

Training and human resource capacity building 

Out of the 63 ASHAs interviewed, 53 of VHSNCs responded that the members of the VHSNCs were 

trained on their roles and responsibilities whereas 10 VHSNCs told members of their VHSNCs were not 

trained. The Table 2.7 below shows the district wise break-up of the training status of VHSNC members.   

The percentage of members trained in each VHSNC is given in the Table 2.8. 10 VHSNCs out of the 12 

in West district has more than 80 percent of the members trained. Other districts have mostly only up to 

50 percent of the members trained. Overall, 41 VHSNCs has up to 50 percent of members trained, 5 has 

51 to 80 percent trained and 16 has more than 81 percent of the VHSNC members trained. 

Table 2.9 shows the status of last training held for VHSNC members in each of the districts. The last 

training of the VHSNC members on VHSNC was conducted in 26 villages in 2015. 11 trainings were 

conducted in 2014, 4 in 2013 whereas only one VHSNC training was carried out in 2016. 

Table 2.7: Status of VHSNC members training on 

their roles & responsibilities 

District Yes No Grand Total 

EAST 16 2 18 

NORTH 4 2 6 

SOUTH 12 4 16 

WEST 21 2 23 

Total 53 10 63 
 

Table 2.8: Status of the trained VHSNC members (in p.c.) 

District 

Up 

to 

50% 

51 to 

80 % 

81% & 

above 

No 

data 

Grand 

Total 

EAST 10 2 6   18 

NORTH 5 1     6 

SOUTH 14 1   1 16 

WEST 12 1 10   23 

Total 41 5 16 1 63 
 

 

Table 2.9: Status of last training held for the VHSNC members 

 

EAST NORTH SOUTH WEST Total 

2007     1   1 

2008     1   1 

2011       1 1 

2012     1   1 

2013 1   1 2 4 

2014 3 1   7 11 

2015 11 2 4 9 26 

2016     1   1 

No data 1 1 3 2 7 

Total 16 4 12 21 53 
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Functioning of the VHSNC: 

VHSNC Meetings 

Almost 50 percent of the VHSNCs in Sikkim maintain a fixed date to hold the VHSNC meeting. Table 

2.10 shows status of fixed date of holding VHSNC meetings. 32 out of the 63 ASHAs interviewed, said 

their VHSNC has a fixed date for VHSNC meeting whereas 31 do not have a fixed date to hold the 

meeting. It is also noted that 21 out of the 23 VHSNCs surveyed in West District has a fixed date for 

holding the VHSNC meetings. This trend is not observed in other districts.  

The average meetings held in a year for the year 2013-14, 2014-15 and 2015-16 stands at 6.9, 8.4 and 8.5 

respectively. The breakup for each district is also provided in the Table 2.11. In East and North districts it 

is observed that the average number of meetings held in a year decreased whereas the South and West 

district showed improvement in the average number of meetings held in a financial year. The West 

District has a much better average number of meetings as seen in the table 2.11. 

Even though many of the VHSNCs do not have a fixed day for VHSNC meeting but it was observed that 

the meetings were held regularly. 37 of the 63 VHSNCs have meetings monthly and 13 have the meetings 

quarterly. As seen from the Table 2.12, the West District does better than the other districts even in 

holding VHSNC meetings regularly. 

Table 2.10: Status regarding fixed date of holding 

the meeting for VHNSC 

District Yes No Total 

EAST 5 13 18 

NORTH 3 3 6 

SOUTH 3 13 16 

WEST 21 2 23 

Total 32 31 63 
 

Table 2.11: Average no. of meetings held in a year 

District 2013-14 2014-15 2015-16 

EAST 6.9 6.9 6.4 

NORTH 7.5 7.5 7.0 

SOUTH 5.8 7.2 7.5 

WEST 7.3 10.1 10.8 

Total 6.9 8.4 8.5 
 

 

Table 2.12: Frequency of holding the VHSNC meeting 

District Monthly Bi-monthly Quarterly Half yearly  Others Grand Total 

EAST 5   6 1 6 18 

NORTH 3 1 1   1 6 

SOUTH 6   6 2 2 16 

WEST 23         23 

Total 37 1 13 3 9 63 
 

 

Activities of the VHSNC 

The VHSNC carries out many activities. The Table 2.13 shows the major activities conducted by the 

VHSNCs. It is seen that 62 out of the 63 VHSNCs carry out the VHND programme. Cleaning of the 

village was also carried out by 57 of the 63 VHSNCs. The VHSNC members along with the villagers 

carry out programmes to clean the village road, drainage etc. Many of the VHSNCs involve the whole 

village in cleaning the water source to the village. 50 of the 63 ASHAs interviewed said that they have 

carried out safe drinking water provision activities. The VHSNCs members also help in finding vehicles 

for referral of patients from village to health facilities. The ASHA accompanies the patient in some cases. 
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35 of the 63 VHSNCs have carried out such activity. 34 of the VHSNCs provided financial support to the 

poor patients in emergencies. Only 21 VHSNCs carried out Community monitoring of health facilities 

and another 21 carried out village health planning. 

In the period from Jan 2016 to June 2016 (6 months), 41 of the 63 VHSNCs had VHSNC meeting for 6 

times, 16 had more than 6 times and 6 had less than 6 times. Table 2.15 shows the status of VHSNC 

members who attended the VHNDs in percentage in the period Jan 2016 to June 2016. It is clearly seen 

that the attendance of the PRI in the VHND is very less. Only 38.1 percent of the PRIs could attend their 

respective VHNDs. This trend is seen to be similar in all districts. The attendance of the ASHA and the 

AWW stands at 96.1 and 91.2 percent respectively.  

Table 2.13:Major activities conducted by VHSNC 

District VHND  

Cleaning 

the village 

Village 

Health 

Planning 

Sanitary 

Latrine 

Safe 

Drinking 

Water 

provision 

Referral 

Transport 

Money to the 

poor in case 

of 

emergency 

Community 

monitoring 

of Health 

facilities Total 

EAST 17 17 1 10 14 5 9 4 18 

NORTH 6 6 3 4 3 5 3 2 6 

SOUTH 16 14 6 11 13 11 9 7 16 

WEST 23 20 11 13 20 14 13 8 23 

Total 62 57 21 38 50 35 34 21 63 

 

Table 2.14: VHNDs conducted during Jan 2016 to June 

2016  

District Less than 6 6 nos Above 6 Total 

EAST 3 13 2 18 

NORTH   5 1 6 

SOUTH 3 10 3 16 

WEST   13 10 23 

 Total 6 41 16 63 
 

Table 2.15: Status of VHSNC members, who 

attended VHNDs (in p.c.) 

District ASHA PRI AWW 

EAST 93.7 41.6 93.7 

NORTH 100.0 37.5 83.3 

SOUTH 95.0 31.0 89.3 

WEST 97.8 40.6 92.8 

Total 96.1 38.1 91.2 
 

 

Fund management and utilization: 

All the VHSNCs in all districts maintain a VHSNC account, which are either in a Bank/Post office. The 

bank account is kept with the ASHA, who is the member secretary of the VHSNC. Most of the bank 

accounts were opened under State Bank of Sikkim. But now the ASHAs are requested to open in State 

Bank of India (SBI) due to some technical difficulties in fund transfer to other banks accounts. 

All the VHSNC accounts are joint signatory account. The joint account holders are the PRI, who is 

usually the president of the VHSNC and the ASHA who is the Member Secretary of VHSNC. But in 

some cases as shown in Table 2.16 the AWW or the NGO member are also found as the joint signatories 

of the VHSNC account. 

Different modes of fund transfer were used in all districts (Table 2.17). Out of the 63 fund transferred, 15 

were through cheque, 29 through direct bank transfer and 19 through cash. It is seen that in the West 

District the preference of bank transfer over other mode of fund transfer is notable.   
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Table 2.16: Signatories in the Cheque Book 

District PRI ASHA AWW 

NGO 

Member 

EAST 17 18     

NORTH 6 6     

SOUTH 16 15     

WEST 19 22 1 1 

Total 58 61 1 1 
 

Table 2.17: Mode of receipt of fund during 2015-16 

District Cheque 

Bank 

Transfer Cash Total 

EAST 5 7 6 18 

NORTH 3 1 2 6 

SOUTH 6 2 8 16 

WEST 1 19 3 23 

Total 15 29 19 63 
 

 

The graph 2.1 shows the Percentage of VHSNCs receiving funds of different amounts for the years 2013-

14, 2014-15 & 2014-15.  In the year 2013-14, 9.52 percent of the VHSNCs received funds less than the 

stipulated Rs. 10000/-, 57.14 percent received an amount of Rs.10000/-. In the year 2014-15, 34.92 

percent of the VHSNCs received funds less than Rs.10000/- while 34.92 received Rs. 10000/-. For 2015-

16, 25.33 percent received less than Rs. 10000/- and 44.44 received an amount of Rs. 10000/-.  The data 

could not be obtained 

from many of the 

VHSNCs because the 

ASHAs could not produce 

their bank pass books 

during the visit. 

