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Abstract- Village Health Committees have emerged
as  critical  institutional  mechanisms  for
strengthening primary healthcare delivery systems in
low- and middle-income countries, representing a
pivotal  bridge between  formal healthcare
infrastructure and community-level health needs.
This  comprehensive review examines the
multifaceted functions of Village Health Committees
and systematically analyzes their impact on primary
care  strengthening  efforts across diverse
geographical and socioeconomic contexts. The
evolution of community-based health governance
structures reflects a fundamental shift from top-
down  healthcare delivery  models toward
participatory approaches that recognize communities
as active stakeholders in health system design,
implementation, and monitoring (Zakus & Lysack,
1998; Bender & Pitkin, 1987). Village Health
Committees perform essential functions including
health needs assessment, resource mobilization,
health worker supervision, community health
education, and advocacy for improved service
delivery (George et al., 2015). These committees
serve as organizational platforms for translating
national health policies into locally relevant
interventions while simultaneously channeling
community priorities upward to district and national
health planning bodies (Marsh et al., 2008; Grundy,
2010). The effectiveness of Village Health
Committees in strengthening primary care depends
critically on factors such as governance structures,
training adequacy, resource availability,
intersectoral collaboration, and integration with
formal health systems (Kok et al., 2015). Evidence
demonstrates that well-functioning Village Health
Committees contribute significantly to improved
immunization coverage (Bonu et al., 2003; Ladner et
al., 2014), enhanced maternal and child health
outcomes (Black et al., 2017), increased health
service utilization, and strengthened community
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ownership of health programs (Shediac-Rizkallah &
Bone, 1998). However, substantial challenges persist
including  inadequate  financial
insufficient training, unclear role delineation,
political interference, and weak linkages with formal
health facilities (Nkomazana et al, 2015). This
review synthesizes evidence from multiple contexts to
provide a comprehensive understanding of how
Village Health Committees function as instrumental

resources,

vehicles for primary care strengthening, identifies
critical success factors, and proposes evidence-based
recommendations for optimizing their contributions
to health system resilience and community health
improvement (Vanselow et al., 1996; Wallerstein et
al., 2015).
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L INTRODUCTION

The revitalization of primary healthcare as the
foundation of health systems represents one of the
most significant developments in global health policy
over the past several decades, with community
participation recognized as an indispensable element
of effective and sustainable health service delivery
(Starfield et al., 2005). Village Health Committees
have emerged as key institutional mechanisms for
operationalizing community participation principles
within primary healthcare frameworks, serving as
organizational platforms that bridge the gap between
formal health systems and community health needs
(Bender & Pitkin, 1987). These committees represent
structured attempts to institutionalize community
voice in health planning, implementation, and
accountability processes, moving beyond tokenistic
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consultation toward genuine community
empowerment in health governance (Rosato et al.,
2008). The establishment of Village Health
Committees reflects broader recognition that
sustainable improvements in population health
outcomes require active community engagement
rather than passive receipt of externally designed
health interventions (Farnsworth et al., 2014).

Primary healthcare strengthening efforts have
increasingly  focused on creating enabling
environments  for  community  participation,
recognizing that technical interventions alone cannot
address the complex social, economic, and political
determinants of health that operate at community
levels (Bitton et al., 2017). Village Health Committees
function as critical nodes in health system architecture,
performing diverse roles that include health needs
assessment, priority setting, resource mobilization,
health worker support and supervision, health
promotion, disease surveillance, and advocacy for
improved service quality (Haines et al., 2007). The
effectiveness of these committees in fulfilling their
multiple mandates depends on numerous factors
including governance structures, capacity building
investments,  resource  availability,  political
commitment, and integration with formal health
system structures (Kok et al., 2015). Understanding
how Village Health Committees function and
identifying factors that enhance or constrain their
contributions to primary care strengthening remains
essential for optimizing their potential as vehicles for
health system transformation (George et al., 2015).

The conceptual foundations of Village Health
Committees derive from longstanding recognition that
health is produced through interactions between
formal healthcare services and broader community
conditions, requiring collaborative approaches that
engage multiple actors beyond health facilities
(Longlett et al., 2001). Community participation in
health has evolved from early vertical disease control
programs toward more comprehensive approaches that
recognize communities as partners in health system
design and governance rather than merely recipients of
services (Atkinson et al., 2011). Village Health
Committees operationalize this partnership by creating
formal structures through which community members
can contribute to health system functioning, bringing
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local knowledge, social networks, and accountability
mechanisms into health planning and delivery
processes (Draper et al., 2010). These committees
represent attempts to democratize health governance
by ensuring that community voices influence resource
allocation decisions, service delivery priorities, and
quality improvement initiatives (Chaskin, 2001).

The global health landscape has witnessed renewed
emphasis on strengthening primary healthcare systems
as essential foundations for achieving universal health
coverage and health security, with community
participation recognized as a core principle of
effective primary care (Kuruvilla et al., 2016). Village
Health Committees contribute to primary care
strengthening through multiple pathways including
enhancing service accessibility, improving cultural
appropriateness of interventions, strengthening
demand for health services, mobilizing community
resources, and creating accountability mechanisms
that improve service quality (Shi, 2012). These
committees serve as platforms for integrating vertical
disease-specific programs into comprehensive
primary care approaches, helping to overcome
fragmentation that undermines health system
efficiency and effectiveness (Iwelunmor et al., 2015).
The proliferation of Village Health Committees across
diverse contexts reflects growing consensus that
sustainable health improvements require institutional
mechanisms for sustained community engagement
rather than episodic participation in specific projects
(Sacks et al., 2019).

Empirical evidence regarding Village Health
Committee effectiveness in strengthening primary
care remains mixed, with substantial variation in
outcomes across different  contexts and
implementation models (George et al., 2015). Some
studies demonstrate significant improvements in
health service utilization, immunization coverage,
maternal and child health outcomes, and community
satisfaction with health services in settings with active
Village Health Committees (Olayo et al., 2014). Other
research highlights persistent challenges including
inadequate training, insufficient resources, unclear
mandates, weak linkages with formal health systems,
and elite capture of committee functions by local
power brokers (Nkomazana et al., 2015).
Understanding this variation requires careful analysis
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of contextual factors, implementation processes, and
enabling conditions that determine whether Village
Health Committees function effectively as community
participation mechanisms or become symbolic
structures with limited substantive impact (Kolopack
et al., 2015). Systematic examination of Village
Health Committee functions and their relationship to
primary care outcomes can inform efforts to optimize
these structures as vehicles for health system
strengthening (O'Mara-Eves et al., 2013).

The relationship between Village Health Committees
and health worker performance represents a
particularly important dimension of primary care
strengthening, as these committees often play
supervisory and support roles for community health
workers and other frontline providers (Kok et al.,
2015). Effective Village Health Committees can
enhance health worker motivation through community
recognition, provide problem-solving support for
operational challenges, mobilize resources that enable
health workers to perform their duties, and create
accountability mechanisms that improve service
quality (Dieleman et al., 2003). However, unclear role
delineation between Village Health Committees and
health workers can create tensions, while inadequately
trained committee members may provide unhelpful
direction that undermines rather than supports health
worker effectiveness (Strachan et al., 2012).
Examining how Village Health Committees interact
with health workforce elements provides insights into
mechanisms through which community participation
structures influence primary care delivery quality and
continuity (Gilmore & McAuliffe, 2013).

Financial sustainability represents a critical challenge
for Village Health Committee functioning, as many
committees lack dedicated budgets and depend on
volunteer contributions of time and resources from
committee members (Shediac-Rizkallah & Bone,
1998). This resource constraint limits committee
capacity to undertake activities, creates dependency on
external project funding that may not be sustained, and
contributes to volunteer fatigue that undermines
committee continuity (Sarriot et al., 2004). Some
successful models demonstrate that even modest
financial allocations to Village Health Committees can
significantly enhance their functionality by enabling
transportation for supervisory visits, materials for
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health education activities, and recognition of
volunteer contributions (McArthur-Lloyd et al., 2016).
Understanding resource requirements for effective
Village Health Committee functioning and identifying
sustainable financing mechanisms represents an
important priority for strengthening community
participation in primary care (Iwelunmor et al., 2015).

The governance dimensions of Village Health
Committees substantially influence their effectiveness
as primary care strengthening mechanisms, including
committee composition, selection processes, decision-
making procedures, and accountability relationships
(Bossert & Beauvais, 2002). Democratic selection
processes that ensure representation of marginalized
groups including women, ethnic minorities, and
economically disadvantaged populations enhance
committee legitimacy and effectiveness in addressing
health equity (Balarajan et al., 2011). Clear delineation
of roles, responsibilities, and authority between
Village Health Committees and formal health system
structures prevents confusion and conflict that can
undermine committee functioning (Grundy, 2010).
Regular elections, transparent decision-making
processes, and accountability mechanisms that make
committees answerable to both communities and
health authorities contribute to sustained effectiveness
over time (Minkler et al, 2001). Examining
governance arrangements that enable Village Health
Committees to function effectively as community
participation mechanisms provides practical guidance
for strengthening these structures (Jagosh et al., 2012).

Integration of Village Health Committees with formal
health system structures represents another critical
determinant of their impact on primary care
strengthening, as isolated committees disconnected
from health planning and resource allocation
processes have limited influence on health service
delivery (Lietal., 2017). Effective integration requires
establishing clear communication channels between
Village Health Committees and health facilities,
incorporating committee input into district health
planning  processes, and creating feedback
mechanisms that demonstrate responsiveness to
community priorities (Ryman et al., 2010). Some
health systems have developed systematic frameworks
for Village Health Committee engagement in health
facility management committees, district health
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boards, and national health policy dialogues, creating
nested governance structures that amplify community
voice (Hutchison et al., 2011). Understanding how to
effectively integrate Village Health Committees into
broader health governance architecture without co-
opting them into bureaucratic structures that diminish
their community accountability represents an ongoing
challenge (Tripathy et al., 2010).

The capacity building requirements for effective
Village Health Committee functioning have received
increasing attention, as committees composed of
volunteers with limited formal education require
substantial training and ongoing support to perform
their multiple functions competently (Patel & Nowalk,
2010). Training needs include understanding of
primary healthcare principles, health needs assessment
methodologies, basic epidemiology for disease
surveillance,  financial management, meeting
facilitation, conflict resolution, and advocacy skills
(Stamidis et al., 2019). However, one-time training
events have proven insufficient for sustaining
committee capacity, with successful models
emphasizing ongoing mentorship, refresher training,
and peer learning networks that enable committees to
continuously improve their effectiveness (Assegaai &
Schneider, 2019). Examining effective approaches to
Village Health Committee capacity building and
identifying sustainable support mechanisms represents
an important area for strengthening community
participation in primary care (Dubé et al., 2018).

This comprehensive review examines Village Health
Committee functions and their impact on primary care
strengthening efforts by synthesizing evidence from
diverse geographical contexts and implementation
models. The review analyzes how Village Health
Committees perform their multiple functions
including health needs assessment, planning, resource
mobilization, health worker supervision, health
promotion, and advocacy. It examines factors that
enable or constrain committee effectiveness including
governance  arrangements,  capacity  building
approaches, resource availability, and integration with
formal health systems. The review identifies evidence
regarding Village Health Committee impact on
primary care outcomes including service utilization,
health outcomes, equity, and sustainability. It explores
challenges and barriers that limit committee
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effectiveness and  proposes  evidence-based
recommendations for optimizing Village Health
Committee  contributions to  primary  care
strengthening. By providing comprehensive analysis
of Village Health Committee functioning and impact,
this review aims to inform policy and practice efforts
to strengthen community participation as a foundation
for resilient and responsive primary healthcare
systems (Vanselow et al., 1996).

1L LITERATURE REVIEW

The literature on community participation in health
has evolved substantially over recent decades, moving
from conceptual advocacy for participation toward
empirical examination of specific mechanisms
through which communities engage with health
systems and the impacts of such engagement on health
outcomes (Wallerstein et al., 2015). Village Health
Committees represent one of the most widely
implemented  institutional =~ mechanisms for
operationalizing community  participation, yet
systematic evidence regarding their functioning and
effectiveness remains scattered across diverse studies
from multiple disciplines including public health,
health policy, sociology, and development studies
(George et al., 2015). Early literature on community
participation emphasized normative arguments
regarding democratic rights of communities to
participate in decisions affecting their health, while
more recent scholarship has focused pragmatically on
identifying conditions under which participatory
mechanisms produce measurable improvements in
health system performance and population health
outcomes (Draper et al., 2010).

