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Abstract 
 

Title:  

A STUDY ON EFFECTIVENESS OF FACTORS FOR STRENGHTENING OF VHND IN 
RAIPUR BLOCK (DISTRICT REWA) 

 

Author: 

VenkateshIrugulapati 

 

Back Ground: 

Village Health and Nutrition Days (VHNDs) are a major initiative under the National Rural 
Health Mission (NRHM) to improve access to maternal, newborn, child health and nutrition 
(MNCHN) services at the village level. Across the country, VHNDs are intended to occur in 
every village once a month usually at the AnganwadiCentre (AWC) or other suitable location. 
AWCs are a central feature of the Ministry of Women and Child Development’s flagship 
Integrated Child Development Services (ICDS) programme. VHNDs provide a basket of health 
and nutrition services and counseling to the community on a pre-designated day, time and place. 
VHNDs require convergent actions from the Department of Health and Family Welfare (DHFW) 
and the Department of Women and Child Development (DWCD) at state, district and block 
levels to plan, implement and monitor the programme. Accredited Social Health Activists 
(ASHAs) along with AnganwadiWorkers (AWWs) are responsible for mobilizing the community 
for VHNDs, with support from Panchayat Raj Institutions (PRIs), and holding health education 
sessions. Auxiliary Nurse Midwives (ANMs) provides maternal, newborn and child health 
services such as antenatal care (ANC) and routine immunizations. AWWs provide growth 
monitoring services and referral of children with severe acute malnutrition in addition to 
distributing supplementary nutrition. The presence of all three frontline workers (i.e. AWW, 
ASHA and ANM) is critical for the provision of the intended package of services at VHNDs. 
 
 

Objectives: 

To find the effectiveness of following factors  

1) Supportive Supervision 

2) Capacity building 

3) Facility trainings 

4) Interdepartmental Convergence 

5) Technical Support 
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Methodology: 

Experimental,interventional study design with 24 Villages, AWC/SHC atRaipur block, District 
rewa, Madhya Pradesh.The duration of study is for 3 months (February 2014 to April 2014). The 
respondents for the following study would include the frontline workers (ANM, ASHA and 
AWW) at the VHND session site. Purposive sampling has been taken in the study. Sample is 
selected form 24 VHND sites form 24 Villages as Baseline Data by simple random technique 
and to full fill the purpose of our study I have selected the same sample which is been selected 
for baseline and compare with end line. A sample size of 24 will be taken. VHND is held on 
Tuesdays and Fridays of every week. Thus, in a time period of 3 month, 24 VHND sites have 
been visited. 
 
Results: 
 
The study revealed that the factors had contributed to increase the access, use and quality of 
health and nutrition services atstrengthening of VHND’s. The technical assistance and 
collaboration with district officials has demonstrated the importance and building on existing 
platforms and systems in order to achieve better results. 
 
 
 
Conclusion: 
 
The joint efforts of District and block level officials, the factors such as Supportive supervision, 
Technical support, Capacity building, Facility training had contributed to increase the access, use 
and quality of health and nutrition services at strengthening of VHND’s. The study’s technical 
assistance and collaboration with district officials has demonstrated the importance and building 
on existing platforms and systems in order to achieve results.  

End line survey clearly describes that these factors has showed the effectiveness in strengthening 
of VHND at 24 sites but haven’t achieved to maximum level and program need to concentrate on 
beneficiaries side rather than only from service provider, and socio demographic factors like 
population and education shows some effectiveness for strengthening of program.  One thing 
which we learned using the existing platform, of different programs specially RCH program we 
can improve the program implementation at field level. 
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1.1 Introduction 

Internship is a partofthesecond year program, where we have toobserveand learn the work culture 

of organization.Also it willbe necessaryto participate invarious department/activities so we could 

orientour self with differentdepartments thatgivesus first hand exposure. 

Internship is the process, throughwhichwecan understand process of work and thereafter beable to 

involve in decision making. 

I wasappointed as District VHNDCoordinator atRewa in Madhya Pradesh by Prayas NGO to 

provide technical support to district health and ICDS officials in holding field visits, monitoring of 

VHNDs and other tasks pertaining to strengthening of VHNDs. 

  

 Objective of Internship  

(a) To understand the work pattern of Prayas. 
(b) The next objective of internship was to learn various managerial and administrative skills 

which can effectively implement all the health and health related programmes, overall 

benefit of the community.                                                                                                                                         

(c) To identifyexisting gaps in, service deliveryquality, data collection, analysis and 

implementation of health programsinthe District and to propose probable solutions to them. 

 

 1.2 The key responsibilities undertaken were: 

• Delivery of quality and effective trainings and meetings to be conducted under the project.  
• Provide technical support to district health and ICDS officials in holding field visits, 

monitoring of VHNDs and other tasks pertaining to strengthening of VHNDs.  
• Work in close association with the district NGO implementing partners and guide and mentor 

them on VHND strengthening. 
• Work closely with training teams at different levels in order to identify the support and 

resources they need for strengthening training mechanisms.  
•  Regularity and quality of monthly meetings and other project activities.  
• Develop close working relationships with all project participants and stakeholders at various 

levels to establish a shared vision of the project objectives and envisaged outputs.  
• Facilitate compiling of the data on trainings, review meetings, and VHND assessments and 

quality monitoring. 
 