The utilization of VHSNC 

fund hovers around 90% 

of the fund received as 

shown in Table 2.18. The 

expenditure is seen to be 

below par in North 

District in 2013-14 and 

2014-15 though the fund 

has being utilized well for 

the financial year 2015-16 

in all districts.  

 

Table 2.18: Amount of VHSNC fund received & utilization (in Rs.) 

District 2013-14 2014-15 2015-16 

 

Receipt  Expenditure 

% of fund 

utilization Receipt  Expenditure 

% of fund 

utilization Receipt  Expenditure 

% of fund 

utilization 

EAST 8978 8375 93.28 9803 8532 87.03 8541 6909 80.89 

NORTH 7754 5401 69.65 8333 5960 71.52 8700 8287 95.25 

SOUTH 10000 9535 95.35 7522 7509 99.82 9325 9246 99.15 

WEST 9879 8869 89.77 8445 7645 90.52 9061 8355 92.20 

Total 9464 8449 89.27 8585 7657 89.19 8914 8054 90.35 
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Fig. 2.1.Percentage of VHSNCs receiving funds of different amounts for the years 2013-14, 2014-15 & 
2014-15 
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Maintenance of Records 

Some of the ASHAs have maintained their records/registers very well by even pasting the pictures of 

functions they organized and attended.  An ASHA maintains about 5-6 record books including birth and 

death register, village health register, survey register, immunization register, VHND and VHSNC meeting 

register, ASHA diary, cash book etc. With respect to cash books, 36 of the 63 ASHAs maintains cash 

book, while the other 20 do not maintain a cash book. Data could not be obtained for 7 ASHAs because 

they could not produce the cash book. It is again observed that the maintenance of cash books was much 

better in West district than any other districts as also shown in Table 2.19. Though, 36 ASHAs are found 

maintaining cash book, only 26 ASHAs has updated their cash book after 1st Jan’16. (Table 2.20)  

Each ASHA reported to have a bank account for the VHSNC but a large percentage could not produce the 

bank pass book during the visit with a plea that they did not bring the pass book. Of the ASHAs who 

could produce the pass book, 23 of them have updated their pass book after 1st Jan. 2016. (Table 2.21) 

Table 2.19: Status of VHSNC cash book 

maintenance 

District Yes No 

No 

Data Total 

EAST 11 6 1 18 

NORTH 3 2 1 6 

SOUTH 6 6 4 16 

WEST 16 6 1 23 

Total 36 20 7 63 
 

Table 2.20: Cash book last up dated 

District 

After 1st 

Jan ’16 

1st Oct to 

31st Dec ’15 

Before 30th 

Sept. ’15 

No 

Data Total 

EAST 6 1   11 18 

NORT

H 3     3 6 

SOUTH 3 1 1 11 16 

WEST 14   1 8 23 

Total 26 2 2 33 63 
 

 

Table 2.21: Bank Pass book last updated 

District After 1st Jan 2016 

1st Oct to 31st 

Dec 2015 

Before 30th 

September 2015 

No 

data 

Grand 

Total 

EAST 10 1 1 6 18 

NORTH 3   2 1 6 

SOUTH 1 1 3 11 16 

WEST 9   3 11 23 

Total 23 2 9 29 63 

 

Most of the ASHA maintains a register for recording of meeting proceedings. Out of the 63 ASHAs 58 of 

them maintain the VHSNC meeting register as shown in Table 2.22. Data could not be obtained for 4 of 

them. Table 2.23 shows that 25 ASHAs maintain village health register, 49 maintain birth register and 33 

maintain the death register apart from the other registers they maintain.  

Table 2.22: Availability of Register for 

recording the meeting proceedings 

District Yes No 

No 

data Total 

EAST 15   3 18 

NORTH 5 1   6 

SOUTH 15   1 16 

WEST 23     23 

Total 58 1 4 63 
 

Table 2.23: Status of maintenance of different registers 

  
Village Health 

Register 

Birth 

Register 

Death 

Register 

 District 1 1 1 Total 

EAST 7 12 7 18 

NORTH 4 6 2 6 

SOUTH 4 10 3 16 

WEST 10 21 21 23 

Total 25 49 33 63 
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Monitoring of the VHSNC 

 

The monitoring of VSHNC and its functioning is carried out by the state, district, CHC and PHC officials. 

As shown in Table 2.24, the state level monitoring was done just 6 times in the 63 VHSNCs assessed, 12 

times by the district level officials, 6 times by the CHC level officials and 42 times by the PHC level 

officials. The Lady Health Visitor is usually the one who visits the VHSNC from the PHC level. The 

table also shows the breakup of visits for monitoring of VHSNC by different officials. It is to be noted 

that the monitoring is done much more in West district than any other districts of the state. 

 

Table 2.24: Monitoring of VHSNC functioning in 2015-16 

District State District CHC PHC Total 

EAST 1 3 1 10 18 

NORTH   1   5 6 

SOUTH 1 5 4 8 16 

WEST 4 3 1 19 23 

Total 6 12 6 42 63 

 

 

2. Finding of the AWW/PRI member/others (Any VHSNC member in absence of PRI and AWW) 

The respondents included AWW, the PRI (president of VHSNC) and any VHSNC members in the 

absence of the PRI. The number of the respondents is 88 out of which 48 were AWW, 20 were PRI 

member and another 20 were members of the VHSNC. The compositions of the respondents are shown in 

Table 2.25. 

Majority of the members had many years of experience as a VHSNC member. Out of the 88, 23 (26.1%) 

were members of the VHSNC even before 2010, 54 (61.4%) became members during the period of 2010-

2014 and 7 (8%) of them became members in or after 2015. The remaining 4 were members who have 

ceased to be members now. The year when the members became members of the VHSNC is given in 

Table 2.36. 

 

Table 2.25. Composition of the respondents. 

District AWW PRI Others Total 

 

No. PC No. PC No. PC 

 EAST 16 50.0 10 31.3 6 18.8 32 

NORTH 3 42.9 2 28.6 2 28.6 7 

SOUTH 10 55.6 3 16.7 5 27.8 18 

WEST 19 61.3 5 16.1 7 22.6 31 

Total 48 54.5 20 22.7 20 22.7 88 
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Table 2.26. The year when the respondents become VHSNC Member 

District Before 2010 

 

2010 to 2014 

 

2015 & 

after 

 

Not 

Member 

 

Total 

 

No. PC No. PC No. PC No. PC 

 EAST 8 25.0 20 62.5 2 6.3 2 6.3 32 

NORTH 3 42.9 3 42.9 1 14.3 

 

0.0 7 

SOUTH 6 33.3 9 50.0 1 5.6 2 11.1 18 

WEST 6 19.4 22 71.0 3 9.7 

 

0.0 31 

Total 23 26.1 54 61.4 7 8.0 4 4.5 88 

 

Training on VHSNC: 

Out of the 88 members and AWW who were interviewed, only 39, i.e. 44.3 percent of them were trained 

about the activities to be carried out by the VHSNC. The status of any training on the activities of 

VHSNC attended by the VHSNC member is given in Table 2.27 

Table 2.27. Status of any training on the activities of VHSNC attended by 

the VHSNC member. 

District Yes No Total 

 

No. PC No. PC 

 EAST 15 46.9 17 53.1 32 

NORTH 1 14.3 6 85.7 7 

SOUTH 2 11.1 16 88.9 18 

WEST 21 67.7 10 32.3 31 

Total 39 44.3 49 55.7 88 

 

It is seen from the Table 2.28 that out of the total 88, 85.2% of them were aware of the function of 

VHND carried out by the VHSNC. Only 28.4% of them were aware about the preparing of Village Health 

Plan as a function of VHSNC. For cleanliness drive, 81.1% said they do, 51.1%, 42%, 75% and 52.3% 

respectively said that the function of the VHSNC include birth and death registration, provide emergency 

support to the poor patients, discussion on health related issues and provision of drinking water. The 

knowledge of the PRI/AWW and VHSNC members on major task of VHSNC is shown in Table 2.32. 

Table 2.28. Knowledge of the PRI/AWW and VHSNC members on Major task of VHSNC 

District 
Holding of 

VHND 

Preparing 

the Village 

Health Plan 

Cleanliness 

Drive 

Birth and 

Death 

Registration 

Emergency 

support to 

the poor 

patient 

Discussion 

on health 

related 

issues 

Provision 

of drinking 

water 

Total 

 
No. PC No. PC No. PC No. PC No. PC No. PC No. PC 

 

EAST 24 75.0 3 9.4 25 78.1 9 28.1 10 31.3 19 59.4 12 37.5 32 

NORTH 5 71.4 4 57.1 6 85.7 4 57.1 5 71.4 6 85.7 6 85.7 7 

SOUTH 17 94.4 7 38.9 15 83.3 11 61.1 10 55.6 14 77.8 7 38.9 18 

WEST 29 93.5 11 35.5 26 83.9 21 67.7 12 38.7 27 87.1 21 67.7 31 

Total 75 85.2 25 28.4 72 81.8 45 51.1 37 42.0 66 75.0 46 52.3 88 
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Functioning of the VHSNC: 

Out of the 88 respondents, 58% said that their VHSNCs has specified schedule (a fixed day/date) for 

holding VHSNC meetings. Whereas 42% said their VHSNCs does not have a fix day for holding VHSNC 

meeting. Table 2.29, shows the number and percentage of VHSNCs having specified date/day for 

VHSNC meeting according to the respondents. 