Foundational work on primary healthcare established
community participation as a core principle, arguing
that sustainable health improvements require active
community involvement rather than passive receipt of
externally delivered services (Vanselow et al., 1996).
This principle found expression in numerous
international declarations and national health policies,
with Village Health Committees emerging as practical
structures for implementing participation
commitments (World Health Organization, 2012).
However, early implementations often reflected
confusion between genuine participation involving
community power in decision-making and more
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limited forms of community involvement such as
volunteering for program activities or attending health
education sessions (Zakus & Lysack, 1998). Scholarly
critiques highlighted risks of tokenistic participation
that created appearance of community engagement
without substantive transfer of decision-making
authority, leading to refined conceptualizations
distinguishing degrees and types of participation
(Chaskin, 2001).

Systematic ~ reviews  examining  community
participation  interventions  have  documented
significant heterogeneity in both intervention designs
and outcome measures, making synthesis challenging
(O'Mara-Eves et al., 2013). Some reviews focused
specifically on community health worker programs
found positive effects on immunization coverage,
maternal and child health outcomes, and
communicable disease control, with community
participation structures enhancing health worker
effectiveness through supervision, support, and
accountability mechanisms (Lewin et al., 2010). Other
reviews examining broader community participation
interventions identified improvements in health
service utilization, patient satisfaction, and health
system responsiveness to community needs, though
effect sizes varied substantially across contexts
(Mockford et al., 2012). Meta-analyses have been
complicated by diversity of participation models,
outcome measures, and study designs, with calls for
more standardized approaches to measuring and
reporting community participation interventions
(Brunton et al., 2017).

Literature examining Village Health Committee
functions has identified multiple roles these structures
perform within primary healthcare systems, though the
specific configuration of functions varies across
contexts (Kok et al., 2015). Commonly identified
functions include conducting health needs assessments
to identify community priorities, participating in
health planning processes at village and district levels,
mobilizing community resources including finances
and volunteer labor for health activities, supervising
and supporting community health workers, conducting
health education and promotion activities,
participating in disease surveillance and outbreak
response, advocating with health authorities for
improved service delivery, and monitoring health
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service quality (Olayo et al., 2014). The breadth of
functions assigned to Village Health Committees
reflects ambitious expectations regarding their
contributions to health systems, though questions
persist regarding whether volunteer committees can
realistically perform all assigned responsibilities
without adequate training and resources (Nkomazana
etal., 2015).

Research on Village Health Committee composition
and governance has examined how committee
structure influences effectiveness in representing
community interests and performing assigned
functions (Minkler et al., 2001). Studies document
substantial variation in committee size, selection
processes, term lengths, meeting frequencies, and
decision-making procedures across different countries
and health systems (Bossert & Beauvais, 2002). Some
evidence suggests that committees selected through
democratic community processes demonstrate greater
legitimacy and effectiveness than those appointed by
external authorities, though democratic processes
require investments in civic education and electoral
management  (Hodgkinson et al, 2017).
Representation of marginalized groups including
women, ethnic minorities, and economically
disadvantaged populations on Village Health
Committees appears important for ensuring
committees address health equity concerns, though
achieving inclusive representation often requires
deliberate affirmative action measures (Balarajan et
al., 2011). Research has also examined optimal
committee size, with larger committees offering
broader representation but facing coordination
challenges, while smaller committees enable more
efficient decision-making but risk excluding important
constituencies (Chen et al., 2014).

The relationship between Village Health Committees
and health workforce elements has received
substantial scholarly attention, given the central role
many committees play in supporting and supervising
community health workers (Haines et al., 2007).
Literature documents that Village Health Committees
can enhance health worker motivation through
community recognition and support, provide problem-
solving assistance for operational challenges, mobilize
resources that enable health workers to perform their
functions, and create accountability mechanisms that
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improve service quality (Gilmore & McAuliffe, 2013).
However, studies also identify potential tensions
arising from unclear role delineation, with health
workers sometimes resenting supervision by
committee members they perceive as lacking relevant
expertise (Strachan et al., 2012). Research examining
successful models of committee-health worker
collaboration emphasizes importance of clear role
definition, mutual respect, regular communication,
and recognition that both committees and health
workers contribute complementary competencies to
primary care delivery (Dieleman et al., 2003).

Empirical evidence regarding Village Health
Committee impact on health outcomes and health
system performance demonstrates mixed results
across different contexts and implementation models
(George et al., 2015). Studies from South Asia have
documented improvements in immunization coverage,
maternal health service utilization, and neonatal
mortality in areas with active Village Health
Committees implementing participatory women's
groups (Manandhar et al., 2004). Research from sub-
Saharan Africa has shown that Village Health
Committees contribute to improved TB case detection,
enhanced malaria prevention, and increased uptake of
HIV services when effectively integrated with disease
control programs (Anyebe et al., 2018). However,
other studies have found limited impact of Village
Health Committees on health outcomes in contexts
characterized by inadequate training, insufficient
resources, weak integration with formal health
systems, or elite capture of committee functions
(Nkomazana et al., 2015). This variation highlights
importance of implementation quality and contextual
enabling factors in determining Village Health
Committee effectiveness (Kolopack et al., 2015).

Literature on capacity building for Village Health
Committees emphasizes that committees composed of
volunteers with limited formal education require
substantial training and ongoing support to perform
their multiple functions competently (Patel & Nowalk,
2010). Training content commonly includes primary
healthcare principles, health needs assessment
methodologies, basic  epidemiology, financial
management, meeting facilitation, conflict resolution,
and advocacy skills (Stamidis et al., 2019). However,
research consistently demonstrates that one-time
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training events prove insufficient for sustained
capacity, with effective models emphasizing ongoing
mentorship, refresher training, performance feedback,
and peer learning networks (Assegaai & Schneider,
2019). Studies have also examined optimal training
modalities, with evidence suggesting that experiential
learning through supervised practice proves more
effective than classroom instruction alone, and that
training of entire committees as units enhances
collective capacity more than training individual
members (Dubé et al., 2018).

The sustainability of Village Health Committees
represents a significant concern in literature, with
many committees becoming inactive after initial
enthusiasm wanes or external project support ends
(Shediac-Rizkallah & Bone, 1998). Research has
identified multiple factors contributing to committee
sustainability including secure financing mechanisms,
ongoing capacity building, clear integration with
formal health systems, visible impact on community
health, community recognition of committee
contributions, and political support from local
government (Sarriot et al., 2004). Studies document
that volunteer fatigue represents a major threat to
sustainability, with committee members becoming
discouraged when their efforts produce limited results
due to resource constraints or when their
recommendations receive no response from health
authorities (McArthur-Lloyd et al.,, 2016). Some
successful models demonstrate that even modest
financial allocations to Village Health Committees for
operational significantly ~ enhance
sustainability by reducing burden on volunteers and
enabling committees to undertake planned activities
(Iwelunmor et al., 2015).

expenses

Literature examining Village Health Committee
integration with formal health systems highlights that
isolated committees disconnected from health
planning and resource allocation processes exert
limited influence on health service delivery (Li et al.,
2017). Effective integration requires establishing clear
communication channels between committees and
health facilities, incorporating committee input into
district health planning processes, creating feedback
mechanisms  demonstrating  responsiveness  to
community priorities, and including committee
representatives in health facility management
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structures (Ryman et al., 2010). Research from
countries with well-developed community health
strategies shows that systematic frameworks creating
nested governance structures from village to national
levels amplify community voice in health policy while
maintaining community accountability (Hutchison et
al., 2011). However, integration efforts must carefully
balance incorporation of community perspectives into
formal structures while avoiding co-optation that
transforms committees into government arms
detached from community constituencies (Tripathy et
al., 2010).

Scholarly work examining political economy
dimensions of Village Health Committees recognizes
that these structures operate within broader political
contexts characterized by power differentials, resource
competition, and conflicting interests (Menson et al.,
2018). Research documents risks of elite capture
whereby local power brokers dominate committees to
advance personal agendas rather than community
health interests (Umoren et al., 2019). Studies also
examine how Village Health Committees interact with
traditional leadership structures, religious authorities,
and other community institutions, with evidence
suggesting that committees function most effectively
when they complement rather than compete with
existing governance structures (Marsh et al., 2008).
Literature on Village Health Committees in
decentralized health systems explores how devolution
of authority to local governments creates opportunities
for enhanced community participation but also risks
fragmenting health systems and exacerbating
inequities if local capacity and resources prove
inadequate (Bossert & Beauvais, 2002).

Gender dimensions of Village Health Committee
functioning have received increasing scholarly
attention, recognizing that women often comprise
majority of committee members yet may face barriers
to exercising leadership due to patriarchal social
norms (Patel et al., 2010). Research documents that
women's participation in Village Health Committees
can enhance attention to maternal and child health
priorities and improve cultural appropriateness of
reproductive health interventions (Prost et al., 2013).
However, studies also show that women committee
members often face time constraints due to domestic
responsibilities, exclusion from decision-making
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despite formal membership, and social sanctions for
challenging  traditional  authority structures
(Manandhar et al., 2004). Literature examining
strategies for strengthening women's voice in Village
Health Committees emphasizes importance of
leadership training specifically for women members,
deliberate creation of space for women to speak in
meetings, and engagement with male community
members to build support for women's participation
(Tripathy et al., 2010).

Technology adoption by Village Health Committees
represents an emerging area of literature, examining
how mobile phones, tablets, and digital platforms can
enhance committee functioning (Menson et al., 2018).
Studies document that mobile technology can
facilitate communication between committees and
health workers, enable real-time disease surveillance
reporting, support data-driven decision-making, and
strengthen supervision of community health activities
(Nwaimo et al., 2019). However, research also
identifies barriers to technology adoption including
limited digital literacy, inadequate infrastructure, costs
of devices and connectivity, and concerns regarding
data privacy (Uzozie et al.,, 2019). Literature
examining  successful  technology integration
emphasizes importance of user-centered design,
adequate training and technical support, and alignment
of technology tools with committee workflows and
needs (Bukhari et al., 2019).

Evaluation challenges represent a persistent theme in
Village Health Committee literature, with scholars
noting difficulties in attributing health outcomes to
committee activities given multiple confounding
factors and long causal chains between committee
functions and population health impacts (Fasasi et al.,
2019). Methodological literature emphasizes value of
theory-driven evaluation approaches that articulate
how Village Health Committees are expected to
influence health system functioning and health
outcomes, enabling assessment of whether anticipated
mechanisms operate as theorized (Jagosh et al., 2012).
Some researchers advocate for realist evaluation
methods that examine what works for whom in which
circumstances, recognizing that Village Health
Committee effectiveness depends on contextual
factors and implementation processes (Greenhalgh et
al., 2016). Literature also discusses importance of
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evaluating process indicators including committee
meeting frequency, member attendance, community
participation in committee activities, and relationships
with health workers, in addition to outcome indicators,
to understand how committees function and identify
improvement opportunities (Draper et al., 2010).

Comparative literature examining Village Health
Committees across different countries and health
systems provides insights into how macro-level
factors influence committee functioning (Li et al.,
2017). Studies document that centralized health
systems often struggle to create space for genuine
community participation, while decentralized systems
provide opportunities for community engagement but
may lack coordination and equity (Hutchison et al.,
2011). Research comparing Village Health
Committees in different political regimes suggests that
democratic governance contexts enable more
authentic community participation, while
authoritarian contexts tend toward co-optation of
committees as government implementation arms
(Umezurike & Iwu, 2017). Literature examining
economic determinants shows that well-resourced
health systems can provide financial and technical
support enabling effective committee functioning,
while resource-constrained systems often establish
committees without adequate investment in their
capacity and sustainability (Balogun et al., 2019;
Umezurike and Ogunnubi, 2016). Cross-national
research emphasizes importance of adapting Village
Health Committee models to local contexts rather than
implementing standardized approaches without
attention to political, economic, social, and cultural
conditions (Hunter et al., 2018).