 

 

1.3 An overview of Rewa District 
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Rewa lies between 24'18 and 25'12 north latitudes and 81'2 and 82'18 east longitudes in the 
north-east of the division of the same name . The district is bounded on the north and east by the 
state of Uttar Pradesh, in the south Sidhi district and in the west with Amarpatan and 
Raghurajnagartahsils of Satna district. In shape the district can be compared to an isosceles 
triangle, with its base along the Satna border and the two longer arms converging towards 
Mauganj in east. 

 

1.3.1 Demographic Profile 

• In 2011, Rewa had population of 2,365,106 of which male and female were 1,225,100 
and 1,140,006 respectively. In 2001 census, Rewa had a population of 1,973,306 of 
which males were 1,016,687 and remaining 956,619 were females. 

• There was change of 19.86 percent in the population compared to population as per 
2001. In the previous census of India 2001, Rewa District recorded increase of 26.90 
percent to its population compared to 1991. 

• Average literacy rate of Rewa in 2011 were 71.62 compared to 62.01 of 2001. If things 
are looked out at gender wise, male and female literacy were 81.43 and 61.16 
respectively. For 2001 census, same figures stood at 75.65 and 47.58 in Rewa District. 
Total literate in Rewa District were 1,441,757 of which male and female were 845,572 
and 596,185 respectively. In 2001, Rewa District had 991,410 in its district.  

• With regards to Sex Ratio in Rewa, it stood at 931 per 1000 male compared to 2001 
census figure of 941. The average national sex ratio in India is 940 as per latest reports 
of Census 2011 Directorate. In 2011 census, child sex ratio is 885 girls per 1000 boys 
compared to figure of 926 girls per 1000 boys of 2001 census data.  

 

1.3.2Health Care Setup 

There one district hospital, nine PHCs, sixteen other PHCs, two eighty three Health Sub Centers. 

They are 2415 villages in district most of them are not having health care facilities. 

 

 

 

 

 1.4 Organizational Background 
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Prayas a non-governmental organization registered under Societies Act of 1860 from Delhi 
administration has been working in many areas of rural poor’s economic and social development 
since 1979. It began its activities from a very small tribal village Devgarh in Pratapgarh district 
of Rajasthan. One of its areas of competency of Prayas is development of models of community-
based monitoring and delivery of health care for people having very limited access to quality 
health care.   

Over the past decade, Prayas has been the nodal organization for a number of multi district and 
state-wide programs in the area of health. In 1982, Prayas is one of the first organizations to be 
handed-over a Primary Health Center (PHC) by the Government of Rajasthan to operate and 
deliver services. Recognizing its work, the Ministry of Health and Family Welfare (MOHFW), 
Government of India has been providing untied support to Prayas since 2005-06 to promote 
women’s health in the state of Rajasthan. Some of the significant projects managed by Prayas 
also include gender sensitization trainings of all the health care providers, improving quality of 
care in health services, community-based monitoring of health services and others.  

Prayas with the support of the WHO modeled a community empowerment in health framework 
which significantly contributed to developing community monitoring strategy under the National 
Rural Health Mission (NRHM). Prayas has also given a model of holistic approach to improve 
health status of the community by its Public Health Empowerment Campaign at Chhoti Sadri 
block of Pratapgarh district. In this campaign, Prayas has created a model of Village Health and 
Sanitation Committee (VHSC) and also given an example of volunteer worker at village level, 
which has been replicated in NRHM as ASHA cadre. Prayas has also facilitated in the 
formulation of district health action plans under NRHM by evolving systems of decentralized 
planning in four districts. Under the DFID-funded MPHSRP, Prayas was supported by the earlier 
MPTAST partner IPE Global to conduct a review of VHNDs in four backward districts of 
Madhya Pradesh in consultation with DFID and the GoMP. Prayas is well positioned to support 
MPTAST/FHI 360 in the strengthening of VHNDs in Madhya Pradesh. 

 

 

 

 

 

 

 

1.5 Services provided by Prayas 
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Main Activities in Health 

• Community empowerment for health and health security 

• Empowerment of adolescents and children for better health 

• Community AIDS awareness programme 

• Capacity building programme for NGO workers 

Economic Empowerment and livelihood issues 

Universalization of quality education 

Gender 

 

1.6Observations of the field visit 

• During my visits to PHC and SC, in general all of them were maintained properly. Having 

spent lot of money from the untied funds to improve the facility, unfortunately the toilets 

and sinks were not maintained properly. 

• Expired medicines were found in the distribution stock. 

• Safe disposal of BMW is not implemented. 

• Syringes were recapped and hub cutters were not used. 