Regarding holding of VHSNC meeting, it is seen that 11 out of the 88 reported to have no idea about the 

number of VHSNC meetings held during 2015-16. 17 of them said there were up to 5 VHSNC meetings 

held and another 17 said the number of meetings was 6 to 10. 43 of them said more than 10 VHSNC 

meetings were held for the year 2015-16. (Table 2.30) 

Table 2.29. Presence of specified schedules for 

holding the VHSNC meeting 

District Yes No Total 

 

No. PC No. PC 

 
EAST 9 28.1 23 71.9 32 

NORTH 6 85.7 1 14.3 7 

SOUTH 8 44.4 10 55.6 18 

WEST 28 90.3 3 9.7 31 

Total 51 58.0 37 42.0 88 
 

Table 2.30. Nos. of VHSNC meetings held during 2015-16 

District 

No Data 

/ No 

meeting 

Up to 

5 

6 to 

10 

10 & 

above Total 

EAST 6 8 8 10 32 

NORT

H 1 

  

6 7 

SOUTH 4 7 3 4 18 

WEST 

 

2 6 23 31 

Total 11 17 17 43 88 
 

 

The VHND is one of the major tasks of VHSNC. In 2015-16, out of the 88 respondents 14 (15.9%) has 

not attended any VHND, 9 (10.2%) has attended up to 50 percent of the VHND, 14 (15.9%) has attended 

from 50 percent to 80 percent of the VHNDs and 51 (58%) has attended more than 80 percent of the 

VHNDs. Table 2.31. shows the number and percentage of respondents who attended VHNDs in 2015-16. 

Table 2.31. PC. of total VHND attended 2015-16 by the VHSNC respondents. 

District No Up to 50 % 51 to 80% 

81 % and 

above Total 

 

No. PC No. PC No. PC No. PC 

 
EAST 8 25.0 3 9.4 4 12.5 17 53.1 32 

NORTH 1 14.3 1 14.3 2 28.6 3 42.9 7 

SOUTH 5 27.8 2 11.1 1 5.6 10 55.6 18 

WEST 

 

0.0 3 9.7 7 22.6 21 67.7 31 

Total 14 15.9 9 10.2 14 15.9 51 58.0 88 

 

Respondent’s Knowledge of VHSNC Fund allocation: 

The VHSNC members are expected to know the funds allocated to the VHSNC. When asked about 

whether they have knowledge about the fund allocations to the VHSNC, 29 (33%) said they had no idea, 

8 (9.1%) said they get less than 10000 and 50 of them (56%) said they get 10000. The members of the 

North District are more aware of the fund allocation to the VHSNC than members in other districts. Table 

2.32, shows the Knowledge of the respondents about Fund allocated to VHSNC. 
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Table 2.32. Knowledge of the respondents about Fund allocated to VHSNC (in Rs.) 

District No idea Less than 10000 10000 Above 10000 Total 

 
No. PC No. PC No. PC No. PC 

 

EAST 10 31.3 5 15.6 16 50.0 1 3.1 32 

NORTH 
 

0.0 1 14.3 6 85.7 
 

0.0 7 

SOUTH 9 50.0 1 5.6 8 44.4 
 

0.0 18 

WEST 10 32.3 1 3.2 20 64.5 
 

0.0 31 

Total 29 33.0 8 9.1 50 56.8 1 1.1 88 

 

VHSNC as an ASHA support structure:  

The VHSNC functions as a support structure to the ASHA in her activities. 68 (77.3%) said they support 

the ASHA in mobilizing community for institutional delivery and timely immunization, 49 (55.7%) said 

they help in the holding of VHSNC meeting and 63 (71.6%) said they help in organizing the VHND. In 

all of the supports, West district is seen to be doing better than the other districts. Table 2.33, shows how 

the VHSNC members (respondents) support their respective ASHA.  

Table 2.33. Ways to support ASHA in her work: 

District 

Mobilizing community for 

institutional delivery & 

timely immunization 

Holding VHSNC 

meeting 
Organizing VHND Total 

 
No. PC No. PC No. PC 

 
EAST 21 65.6 17 53.1 19 59.4 32 

NORTH 5 71.4 4 57.1 6 85.7 7 

SOUTH 16 88.9 6 33.3 15 83.3 18 

WEST 26 83.9 22 71.0 23 74.2 31 

Total 68 77.3 49 55.7 63 71.6 88 

Monitoring of the VHSNC: 

Monitoring of the VHSNC activities is done by the officials from PHSC, PHC etc. 48 (54.5%) of the 

respondents said their VHSNC activities were reviewed by officials whereas 20 (22.7%) said their 

VHSNCs were never reviewed by any authority. 20 (22.7%) respondents were not aware of the same. The 

monitoring is mostly done at the PHC level. 43 of the respondents said that monitoring is done by the 

PHC officials; 6 of them said the monitoring is done by the district level official and 1 by the state level 

official. Table 2.34 shows the status of review of VHSNC activities by authorities. Table 2.35 shows at 

what level the VHSNCs were reviewed or monitored.  

Table 2.34. Status of review of VHSNC activities by authorities 

District Yes No 
Not 

aware  
Total 

 
No. % No. % No. % 

 

EAST 16 50.0 8 25.0 8 25.0 32 

NORTH 6 85.7 
 

0.0 1 14.3 7 

SOUTH 8 44.4 5 27.8 5 27.8 18 

WEST 18 58.1 7 22.6 6 19.4 31 

Total 48 54.5 20 22.7 20 22.7 88 
 

Table 2.35 Level at which the VHSNCs were monitored 

District 
State 

level 

District 

level 

PHC 

level 
Total 

EAST 
 

3 13 32 

NORTH 1 
 

7 7 

SOUTH 
 

2 7 18 

WEST 
 

1 16 31 

Total 1 6 43 88 
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Constraints in the functioning of VHSNC: 

Lack of awareness of the public about VHSNC, low fund allocation and non-cooperation of the VHSNC 

members were some of the constraints in the functioning of the VHSNC as pointed out by the 

respondents. The Table 2.36 shows that 26 (29.5%) respondents mentioned lack of public awareness, 49 

(55.7%) respondents said about low fund allocation and 8 (9.1%) respondents told about non-cooperation 

of the VHSNC members are the constraints the VHSNCs face.   

Table 2.36.  Constraints in functioning VHSNC 

District 
Lack of Public 

Awareness 

Low fund 

allocation 

Non-cooperation from 

the VHSNC members. 
Total 

 
No. PC No. PC No. PC 

 
EAST 8 25.0 16 50.0 5 15.6 32 

NORTH 3 42.9 5 71.4 1 14.3 7 

SOUTH 6 33.3 10 55.6 2 11.1 18 

WEST 9 29.0 18 58.1 
 

0.0 31 

Total 26 29.5 49 55.7 8 9.1 88 

 

 

 

3. Findings from interviews with ANMS: 

The ANM and the ASHA works together in close coordination helping each other carry out the functions 

of the health system. The views of the ANM and her role in VHSNC are important. 43 ANMs who were 

in-charge of different VHSNCs were interviewed. The findings from the interviews are given below: 

Background information: 

The ANMs at the PHSC and the PHC are the ones, who work very closely with ASHAs. At the PHSC 

level the average number of VHSNCs/ASHAs under each ANM is 3.5 whereas that of the ANM at the 

PHCs is 8.4. In South district, the Jorethang CHC has an ANM who is in-charge of 20 ASHAs. In East 

District hospital an ANM is in-charge of 13 ASHAs. (Table 2.37) 

Each health facility has a number of VHSNCs functioning under it. The south district CHC i.e. Jorethang 

CHC has 35 VHSNCs under the facility. In East, the average number of villages under each PHC is 13.8 

for the whole of Sikkim. In East District the average number of villages under each PHC is 17. In North 

and South it is 13.3 and 13 respectively. In west District the average number is 6.7. Under the PHSC 

(Public Health Sub-Centre) the average number of villages is 4.8. In North District the average number of 

villages under each PHSC is 9. (Table 2.38) 

The average number of VHSNCs functioning under each health facility is given in the Table 2.39. Under 

the PHC, the average number of VHSNC is 8 and under the PHSC is 3.5. In South District the average 

number of VHSNCs under each PHC is much higher than that of other districts at 14.5 per PHC. 
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Table 2.37. Average of Number of ASHAs per ANM 

 
Type of the facility: 

District: CHC DH PHC PHSC Total 

EAST 
 

13.0 13.3 3.0 6.9 

NORTH 
  

6.3 3.0 5.5 

SOUTH 20.0 
 

6.5 2.8 6.3 

WEST 
  

7.0 4.1 5.2 

Average 20.0 13.0 8.4 3.5 6.0 
 

Table 2.38. Average number of villages under each facility 

District Type of the facility: 
 