.  METHODOLOGY

This comprehensive review employed a systematic
approach to identifying, analyzing, and synthesizing
evidence regarding Village Health Committee
functions and their impact on primary care
strengthening efforts. The methodological framework
integrated elements of systematic review methodology
with narrative synthesis approaches to accommodate
the diverse nature of evidence on this topic, which
spans multiple disciplines and employs varied
research designs (O'Mara-Eves et al., 2013). The
review process encompassed multiple stages including
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development of conceptual framework,
comprehensive literature search, study selection and
quality assessment, data extraction and synthesis, and
interpretation of findings in relation to primary care
strengthening objectives (Brunton et al., 2017). This
multi-stage approach enabled rigorous examination of
Village Health Committee functioning while
maintaining flexibility to incorporate diverse types of
evidence including quantitative studies, qualitative
research, mixed-methods investigations, and program
evaluation reports (Greenhalgh et al., 2016).

The conceptual framework guiding this review drew
upon established theories of community participation,
health systems strengthening, and primary healthcare
to articulate anticipated relationships between Village
Health Committee functions and primary care
outcomes (Wallerstein et al., 2015). The framework
conceptualized Village Health Committees as
organizational structures situated at the interface
between communities and formal health systems,
performing  bridging functions that connect
community health needs with health service delivery
(Bender & Pitkin, 1987). Key functions identified in
the framework included health needs assessment and
priority setting, health planning and resource
allocation, community resource mobilization, health
worker supervision and support, health education and
promotion, disease surveillance and outbreak
response, advocacy for improved services, and health
system accountability (George et al., 2015). The
framework posited that these functions contribute to
primary care strengthening through multiple pathways
including enhanced service accessibility, improved
service quality, increased community ownership,
strengthened health workforce performance, and more
equitable resource allocation (Starfield et al., 2005).

The literature search strategy employed multiple
complementary approaches to maximize identification
of relevant studies given the scattered nature of
Village Health Committee literature across diverse
publication venues (Farnsworth et al., 2014). Database
searches encompassed major health and social science
databases recognizing the multidisciplinary nature of
community participation research (Mockford et al.,
2012). Search terms combined concepts related to
community participation, primary healthcare, health
committees, and health system strengthening using
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both controlled vocabulary and free-text terms adapted
for each database (George et al., 2015). The search
strategy deliberately employed broad terms to capture
literature using diverse terminologies for similar
community participation structures across different
countries and contexts (Draper et al, 2010).
Supplementary search strategies included hand-
searching key journals focusing on primary healthcare
and health systems, reviewing reference lists of
included studies and relevant reviews to identify
additional sources, and consulting with experts to
identify unpublished reports and grey literature
(O'Mara-Eves et al., 2013).

Study selection proceeded through multiple stages
employing explicit inclusion and exclusion criteria to
ensure systematic and transparent decision-making
(Brunton et al., 2017). Initial screening based on titles
and abstracts excluded clearly irrelevant citations
while retaining potentially relevant studies for full-text
review (Greenhalgh et al., 2016). Full-text screening
applied detailed inclusion criteria including focus on
Village Health Committees or analogous community
health governance structures, examination of
committee functions or health system impacts, and
publication prior to the review reference year to ensure
temporal appropriateness (Jagosh et al., 2012). Studies
were included regardless of research design to capture
diverse types of evidence, with separate quality
assessment procedures applied to different study types
(Kolopack et al., 2015). Exclusion criteria eliminated
studies focusing exclusively on community health
workers without examining committee governance
structures, studies examining only provider-level
quality improvement committees rather than
community-based structures, and studies published
after the review reference date (O'Mara-Eves et al.,
2013).

Quality assessment procedures adapted established
critical appraisal tools to diverse study designs
represented in the included literature (George et al.,
2015). Quantitative studies underwent assessment of
methodological rigor including study design
appropriateness, sample size adequacy, measurement
validity, confounding control, and completeness of
reporting (Brunton et al., 2017). Qualitative studies
were evaluated regarding methodological
transparency, data collection appropriateness,
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analytical rigor, reflexivity, and credibility of findings
(Greenhalgh et al.,, 2016). Mixed-methods studies
received assessment of both quantitative and
qualitative components plus evaluation of integration
between methodological approaches (Kolopack et al.,
2015). Program evaluation reports and case studies
underwent assessment of descriptive completeness,
analytical depth, and transferability of findings to
other contexts (Draper et al., 2010). Quality
assessment informed synthesis by highlighting studies
with strong methodological foundations while noting
limitations that might affect confidence in findings
(O'Mara-Eves et al., 2013).

Data extraction employed structured templates
capturing key information from each included study
while maintaining flexibility to accommodate diverse
study types and reporting formats (Brunton et al.,
2017). Extracted information included study
characteristics such as geographical location,
healthcare system context, population characteristics,
and time period (George et al., 2015). Methodological
details encompassed research design, sampling
approach, data collection methods, analytical
techniques, and study limitations (Greenhalgh et al.,
2016). Substantive data extraction focused on Village
Health ~ Committee  characteristics  including
composition, governance arrangements, functions
performed, and integration with health systems
(Jagosh et al., 2012). Information regarding committee
impacts on primary care encompassed effects on
service utilization, health outcomes, service quality,
equity, community satisfaction, health worker
performance, and sustainability (Kolopack et al.,
2015). Extraction templates also captured information
on implementation challenges, enabling factors, and
recommendations for strengthening Village Health
Committee contributions to primary care (O'Mara-
Eves et al., 2013).

The synthesis approach combined systematic
tabulation of extracted data with narrative synthesis
methods appropriate for heterogeneous evidence bases
(Brunton et al., 2017). Tabulation organized studies by
key characteristics enabling identification of patterns
across contexts, populations, and implementation
models (George et al., 2015). Narrative synthesis
employed structured procedures including developing
preliminary  synthesis of findings, exploring
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relationships within and between studies, and
assessing robustness of synthesis through sensitivity
analyses considering study quality and methodological
approach (Greenhalgh et al., 2016). The synthesis
examined Village Health Committee functions
systematically, analyzing how committees perform
each key function, factors influencing performance,
and relationships between functional performance and
primary care outcomes (Jagosh et al., 2012). Synthesis
of impact evidence organized findings by outcome
domains including health service utilization,
population health outcomes, service quality, equity,
and sustainability, while attending to contextual
factors that might explain variation in impacts across
settings (Kolopack et al., 2015).

Methodological challenges encountered during the
review included substantial heterogeneity in
terminology used to describe community health
governance structures across different countries and
health systems, requiring careful assessment to
determine whether structures described using varied
names performed functions comparable to Village
Health Committees (Draper et al., 2010). Studies also
varied considerably in their focus, with some
examining committee structure and processes while
others assessed impacts on specific health outcomes,
necessitating integration of process and outcome
evidence from different studies (O'Mara-Eves et al.,
2013). The quality of included studies ranged from
rigorously designed evaluations to descriptive
program reports, requiring careful consideration of
appropriate weight to assign different types of
evidence (George et al, 2015). Geographic
concentration of available evidence in certain regions
while other areas remained understudied complicated
efforts to develop generalizable conclusions,
highlighting need for caution in extrapolating findings
across diverse contexts (Li et al., 2017).

Addressing these methodological challenges required
several strategic decisions regarding synthesis
approach and interpretation (Brunton et al., 2017). The
review adopted an inclusive approach to study
selection, incorporating diverse evidence types while
using quality assessment to inform confidence in
findings rather than arbitrarily excluding studies based
on design features (Greenhalgh et al., 2016). Synthesis
distinguished between strongly supported findings
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based on multiple high-quality studies and tentative
conclusions based on limited or methodologically
weak evidence (Jagosh et al., 2012). The review
explicitly considered contextual factors that might
influence Village Health Committee functioning and
impact, avoiding simplistic generalizations while
identifying patterns that appeared relatively consistent
across settings (Kolopack et al., 2015). Interpretation
of findings emphasized practical implications for
strengthening Village Health Committee contributions
to primary care while acknowledging persistent
evidence gaps requiring additional research (O'Mara-
Eves et al., 2013).

3.1 VILLAGE HEALTH COMMITTEE
ORGANIZATIONAL STRUCTURES AND
GOVERNANCE MODELS

Village Health Committees exhibit considerable
diversity in organizational structures and governance
arrangements across different health systems,
reflecting adaptation to local political, social, and
administrative contexts while maintaining core
participatory principles (Bossert & Beauvais, 2002).
Understanding structural and governance variations
provides essential insights into how different
configurations influence committee functioning and
effectiveness in strengthening primary care delivery
(Minkler et al., 2001). Committee composition
typically ranges from seven to fifteen members, with
deliberate attention to ensuring representation of key
community constituencies including women, youth,
ethnic minorities, religious groups, and economically
disadvantaged populations (Balarajan et al., 2011).
Many health systems mandate minimum female
representation on committees recognizing that women
comprise majority of health service users and possess
particular insights regarding maternal and child health
needs, though achieving meaningful women's
participation beyond tokenistic representation requires
addressing broader gender equity issues (Patel et al.,
2010). Some models designate specific positions for
traditional leaders, religious authorities, or teachers to
leverage their community influence for health
promotion, while other models emphasize democratic
selection without predetermined positions to allow
communities to choose representatives based on local
considerations (Chaskin, 2001).
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Figure 1: Village Health Committee Formation and
Operational Framework
Source: Author

Selection processes for Village Health Committee
members vary substantially, with important
implications  for committee legitimacy and
accountability (Minkler et al., 2001). Democratic
election through community meetings represents the
most common approach in health systems
emphasizing  participatory =~ governance,  with
communities convening to nominate and select
committee members through voting or consensus
processes (Hodgkinson et al., 2017; Didi et al., 2019).
This approach enhances committee legitimacy by
ensuring members possess community mandate,
though it requires facilitation to prevent domination by
local elites or capture by political factions (Umoren et
al., 2019). Some models employ a mixed approach
whereby communities elect majority of members
while health authorities appoint specific members with
relevant expertise such as health workers or
individuals with health education backgrounds
(Grundy, 2010; Umezurike & Ogunnubi, 2016).
Appointment by local government officials represents
another approach, more common in centralized health
systems or areas with weak civil society, though
appointed committees may lack community
accountability and struggle to mobilize community
engagement (Umezurike & Iwu, 2017).

Table 1: Comparative Analysis of Village Health Committee Governance Models

Governance Selection Term Accountability Strenth Limitati
) rengths imitations
Model Mechanism Length Structure g
High legitimacy, . .
‘ & £ :l Risk  of elite
L strong communi .
. Open 2-3  years | Primarily to g . Y capture, potential
Community- . ) . . ownership, .
community with re- | community with . for political
Elected . . . . responsive to local | .
. meeting  with | election reporting to S interference,
Democratic . . .\ priorities, s .
voting possibility health authorities ) variability in
sustainable .
. member capacity
motivation
. Weak community
Consistent tabilit
- L . accountability,
District health Primarily to | membership . .y
o . . lower legitimacy,
Government- office 3-5 years at | health authorities | criteria, easier duced
. . . . . . . . . reauce
Appointed appointment discretion of | with community | coordination with .
.. . .- . . community
Administrative | based on | authorities information health system, e
. . . mobilization,
criteria sharing predictable .
sustainability
structure
concerns

IRE 1711296

ICONIC RESEARCH AND ENGINEERING JOURNALS

368




© MAR 2019 | IRE Journals | Volume 2 Issue 9 | ISSN: 2456-8880

. Balances
Partial . . .
. representation and | Complexity in
community . . .
. Dual expertise, bridges | selection process,
. election plus | 24  years . . .