• VHND sessions held are an example of intersectoral convergence of Health and ICDS.  

• Only children were attended during the morning session.ANC is taken up in the afternoon, 

along with Adolescent girls. 

• Height is not measured. 

• Counseling is not observed 
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DISSERTATION REPORT 
 

 
ON 

 

A STUDY ON EFFECTIVENESS OF FACTORS FOR STRENGHTENING 
OF VHND IN RAIPUR BLOCK (DISTRICT REWA) 

 
 

(CHAPTER 2) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Back Ground of Study: 
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The goal of the Madhya Pradesh Health Sector Reform Project (MPHSRP) is to improve the 
health status of people in Madhya Pradesh (MP), especially the poor and the underserved, and 
thereby accelerate the state’s progress towards the MDGs. The purpose is to increase use of 
quality health,nutrition,wash services especially by the poorest people and in underserved areas. 
The MPHSRP has been jointly designed by Government of Madhya Pradesh (GoMP) and UK 
Department for International Development (DFID).The Consortium that provides technical 
assistance to the government of Madhya Pradesh is called Madhya Pradesh Technical Assistance 
and Support Team (MPTAST). 

Village Health and Nutrition Days (VHNDs) are a major initiative under the National Rural 
Health Mission (NRHM) to improve access to maternal, newborn, child health and nutrition 
(MNCHN) services at the village level. Across the country, VHNDs are intended to occur in 
every village once a month usually at the AnganwadiCentre (AWC) or other suitable location. 
AWCs are a central feature of the Ministry of Women and Child Development’s flagship 
Integrated Child Development Services (ICDS) programme. VHNDs provide a basket of health 
and nutrition services and counseling to the community on a pre-designated day, time and place. 
VHNDs require convergent actions from the Department of Health and Family Welfare (DHFW) 
and the Department of Women and Child Development (DWCD) at state, district and block 
levels to plan, implement and monitor the programme. Accredited Social Health Activists 
(ASHAs) along with AnganwadiWorkers (AWWs) are responsible for mobilizing the community 
for VHNDs, with support from Panchayat Raj Institutions (PRIs), and holding health education 
sessions. Auxiliary Nurse Midwives (ANMs) provides maternal, newborn and child health 
services such as antenatal care (ANC) and routine immunizations. AWWs provide growth 
monitoring services and referral of children with severe acute malnutrition in addition to 
distributing supplementary nutrition. The presence of all three frontline workers (i.e. AWW, 
ASHA and ANM) is critical for the provision of the intended package of services at VHNDs. 
 
Service Package for VHND: Maternal Health, Child Health, Family Planning, Reproductive 
Tract Infections and Sexually Transmitted Infection, Sanitation, Communicable Diseases, 
Gender, Ayush, Health Promotion etc. 
 
Issues:Government of India launched a program known as Village Health Sanitation and 
Nutrition Day under this umbrella program was covering almost all maternal health services 
including Services as well as health education to both age group Adolescent & Pregnant 
women’s.  

A proper Anti Natal Care , Intra natal Care , Post Natal Care, Proper delay management, 
vaccination, Nutrition supplementation and management on a single platform which was lacking, 
these all services was coming under various programs because of that a complete coverage of all 
services to needy women was lacking which was effecting the overall progress of RCH program 
in country. But still is it really providing all services in a systemic pattern as what we expected 
during launching this program. There is still gap lying in availability of services at VHND 
platform. 

 
 
 
Literature Review: 
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• The 1978 Alma Ata declaration of highlighted the importance of Primary Health Care 
and the critical role played by Community health Workers (CHW) to link communities to 
the health system. The use of community members to render certain basic health services 
to their communities is a concept that has existed for at least 50 years. There have been 
innumerable experiences throughout the world with programmes ranging from large-
scale, national programmes to community-based initiatives. (1) 
  

• Sessions like VHND are organized in the village at a fixed day, place and time through 
convergent actions by the departments of health and the department of women and child 
development. Due to inadequate dissemination of guideline for conducting outreach 
sessions, health workers often lacked clarity in understanding their role. (2) 
 

• The data reflects that the VHND sessions are being organized as per the immunization 
session roaster of the villages and the services related to immunization are only being 
provided rather than providing all basic health services. (3) 

 
• According to a rapid assessment on VHND was carried out by UNICEF in 2011 indicate 

that VHNDs are conducted on a designated day; however discussions and feedback from 
the community and functionaries show that quality of interaction during VHND sessions 
is not up to the mark. This has an impact on the participation of the community in 
VHND. Quality entails a number of aspects – a) involvement of the organizers (frontline 
workers from health, ICDS, panchayat functionaries and involvement of community 
institutions), b) common understanding amongst all stakeholders about how VHND is to 
be organized and services that are to be offered, c) pre-service mobilization and post 
service follow up, d)  publicity and preparation for the VHND and e) instruments and 
required equipment for VHND f)  motivation amongst FLWs due to over worked 
schedules g) information shared during sessions etc. (4) 

  
• In India, VHND is a priority intervention under the National Rural Health Mission 

(NRHM), Government of India which emerged from attempts to increase coverage of 
basic health and nutrition services in rural areas not served by health facilities. 
 