 
CHC DH PHC PHSC Total 

EAST 
 

17.0 17.0 4.4 9.8 

NORTH 
  

13.3 9.0 12.3 

SOUTH 35.0 
 

33.0 6.0 17.9 

WEST 
  

6.7 4.4 5.3 

Total 35.0 17.0 13.8 4.8 9.4 
 

 

Table 2:39. Average number of VHSNC functioning under each facility 

District Type of the facility 
 

 
CHC DH PHC PHSC Total 

EAST 
 

15.0 7.7 3.0 5.9 

NORTH 
  

6.3 3.0 5.5 

SOUTH 20.0 
 

14.5 2.8 8.6 

WEST 
  

7.0 4.1 5.2 

Total 20.0 15.0 8.0 3.5 6.0 

 

 

Capacity building of the ANM on VHSNC: 

Of the 43 ANMs interviewed, 25 ANMs i.e, 58.1% of them were trained on the activities and role of 

VHSNCs. The percentage is highest in West district at 77.8% and the lowest in North where only 1 out of 

the 4 ANMs interviewed were trained. (Table 2.40)  

As shown in the table 2.41, trainings of the ANMs on VHSNCs were conducted mostly in 2013, 2014 

and 2015 when a combined of 17 trainings were conducted, 8 of them in 2014. In 2016 only 2 trainings 

were conducted. 

Table 2.40: Training of ANM on the activities 

of VHSNC 

District Yes No Total 

EAST 7 7 14 

NORTH 1 3 4 

SOUTH 3 4 7 

WEST 14 4 18 

Total 25 18 43 
 

Table 2.41: Status of training conducted  

District 
2010 & 

before 
2012 2013 2014 2015 2016 

Total 

Trained 

EAST 2 
 

2 3 
  

7 

NORTH 
 

1 
    

1 

SOUTH 
   

2 1 
 

3 

WEST 1 2 2 3 4 2 14 

Total 3 3 4 8 5 2 25 
 

 

Knowledge of ANM about VHSNC 

The ANMs works in close collaboration with the ASHA and knows the functioning of the VHSNC. 90.69 

percent (39 out of the 43) said that the VHSNCs suppose to carry out VHND. 55.8 percent of them said 

the VHSNC should prepare the village health action plan. 93.02 said cleanliness drive is to be carried out, 
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55.8% said birth and death registration, 48.8% said emergency support to poor patients, 74.4% said 

discussion on health related issues and 69.76% said the VHSNCs should carry out provision of drinking 

water. (Table 2.42) 

In regard to fund allocation, only 30 of the 43 ANMs were aware about how much funds the VHSNCs are 

supposed to receive.  Even though West district is performing better than others, 3 out of the 18 of them 

interviewed were not aware of fund allocation to VHSNCs. (Table 2.43) 

Asked as to how the funds were provided to the VHSNCs, 4 of the 43 were simply not aware. 18 of them 

say the funds are transferred through bank transfer, 13 said cheques were provided and 8 said the 

VHSNCs were provided funds through cash. (Table 2.44) 

Table 2.42. Number of ANMs having knowledge about major task of VHSNC 

District 
Holding 

of 

VHND 

Preparing 

the Village 

Health 

Plan 

Cleanliness 

Drive 

Birth and 

Death 

Registration 

Emergency 

support to 

the poor 

patient 

Discussion 

on health 

related 

issues 

Provision 

of 

drinking 

water 

EAST 14 3 14 4 5 8 10 

NORTH 4 3 4 2 1 3 2 

SOUTH 6 5 6 6 4 6 6 

WEST 15 13 16 12 11 15 12 

Total 39 24 40 24 21 32 30 

Percentage 90.69 55.8 93.02 55.8 48.8 74.4 69.76 

 

Table 2.43. Knowledge of ANMs on fund allocated 

to VHSNC (in Rs.) 

District 10000 Not aware  Total 

EAST 10 4 14 

NORTH 1 3 4 

SOUTH 4 3 7 

WEST 15 3 18 

Total 30 13 43 
 

Table 2.44. Knowledge of  mode of providing fund to VHSNC 

District Cheque 
Bank 

Transfer 
Cash 

Not 

aware 
Total 

EAST 2 7 3 2 14 

NORTH 3 
 

1 
 

4 

SOUTH 4 1 1 1 7 

WEST 4 10 3 1 18 

Total 13 18 8 4 43 
 

 

6 out of the 43 ANMs were not aware whether or not the VHSNCs under them received funds for the year 

2015-16, 35 of them said the VHSNCs have received and 2 said the funds were not received. (Table 2.45) 

Table 2.45. Status of VHSNC funds received during 2015-16 

from NHM 

District Yes No 
Not 

aware  
Total 

EAST 10 2 2 14 

NORTH 2 
 

2 4 

SOUTH 7 
  

7 

WEST 16 
 

2 18 

Total 35 2 6 43 
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Role of ANMs in the functioning of VHSNCs: 

The attendance of ANM in the VHSNC meetings adds value and knowledge to the meetings. 36 of the 43 

ANMs interviewed have attended at least 1 VHSNC meetings in the last 6 months. It is noteworthy that in 

West District, all the ANMs have visited the VHSNC meeting at least once in the last 6 months which is 

not the case with other districts. (Table 2.46) 

Twenty-eight of the 43 said that they help the ASHA in mobilizing community for institutional delivery 

and timely immunisation. 33 of them said they help the ASHA in holding VHSNC meetings and 40 said 

they help in organizing the VHND. (Table 2.47) 

Table 2.46. Attendance of ANM in any VHSNC 

meeting in last six months (Jan to June 16) 

District Yes No Total 

EAST 12 2 14 

NORTH 2 2 4 

SOUTH 4 3 7 

WEST 18 
 

18 

Total 36 7 43 
 

Table 2.47. Ways ANM supports the ASHA in her work 

District 

Mobilizing community 

for institutional delivery 

& timely immunization 

Holding 

VHSNC 

meeting 

Organizing 

VHND 
Total 

EAST 9 11 13 14 

NORTH 2 2 3 4 

SOUTH 5 6 7 7 

WEST 12 14 17 18 

Total 28 33 40 43 
 

 

 

Role of ANM in monitoring of VHSNC 

Thirty-three of the ANMs said that they review the VHSNC activities while 10 ANMs said, they have not 

done so. (Table 2.48) Twenty-seven of the ANMs said that they were aware of the reviews of VHSNCs 

done by other officials. 11 ANMs said other reviews of the VHSNCs are not done apart from what they 

have done and 5 ANMs were not aware of the same. (Table 2.49) 

Table 2.48. Status of ANM to review the VHSNC 

activities 

District Yes No Total 

EAST 6 8 14 

NORTH 3 1 4 

SOUTH 6 1 7 

WEST 18 
 

18 

Total 33 10 43 
 

Table 2.49. Awareness of the ANMs for reviews of 

VHSNCs done by other officials.  

District Yes No 
Not 

aware 

Grand 

Total 

EAST 8 5 1 14 

NORTH 3 
 

1 4 

SOUTH 2 3 2 7 

WEST 14 3 1 18 

Total 27 11 5 43 
 

 

Issues and Challenges facing the functioning of VHSNCs: 

On issues and challenges faced by the VHSNCs, 9 of the total 43 ANMs said that lack of awareness of the 

public about VHSNCs is a problem, 11 said, lack of fund impedes the functioning and 5 of them said that 

the non-cooperation among VHSNC members impedes the its functioning. (Table 2.50). 
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Table 2.50. Issues and challenges faced in functioning of VHSNC 

District 

 Lack of 

Public 

Awareness 

Low fund 

allocation 

Non-cooperation from the 

VHSNC members. 
Total 

EAST 1 3 2 14 

NORTH 
 

2 3 4 

SOUTH 3 5 2 7 

WEST 5 11 5 18 

Total 9 21 12 43 

 

 

4. Findings of household interviews 

The views of the households on the VHSNC are important in assessing the functioning of the VHSNC. 

Eight households from each of the 73 VHSNCs were interviewed. The mothers were the usual respondent 

from all households. As the role of VHSNC in the health programmes related to pregnant mothers and 

children is huge, therefore, attempt was made to include at least 3 specific households with a pregnant 

mother or a child less than 1 years of age out of the 8 households from each VHSNC interviewed. In 

some of the VHSNCs, interviews could not be carried out in all the 8 households planned and thus the 

total households interviewed are 570. The findings from the household interviews are listed below.  