Mixed . accountability to | community-system | potential role
.. designated staggered . .. . . .
Participatory . community and | divide, maintains | confusion, requires

positions  for | terms o .
ke health system legitimacy  while | careful balance of
y . iy
enablin composition
stakeholders . & . P
coordination
Ex-officio Limited
membershi . . communit;
P Indefinite L Strong  technical Y .
for health Primarily to ; empowerment, risk
Health Worker- . based on capacity, close .
. facility  staff health  system . of provider
Led Service . health : . health facility L
with with community | .. . domination,
Model ) worker ) linkage, consistent
community . consultation . reduced
assignment membership .
member  co- community
option ownership

Committee term lengths and leadership structures
similarly demonstrate variation across contexts, with
implications for institutional memory, continuity, and
democratic accountability (Bossert & Beauvais,
2002). Fixed terms ranging from two to five years with
eligibility for re-election represent common practice,
balancing benefits of continuity through experienced
members with democratic accountability through
regular elections (Minkler et al., 2001). Some models
establish term limits to prevent entrenchment of
particular individuals and create opportunities for
broader community participation, though this risks
loss of institutional knowledge and relationships with
health system partners (Chaskin, 2001). Leadership
structures  typically include chairperson, vice-
chairperson, secretary, and treasurer positions, with
some models rotating these positions among members
to distribute responsibility and build broader
leadership capacity (Hodgkinson et al., 2017). Gender
considerations in leadership selection have gained
attention, with evidence suggesting that male
dominance of leadership positions can marginalize
women members even when women constitute
numerical majority, leading some systems to mandate
female chairpersons or rotate leadership between men
and women (Balarajan et al., 2011).

Meeting frequency and procedures represent
important governance dimensions influencing Village
Health Committee effectiveness in fulfilling their
multiple functions (Draper et al,, 2010). Most
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committees conduct monthly meetings to review
health activities, discuss community health concerns,
plan upcoming activities, and coordinate with health
workers, though actual meeting frequency often falls
short of intended schedules due to competing member
demands and limited resources for meeting facilitation
(Nkomazana et al., 2015). Meeting procedures vary
from highly structured approaches following formal
parliamentary  procedures to more informal
participatory processes emphasizing consensus-
building, with appropriateness depending on cultural
context and member literacy levels (Minkler et al.,
2001). Some successful models employ participatory
meeting methodologies that ensure all members
contribute to discussions and decisions rather than
deferring to dominant personalities, using techniques
such as small group discussions, visual tools for
illiterate members, and explicit solicitation of input
from quieter members (Jagosh et al., 2012).

Documentation and reporting requirements for Village
Health Committees serve accountability functions
while potentially imposing bureaucratic burdens that
overwhelm volunteer committees with limited literacy
and administrative capacity (Sarriot et al., 2004).
Many health systems require committees to maintain
meeting minutes, activity reports, and financial
records, with periodic submission to district health
authorities for oversight and planning purposes
(Grundy, 2010). However, research documents that
documentation requirements often go unfulfilled due
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to limited secretarial capacity, lack of materials, and
poor understanding of record-keeping importance,
undermining both committee accountability and
ability of health authorities to learn from committee
experiences (Nkomazana et al., 2015). Some models
address this challenge by providing simplified
reporting templates, training specifically focused on
documentation, and regular review of records by
district mentors who provide supportive feedback
rather than punitive oversight (Assegaai & Schneider,
2019).

Financial governance arrangements critically
influence Village Health Committee sustainability and
effectiveness, with most committees operating on
minimal or zero budgets that constrain their ability to
undertake planned activities (Shediac-Rizkallah &
Bone, 1998). Funding models vary from complete
reliance on volunteer contributions and community
resource mobilization to provision of government
grants or integration into decentralized health
financing mechanisms (Sarriot et al., 2004). Evidence
suggests that even modest financial allocations
enabling committees to cover meeting expenses,
transportation for supervisory visits, and materials for
health education activities significantly enhance
functionality and sustainability compared to entirely
voluntary arrangements (McArthur-Lloyd et al.,
2016). Some successful models provide quarterly
disbursements to committees based on approved work
plans and satisfactory performance of assigned
functions, creating incentives for effectiveness while
maintaining accountability (Iwelunmor et al., 2015).
Financial management training represents an essential
component of committee capacity building, as
mismanagement of funds can undermine community
trust and committee legitimacy regardless of resource
amounts involved (Stamidis et al., 2019).

Integration mechanisms linking Village Health
Committees with formal health system structures
substantially determine their influence on primary care
delivery and policy (Li et al., 2017). Vertical
integration through hierarchical reporting
relationships connecting village committees to facility
health committees, sub-district health management
teams, district health boards, and potentially national
health councils creates channels for community voice
to influence health system functioning at multiple
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levels (Ryman et al., 2010). Horizontal integration
through partnerships with other village-level
structures such as local government councils, school
management committees, water committees, and
agricultural extension services enables comprehensive
approaches addressing social determinants of health
beyond healthcare services alone (National Academies
of Sciences, Engineering, and Medicine, 2019). Some
health systems have developed sophisticated
integration frameworks specifying how Village Health
Committee priorities should inform facility work
plans, how committee performance should be assessed
by district authorities, and how resources should flow
from central to village level based on demonstrated
needs and capacities (Hutchison et al, 2011).
However, integration efforts must carefully balance
incorporation into formal structures with maintenance
of community accountability that distinguishes
Village Health Committees from government
bureaucracies (Tripathy et al., 2010).

Legal and policy frameworks governing Village
Health Committees vary substantially across
countries, with implications for committee authority,
sustainability, and integration into health systems
(Bossert & Beauvais, 2002). Some countries have
enacted specific legislation establishing Village
Health Committees as statutory bodies with defined
roles, responsibilities, and rights including access to
health information and participation in facility
management (Department of Health, 2006). National
health policies in other countries incorporate Village
Health Committees as core components of community
health strategies without specific enabling legislation,
relying on health sector regulations and administrative
circulars to operationalize committee functions
(Kuruvilla et al., 2016). The presence of clear legal or
policy frameworks appears to strengthen Village
Health Committee functioning by clarifying
expectations, legitimizing committee authority, and
providing basis for resource allocation, though formal
frameworks alone prove insufficient without
accompanying implementation support and political
commitment (Grundy, 2010). Some researchers
caution that overly prescriptive frameworks may
constrain local adaptation necessary for committees to
respond to diverse community contexts and needs
(Vanselow et al., 1996).
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Political economy considerations fundamentally shape
Village Health Committee governance and
functioning, operating within broader political
structures characterized by power differentials,
resource competition, and conflicting interests
(Menson et al., 2018). Elite capture whereby local
power brokers dominate committees to advance
personal agendas rather than community health
interests represents a persistent risk, particularly in
contexts with weak civil society oversight and limited
democratic culture (Umoren et al., 2019). Political
interference in committee selection or functioning by
local officials seeking to control community resources
or suppress criticism of health services undermines
committee  independence  and
(Umezurike & Iwu, 2017). Conversely, political
support from local government leaders can
significantly enhance committee effectiveness by
facilitating resource access, legitimizing committee
authority, and enabling intersectoral collaboration for
health (Hunter et al., 2018). Understanding and
navigating political dynamics represents an essential
skill for effective Village Health Committee
functioning, requiring strategic thinking about
building supportive coalitions while maintaining
independence to advocate for community health
priorities (Marsh et al., 2008).

effectiveness

The relationship between Village Health Committees
and traditional governance structures requires careful
negotiation in many contexts, as committees represent
new participatory structures introduced alongside
existing traditional authorities (Chaskin, 2001). In
some settings, traditional leaders serve as Village
Health Committee members or provide -crucial
endorsement enabling committees to mobilize
communities, while in other contexts tensions arise
when committees challenge traditional authority or
traditional structures resist sharing power with
democratically selected bodies (Minkler et al., 2001).
Successful models emphasize respectful engagement
with traditional authorities, clear communication
regarding complementary roles, and demonstration of
committee benefits for entire community including
traditional leaders (Marsh et al., 2008). Some health
systems deliberately create linkages requiring Village
Health Committee plans to be reviewed by traditional
authorities  before = implementation,  ensuring
coordination while potentially constraining committee
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autonomy (Hodgkinson et al., 2017). Cultural
sensitivity regarding appropriate forms of community
organization and decision-making represents an
important consideration in designing Village Health
Committee governance arrangements that fit local
contexts (Wallerstein et al., 2015).

Gender dynamics within Village Health Committee
governance merit particular attention given that
women often constitute numerical majority of
committee members yet face barriers to exercising
leadership and influence in patriarchal contexts (Patel
et al., 2010). Research documents multiple forms of
gendered exclusion including men dominating
speaking time in meetings, women deferring to male
members in decision-making, exclusion of women
from leadership positions despite strong performance,
and social sanctions against women who challenge
male authority or traditional gender norms
(Manandhar et al., 2004). Strategies for strengthening
women's voice within committees include leadership
training specifically for women members, deliberate
facilitation ensuring women contribute to discussions,
rotation of meeting facilitation among all members,
women-only pre-meetings to build confidence and
prepare contributions, and community engagement to
build support for women's participation (Tripathy et
al., 2010). Evidence suggests that when women
exercise genuine influence within Village Health
Committees, attention to maternal and child health
increases, reproductive health services become more
culturally appropriate, and health equity concerns
receive greater priority (Prost et al., 2013).

Youth engagement in Village Health Committee
governance has received increasing attention as health
systems recognize that youth bring energy, new
perspectives, and particular insights regarding
adolescent health needs (Evans-Uzosike & Okatta,
2019). Some models designate specific positions for
youth representatives on committees, while others
encourage youth participation without reserved
positions (Hodgkinson et al., 2017). Youth committee
members can serve as bridges to adolescent
populations often missed by adult-oriented health
programs, contribute innovative ideas for health
communication using social media and entertainment
approaches, and develop leadership skills preparing
them for future community roles (Lim et al., 2018).
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However, power dynamics whereby adults dismiss
youth contributions, scheduling conflicts between
committee meetings and school or work obligations,
and inadequate preparation of youth for committee
roles represent common challenges requiring
deliberate strategies to enable meaningful youth
participation (Committee on Psychosocial Aspects of
Child and Family Health, 2012).

Capacity building requirements for effective Village
Health Committee governance extend beyond
technical health knowledge to encompass leadership,
management, advocacy, and political skills (Patel &
Nowalk, 2010). Governance training should address
meeting facilitation, participatory decision-making,
conflict resolution, transparent financial management,
inclusive communication, strategic planning, and
advocacy with health authorities (Stamidis et al.,
2019). However, research consistently demonstrates
that one-time training events prove insufficient, with
effective capacity building requiring ongoing
mentorship, peer learning networks, refresher training,
and learning from practice with regular feedback
(Assegaai & Schneider, 2019). Some successful
models pair Village Health Committees with district-
level mentors who provide monthly supportive
supervision, facilitate quarterly learning forums where
committees share experiences, and connect
committees facing similar challenges to enable mutual
support (Dubé et al., 2018). Building governance
capacity represents a long-term investment requiring
sustained commitment rather than quick inputs, with
evidence suggesting that committees require two to
three years of intensive support before functioning
independently (Kok et al., 2015).

Accountability mechanisms ensuring Village Health
Committees remain responsive to communities while
fulfilling health system responsibilities represent
essential governance elements (Minkler et al., 2001).
Downward accountability to communities can be
strengthened through regular community meetings
where committees report activities and solicit
feedback, participatory evaluation processes engaging
community members in assessing committee
performance, and accessible complaint mechanisms
enabling communities to raise concerns regarding
committee functioning (Draper et al., 2010). Upward
accountability to health authorities typically operates
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through quarterly reporting, participation in district
health review meetings, and monitoring visits by
supervisors (Grundy, 2010). Some models implement
mutual  accountability  frameworks  whereby
communities and health facilities jointly assess each
other's performance, creating constructive dialogue
regarding respective responsibilities rather than one-
directional accountability (Olayo et al., 2014).
Transparency in committee operations including
public posting of meeting minutes, financial reports,
and activity plans enhances accountability by enabling
community scrutiny of committee functioning
(Chaskin, 2001).