Inter-sectorial convergence between Health and Nutrition activities is the focus of the 
Village Health Nutrition Day (VHND) program under NRHM of the Ministry of health 
and family Welfare, Government of India. The ASHAs, Angan Wadi Workers, Auxiliary 
Nurse Midwives and the Panchayati Raj Institute members work as a team to ensure that 
services are provided on the VHND. The case can be used to discuss the challenges in 
convergence between various government departments in planning the services to be 
offered on the VHND, generating demand for the services through IEC/counseling and 
actually providing services on the VHND. (5) 
 

 
 
 
 
Rationale: 
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A very few studies has been done on VHND in Madhya Pradesh.VHND were not being 
organized regularly and when they were conducted, VHNDs primarily offered only routine 
immunization and supplementary nutrition instead of the full package of services, often without 
the presence of all three frontline workers. Their need for coordination between DHFW and 
DWCD for strengthening of VNHD.This study is an attempt to know whether these factors show 
ant effectiveness in strengthening. 
  
 
  
Statement of Problem: 

 
• Systems strengthening leads to programme improvements at scale 

 
• Supporting frontline workers is critical for ensuring VHNDs are reaching the community 

with needed services. 
 
 
Research Question: 

What is the effectiveness of factors for strengthening of VHND and want to see whether socio 
demographic factors like population, education and type of village show any effectiveness in 
strengthening of VHND. 
 
 

Objective: 

To find the effectiveness of following factors  

6) Supportive Supervision 

7) Capacity building 

8) Facility trainings 

9) Interdepartmental Convergence 

10) Technical Support 

  

  

 

  
 
 

 

Methodology: 
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Study Design and Methods: 
  
 
Type of study: Experimental,interventional study design. 
  
 
Location of Study: 24 Villages, AWC/SHC,Raipur block, District rewa, Madhya Pradesh. 
  
 
Study period: The duration of study is for 3 months (February 2014 to April 2014) 
 
 
Study respondents: The respondents for the following study would include the frontline 
workers (ANM, ASHA and AWW) at the VHND session site. 
 
 
Sample method: Purposive sampling has been taken in the study. Sample is selected form 24 
VHND sites form 24 Villages as Baseline Data by simple random technique and to full fill the 
purpose of our study I have selected the same sample which is been selected for baseline and 
compare with end line. 

 

 
Sample size:A sample size of 24 will be taken. VHND is held on Tuesdays and Fridays of every 
week. Thus, in a time period of 3 month, 24 VHND sites have been visited. 
 
 
Data collection technique: Face to face interview with the respondents has followed in this 
study.  
 
 
Data collection tool: Semi structured schedule is been designed for conducting interview. 
 
 
Data analysis: The data obtained from the study have been edited, coded and organized as per 
the requirement of the study. The data analysis was been done in excel, tables and graphs are 
used to show the results as per the need. 
 
 
 
 
 
 
 
 
 
Results and Discussions: 
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Facilities Available at VHND site 
Fig: 1 
 

 
 
Fig 1 shows that the safe drinking water at VHND site has been increased from 79 percentage to 
100, and same time functional of toilets is increased from 58 to 71 percentage and there is slight 
increase the other facilities at VHND site has been gradually increased as compared to the 
baseline and end line data. By inter department convergence, capacity building explaining the 
roles and responsibilities of service provider’s facilities available at VHND site has been 
increased from base line to end line data. 
 
 
Presence of Frontline workers 
Fig: 2  
 

 

 
Fig 2 shows the availability of ANM and ASHA at VHND during the session is improved from 
92 and 88 percentage to 100 and presence AWW is not 100 percent as compared to ANM and 
ASHA. Presence of AWW at VHND was not satisfactory,by inter department convergence with 
health and ICDS meeting have been done and explained their roles importance, role and 
responsibilities the presence of AWW at VHND site   
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Availability and Utilization of Equipment’s 
Fig: 3 
 

 
 
Fig 3 explains about the availability and utilization of equipment’s at VHND site during the 
baseline and end line data. The instrument which is used to measure BP is amplified from 71 
percent from baseline to 88 and at same time the utilization is improved from 71 to 83 
percentage.They was drastic increase in utilization in infant weighing machine from 62 to 79 
percentage, examination table from 57 to 79percentage, uristicks from 38 to 83percentage and 
stethoscope from 62 to 79 percentage and  availability, utilization of remaining equipment’s 
adult and child weighing machine, hemoglobin test kits is slightly increased from baseline to end 
line data. 
 