Background information of the households surveyed: 

The number of households under BPL was 350 Nos., accounting for 61.4 percent of all households 

interviewed. The remaining were either not aware of their BPL status or they belong to APL. (Table 2.51) 

Some of the respondents of the household survey are members of the VHSNC. 8.6 percent of the 

respondents are reported to be members of the VHSNC of the village they belong to. (Table 2.52) 

Table 2.51. Number of BPL family among the 

respondents 

District Yes No Total 

  No. PC No. PC   

EAST 111 61.3 70 38.7 181 

NORTH 42 76.4 13 23.6 55 

SOUTH 75 54.0 64 46.0 139 

WEST 122 62.6 73 37.4 195 

Total 350 61.4 220 38.6 570 
 

Table 2.52. Respondent’s association with VHSNC 

(whether the respondent is a member of the VHSNC) 

District Yes No Total 

  No. PC No. PC   

EAST 12 6.6 169 93.4 181 

NORTH 4 7.3 51 92.7 55 

SOUTH 10 7.2 129 92.8 139 

WEST 23 11.8 172 88.2 195 

Total 49 8.6 521 91.4 570 
 

 

Knowledge of the Respondent about VHSNC: 

When enquired about whether they are aware about the existence of VHSNC, 76.8 percent of the 

respondents replied in affirmation whereas the remaining 23.2 percent had no idea about its existence. 

The break-up of the percentage for each of the districts is given in the Table 2.53. It is to be noted that in 

North district, the percentage of respondents who are aware of the VHSNC stands at 90.9 percent which 

is much higher than the remaining districts. 
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The common people associated with the VHSNC are the ASHA, PRI member, AWW, ANM etc. The 

VHSNC is also sometimes referred to as the ASHA committee. Therefore, good percentages of the 

respondents’ i.e., 72.1% are aware that the ASHA is associated with VHSNC whereas only 33.2%, 20% 

and 20.9% of the respondents, had knowledge of the association of VHSNC with AWW, PRI member 

and ANM respectively. (Table 2.54) 

 

Table 2.53. Awareness of respondents about 

VHSNC of their respective villages 

District Yes No Total 

  No. PC No. PC   

EAST 119 65.7 62 34.3 181 

NORTH 50 90.9 5 9.1 55 

SOUTH 107 77.0 32 23.0 139 

WEST 162 83.1 33 16.9 195 

Total 438 76.8 132 23.2 570 
 

Table 2.54. Knowledge of respondents on people associated with 

VHSNC 

District ANM     ASHA 
  PRI 

member 
 AWW Total 

 
No. PC No. PC No. PC No. PC   

EAST 39 21.5 113 62.4 36 19.9 30 16.6 181 

NORTH 10 18.2 49 89.1 10 18.2 25 45.5 55 

SOUTH 36 25.9 95 68.3 29 20.9 52 37.4 139 

WEST 34 17.4 154 79.0 39 20.0 82 42.1 195 

Total 119 20.9 411 72.1 114 20.0 189 33.2 570 
 

 

Functioning of VHSNC: 

Meetings 

The number of respondents, who has been part of any of the VHSNC meetings for the year 2015-16 

stands at 292, which is 55.9 percent of all respondents. Some of the respondents were member of the 

VHSNC in their village and therefore should be part of the meeting. But it accounted for only 8.6% of the 

total respondents as seen in the above finding. The number of respondents who had been part of the 

VHSNC meeting is because of the fact that the VHSNC meeting is frequently done sending out invitation 

to all villagers who could be part of the meeting. (Table 2.55) 

The major topics discussed during the VHSNC meetings include cleanliness and sanitation, village health 

plan and VHND. 42.6 percent of the respondents who attended VHSNC meetings said that cleanliness 

drive was one of the major issue discussed. 41.2 percent said the meeting also discussed about sanitation. 

17 percent of the respondents, who attended the VHSNC meetings, said that the meeting dealt on village 

health plan and another 7.9 percent said VHND was discussed in meeting. (Table 2.56) 

Table 2.55. Respondents attendance in any 

VHSNC meeting during 2015 – 2016  

District Yes No Total 

  No. PC No. PC   

EAST 81 44.8 100 55.2 181 

NORTH 35 63.6 20 36.4 55 

SOUTH 67 48.2 72 51.8 139 

WEST 109 55.9 86 44.1 195 

Total 292 51.2 278 48.8 570 
 

Table 2.56. Major topics discussed during the VHSNC meeting 

District VHND 

Village 

Health 

Plan 

Cleanliness 

drive 
Sanitation  Total 

  No. PC No. PC No. PC No. PC   

EAST 5 2.8 30 16.6 66 36.5 70 38.7 181 

NORTH 3 5.5 12 21.8 26 47.3 34 61.8 55 

SOUTH 6 4.3 11 7.9 54 38.8 54 38.8 139 

WEST 31 15.9 44 22.6 97 49.7 77 39.5 195 

Total 45 7.9 97 17.0 243 42.6 235 41.2 570 
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Promotion of Health and related activities by the VHSNCs: 

The VHSNC members especially the ASHA circulate the information about different govt. schemes to the 

people. In Table 2.57 it is shown that 78.5 percent of the respondents received such information from the 

VHSNC members. Table 2.58 shows that 23.7 % of the respondents received information about JSSK, 

66.1% about JSY, 31.6% about CATCH programme and 17% about family planning through VHSNCs. 

The ASHAs and the VHSNC members also have their role in the promotion of health in the village. 92.3 

percent of the respondents said that the VHSNC members suggested them to visit health facilities during 

illness. 92.1 percent of the respondents were advised to boil water for drinking, 89.6 percent of the 

respondents said that the VHSNC members discussed the ill effects of unhealthy living conditions and 

88.6 percent were told about the ill effects of alcoholism. (Table 2.59) 

Table 2.57. Information about Govt. scheme 

received by the respondents from any 

VHSNC members. 

District Yes No Total 

  No. PC No. PC   

EAST 109 60.2 72 39.8 181 

NORTH 43 78.2 12 21.8 55 

SOUTH 100 71.9 39 28.1 139 

WEST 153 78.5 42 21.5 195 

Total 405 71.1 165 28.9 570 
 

Table 2.58. Information about different health schemes obtained by the 

respondents from the VHSNC members 

  JSSK  JSY  
CATCH 

programme  

Family 

Planning  
Total 

District No. PC No. PC No. PC No. PC   

EAST 26 14.4 100 55.2 54 29.8 45 24.9 181 

NORTH 16 29.1 39 70.9 17 30.9 6 10.9 55 

SOUTH 34 24.5 90 64.7 54 38.8 22 15.8 139 

WEST 59 30.3 148 75.9 55 28.2 24 12.3 195 

Total 135 23.7 377 66.1 180 31.6 97 17.0 570 
 

 

Table 2.59. Information about different health issues given by ASHA/ VHSNC members to respondents 

 

Suggested for 

visiting health 

facility during 

illness 

 

Advised to 

boil water 

for drinking 
 

Discussed 

about ill effect 

of unhealthy 

living 

conditions 

 

Discussed 

about 

alcoholism 

and its ill 

effects 

 
Total 

District No. PC No. PC No. PC No. PC 
 

EAST 155 85.6 155 85.6 146 80.7 142 78.5 181 

NORTH 54 98.2 55 100.0 54 98.2 54 98.2 55 

SOUTH 126 90.6 126 90.6 124 89.2 122 87.8 139 

WEST 191 97.9 189 96.9 187 95.9 187 95.9 195 

Total 526 92.3 525 92.1 511 89.6 505 88.6 570 

 

Activities carried out by the VHSNCs: 

Some of the major activities carried out by the VHSNC in the village are given in the Table 2.60. 76.3 

percent of the respondents said that the VHSNC carried out village cleaning in the last 2 years, 75.6% 

said sanitation works were carried out, 80% said health camps were conducted and 38.9 percent of the 

respondents said they received financial assistance from the VHSNC during their illness.  
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Table 2.60. Activities done by the VHSNC members in the village 

 

Cleaning of the 

village in the last 

2 years 

Sanitation 

carried out in 

the village last 2 

years 

Health camp or 

other way of 

discussing healthy 

behavior 

Financial help 

by VHSNC 

during illness 

Total 

District No. PC No. PC No. PC No. PC 
 

EAST 122 67.4 123 68.0 132 72.9 81 44.8 181 

NORTH 50 90.9 49 89.1 52 94.5 12 21.8 55 

SOUTH 104 74.8 103 74.1 110 79.1 44 31.7 139 

WEST 159 81.5 156 80.0 162 83.1 85 43.6 195 

Total 435 76.3 431 75.6 456 80.0 222 38.9 570 

 

Village Health Nutrition Day 

Village Health Nutrition Day (VHND) is a very important function of the VHSNC. Most of the VHNDs 

were organised at the anganwadi centre of the village. More than 72 percent of the respondents said that 

the distance to the VHND centre from their residence is less than 1 km. 6.7 percent of the respondents 

said the distance is about 2 kms. 17.9 percent of the respondents could not give an approximate distance 

from their home to the VHND centre. (Table 2. 61) 

All mothers and especially the pregnant and lactating women were expected to attend the VHND. As 

shown in Table 2.62, 78.9 percent of the respondents said they attend the VHND. While 21.1 percent said 

they did not attend the VHND in the village. The North and West districts perform better than the other 

two districts with attendance percentages of 83.6 percent each.   