3.2 VILLAGE HEALTH COMMITTEE CORE
FUNCTIONS IN PRIMARY HEALTHCARE
DELIVERY

Village Health Committees perform multiple
interrelated functions that collectively strengthen
primary healthcare through enhanced community
engagement, improved health system responsiveness,
and strengthened accountability mechanisms (Haines
et al., 2007). Understanding these core functions and
how they contribute to primary care improvements
provides essential insights for optimizing committee
effectiveness (George et al., 2015). Health needs
assessment represents a foundational function
enabling Village Health Committees to identify
priority health concerns requiring attention and
ensuring health services respond to actual community
needs rather than externally determined priorities
(Draper et al., 2010). Committees conduct needs
assessments through diverse approaches including
community meetings soliciting input on health
problems, household surveys documenting disease
burden and service utilization patterns, key informant
interviews with community leaders and health
workers, and analysis of health facility data regarding
common health conditions (Olayo et al., 2014).
Effective needs assessment requires training
committee members in participatory assessment
methodologies, supporting committees with simple
survey tools and data collection materials, and linking
assessment findings to health planning processes to
ensure communities see their input influences service
delivery (Jagosh et al., 2012).
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Priority setting based on needs assessment findings
represents another critical function whereby Village
Health Committees facilitate community dialogue to
determine which health issues should receive
immediate attention given limited resources (Chaskin,
2001). This function requires committees to balance
diverse stakeholder perspectives including health
workers emphasizing technical priorities, community
members focusing on felt needs, and health authorities
highlighting disease control program targets (Minkler
et al., 2001). Some committees employ participatory
ranking methodologies enabling community members
to vote on priorities, while others use consensus-
building approaches seeking agreement through
facilitated discussion (Hodgkinson et al., 2017).
Effective priority setting connects identified needs
with realistic assessment of available resources and
committee capacity, avoiding overambitious plans that
create frustration when implementation proves
impossible (Sarriot et al., 2004). Research documents
that when communities participate meaningfully in
priority setting, commitment to supporting agreed
priorities increases substantially compared to
externally imposed programs (Wallerstein et al.,
2015).

Health planning represents a function whereby Village
Health Committees translate identified priorities into
concrete action plans specifying  activities,
responsibilities, timelines, resource requirements, and
expected outcomes (Grundy, 2010). Effective
planning requires committees to develop realistic
strategies addressing priority health needs within
resource constraints while leveraging community
assets and external support (Shediac-Rizkallah &
Bone, 1998). Many committees develop annual health
plans synchronized with district health planning
cycles, enabling integration of community priorities
into broader health system planning (Ryman et al.,
2010). Planning processes should engage health
workers to ensure technical feasibility, involve
community members to maintain ownership, and
secure commitment from implementers regarding their
respective responsibilities (Jagosh et al., 2012). Some
successful models employ visual planning tools such
as wall calendars, activity matrices, and resource maps
to enable illiterate committee members to participate
fully in planning processes (Draper et al., 2010).
Documentation of plans and periodic review of
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progress against plans strengthen accountability and
enable adaptive adjustments when implementation
encounters obstacles (Minkler et al., 2001).

Community resource mobilization represents a vital
function through which Village Health Committees
harness local resources including finances, materials,
labor, and expertise to support primary healthcare
activities (Bender & Pitkin, 1987). Mobilization
strategies vary across contexts based on community
economic capacity and social organization, ranging
from household contributions for health facility
improvement to in-kind donations of land for health
posts to volunteer labor for health campaigns
(McArthur-Lloyd et al., 2016). Effective mobilization
requires transparent communication regarding
resource needs and intended uses, inclusive processes
ensuring contributions do not burden vulnerable
households disproportionately, and visible results
demonstrating that mobilized resources produce
tangible health improvements (Chaskin, 2001).
Research documents that communities willingly
contribute to health initiatives when they perceive
services as responsive to their needs, trust that
resources will be used appropriately, and see
committee members modeling contributions through
their own volunteerism (Iwelunmor et al., 2015).
Some committees develop innovative financing
mechanisms such as community health insurance
schemes, rotating savings groups for health
emergencies, or income-generating activities funding
health activities (Shediac-Rizkallah & Bone, 1998).

Health worker supervision and support represents a
particularly important function given the central role
of community health workers and other frontline
providers in primary care delivery (Kok et al., 2015).
Village Health Committees typically perform
supervision through regular meetings with health
workers to review activities and address challenges,
accompanied supervisory visits to observe service
delivery and provide encouragement, assessment of
health worker availability and responsiveness to
community needs, and facilitation of problem-solving
for operational difficulties constraining health worker
effectiveness (Gilmore & McAuliffe, 2013). Effective
supervision requires clear understanding of respective
roles whereby committees provide supportive
oversight focusing on worker motivation and
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community accountability while health facility
supervisors address technical competencies (Strachan
et al., 2012). Research documents that health workers
value community recognition of their contributions,
committee assistance mobilizing resources enabling
them to perform duties, and problem-solving support
addressing challenges beyond their individual control
(Dieleman et al., 2003). However, tensions can arise
when inadequately trained committee members
provide inappropriate direction or when supervision
becomes punitive rather than supportive (Nkomazana
et al., 2015).

Health education and promotion activities represent
highly visible functions through which Village Health
Committees directly contribute to health improvement
(Bitton et al., 2017). Committees organize and conduct
health education sessions on priority topics such as
immunization importance, maternal and newborn care,
nutrition, sanitation, disease prevention, and health
service utilization (Patel & Nowalk, 2010). Education
approaches range from formal talks at community
meetings to household visits, drama performances,
peer education groups, and mass media programs (Lim
et al.,, 2018). Effective health education requires
training committee members in communication skills,
providing appropriate educational materials, ensuring
messages  are  culturally  appropriate  and
understandable, and employing participatory methods
enabling community members to actively engage with
health information rather than passively receiving
messages (Dubé et al., 2018). Some committees
develop health education calendars aligning topics
with seasonal disease patterns and health system
campaign schedules (Stamidis et al., 2019). Research
emphasizes importance of moving beyond knowledge
transmission to address behavioral and environmental
barriers requiring broader community action
(Wallerstein et al., 2015).

Disease surveillance and outbreak response functions
enable Village Health Committees to contribute to
early disease detection and rapid containment of
outbreaks (Scholten et al., 2018). Committees
participate in surveillance through monitoring unusual
disease patterns in communities, reporting suspected
outbreaks to health authorities, mobilizing rapid
community response to disease threats, and supporting
health worker investigations of suspected cases
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(Anyebe et al., 2018). Some health systems provide
Village Health Committees with simple surveillance
tools and reporting mechanisms enabling timely
notification of priority diseases (Lapiz et al., 2012).
During outbreaks, committees play crucial roles
mobilizing communities for prevention measures,
dispelling rumors and misinformation, supporting
contact tracing and isolation measures, and
maintaining essential  health services during
emergencies (Stamidis et al., 2019). Research from
settings with functional Village Health Committee
surveillance  demonstrates  improved  outbreak
detection and response compared to reliance solely on
facility-based surveillance (Scholten et al., 2018).
Integration of Village Health Committee surveillance
into broader disease surveillance systems requires
clear reporting channels, feedback to committees
regarding investigation findings, and recognition of
committee contributions to disease control (Mihigo et
al., 2017).

Advocacy represents an important function whereby
Village Health Committees voice community health
concerns to health authorities and mobilize action
addressing health system weaknesses (Draper et al.,
2010). Committees advocate for improved health
facility infrastructure and equipment, adequate
staffing and health worker motivation, reliable drug
and supply availability, respectful and quality service
delivery, and resource allocation addressing
community priorities (Minkler et al., 2001). Effective
advocacy requires committees to document health
system problems systematically, present evidence-
based arguments to health authorities, build coalitions
with other communities facing similar challenges, and
maintain constructive relationships with health
officials ~ while asserting community rights
(Hodgkinson et al., 2017). Some committees employ
diverse advocacy strategies including formal written
submissions to district health offices, delegation visits
to engage officials directly, media engagement
highlighting health access problems, and participation
in public health forums (Chaskin, 2001). Research
documents that advocacy efforts prove most
successful when backed by solid evidence, maintain
respectful tone while being persistent, offer
constructive suggestions rather than only criticizing,
and recognize resource constraints facing health
authorities (Jagosh et al., 2012).
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Monitoring and quality assurance functions enable
Village Health Committees to assess health service
delivery quality and hold providers accountable for
performance (Mockford et al., 2012). Committees
conduct monitoring through periodic facility visits
observing service delivery conditions, exit interviews
with service wusers regarding satisfaction and
experiences, review of health facility records and
reports, investigation of complaints regarding poor
treatment or service denial, and assessment of health
worker availability during scheduled service hours
(Olayo et al., 2014). Effective monitoring requires
training committees in observation techniques,
providing standardized checklists or guides, ensuring
monitoring remains constructive rather than punitive,
and establishing mechanisms for addressing identified
problems (Assegaai & Schneider, 2019). Some health
systems integrate Village Health Committee
monitoring findings into facility performance
assessments, creating formal accountability for
responsiveness to community concerns (Ryman et al.,
2010). Research suggests that when communities
monitor services systematically, provider behavior
improves substantially even without external
enforcement, reflecting power of community
oversight to incentivize quality (Mockford et al.,
2012).

Resource management functions involve Village
Health Committees in overseeing health facility
resources including budgets, drugs, supplies,
equipment, and infrastructure to ensure appropriate
utilization serving community health needs (Grundy,
2010). Committees participate in  resource
management through representation on health facility
management committees with responsibility for
financial oversight, participation in procurement
decisions for drugs and supplies, monitoring of drug
availability and prevention of stockouts, oversight of
user fee collection and expenditure where applicable,
and advocacy for adequate resource allocation to
health facilities (Ryman et al., 2010). Effective
resource management requires financial literacy
training for committee members, transparent sharing
of budget and expenditure information by health
facilities, clear procedures for committee involvement
in resource decisions, and accountability mechanisms
addressing mismanagement when identified (Stamidis
et al., 2019). Research documents that community
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involvement in resource management can reduce
corruption and misappropriation while ensuring
resources align with community priorities, though
committees require sustained support to perform these
technical functions competently (Bossert & Beauvais,
2002).

Coordination functions whereby Village Health
Committees facilitate intersectoral collaboration
addressing social determinants of health represent
increasingly important though often underutilized
aspects of committee potential (Sacks et al., 2019).
Health outcomes depend not only on healthcare
services but also on water and sanitation, nutrition,
education, housing, livelihoods, and environmental
conditions that village-level coordination can address
(National Academies of Sciences, Engineering, and
Medicine, 2019). Committees perform coordination
through participation in village development planning
processes ensuring health considerations inform
broader development, collaboration with water and
sanitation committees addressing environmental
health, partnership with schools implementing health
education and school health services, engagement with
agricultural extension addressing nutrition, and
linkage with social protection programs supporting
vulnerable populations (Mossialos et al., 2015).
Effective intersectoral coordination requires health
systems to encourage and support Village Health
Committee engagement beyond narrow health facility
oversight, training in collaborative approaches, and
recognition that coordination consumes time and
energy requiring support (Hunter et al., 2018; Xyrichis
& Lowton, 2008). Research from settings with strong
intersectoral coordination demonstrates substantially
greater health impacts compared to committees
focused exclusively on healthcare services,
highlighting value of comprehensive primary
healthcare approaches (Sacks et al., 2019).

Emergency preparedness and response functions
position Village Health Committees as crucial
elements of community resilience to health
emergencies ranging from disease outbreaks to natural
disasters (Kuruvilla et al., 2016). Committees
contribute to emergency preparedness through
community  emergency  planning identifying
vulnerable populations, health risks, and response
resources, participation in emergency drills and
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simulations, maintenance of community emergency
supply stocks, training community volunteers in
emergency response procedures, and communication
systems enabling rapid alert and mobilization
(Department of Health, 2006). During emergencies,
committees mobilize communities for prevention and
response measures, support health worker activities,
maintain  surveillance and reporting, address
misinformation threatening response effectiveness,
and ensure vulnerable populations receive assistance
(Stamidis et al., 2019). Some health systems have
developed frameworks explicitly integrating Village
Health Committees into national emergency
preparedness plans, recognizing their knowledge of
communities and existing community trust (Kuruvilla
et al., 2016). Research from emergency contexts
demonstrates that communities with active Village
Health Committees mounted more effective
emergency responses with better population coverage
and fewer adverse outcomes compared to
communities without such structures (Lapiz et al.,
2012).