  Availability of Equipments Baseline Utilization Endline Utilization 

BP 71 71 88 83 
 Adult Weighing Machine 71 63 79 71 
 Child Weighing Machine 76 68 87 75 
 Infant Weighing Machine 62 58 83 79 

 Examination Table 57 57 79 79 
Uristicks for Urine examination 38 34 87 83 

Hemoglabin test kits 86 80 92 88 
Stechscope 62 50 88 79 

 

 

Skills of service of Provider 

Fig: 4 
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Fig 4 describes about the skills of service provider at VHND site, skill of ANM in measuring of 
BP has been greater than baseline (i.e.) from 83 to 100 percentage and same time skill of service 
provider in estimation of HB is increased from 79 to 100 percentage. End line data have been 
collected after givingfacility training to all 24 sites of ANM after observingthe base linedata. 
Skills of service of provider is increased form base to end line. 

Availability of Registers and Record’s 

Fig: 5  

 

Fig 5 shows explains about the availability of registers and records at VHND site 29percent of 
duelist was not available at time of baseline data when it comes to end line 100 percent was 
available major concern was about counseling and IEC material. Availability counseling material 
was improved form 67 percent to 92 and whereas IEC was increased from 79 to 88 percent at the 
end of study. 
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Fig: 6 

 

Fig 6 explains about the services provided and received by beneficiaries at 24 VHND sites. Early 
registration of pregnant women and services receives has been recovered to 23 percent from 
baseline to end line data. Services received for 0-1Y has enhanced from 65 to 85 percent, 
whereas there is increase of 19 percent of services for adolescents. There was marginally 
increase in others services, pregnant women(82 percent), lactating women(78 percent), 0-5Y 
children(62 percent), and number of children weighed(91 percent).  

Service Provision Baseline Received Endline Received 

Early Refgistration(3 months) 56 42 70 65 

Pregnant women  68 55 82 72 

lactating women  62 50 78 67 

0-1Y Childern 72 65 94 85 

0-5Y Childern 47 35 62 53 

Childern Weighed 75 70 91 85 

Adolescents 64 51 82 70 
 

 

 

 

 

Availability and Children received Vaccines 
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Fig: 7 

 

The above Fig 7 illustrates about the availability and utilization 6 vaccines preventable diseases. 
Children who received BCG have been improved from 75 to 89 percent and at the same time 
children received measles has been increased to 84 percentand TT was improved to 90 percent. 
There were slightly increase in DPT by 12 percent, Hepatitis-B by 11 percent and children 
received Vitamin A have been decreased to 6percent. 

 

 
Baseline  Received Endline Received 

 BCG 67 75 77 89 
DPT 90 68 100 80 

Polio Vaccine 100 100 100 100 
Measles  100 71 100 84 

 TT 95 76 97 90 
Hepatitis - B  100 76 100 87 
 Vitamin - A 100 42 43 36 

 

 

  

 

 

 

Availability and Distribution of Food and THR 
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Fig: 8  

 

From fig 8 it shows the availability of THR at VHND sites is improved from 62 percent to 83 
percent at end line and distribution of THR to beneficiaries has increased to 90 percent and  at 
the same time hot cooked meal is enhanced to 87 as compared to baseline data. 

  

 Percentage of Counselling given to Beneficiaries by Service Provider 

Fig: 9 

 

Fig 9  Bar graph explains about the counselling part is done by service provider to beneficiaries 
at VHND sites we can see that conselling service received by preagnat women is been increased 
to 83 percent from 63 percent  and    there is increase in 21 percent of counselling part to mothers 
regarding breat feeding. Counselling service to adolescents concerning about Nutrition and 
hygiene is slightly increased by 8 percent. 
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Fig: 10 

 

 

Fig 10 describes about the availability of drugs at 24 VHND sites, availability of family planning 
services such as OPC pills is increased to from 67 percent to 92 percent and  21 percent is been 
increased in condoms, and 27 percent increase in IFA tablets for childern and slightly increase in 
Iron syrup of12 percent, ORS percent, Zinc tab 13percent. 
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Fig 11 

 

Fig 11 determines that out of 24 villages,nine villages  with range of 500 to 1000 population 
utilizing 50 percentage of  services  and as size of population of villages increasing lesser the 
services is been utilized. Inspite of less population with range of 500 services utilized by five 
villages is 21 percent only. Proper Microplanning of VHND which will increase utilization of 
services. 
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Fig 12 

 

Fig 12 explaines  about 50 -75 percent of literates out of 24 villages 14 are using the services 
(i.e) 59 percent and  as the percentage of literacy  increases the services utlizing by literates are 
decresing and from  the range of 25 -50   percent the servies utilized by literates are  38 percent.  
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Fig 13 

 

Fig 13 shows that there is no association with services utilized by  village with type of village 
and this doesn’t effect in strengthening of VHND.  
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“The three of us sit together and make a list (of mothers and children needing services) in 
advance. We also inform people in advance. We ensure that there is supplementary nutrition, a 
weighingscale,growthcharts, immunizations, are available.” 
  
 
ANM, Focus Group Discussion 
“We (AWWs), along with ANMs, weigh children and prepare growth charts. Growth charts are 
kept at the AWC. The AnganwadiHelper informs the beneficiaries about the VHND session and 
reminds them to come on time.” 
 