The people do not simply go to the VHND programme unless they are informed or motivated to attend 

the same. As shown in Table 2.63, 78.6 percent of the respondents said that they were motivated by the 

ASHA to attend the VHND. The AWW also plays a vital role and 39.5 percent of the respondents said 

they were motivated to attend VHND by the AWW. 13 percent of the respondents were motivated by the 

ANM while 2.9 and 4.6 percent by other VHSNC members. Some of the respondents were motivated by 

more than one member of the VHSNC and therefore the excess of summed percentages is over 100. 

Table 2.61. Distance from individual house to VHND site (in KM) 

District 
Less than 

1 
2 3 No data Total 

  No. PC No. PC No. PC No. PC   

EAST 119 65.7 14 7.7 8 4.4 40 22.1 181 

NORTH 46 83.6 1 1.8   0.0 8 14.5 55 

SOUTH 97 69.8 8 5.8 8 5.8 26 18.7 139 

WEST 149 76.4 15 7.7 3 1.5 28 14.4 195 

Total 411 72.1 38 6.7 19 3.3 102 17.9 570 

 

 

 

 

 

Table 2.62. Attendance of respondents at VHND 

District Yes No Total 

  No. PC No. PC   

EAST 132 72.9 49 27.1 181 

NORTH 46 83.6 9 16.4 55 

SOUTH 109 78.4 30 21.6 139 

WEST 163 83.6 32 16.4 195 

Total 450 78.9 120 21.1 570 
 



 

Rapid Assessment of RKS and VHSNC in Sikkim, RRC-NE, MoHFW, GoI,  2016 65 

 

Table 2.63. Motivation to attend the VHND 

  ASHA                                                                                                                                ANM  AWW 
VHSNC 

member 
Total 

District No. PC No. PC No. PC No. PC   

EAST 128 70.7 32 17.7 53 29.3 12 6.6 181 

NORTH 47 85.5 9 16.4 22 40.0   0.0 55 

SOUTH 104 74.8 12 8.6 63 45.3 4 2.9 139 

WEST 169 86.7 21 10.8 87 44.6 10 5.1 195 

Total 448 78.6 74 13.0 225 39.5 26 4.6 570 
 

There are many activities carried out in a VHND. The common activities include ANC services, family 

planning services, Immunization, Counselling, Health talks, display of IEC materials etc. In Table 2.64, it 

is shown that 29.6 percent of the respondents reported to have received ANC services at the VHND. 37 

percent of the respondents said they got family planning services at the VHND. Immunization is seen as 

one very major activity on VHND. 63.9 percent of the respondents said that they received immunization 

services during VHND.  Health talks of different health issues were another major activity in VHND. 

65.8 percent of the respondents said they have heard health talks during VHND. Counselling services 

were also reported by 47.4 percent of the respondents to have received from VHND. Only 16.3 percent of 

the respondents said there was display of IEC materials on VHND. 

The people who attend VHND programmes have different level of satisfaction about the programme. 56.3 

percent of the respondents said that they were fully satisfied with the services, while 26.3% were partially 

satisfied. Only 0.5% said they were not satisfied at all with the services they received at the VHND. 16 

percent of the respondents did not answer to the question either because they have not attended the 

VHND or they have no views about the satisfaction. (Table 2.65) 

Table 2.64. Services availed by respondent during VHND 

  
ANC 

services 

 Family Planning 

Services 

(temporary 

Methods) 

Immunization 

Services 

Counselling 

services 
Health Talk 

Display of 

IEC 

activities 

Total 

District No. PC No. PC No. PC No. PC No. PC No. PC   

EAST 44 24.3 46 25.4 84 46.4 78 43.1 108 59.7 32 17.7 181 

NORTH 11 20.0 28 50.9 41 74.5 22 40.0 46 83.6 9 16.4 55 

SOUTH 48 34.5 46 33.1 92 66.2 72 51.8 91 65.5 16 11.5 139 

WEST 66 33.8 91 46.7 147 75.4 98 50.3 130 66.7 36 18.5 195 

Total 169 29.6 211 37.0 364 63.9 270 47.4 375 65.8 93 16.3 570 

 

Table 2.65. Satisfaction level with the services provided at VHND 

District Fully Partially 
Not 

satisfied 
NO IDEA No data Total 

  No. PC No. PC No. PC No. PC No. PC   

EAST 90 49.7 48 26.5 2 1.1 3 1.7 38 21.0 181 

NORTH 26 47.3 25 45.5   0.0   0.0 4 7.3 55 

SOUTH 79 56.8 33 23.7 1 0.7 2 1.4 24 17.3 139 

WEST 126 64.6 44 22.6   0.0   0.0 25 12.8 195 

Total 321 56.3 150 26.3 3 0.5 5 0.9 91 16.0 570 
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Monitoring of activities by the VHSNCs 

Only 50.5 percent of the respondents were aware of any monitoring activities carried out by the VHSNC. 

In North district 67.3 % of the respondents were aware of the same where as in the other districts the 

awareness is 48-49 percent. (Table 2.66) 

Some of the activities monitored by the VHSNCs are given in Table 2.67. Only 10 percent of the total 

respondents said that the VHSNCs monitor the services provided at the health facilities. 27.7 percent of 

the respondents said VHSNCs monitor MGNREGA activities, 27 percent said it monitors Mid-day meal 

scheme, 17 percent said it monitors access to clean toilet and 28.9 percent said it monitors safe drinking 

water. Only 4.4 and 0.5 percent of the respondents said that the VHSNC monitors the AWC services and 

rations from PDS respectively. 

Table 2.66. Awareness of the monitoring activities conducted by VHSNC 

District Yes No Total 

  No. PC No. PC   

EAST 89 49.2 92 50.8 181 

NORTH 37 67.3 18 32.7 55 

SOUTH 68 48.9 71 51.1 139 

WEST 94 48.2 101 51.8 195 

Total 288 50.5 282 49.5 570 

 

Table 2.67. Activities monitored by the VHSNC committee 

  

Services 

provided at 

the Health 

Facility 

MGNREGA 
       Rations 

from PDS 

  Mid-day 

Meal 

scheme 

 AWC 

services 

       Access 

to clean 

toilet 

Safe 

drinking 

water 

Total 

District No. PC No. PC No. PC No. PC No. PC No. PC No. PC   

EAST 19 10.5 34 18.8 1 0.6 16 8.8 3 1.7 41 22.7 70 38.7 181 

NORTH 7 12.7 25 45.5 1 1.8 27 49.1 4 7.3 8 14.5 17 30.9 55 

SOUTH 10 7.2 33 23.7   0.0 36 25.9 6 4.3 25 18.0 33 23.7 139 

WEST 21 10.8 66 33.8 1 0.5 75 38.5 12 6.2 23 11.8 45 23.1 195 

Total 57 10.0 158 27.7 3 0.5 154 27.0 25 4.4 97 17.0 165 28.9 570 

 

VHSNC in relation to Pregnant Mother and Mothers with child below 1 year 

The number of pregnant mothers and mother with child less than 1 year of age interviewed is 210. Out of 

210 the mothers up to 19 years of age is 6.7 percent, 20 to 24 years is 32.9 percent, 25 to 29 is 31 percent 

and 30 & above is 29.5 percent. (Table 2.68) 

Table 2.68. Age of the mother (in years) 

District Up to 19 20 to 24 25 to 29 30 & above Total 

  No. PC No. PC No. PC No. PC   

EAST 1 1.6 21 34.4 19 31.1 20 32.8 61 

NORTH 1 4.5 7 31.8 12 54.5 2 9.1 22 

SOUTH 5 8.8 23 40.4 14 24.6 15 26.3 57 

WEST 7 10.0 18 25.7 20 28.6 25 35.7 70 

Total 14 6.7 69 32.9 65 31.0 62 29.5 210 
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87.1 percent of the mothers said the ASHA helped them in seeking medical help during their pregnancy. 

This percentage is 100% in North District (Table 2.69). The role of ASHA includes escorting the mother 

to the facility, providing medicines, home visits, advice to immunize the baby etc. 67.1 percent of the 

mothers said they were escorted by the ASHA to hospital, 83.3 percent said the ASHA gave them 

medicines, 72.9 percent of the mothers were visited at home by the ASHA and 83.8 percent were advised 

by the ASHA to immunize the baby (Table 2.70). 

Table 2.69. Help from ASHA in seeking 

medical advice 

District Yes No Total 

  No. PC No. PC   

EAST 53 86.9 8 13.1 61 

NORTH 22 100.0 0 0.0 22 

SOUTH 48 84.2 9 15.8 57 

WEST 60 85.7 10 14.3 70 

Total 183 87.1 27 12.9 210 
 

Table 2.70. Role of ASHA in mothers seeking help 

  

Escorted you to 

SC/PHC/CHC/DH 

to get care 

Gave 

Medicines  

Made 

Home Visit  

Advise to 

immunize 

baby 

Total 

District No. PC No. PC No. PC No. PC   

EAST 46 75.4 51 83.6 38 62.3 54 88.5 61 

NORTH 18 81.8 21 95.5 22 100.0 20 90.9 22 

SOUTH 30 52.6 45 78.9 40 70.2 48 84.2 57 

WEST 47 67.1 58 82.9 53 75.7 54 77.1 70 

Total 141 67.1 175 83.3 153 72.9 176 83.8 210 
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Discussion  

Formation and Composition: 

 

Most of the VHSNCs were formed in the year 2008. Some VHSNCs were established as early as 2005. 