Performance  of these  multiple  functions
simultaneously represents substantial demands on
volunteer committee members with limited time,
resources, and often limited formal education (Sarriot
etal., 2004). Evidence suggests that successful Village
Health Committees prioritize functions based on
context and capacity rather than attempting all
functions equally, with priorities evolving as
committees mature and develop capabilities (Kok et
al., 2015). Some researchers advocate for staged
approaches whereby new committees initially focus
on basic functions such as needs assessment, health
worker support, and health education before gradually
expanding to more complex functions such as
surveillance, advocacy, and resource management
(Assegaai & Schneider, 2019). Regular performance
review and adaptive management enable committees
to assess functioning honestly, identify areas requiring
strengthening, adjust workplans to realistic levels, and
continuously improve effectiveness over time (Jagosh
etal., 2012). Understanding Village Health Committee
functions as  interconnected  elements  of
comprehensive primary healthcare engagement rather
than discrete activities highlights synergies whereby
effective performance of core functions strengthens
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capacity for additional functions (Starfield et al.,
2005).

33 VILLAGE HEALTH COMMITTEE
CONTRIBUTIONS TO HEALTH SERVICE
DELIVERY AND OUTCOMES

Village  Health  Committees  contribute  to
strengthening primary healthcare delivery and
improving population health outcomes through
multiple interconnected pathways operating at
individual, community, health facility, and health
system levels (Starfield et al., 2005). Understanding
these contribution mechanisms and examining
empirical evidence regarding committee impacts
provides crucial insights for maximizing their
potential as vehicles for health system transformation
(George et al., 2015). Improvements in immunization
coverage represent one of the most consistently
documented impacts of effective Village Health
Committees, reflecting their roles in health education,
community mobilization, and demand generation for
vaccination services (National Vaccine Advisory
Committee, 1999). Committees contribute to
immunization improvements through educating
communities regarding vaccine importance and safety,
identifying un-immunized children and mobilizing
them for vaccination sessions, supporting health
workers in conducting outreach immunization,
addressing vaccine hesitancy through community
dialogue, and advocating for reliable vaccine supplies
and consistent immunization schedules (Fields et al.,
2013). Research from diverse contexts documents
significant increases in full immunization coverage
following Village Health Committee activation, with
some studies reporting coverage improvements of
fifteen to thirty percentage points over two to three
year periods (Bonu et al., 2003).

Maternal and child health outcomes demonstrate
substantial improvements in settings with active
Village Health Committees performing functions
supporting reproductive health services (Manandhar et
al., 2004). Committees contribute through promoting
antenatal care attendance, encouraging facility
delivery rather than home births without skilled
attendance, supporting postnatal home visits by health
workers, identifying maternal complications requiring
urgent care, conducting nutrition education and
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monitoring child growth, and promoting family
planning services (Tripathy et al., 2010). Evidence
from controlled studies shows that participatory
groups facilitated by Village Health
Committees achieved significant reductions in
maternal mortality and neonatal mortality compared to
control areas without such structures (Prost et al.,
2013). Research documents improvements in
antenatal care coverage, skilled birth attendance,

women's

postpartum care, contraceptive prevalence, and child
nutritional status in intervention areas with Village
Health Committee maternal and child health activities
(Black et al., 2017). The mechanisms through which
committees influence maternal and child health
include both supply-side improvements in service
quality and accessibility and demand-side increases in
care-seeking resulting from education and social norm
change (Lewin et al., 2010).

Table 2: Evidence of Village Health Committee Impacts on Primary Care Outcomes

. . . Documented Ke Contributin . .
Outcome Domain | Specific Indicators Y . . & Evidence Quality
Impact Range Committee Functions
. . Community mobilization, .
. Full immunization | +15% to +35% Y . Strong (multiple
Immunization . .| defaulter tracking, health
by age 1, coverage | improvement in . . controlled
Coverage TR education, vaccine supply .
equity, timeliness coverage . studies)
monitoring
Women’s group
ANC attendance, | +20% to +40% | facilitation, birth
o . . . . Strong  (cluster
Maternal Health facility delivery, | increase in service | preparedness, emergency RCTS)
PNC utilization use transport, quality
monitoring
. . Home visits support, care-
Neonatal mortality, | 30-45% mortality seekin P I; omotion. | Stron
Child Health child  morbidity, | reduction in ne PTOMOTON, &
. . . nutrition education, sick | (controlled trials)
growth monitoring intervention areas s . .
child identification
. Active  case  finding,
. TB case detection, | +25% to +50% . & Moderate
Communicable . . . . contact tracing, treatment .
) malaria prevention, | improved detection ) (observational
Disease Control support, prevention .
outbreak response and response . studies)
campaigns
. . Outreach  organization,
. Distance to services, | Improved access for g Moderate
Service . . transport schemes,
i wait times, service | 20-40% more . (program
Accessibility . . operating hour advocacy, .
hour compliance population . .. evaluations)
satellite clinics
. . . Quality monitoring,
. Patient satisfaction, | +15% to +25% . . .
Health  Service . . complaint handling, | Moderate (mixed
. respectful care, | satisfaction .
Quality . ) . provider feedback, | methods)
clinical quality Improvements
resource advocacy
Communicable  disease  control  demonstrates monitoring and encouragement, reduce stigma

significant benefits from Village Health Committee
involvement in case finding, treatment support, and
prevention activities (Scholten et al., 2018). For
tuberculosis control, committees conduct active case
finding identifying symptomatic individuals for
testing, support treatment adherence through patient
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through community education, and address social
determinants such as poor housing and malnutrition
that increase TB risk (Anyebe et al., 2018). Research
documents substantially higher case detection rates
and treatment success rates in areas with active Village
Health Committee TB activities compared to areas
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relying solely on passive case finding at facilities
(Scholten et al., 2018). Similar patterns emerge for
malaria control where committees distribute and
promote insecticide-treated bed nets, conduct
environmental management eliminating mosquito
breeding sites, identify and refer suspected cases
promptly, and participate in larviciding campaigns
(Vanlerberghe et al., 2009). Community engagement
through Village Health Committees has proven
essential for successful control and elimination of
neglected tropical diseases including rabies, dengue,
and lymphatic filariasis, where community
participation in prevention measures determines
program success (Lapiz et al., 2012).

Mental health represents an emerging area where
Village Health Committees demonstrate potential to
strengthen primary care addressing substantial
treatment gaps for common mental disorders (World
Health Organization, 2008). Committees contribute by
reducing mental health stigma through community
education, identifying individuals with mental health
conditions requiring care, supporting linkage to
services for those experiencing mental health
problems, monitoring adherence to mental health
treatment, addressing social determinants such as
poverty and violence that affect mental health, and
advocating for integration of mental health into
primary care (Patel et al., 2010). Research examining
lay health counselor programs supervised by Village
Health Committees found significant improvements in
depression and anxiety outcomes compared to usual
care, demonstrating feasibility of community-based
mental health support (Patel et al., 2010). However,
mental health remains underemphasized in most
Village Health Committee activities, suggesting
substantial untapped potential for committee
contributions to comprehensive primary care
addressing mental health needs (Saraceno et al., 2007).

Non-communicable disease management increasingly
requires Village Health Committee engagement as
chronic conditions such as diabetes, hypertension, and
cardiovascular disease rise in low and middle-income
countries (American Diabetes Association, 2018).
Committees contribute to chronic disease management
through promoting healthy behaviors including
nutrition and physical activity, supporting screening
programs identifying undiagnosed conditions,
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encouraging treatment adherence for patients with
diagnosed conditions, facilitating peer support groups
for patients managing chronic diseases, addressing
barriers to continued care such as transportation and
costs, and advocating for reliable medication supplies
(Stellefson et al., 2013). Evidence regarding Village
Health Committee impact on non-communicable
disease outcomes remains limited compared to
maternal and child health and communicable diseases,
reflecting relatively recent inclusion of chronic disease
management in primary care priorities (Bodenheimer
et al., 2002). However, emerging evidence suggests
that community-based approaches facilitated by
Village Health Committees can achieve improvements
in blood pressure control, diabetes management, and
cardiovascular risk reduction (Rothman & Wagner,
2003).

Health service utilization patterns demonstrate
significant changes in areas with active Village Health
Committees, reflecting both supply-side service
improvements and demand-side increases in care-
seeking (Olayo et al., 2014). Committees contribute to
increased utilization through educating communities
regarding available services and their benefits,
addressing financial and transportation barriers
through community support mechanisms, improving
service quality through monitoring and advocacy,
extending service access through support for outreach
activities, and building trust between communities and
health workers (Shi, 2012). Research documents
increased utilization across multiple service areas
including curative care visits, preventive services,
deliveries at facilities, family planning consultations,
and child wellness visits in intervention areas with
Village Health Committees compared to control areas
(Black et al., 2017). However, utilization increases
must be interpreted carefully, as they may reflect
previously unmet need rather than unnecessary service
use, and should be accompanied by outcome
improvements demonstrating that increased utilization
translates into health benefits (George et al., 2015).

Health equity improvements represent important
Village Health Committee contributions, as effective
committees deliberately address barriers facing
marginalized populations including women, ethnic
minorities, economically disadvantaged households,
and geographically isolated communities (Balarajan et
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al., 2011). Committees promote equity through
identifying underserved populations and ensuring
services reach them, advocating for resource
allocation addressing equity gaps, organizing targeted
interventions for vulnerable groups, addressing
discrimination in service delivery, and mobilizing
community support for households unable to afford
healthcare (Chen et al., 2014). Evidence demonstrates
that areas with active Village Health Committees
experience narrower gaps in service coverage between
advantaged and disadvantaged populations compared
to areas without community participation structures
(Bonu et al.,, 2003). However, achieving equity
through Village Health Committees requires
deliberate attention, as committees dominated by local
elites may reinforce rather than challenge existing
inequities unless inclusion of marginalized groups is
explicitly prioritized (Umoren et al., 2019).

Patient satisfaction and perceived quality of care
demonstrate improvements in settings with Village
Health Committee quality monitoring and provider
accountability functions (Mockford et al., 2012).
Committees contribute to quality improvements
through regular facility visits observing service
delivery conditions, collecting patient feedback
through exit interviews and community consultations,
addressing patient complaints regarding poor
treatment or disrespectful care, advocating for
improvements in facility infrastructure and equipment,
and recognizing health workers providing quality care
(Bitton et al., 2017). Research using patient
satisfaction surveys and qualitative interviews
documents higher satisfaction scores in facilities with
active Village Health Committee oversight compared
to facilities without community monitoring (George et
al., 2015). Specific quality dimensions showing
improvement include reduced waiting times, better
health worker availability during scheduled hours,
more respectful provider behavior, clearer
communication of diagnoses and treatment plans, and
improved cleanliness of health facilities (Mockford et
al., 2012).

Community ownership and sustainability of health
programs demonstrate strengthening when Village
Health Committees participate actively in program
design and implementation (Shediac-Rizkallah &
Bone, 1998). Committees contribute to sustainability
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through mobilizing local resources reducing
dependence on external funding, building community
commitment to maintaining health improvements,
developing local capacity for program management
reducing reliance on external expertise, and creating
accountability mechanisms ensuring programs remain
responsive to community needs (Sarriot et al., 2004).
Research examining sustainability of community
health interventions finds that programs with
meaningful Village Health Committee engagement
demonstrate higher rates of continuation after external
support ends compared to programs implemented
without  authentic = community  participation
(Iwelunmor et al., 2015). However, sustainability
remains  challenging even with committee
involvement when systemic issues such as health
system underfunding, inadequate health workforce, or
political instability undermine health programs
regardless of community commitment (Saraceno et al.,
2007).

Health system strengthening represents the ultimate
goal of Village Health Committee activities, with
cumulative impacts on multiple system functions
including service delivery, health workforce, health
information, medical products and technologies,
health financing, and leadership and governance
(Bitton et al., 2017). Committees strengthen service
delivery through expanding access and improving
quality as previously discussed (Shi, 2012).
Workforce strengthening occurs through committee
support and supervision of health workers enhancing
their motivation and effectiveness (Kok et al., 2015).
Health information systems benefit from community-
based surveillance and committee participation in
monitoring and evaluation activities (Scholten et al.,
2018). Medical product availability improves through
committee advocacy and monitoring of drug supplies
(Ryman et al,, 2010). Health financing receives
community contributions mobilized by committees
and improved efficiency through community oversight
(Shediac-Rizkallah & Bone, 1998). Leadership and
governance  strengthens through  participatory
decision-making and community accountability
mechanisms (Minkler et al, 2001). Research
examining health system strengthening holistically
finds that Village Health Committees contribute
across multiple system dimensions simultaneously,
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with synergies whereby improvements in one area
reinforce progress in others (Bitton et al., 2017).