 
AWW, Focus Group Discussion 
“The ANM does health check-ups of those present and carries out immunizations. The AWW 
mainly gives supplementary nutrition and counsels mothers of malnourished children. The 
ASHA sees who has come to the VHND and who has not. She matches names (of mothers) in 
her register with that of the AWWs.” 
 

Challenges and Lessons Learned 
  

Systems strengthening leads to programme improvements at scale: 
It is important to strengthen multiple systems to achieve improvements in VHNDs. Efforts 
focused on frontline workers to the guidelines and their roles, strengthening supervision, using a 
structured checklist to monitor VHNDs, using data for programmatic decision-making and 
ensuring platforms for convergence. All of these aspects collectively will contribute to increase 
the coverage and qualityof VHNDs. 
 
Inter-departmental convergence at various levels: 
Convergence meetings institutionalized at the block and district level have proved a very 
effective mechanism in addressing gaps in VHND services. Joint problem-solving isimproving 
the quality of VHND. Visible improvements at the field level have encouraged government 
officials to continue with these convergence meetings on a regular basis. 
 
Supporting frontline workers is critical for ensuring VHNDs are reaching the community 
with needed services:  
Supportfrontline workers to knew their rolesand responsibilities during VHND and received the 
support theyneeded from supervisors to perform these functions.Supervisory support from ICDS 
supervisors and ANMs helpedAWWs and ASHAs to appreciate the importance of their rolesand 
helped them with problem-solving and motivation.Supervisory visits contributed to improved 
performance of frontline workers, who are motivated by the fact that someone cares about their 
performance.  
 

 

Discussion  
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This study is to attempt to find out the effectiveness of factors for strengthening of VHND.It is 
important to strengthen multiple systems to achieve improvements in VHNDs. Efforts focused 
on and frontline workers.The attendance of AWW at VHND session was improved form baseline 
to end line but not up to the desired level (71-92 percent) and functional of toilets at VHND site 
was improved form (58-71 percent) by convergence meetings institutionalized at block level 
been between health, ICDS,and PRI’s. 
 
Providing technical assistance to district officials and supporting front line workers for 
availability and utilization of equipment’s at VHND site during the baseline and end line data. 
The instrument which is used to measure BP is amplified from 71 percent from baseline to 88 
and at same time the utilization is improved from 71 to 83 percent. The major concern was 
availability and utilization of examination table which was improved from 57 to 79 percent by. 
 
Two facility training sessions have been conducted for service providersskill of ANM in 
measuring of BP has been greater than baseline (i.e.) from 83 to 100 percentage and same time 
skill of service provider in estimation of HB is increased from 79 to 100 and ability of 
administration of vaccine at proper site has improved to 96 percentage from 88 percent. 
 
Services provided and received by beneficiaries at 24 VHND sites. Early registration of pregnant 
women and services receives has been recovered to 23 percent from baseline to end line data. 
Services received for 0-1Y has enhanced from 65 to 85 percent, whereas there is increase of 19 
percent of services for adolescents. There was marginally increase in others services, pregnant 
women(82 percent), lactating women(78 percent), 0-5Y children(62 percent), and number of 
children weighed(91 percent). 
 
Availability and utilization 6 vaccines preventable diseases. Children who received BCG have 
been improved from 75 to 89 percent and at the same time children received measles has been 
increased to 84 percent and TT was improved to 90 percent. There were slightly increase in DPT 
by 12 percent, Hepatitis-B by 11 percent and children received Vitamin A have been decreased 
to 6percent.  
 
Counselling part is done by service provider to beneficiaries at VHND sites we can see that 
conselling service received by preagnat women is been increased to 83 percent from 63 percent  
and there is increase in 21 percent of counselling part to mothers regarding breat feeding. 
Counselling service to adolescents concerning about Nutrition and hygiene is slightly increased 
by 8 percent. 

Availability of drugs at 24 VHND sites, availability of family planning services such as OPC 
pills is increased to from 67 percent to 92 percent and  21 percent is been increased in condoms, 
and 27 percent increase in IFA tablets for childern and slightly increase in Iron syrup of12 
percent, ORS percent, Zinc tab 13percent. 

 

 

Conclusion 
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The joint efforts of District and block level officials,the factors such as Supportive supervision, 
Technical support, Capacity building, Facility training had contributed to increase the access, use 
and quality of health and nutrition services at strengthening of VHND’s. The study’s technical 
assistance and collaboration with district officials has demonstrated the importance and building 
on existing platforms and systems in order to achieve results.  