This is an indication of the commitment and seriousness of the Government of Sikkim in the 

implementation of government programmes. Thus, VHSNCs have been functioning for some years now. 

The number of members of VHSNCs in Sikkim is largely uniform at 10. Though, the guideline has 

stipulated a minimum of 15 VHSNC members, the number of average members in Sikkim at 10 seems to 

be doing well but state can work to re-constitute VHSNCs as per guideline of MoHFW, GoI.  

 

The representation of females in the VHSNC is seen to be good.  In 50 of the VHSNCs out of the 73, the 

number of female members is in the range of 5 to 8. This means that the number of female members in 

VHSNCs is within the range of 50% - 75%.  

 

Most of the VHSNCs has the PRI as the president and the ASHA as the Member Secretary as given in the 

guideline. It was also noticed that there were some exceptions where the President is not the PRI member 

but a businessman or a teacher is. Though the PRI, being the president would be always ideal; as long as 

the VHSNC is functioning well and PRI as President should be advocated for. The fact that the PRI is 

always busy with other works and could not attend the meetings regularly argues in this favour. 

 

Majority (875) of the members have become members of their respective VHSNCs before 2015. This 

means that the members were stable and thus gives stability to the VHSNC. Experience will make the 

members more aware of their roles and duties. But the stagnation of VHSNC members also needs to be 

checked if the members are not active. New members can bring new perspectives to the VHSNC. 

Training and capacity buildings 

 

The ASHAs maintains that they continuously impart and orient the functions of the VHSNC to her 

members. Out of the 63 ASHAs interviewed, 53 of them responded that the members of the VHSNCs 

were trained on their roles and responsibilities.  

 

When the PRI/AWW and any other members of the VHSNCs (all members of the VHSNC) were 

interviewed, it was found that only 44.3 percent responded to have being trained. This needs attention. 

The fact that less than 50% of the members of the VHSNC members interviewed not trained on VHSNC 
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is a serious concern, which needs to be addressed, despite the claims of the ASHAs. This difference could 

be because the PRI who is a major respondent not attending the VHSNC training due to his busy 

schedules. Still, this needs to be looked into so that all the members, especially the PRI who is the 

President of the VHSNC are trained at the earliest.  

 

Functioning of the VHSNC 

 

i.) Meetings 

Few of the VHSNCs in Sikkim maintain a fixed date to hold the VHSNC meeting. This is a trend which 

needs to be emulated by other VHSNCs which does not maintain a fixed date for VHSNC meetings. 

Having a fixed date/day will help the members plan their activities accordingly.  

The regularity of meetings was also seen to be above average. The average VHSNC meetings held in a 

year for the year 2013-14, 2014-15 and 2015-16 stands at 6.9, 8.4 and 8.5 respectively. In 2016, it is seen 

that 57 out of the 63 VHSNCs have meetings more than or equal to 6 (for 6 months) which is a positive 

trend. Only 6 of the 63 VHSNCs could not have monthly regular meetings. 58.7 percent (37 of the 63 

VHSNCs) of the VHSNCs has meetings monthly and 20.6 percent (13 of 63) quarterly. The regularity of 

holding meetings is found to be more in West District. This is a good sign of the proper functioning of the 

VHSNCs. Though some of the VHSNCs need to be encouraged to hold the meetings more regularly, it is 

good to observe that most of the VHSNCs constituted are properly functional with regular meetings. 

The attendance of the President/PRI in the meetings of the VHSNC has being minimal. The busy 

schedule of the PRI has being blamed for the same. Means should be explored so that the PRI finds time 

for the VHSNC meetings. Many important decisions regarding the health of the village is discussed in the 

VHSNC meetings. The importance and seriousness of the VHSNC should be made clearly known to the 

PRI so that s/he starts considers VHSNC seriously.  

ii.) Activities of VHSNC 

------ Village Health Nutrition Day 

The VHND is one of the major tasks of VHSNC. Sixty-two out of the Sixty-three VHSNCs carry out the 

VHND programme. The attendance of the ASHA, ANM and the AWW are found to be good. The VHND 

is mostly held at the AWC. The collaboration between the ASHA, ANM and the AWW is found to be 

very cordial and effective. The activities on VHND are collectively done and are carried out well in all 

villages. The involvement of the other VHSNC members on VHND can be improved. The pairs giving 

health education and information could go well with some of the villagers who are not in good terms with 

the ASHA or ANM. 
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Out of the people, who attended the VHND 56.3% were fully satisfied with the services provided at the 

VHND whereas 26.3% were partially satisfied. This may need to be studied deeper to understand as to 

why some of them were not satisfied. This gap can be filled by active participation of the VHSNC 

members so that all the people coming to VHND are attended to.  

 

Information dissemination 

The VHSNC members especially the ASHA pass the information about different govt. schemes to the 

people. It was seen that 78.5 percent of the households interviewed has heard about different health 

programmes from the ASHA and VHSNC members, which needs to be appreciated. More needs to be 

done through the active involvement of the other VHSNC members apart from the ASHA. 

Other activities 

Other major activities carried out by the VHSNC include cleaning of the village, village road, drainage 

etc. Many of the VHSNCs involve the whole village in cleaning the water source to the village. It is a 

good initiative that all the community members are involved in activities that are beneficial for the 

community. Such activities, where all the community members can get involved need to be taken up by 

the VHSNC. The VHSNCs members also help in finding vehicles for patient’s referral to health facilities 

and provision of financial support to the poor patients. These are activities worth emulating. 
 

Two very important functions of the VHSNC viz. community monitoring of health facilities and village 

health action plan is found to be lacking. The VHSNC is an empowered body which can monitor the 

health facilities in their villages. This power of the VHSNC should be fully utilized. The ultimate aim of 

VHSNC is to come up with the village health plan/village health action plan. This activity is lacking in 

most of the VHSNCs. One of the important reasons is the poor technical knowledge of the members. The 

other is the lack of knowledge of members about VHSNC’s functions. Only 28.4% of PRI/AWW/Other 

members of VHSNC were aware about the preparation of Village Health Plan as a function of VHSNC. 

The ANM needs to get involved into this and guide the VHSNC in framing of the village action plan. 

Maintenance of Records 

 

The records of the ASHAs were reviewed during the study. Many of the ASHAs have maintained their 

record very well. An ASHA maintains about 5-6 record books including birth and death register, village 

health register, survey register, immunization register, VHND and VHSNC meeting register, ASHA 

dairy, cash book etc. This is a good sign that the ASHA and VHSNCs are functioning well. Cash book 

maintenance was seen in 36 of the 63 ASHAs. This needs to be increased. The ways of maintaining a 

cash book needs to be incorporated in the ASHA training or reorientation of ASHAs.   
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Fund Management and utilization 

 

Different modes of fund transfer were used in all districts. Cash transfer was also still found to be 

practised in some of the VHSNCs. Though the percentage is not huge and there are reasons such as non 

availability of bank account, easily handed over during meetings etc., this practise is not encouraged on 

accountability point of view. Effort must be made to shift the fund transfer mode to cheque or bank 

transfer as much as possible.  

Some of the VHSNC members had no idea about the fund allocated to their VHSNC. This shows lack of 

transparency on the part of the person handling the fund. This could be also because the member concern 

does not give importance to the VHSNC fund. But steps should be taken so that every member is made 

known of the fund position of their VHSNC.  

Monitoring of VHSNC 

Monitoring of the services by the VHSNCs is observed to be very poor in all districts. This could be due 

to the members not being really aware of their roles and responsibilities and focusing only on VHND. The 

proper monitoring directly relates to the proper functioning of the VHSNCs, which is evident from the 

case of West District. With better monitoring in place the VHSNCs in West District is seen to be 

performing much better than the other districts. This should be emulated by the other districts. 

ANM and the VHSNC 

The ANMs holds a very important role for the success of VHSNC. But, it was seen that only 58.1% of the 

ANMs, who are supposed to oversee the VHSNC functioning are trained on VHSNC. This is a huge issue 

needs attention. The ANM must be well versed on the role and functions of the VHSNC so that any issue 

shall be dealt with promptly. Without being trained about VHSNC, there is no meaning of monitoring of 

VHSNC by the ANM in-charge of the VHSNC. Many of the ANMS were not aware of what funds the 

VHSNCs get. Some were not aware of how much a VHSNC should get, how the funds were provided to 

the VHSNCs and whether the VHSNCs under them have received the fund for the financial year. The 

ANM should be taken into consideration in the transfer of fund to the VHSNC. The ANM also needs to 

be more proactive and should give more importance to the VHSNC in its day to day functioning. 
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SWOT analysis of VHSNC 

Strength Opportunities 

 
1. Formation and composition 

 The commitment of the Sikkim government to 

implement the government programmes. 