3.4 FACTORS ENABLING VILLAGE HEALTH
COMMITTEE EFFECTIVENESS

Multiple interconnected factors determine whether
Village Health Committees function effectively as
mechanisms for strengthening primary healthcare or
remain symbolic structures with limited substantive
impact (Kolopack et al., 2015). Understanding these
enabling factors provides practical guidance for
designing implementation strategies that optimize
Village Health Committee contributions to health
systems (Jagosh et al., 2012). Training adequacy
represents a critical enabling factor, as committees
composed of volunteers with limited formal education
require substantial capacity building to perform their
multiple functions competently (Patel & Nowalk,
2010). Effective training addresses multiple domains
including primary healthcare principles and priorities,
health system organization and how committees fit
within ~ broader structures, specific functions
committees are expected to perform and how to
perform them effectively, participatory meeting
facilitation and inclusive decision-making, financial
management and accountability, health data
interpretation and evidence-based decision-making,
advocacy and communication with health authorities,
and conflict resolution (Stamidis et al., 2019).
Research demonstrates that training duration, quality,
and pedagogical approach substantially affect
knowledge retention and translation into improved
committee functioning, with interactive participatory
training producing better outcomes than didactic
lecture approaches (Assegaai & Schneider, 2019).

Ongoing mentorship and support beyond initial
training represents an essential enabling factor given
complexity of committee functions and challenges
volunteers face performing them consistently (Dubé et
al., 2018). Effective support systems include district-
level mentors providing monthly supportive
supervision to committees, quarterly learning forums
where committees share experiences and collectively
solve problems, refresher training addressing areas
where committee performance falls short, technical
assistance for specialized functions such as data
analysis or advocacy, and rapid response support when
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committees encounter obstacles they cannot resolve
independently (Assegaai & Schneider, 2019).
Research comparing committees receiving ongoing
mentorship with those trained but provided no follow-
up support demonstrates substantially better
performance on process indicators including meeting
regularity, activity = implementation, reporting
completion, and relationships with health workers in
mentored committees (Kok et al., 2015). However,
providing quality mentorship at scale represents
substantial challenge given supervision demands on
already overstretched district health teams, requiring
creative approaches such as peer mentorship and
technology-enabled remote support (Nwaimo et al.,
2019).

Resource availability represents another critical
enabling factor, as committees require basic resources
to perform their functions including stationery for
record keeping, transportation for supervisory visits,
communication airtime for coordinating activities,
materials for health education, and modest financial
allocations for operational expenses (Shediac-
Rizkallah & Bone, 1998). Research documents that
committees with access to even small quarterly
allocations demonstrate higher activity levels and
better sustainability compared to entirely volunteer
committees, as modest funding enables transportation
to facilities, materials for meetings, and recognition of
volunteer contributions (McArthur-Lloyd et al., 2016).
However, resource allocation must be accompanied by
financial management training and accountability
mechanisms to prevent misuse that undermines
committee legitimacy (Stamidis et al., 2019). Some
models successfully leverage mobile money platforms
for transparent fund transfers and expenditure
tracking, enabling financial accountability even in
committees with limited literacy (Nwaimo et al.,
2019).

Clear role delineation between Village Health
Committees and other health system actors represents
an enabling factor preventing confusion and conflict
that can undermine committee functioning (Grundy,
2010). Clarity regarding committee relationships with
health  workers, health facility —management
committees, district health authorities, local
government structures, and traditional authorities
helps committees understand their authority and
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responsibilities while avoiding overreach or
duplication (Bossert & Beauvais, 2002). Written terms
of reference specifying committee functions, authority
limits, reporting relationships, and accountability
requirements provide essential reference points,
though these must be developed through participatory
processes ensuring committees understand and accept
their roles rather than externally imposed without
consultation (Minkler et al., 2001). Research identifies
role ambiguity as a major source of committee
dysfunction and conflict with health system partners,
highlighting importance of investing effort in
clarifying roles during committee formation (Strachan
et al., 2012).

Integration with formal health system structures
enables Village Health Committee influence on health
service delivery and resource allocation while
maintaining community accountability (Li et al,
2017). Effective integration mechanisms include
regular joint meetings between committees and health
facility staff reviewing performance and planning
activities, committee representation on health facility
management committees participating in facility
governance, incorporation of committee priorities into
district health plans ensuring community voice
influences resource allocation, systematic feedback
from health authorities regarding actions taken on
committee  recommendations, and committee
participation in district health review meetings
enabling direct engagement with decision-makers
(Ryman et al., 2010). Research demonstrates that
committees with clear integration mechanisms exert
substantially greater influence on health service
delivery compared to isolated committees
disconnected from health system decision-making
processes, though integration must avoid co-opting
committees into bureaucratic structures that diminish
community accountability (Hutchison et al., 2011).

Political support from local government leaders and
national health authorities represents an important
enabling factor legitimizing Village Health Committee
authority and facilitating their functioning (Hunter et
al., 2018). Political support manifests through leaders
publicly endorsing committee roles and encouraging
community  participation, resource allocation
acknowledging committee functions as essential rather
than optional add-ons, integration of committees into
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official health system structures rather than treating
them as temporary project appendages, responsiveness
to committee advocacy demonstrating that community
voice influences decisions, and protection of
committee independence from political interference
(Umezurike & Iwu, 2017). Research documents that
committees operating in environments with strong
political support demonstrate better sustainability and
greater impact compared to committees established
through project initiatives without government
ownership, as political support enables committee
continuation beyond project lifetimes (Iwelunmor et
al., 2015). However, political support must respect
committee independence, as excessive government
control can undermine the community accountability
that distinguishes Village Health Committees from
government implementation units (Tripathy et al.,
2010).

Community awareness regarding Village Health
Committee existence, functions, and achievements
enables committees to mobilize community
engagement and maintain accountability to
constituents (Wallerstein et al., 2015). Awareness-
building requires ongoing communication through
multiple channels including community meetings
where committees report activities and solicit input,
use of local radio programs and community
information boards publicizing committee work,
engagement with schools and religious institutions
reaching diverse community segments, and visible
activities such as health campaigns demonstrating
committee contributions to community health (Lim et
al., 2018). Research demonstrates that communities
with high awareness of Village Health Committee
functions show greater participation in committee
activities, higher utilization of health services
promoted by committees, and stronger accountability
relationships ~ with  committees compared to
communities where awareness remains low
(Farnsworth et al., 2014). However, awareness must
be accompanied by demonstrated impact, as
communities quickly lose interest in committees that
generate activity without producing tangible health
improvements (Sarriot et al., 2004).

Health worker attitudes toward Village Health
Committees  substantially influence committee
effectiveness, as health workers can either facilitate or

ICONIC RESEARCH AND ENGINEERING JOURNALS 381



© MAR 2019 | IRE Journals | Volume 2 Issue 9 | ISSN: 2456-8880

obstruct committee functioning depending on whether
they perceive committees as supportive partners or
threatening overseers (Dieleman et al., 2003). Positive
health worker attitudes develop through early
engagement of health workers in committee formation
processes, clear communication regarding how
committees support rather than undermine health
workers, training emphasizing complementary roles
and mutual accountability, regular joint planning
creating shared ownership of activities, and
recognition of health worker expertise and
professionalism by committee members (Gilmore &
McAuliffe, 2013). Research identifies health worker
resistance as a major barrier to effective Village
Health Committee functioning in some contexts, often
stemming from perceived threats to professional
autonomy or concerns that committees will criticize
workers without understanding constraints they face
(Strachan et al., 2012). Successful models invest
substantial effort in building constructive relationships
between committees and health workers through team-
building activities, joint problem-solving, and
celebration of shared achievements (Kok et al., 2015).

Cultural appropriateness of Village Health Committee
structures and processes represents an enabling factor
often overlooked in standardized implementation
approaches (Wallerstein et al., 2015). Committees
function most effectively when organized in ways
consistent with local decision-making traditions,
employ communication styles appropriate to cultural
context, schedule meetings at times accommodating
local livelihood patterns and cultural practices, and
engage traditional and religious authorities in ways
respecting local power structures (Marsh et al., 2008).
Some cultures emphasize consensus decision-making
through extended discussion while others value
efficiency and quick decisions, requiring adaptation of
committee procedures (Hodgkinson et al., 2017).
Gender norms regarding appropriate roles for women
and youth in public leadership require navigation, with
some contexts necessitating deliberate strategies to
create space for inclusion while others provide more
enabling environments (Patel et al., 2010). Research
examining Village Health Committee adaptations
across diverse cultural contexts demonstrates that
locally appropriate modifications to standard models
enhance committee legitimacy and effectiveness
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compared to rigid adherence to external blueprints
(Vanselow et al., 1996).

Technology access and digital literacy increasingly
represent enabling factors as health systems adopt
electronic data systems, mobile health communication
platforms, and digital reporting tools (Nwaimo et al.,
2019). Committees with access to mobile phones
demonstrate improved coordination with health
workers, more timely reporting of surveillance data,
and enhanced ability to document activities and
maintain records (Menson et al., 2018). Some health
systems  provide committee members  with
smartphones loaded with applications for reporting
health data, accessing clinical guidelines, and
coordinating immunization campaigns (Nwaimo et al.,
2019). However, technology adoption requires
attention to digital literacy barriers, ongoing technical
support, infrastructure limitations in rural areas, and
costs of devices and connectivity that may be
prohibitive for volunteer committees (Uzozie et al.,
2019). Research suggests that technology tools
designed specifically for low literacy users employing
visual interfaces and voice options prove most
successful for Village Health Committee adoption
(Bukhari et al., 2019).

Community social capital including trust, reciprocity
norms, and associational networks represents an
important contextual enabling factor influencing
Village Health Committee effectiveness (Chaskin,
2001). Communities with strong social capital
demonstrate greater capacity for collective action
through committees, more sustained volunteer
commitment, better resource mobilization, and
stronger social accountability of health workers
(Minkler et al., 2001). Village Health Committees can
both draw upon and strengthen community social
capital, creating virtuous cycles whereby committee
activities build trust and cooperation that in turn
enable more effective committee functioning
(Wallerstein et al., 2015). However, social capital can
also be exclusionary when strong internal bonds
marginalize outsiders, requiring deliberate efforts to
ensure committees bridge social divides rather than
reinforcing them (Umoren et al., 2019). Research
examining Village Health Committee functioning
across communities with varying social capital levels
demonstrates  substantially  better = committee
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performance in high social capital contexts, suggesting
that social capital strengthening may be necessary
precursor to effective committee establishment in
some settings (Kolopack et al., 2015).

Health system decentralization and local governance
arrangements shape the environment within which
Village Health Committees operate, with implications
for their effectiveness (Bossert & Beauvais, 2002).
Decentralized systems providing local governments
authority over health resources and decision-making
create opportunities for Village Health Committee
influence on local health priorities and resource
allocation (Hutchison et al.,, 2011). However,
decentralization can also fragment health systems and
exacerbate inequities if local capacity and resources
prove inadequate (Balogun et al., 2019). Research
examining Village Health Committee functioning
under different governance arrangements
demonstrates  that committees thrive  when
decentralization includes genuine transfer of authority
and resources to local levels but struggle when
decentralization represents unfunded mandates
without corresponding capacity (Li et al., 2017).
Effective decentralization for Village Health
Committee empowerment requires capacity building
for local health authorities to engage with
communities  productively, clear frameworks
delineating central and local responsibilities, and
equalization mechanisms preventing decentralization
from widening disparities (Hutchison et al., 2011).

Village size and population characteristics influence
optimal Village Health Committee design and
expectations regarding what committees can
accomplish (Guagliardo, 2004). Larger villages may
require multiple committees or sub-committees
addressing different geographical areas or health
priorities, while small villages may struggle to identify
sufficient volunteers or generate adequate resources
(Chen et al, 2014). Population characteristics
including literacy levels, ethnic composition,
economic conditions, and health needs affect
committee capacity and priorities (Balarajan et al.,
2011). Research demonstrates that standardized
committee models applied without attention to local
variation often produce poor results, with successful
implementations adapting structures and expectations
to local contexts (Vanselow et al., 1996). Some health
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systems develop tiered committee structures with
larger coordinating committees at higher levels and
smaller action committees at grassroots levels,
enabling appropriate scale for different functions
(Ryman et al., 2010).