End line survey clearly describes that these factors has showed the effectiveness in strengthening 
of VHND at 24 sites but haven’t achieved to maximum level and program need to concentrate on 
beneficiaries side rather than only from service provider, and socio demographic factors like 
population and education shows some effectiveness for strengthening of program.  One thing 
which we learned using the existing platform, of different programs specially RCH program we 
can improve the program implementation at field level. 
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xzkeLokLF; ,oaiks"k.kfnol&vkadyu izi= 

lkekU; tkudkfj;ka %   

 1- xkao dk uke  -2- mi LokLF; d¢Unz   3- fodkl [k.M   4- 
ftyk------------------------------------------------ 

 5- fnukad %&   @  @    6 okj %& eaxyokj@'kqØokj   7- LFkku %& vkaxuokMh d¢Unz@miLokLF; 

d 

dz-
la- 

fooj.k gkWaa ugha fVIi.kh 

1 ljdkjh²Hkou²gS    

2 fctYkh dh O;oLFkk    

3 LOkPNihus d¢ ikuh dh O;oLFkk 
¼M.Mh ykSVk ;k VksVh okyk eVdk ½ 

   

4 'kkSpky; dh O;oLFkk    

5 'kkSpky; esa ikuh dh O;oLFkk     

6 gkFk /kksus ds fy, lkcqu    

7 cSBus ds fy, Nk;knkj LFkku ,oa 
cSap vFkok njh dh O;oLFkk 

   

8 xHkZorh efgykvksa dh tkap ds LFkku 
ij jks’kuh  

i;kZIr &2 

vi;kZIr &1 

vU/kdkje; 
&0 

  

9 vkl&ikl dpjk ;k x<~<s rks ugha    

10 vkl&ikl ikuh tek rks ugh     

11 Hkou esa /kwy ;k xanxh rks ugh     

12 Q’kZ VwVk gqvk rks ugh    
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 xzke LokLF; ,oa iks"k.k fnol vk;¨tuLFkylEcfU/krtkudkjh 

  

 
2- ekuolalk/ku ¼lsok iznkrk½ ,aoljdkjh i;Zos{k.k : 

dz-
la- 

fooj.k gk ugha fVIi.kh 

1. efgyk LokLF; dk;ZdrkZ ¼,-,u-,e-½    

2. vkaxuokMh dk;ZdrkZ    

3. vk'kk    

4. ljdkjh i;Zos{k.k: lqijokbZtj& 
efgyk@iq#"k ¼LokLF;½  
lqijokbZtj& ¼ efgyk ,oa cky 
fodkl foHkkx ½ vU; & [k.M 
fpfdRlk vf/kdkjh@CykWd Øk;ZØe 
izca/kd@efgyk ,oa f'k'kq LokLF; 
vf/kdkjh@ftyk ifj;kstuk 
vf/kdkjh@cky fodkl ifj;kstuk 
vf/kdkjh 

  

 

 izkaIrkd&    

13 foHkkx }kjkoSDlhuiagqpkusdh O;oLFkk 
gS ;k ugh  

   

 izkaIrkd&    

nLrkostlEcU/khtkudkjh gk¡ Ukgha 

lEHkkforykHkkfFkZ;ksa dh lwph   

jSQj dh Xk;hefgyk, ,Oka cPp¨ dkfjdkMZ   

ekr` ckylqj{kkdkMZ   
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ukevk/kkfjrVsªfdaxizi= Hkjkx;k   

ijke'kZlkexzh   

lqjf{krekr`RoiqfLrdk   

vko';d jftLVj   

izkIrakd   

   

 

 

 

 

  

Ø- l- ijke’kZ¼ijke’kZ l=sa½ gk¡ 
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1.  
xHkkZoLFkk d¢ nkSjkuLo;a dh ns[kHkky dh lykg: FkksMhek=k esa de ls de 
pkjckjiksf"Vdvkgkj [kkus, de ls de nks ?k.Vsnksigj esa foJkedhlykg, vk;ju dh 
xksfy;ka[kkusdhlykg, jkresa 8 ÄaVsl¨usvkSjHkkjhOkTku u mBku¢ dh Lkykg 

 

2.  [krjs d¢ y{k.ktSlsiSjksaesalwtu] pDdjvkuk] [kwucgusdhfLFkfresavLirkytkusdhlykg  

3.  
ftuxHkZorhefgykvksadks ,fufe;kgSmUgsavk;juQkWfyd ,lhM dh xksfy;k¡ ds egRo dh 
tkudkjh 

 

4.  
laLFkkxrizlo d¢ egRo d¢ ckjsesalykg, izksRlkgu ,oaizlofdLkLokLF; d¢Unz ;k 
vLirkyesadjkukgSmLkdhtkudkjh 

 

5.  uotkrf'k'kq dh vko’;d ns[kHkky ,oarqjUrLruikudjkusdhlykg  

6.  Ukotkrf'k'kqdks 6 ekgrdd¢oyLruikurFkkchekjgksusijHkhLruikutkjh j[kus dh lykg  

7.  N% ekggksusijiwjdiks"kkgkjnsusdhLkykg  

8.  —fejks/khnok d¢ egRo dh tkudkjh  

9.  cPpksaesavUrj j[kus d¢ fy;sifjokjfu;kstu d¢ lk/kuksa dh lykg  

10.  
;®X; naifr;¨ d¨ Ifjokjfu;kstu d¢ vLFkk¸khLkk/kUk d¢ mi¸k®Xk dh 
vko';dRkkUkqlkjlykg 