 Good size of members average around 10 and 

representation of female members in the 

VHSNCs 

 ASHA, ANM, AWW and PRI as member are 

present in most of the VHSNC. 

 

2. Training and Capacity building 

 Most of the ASHAs are well versed with 

activities related to VHSNC. 

 

3.  Functioning of VHSNC 

 Maintenance of a fixed day for holding VHSNC 

meetings by few of the VHSNC 

 Good coordination between the ASHA, ANM 

and AWW in VHND as well as VHSNC 

activities. 

 The ASHAs were found to be very active in the 

dissemination of information about different 

government schemes. 

 The involvement of the common people in the 

works carried out by the VHSNC such as 

cleaning of the village, drainage, water source etc 

 

4. Maintenance of record 

 Good maintenance of different records/registers by 

the ASHAs 

 

5. Fund management and utilization 

 Availability of bank/post office accounts for all 

VHSNCs. 

 The practice of cheque or bank transfer in many of 

the VHSNCs. 

 

 
1. Formation and composition 

 The VHSNC members may be increased 

incorporating those persons in the village who are 

health professionals to help in technical issues. 

 Explore the other major stakeholders such as 

teachers etc. available in the village. 

 

2. Training and Capacity building 

 ANM and other member of the VHSNC can be 

trained and continuously reoriented. 

 The ASHA may from time to time invite 

district/state trainers to orient the VHSNC 

members about their functions 

 On job training by giving problems to be solved 

during orientation.  

  

3.  Functioning of VHSNC 

 There can be more involvement of the VHSNC 

members in the VHND. 

 Role and responsibilities can be designated to 

other members of VHSNC as well. 

 

4. Maintenance of record 

 Cash books can be maintained by the ASHAs 

 One/two members of the VHSNC may help the 

ASHA in the maintenance records of the VHSNC. 

 

5. Fund management and utilization 

 Funds can be provided on time by the district/state 

 Ways to generate fund can be explored with 

support from the State Govt. 

 

6. Monitoring 

 Monitoring of the health facility by the VHSNC 

could be carried out in consultation with experts. 

 Community Action for Health (Jan Samvad) 

 

 

 

 

 

 

 



 

Rapid Assessment of RKS and VHSNC in Sikkim, RRC-NE, MoHFW, GoI,  2016 73 

 

Weakness Threats 
1. Formation and composition 

 Service users, community based organization 

and pre-existing committee’s membership is 

missing most of the VHSNC. 

 Composition of VHSNC members remains 

same in most of the VHSNC since 

establishments. 

 

2. Training and Capacity building 

 Most of the members of the VHSNC were not 

trained on VHSNC and those existing 

members were not reoriented. 

 ANMs who suppose to play a key role in the 

functioning and monitoring of VHSNCs are 

not trained on the VHSNC. 

 

3.  Functioning of VHSNC 

 The minimal attendance of PRI member in the 

VHSNC meetings. 

 Lack of involvement of other members of the 

VHSNC in the VHND 

 Lack of Community monitoring of the health 

facilities and developing the village health 

action plan in most VHSNCs 

 The lack of involvement of the ANM in the 

VHSNC meetings and the development of 

village health action plan. 

 

4. Maintenance of record 

 Cash book was not maintained by many of the 

ASHAs 

 Village Health Register maintenance was very 

poor among the ASHAs. 

 

5. Fund management and utilization 

 Practice of cash transfer in some of the 

VHSNCs 

 Non awareness of the VHSNC members on 

the fund positions of their own VHSNCs. 

 Many of the ANMs who are in-charge of the 

VHSNCs were not aware of the funds been 

transferred to the VHSNCs. 

6. Monitoring 

 Monitoring of the services such as the health 

facilities, national health programs etc. were 

not carried out by the VHSNC 

 The monitoring of the VHSNC by the district 

and state officials were also found to be 

lacking. 

 

1. Formation and composition 

 Left out committees or individuals may feel 

alienated and unwanted which may give raise 

to resistance and non-cooperation. 

 Members of the VHSNCs remain unchanged 

for long. These can be a double edged sword. 

 

 

2. Training and Capacity building. 

 The members are not aware of their roles and 

functions lead to the non-effectiveness of 

VHSNC. 

 ASHA can be directionless if not properly 

guided by ANM especially in the VHND and 

other activities such as the Village health 

action plan. 

 

3. Functioning of VHSNC 

 Non active participation of PRI can lead non-

seriousness of other members. 

 Politically hijack of the programme by the PRI 

members. 

 

 

 

 

 

 

4. Maintenance of record 

 Mismanagement of funds may persist if cash 

book is not maintained. 

 Without Village Health Register there will be 

lacking in need oriented decision may not take 

place in Village Health Planning or Annual 

Health Plan. 

 

5. Fund management and utilization 

 Accountability of the fund details can be 

questionable if not maintained. 

 

6. Monitoring 

 Lack of monitoring can destroy the whole 

purpose of the programme. 
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Recommendations 

Formation and composition 

1. Re-constitution of VHSNC may be done by adhering the guidelines of the MoHFW. But unless 

otherwise indicated, the present average number of 10 members per VHNSC may be maintained. 

Training and capacity building 

2. Training of the existing members about VHSNC needs to be done more rigorously and routinely 

not only leaving to the ASHA to give them orientation about VHSNC. VHSNC members training 

module of MoHFW, GoI may be used by the state. 

3. Training of VHSNC members should invariably focus on the importance of the village health 

action plan and how it is to be prepared to address the health needs of the village. 

4. Training of the ANMs on the roles and functions of VHSNC needs to be carried out immediately. 

5. Training of the ASHAs on the maintenance of the cash book need to be incorporated. 

6. It is to be ensured that during VHSNC members training the PRI members attend the training 

program so that they understand their roles and responsibilities and the expected role to be played 

by the members of VHSNC for his/her village. 

Functioning of VHSNC 

7. Every VHSNC should preferably have a fix day/date for VHSNC meeting so that members are 

aware about the fixed day/date, which will ensure better attendance. 

8. The attendance of the PRI in the VHSNC meeting should be ensured. 

9. The functions of community mobilization of health facility and the framing of village health 

action plan should be carried out by the VHSNC. 

10. VHSNC members should get involved more in the dissemination of information to the villagers. 

Fund management and utilization 

11. Fund transfer to the VHSNC should be made only by bank transfer, as per GoI norms. 

12. The ANM in-charge of the VHSNC should be made aware of the funds provided to the VHSNC. 

13. The expenditure details should be shared during VSHNC meeting so that members are aware 

about the transactions, which will ensure transparency and will motivate members. 

Monitoring  

14. Monitoring and supportive supervision of the VHSNC should be strengthened from the level of 

PHC, CHC to the District and State level. The ASHA Resource Cell of the state / district should 

take lead role in carrying out supportive supervision of VHSNCs regularly. 
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Annexure 

  

  

  
 

Picture 1: Consultative meeting with the Mission Director, 

NHM Sikkim, STNM, Gangtok. 
Picture 2: Pakyong PHC, East District, Sikkim 

Picture 3: Introduction session among Sang PHC members 

and assessment team, East District, Sikkim. 

Picture 4: RRC-NE, Consultants at Gyalsing District 

hospital for RKS assessment. 

Picture 6: Immunization Tracking Board, Phodung 

PHC, North district, Sikkim 

Picture 5: RKS registration certificate of Phodong PHC, 

North District, Sikkim 
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Picture 10: Citizen Charter of Rongli PHC, East 

District, Sikkim. 

Picture 7: RKS funded chair at Dikchu PHC, North 

District, Sikkim 

Picture 8: One of the suggestion/complain box at the 

health facility. 

Picture 9: Pictorial signage at registration counter at 

Gyalsing District hospital, West District, Sikkim. 

 

Picture 11: Water facility provided in most of the facility. Picture 12: Stairs funded from RKS at Sang PHC, 

East District, Sikkim 
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Picture 13: VHSNC account passbook with joint account of 

ASHA and Chairman. 

Picture 14: A well maintained VHSNC meeting 

registers by one of the ASHA with pictures attached on 

the pages. 

 

Picture 15: Dustbin made under VHSNC Bodang, East 

District, Sikkim 

Picture 16. Bilingual signage display for “Anti-Spit 

campaign”in the District hospital. 

 

Picture 17: ASHA diary provided to every ASHA of 

Sikkim. 

Picture 18: Anganwadi centre with children and their 

mother. 
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Picture 19: Diet provision to the in-patients by the 

District health facility staffs. 

Picture 21: On the way to North District from Tashiding, 

West Sikkim a road block being cleared by a JCB. 

Picture 24: Assessment team – State Facilitator, Research 

Fellow and Field investigators. 

Picture 23: Field investigator interacting with woman for 

VHSNC household questionnaires. 

Picture 20: Fellow, RRC-NE, interaction with the MO 

and BPM of Rongli PHC, East District, Sikkim. 

Picture 22: A huge tree blocked the way as the team 

headed for data collection in Soreng, West Sikkim. 
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