 

11.  fd'kksfj;ksadksiks"k.k ,oalkQ&lQkbZ dh lykg  

12.  ;kSutfurlaØe.klscpko dh fy;slykg  

13.  eysfj;klscpko ds fy;slkQ&lQkbZv©jePNjnkUkh d¢ mi¸k®Xk dh lykg  

14.  Vh-ch- lscpkov©jYk{k.kUkTkjvkUksijbyktdhlykg  

15.  vk¡£ ä e¢ardyhQg¨u¢ ijvko';dRkkUkqlkjLokLF; d¢Unzijbyktdhlykg  

16.  
LkkcqulsgkFk /kksus dh lykg& [kkukcukuslsiwoZ]cPpksdks [kkuk f[kykus ds iwoZ] ’kkSplsvkus  
ds ckn 

 

 izkIrkad  
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  nok ,oavkiwfrZ dh miyC/krk ¼voyksdu½ 
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Vhdksa dh miyC/krk  ¼voyksdu ,oalk{kkRdkj& , ,u ,e o Vhd¢ ysdjvkusokyk O;fDr½  

Ø-la- Vhd¢ dkuke i;kZIrek=k esa miyC/k vi;kZrek=k esa miyC/k miyC/k ugha 
 

 

Ø-la- Lkkexzh gk¡ ugha उपयो�गता Ø-
la- 

Lkkexzh    
 

 ot+u dh e'khu    1. xHkZfujks/kd     

1.  o;Ld@cM+ksa dh    2. dW.Mkse    

2.  
cPpksa dh   

 3. vk;ju dh   
d¢ fy,½ 

   

3.  
UkOkTkkRk ds fYk;s   

 4. vk;ju dh   
d¢ fy,½  

   

4.  
ijh{k.kVscy   

 5. vk;julhj   
vkbZ- ,Q-   

   

5.  ijh{k.k d¢ fy, inkZ    6. vksvkj ,l     

6.  is'kkctk¡p d¢ fy, ;wfjfLVDl    7. ft+adVscysV    

7.  fu'p; fdV    8. foVkfeu ,    

8.  gheksXyksfcutk¡p d¢ fy, fLVªIl@lkgfytfgeksXyksfcuksehVjfjtsUV d¢ lkFk    9. DyksjksfDou    

9.  
XyCt+   

 10. —fejks/khn  
¼isV d¢ dh    

   

10.  LykbM ¼eysfj;k d¢ fy;s½    11. Vh ch jks/kh     

11.  LVsFkksLdksi    12. dSfY'k;el     

12.  CyM izs'kj e'khu    13. iSjklhVkeks     

13.  
QhVksLdksi   

 14. ehFkhyjtks  
esysV¼0.12  

   

14.  oSDlhudSfj;j ¼vkbl iSDl d¢ lkFk½     15. ehFkhyjtks     

15.  
 

Lo;algk;rklewg 
}kjkvkaxuokMhd¢UnzijforfjrHkkstu@?kjesavk;ksfMu;qDrueddkmi;ksx 

 
  

 16. Mk;Dyksek  
10mg½ 

   

 17. DyksjksQSfu     

 18. vk;UVesaVi  
5% 

   

16.  gcdVj    19. dkWVuCkSUMst     

17.  VWWkpZ 
  

 
20. dkWVu    

18.  dpjkik=    
izkIrkad&    izkIrkad&    
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1- chlhth    
 

2- MhihVh    
 

3- Ik¨fy;ks dh nok    
 

4- fetYldkVhdk    
 

5- Vh-Vh-    
 

6- 
foVkehu , 

¼IykfLVd d¢ ekidpEep d¢ lfgr½ 
   

 

7- gSisVkbfVlch    
 

 izkIrkad&  
 

 

 

Ø-
la- 

 

vkadyu izi= dk lkjka'k 

 

izkIrkad 

 

vf/kdRkeLd¨j 

1 vk;kstuLFkylslEcfU/krtkudkjh   

2 ekuolalk/ku ¼lsok iznkrk½ ,aoljdkjh i;Zos{k.k   

3 nLrkostlEcf/kr   

4 ijke’kZ   

5 midj.k ,oaQuhZpj dh miyC/krk   

6 nok ,oavkiwfrZ dh miyC/krk   

7 Vhdksa dh miyC/krk   

 कुल    

 izfr'kr&   

 

izkIrkad izfr'kr ds vk/kkj ij oh,p,uMh dks fuEufyf[kr esa ls mi;qDr Js.kh esa √ ds fpUg ls n'kkZ,a A 

JS.kh % 
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1 60izfr'kr ls²de²%²[kjkc 
2 60 ls 80 izfr'kr rd % Bhd&Bkd  
3 80 izfr'kr ls vf/kd % vPNk  
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