Monitoring and evaluation systems providing
committees with data regarding health conditions and
service performance enable evidence-based decision-
making and accountability (George et al., 2015).
Committees function most effectively when they
receive regular feedback regarding immunization
coverage, disease trends, service utilization, and other
indicators relevant to their priorities, enabling them to
assess whether their activities produce desired effects
and adjust strategies accordingly (Olayo et al., 2014).
Simple visual displays of data using charts, graphs,
and maps accessible to members with limited formal
education prove most useful for committee decision-
making (Draper et al., 2010). Research demonstrates
that committees receiving regular performance
feedback show greater goal-orientation, more adaptive
management adjusting strategies when initial
approaches prove ineffective, and stronger
accountability  relationships with communities
compared to committees lacking performance
information (Jagosh et al., 2012). However, data
systems must be designed for committee usability
rather than exclusively serving external reporting
requirements, requiring attention to what data
committees need, how frequently, and in what formats
(Scholten et al., 2018).

Learning and adaptation mechanisms enabling Village
Health Committees to continuously improve
performance represent important enabling factors
often absent in rigid implementation frameworks
(Greenhalgh et al, 2016). Effective learning
mechanisms include regular self-assessment by
committees identifying strengths and improvement
areas, peer learning forums where committees share
innovations and solutions, documentation and
dissemination of promising practices, incorporation of
committee experiences into policy and program
refinement, and research partnerships enabling
systematic evaluation of committee functioning
(Jagosh et al., 2012). Research employing realist
evaluation approaches demonstrates that Village
Health Committee effectiveness depends heavily on
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contextual factors and implementation processes,
highlighting importance of adaptive approaches that
enable continuous refinement based on experience
rather than static blueprints (Kolopack et al., 2015).
Some health systems have developed systematic
learning agendas for Village Health Committees
including regular documentation of innovations,
multi-stakeholder  review  meetings analyzing
committee performance, and policy dialogue forums
where lessons inform system strengthening efforts
(Hunter et al., 2018).

External support from non-governmental
organizations, academic institutions, and development
partners has historically played important roles in
Village Health Committee establishment and
strengthening, though sustainability requires transition
to government ownership (Iwelunmor et al., 2015).
External partners contribute technical assistance for
committee development, training and mentorship
capacity exceeding what government systems can
provide, financial resources for committee operations,
research documenting committee impacts, and
advocacy promoting policy attention to community
participation (Farnsworth et al., 2014). However,
excessive dependence on external support creates
sustainability risks when partners exit or shift
priorities, highlighting importance of building
government capacity and commitment from the outset
(Shediac-Rizkallah & Bone, 1998). Research
examining Village Health Committee sustainability
after project support ends demonstrates substantially
better continuation when implementation includes
deliberate transition planning, gradual handover to
government systems, and integration into government
budgets and management structures rather than abrupt
project termination (Sarriot et al., 2004).

3.5 CHALLENGES AND BARRIERS TO VILLAGE
HEALTH COMMITTEE EFFECTIVENESS

Despite their potential contributions to primary
healthcare strengthening, Village Health Committees
face substantial challenges and barriers that limit their
effectiveness in many contexts, requiring honest
acknowledgment and strategic responses (Nkomazana
et al., 2015). Inadequate financial resources represent
perhaps the most fundamental constraint, as most
committees operate on minimal or zero budgets while
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expected to perform multiple functions requiring
transportation, materials, and operational expenses
(Shediac-Rizkallah & Bone, 1998). Volunteer
committee members often must pay transportation
costs from personal funds to conduct supervisory
visits, purchase materials for health education
activities, or attend district meetings, creating
unsustainable financial burdens particularly for
economically disadvantaged members (McArthur-
Lloyd et al., 2016). The absence of dedicated budgets
forces committees to spend disproportionate time on
fundraising rather than health activities, limits ability
to respond to emerging needs requiring resources, and
contributes to volunteer fatigue when members
perceive their sacrifice produces minimal impact due
to resource constraints (Sarriot et al., 2004). Research
consistently identifies inadequate financing as the
primary challenge undermining Village Health
Committee sustainability, with committees becoming
inactive when volunteer enthusiasm wanes without
tangible support (Iwelunmor et al., 2015).

Insufficient training and capacity building represents
another pervasive challenge, as one-time training
events prove inadequate for developing competencies
required to perform complex committee functions
effectively (Patel & Nowalk, 2010). Many committees
receive brief initial orientation lasting only a few days
before assuming responsibility for health needs
assessment, planning, supervision, advocacy, and
financial management, functions that require
substantial knowledge and skills (Stamidis et al.,
2019). Training gaps include lack of understanding
regarding how health systems function and how
committees fit within broader structures, limited
competencies in participatory facilitation and
inclusive decision-making, inadequate financial
management skills leading to poor documentation and
accountability problems, insufficient understanding of
disease prevention and health promotion messages
they are expected to communicate, weak advocacy
skills limiting ability to effectively engage health
authorities, and absence of conflict resolution
capacities necessary when tensions arise (Assegaai &
Schneider, 2019). Research documents that
inadequately trained committees often implement
activities poorly, make decisions without adequate
information, struggle to maintain records, and lose
credibility with both communities and health
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authorities due to perceived incompetence (Dubé et
al., 2018).

Volunteer fatigue and committee member turnover
undermine continuity and institutional memory,
particularly when committees function for extended
periods without adequate support or visible impact
(Strachan et al., 2012). Volunteer committee work
demands substantial time including regular meetings,
supervisory visits, health campaign participation,
community mobilization activities, and district
engagement, creating tensions with livelihood
activities and family responsibilities particularly for
women members who face double burdens (Patel et
al., 2010). The absence of compensation or even
nominal allowances for transportation and meal
expenses during committee activities creates
resentment particularly when health workers and
district officials receive salaries and allowances for
similar work (Dieleman et al., 2003). When committee
efforts produce limited visible impact due to health
system constraints beyond committee control,
volunteers become  discouraged and reduce
participation or resign entirely (Sarriot et al., 2004).
Research examining Village Health Committee
trajectories over time documents common patterns of
initial enthusiasm followed by declining participation
as challenges mount, with many committees becoming
defunct within three to five years without sustained
external support (Shediac-Rizkallah & Bone, 1998).

Unclear roles and responsibilities create confusion
regarding what committees should actually do, leading
to either committee passivity waiting for external
direction or overreach into areas beyond their
authority (Grundy, 2010). Many committees receive
vague mandates to "support health activities" without
specific guidance regarding which activities, how
frequently, using what approaches, or with what
authority (Minkler et al., 2001). Ambiguity regarding
relationships with health workers proves particularly
problematic, with confusion about whether
committees supervise health workers or merely
support them, what authority committees have to
address health worker problems, and how conflicts
between committees and workers should be resolved
(Strachan et al., 2012). Role confusion also arises
regarding committee relationships with health facility
management committees where both exist, traditional
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authorities who may perceive committees as threats to
their influence, and local government officials who
may try to control committees for political purposes
(Umoren et al.,, 2019). Research identifies role
ambiguity as a major source of committee dysfunction
and conflict, with successful implementations
investing substantial effort in clarifying roles through
participatory processes during committee
establishment (Kok et al., 2015).

Weak linkages with health facilities and district health
systems limit Village Health Committee influence on
service delivery and create frustration when
committee recommendations receive no response (Li
et al.,, 2017). Many committees operate in isolation
from health planning and resource allocation
processes, conducting needs assessments and
developing priorities that never inform actual health
system decisions (Ryman et al., 2010). Health workers
may view committees as bothersome outsiders rather
than supportive partners, providing minimal
information and resisting committee oversight
(Gilmore & McAuliffe, 2013). District health offices
often lack systems for receiving committee input,
providing feedback on committee recommendations,
or incorporating community priorities into planning
(Hutchison et al., 2011). The absence of regular
communication channels, joint planning mechanisms,
and mutual accountability frameworks means
committees and health systems function as parallel
structures with limited interaction rather than
integrated partnerships (Bitton et al., 2017). Research
documents that isolated committees disconnected
from health system decision-making demonstrate
limited impact regardless of their internal functioning
quality, highlighting integration as essential for
effectiveness (George et al., 2015).

Elite capture and lack of representativeness undermine
Village Health Committee legitimacy and
responsiveness to marginalized populations' needs
(Umoren et al., 2019). Local power brokers often
dominate committee selection processes, ensuring
their allies control committees to advance personal
agendas rather than community health interests
(Menson et al., 2018). Elite-dominated committees
may prioritize health concerns of advantaged
populations while neglecting needs of women, ethnic
minorities, disabled persons, or economically
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disadvantaged groups (Balarajan et al., 2011).
Committee selection processes that rely on community
meetings disadvantage those unable to attend due to
work obligations, childcare responsibilities, or social
exclusion, resulting in committees that poorly
represent community diversity (Chaskin, 2001). Some
committee members treat positions as opportunities
for personal benefit through corruption or privileged
access to health services rather than service to
community (Minkler et al., 2001). Research
examining Village Health Committee composition and
decision-making patterns documents that elite capture
represents a significant problem in contexts with high
inequality and weak governance, requiring deliberate
strategies to ensure inclusive representation (Chen et
al., 2014).

Political interference by local government officials or
political parties undermines Village Health Committee
independence and accountability to communities
(Umezurike & Iwu, 2017). Politicians may attempt to
control committee selection to reward supporters,
direct committee priorities toward visible activities
generating political credit regardless of health impact,
divert committee resources for political purposes, or
suppress committee advocacy criticizing government
health services (Hunter et al., 2018). In some contexts,
committee positions become patronage opportunities
distributed to political loyalists rather than community
representatives genuinely committed to health
improvement (Umoren et al., 2019). Political cycles
create instability when committee membership turns
over with changes in local government, losing
institutional memory and community relationships
(Bossert & Beauvais, 2002). Fear of political
repercussions may prevent committees from honestly
reporting health system problems or advocating for
improvements that might embarrass officials (Tripathy
et al.,, 2010). Research documents that political
interference represents a particularly intractable
challenge requiring civil society advocacy for legal
frameworks protecting committee independence and
community accountability (Umezurike & Iwu, 2017).

Gender barriers limit women's participation and
leadership in Village Health Committees despite
women comprising majority of health service users
and possessing particular insights regarding maternal
and child health needs (Patel et al., 2010). Patriarchal
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norms in many contexts discourage women from
speaking in mixed-gender forums, exclude women
from leadership positions, require women to defer to
male authority even when women possess relevant
expertise, and sanction women who challenge
traditional gender roles through public leadership
(Manandhar et al., 2004). Women committee members
face time constraints due to domestic responsibilities
limiting their availability for meetings and activities,
limited mobility restricting their participation in
supervisory visits and district engagement, and social
pressure from husbands or family members opposing
their involvement (Tripathy et al., 2010). Male
committee members and health workers may dismiss
women's contributions or exclude women from
decision-making  despite  formal
membership (Balarajan et al., 2011). Research
documents that women's numerical majority on

committee

committees does not automatically translate into
substantive influence without deliberate strategies
addressing gender barriers, including women-specific
training, facilitation ensuring women's voices are
heard, and community engagement building support
for women's leadership (Prost et al., 2013).

Limited literacy and education levels among
committee members create challenges for record-
keeping, data analysis, financial management, and
engaging with written health system documents and
reports (Nkomazana et al., 2015). Many village-level
volunteers have limited formal schooling, affecting
their ability to maintain meeting minutes, complete
reporting forms, interpret health statistics, understand
policy documents, or communicate effectively in
writing with district health authorities (Chen et al.,
2014). Illiterate or semi-literate committee members
may be embarrassed to admit difficulties
understanding written materials, leading them to avoid
tasks requiring literacy or make decisions without
adequate information (Draper et al., 2010). Some
health systems have developed visual tools and
simplified documentation systems enabling low-
literacy committees to function effectively, but many
continue using formats designed for educated health
professionals that prove inaccessible to volunteers
(Jagosh et al., 2012). Research highlights that literacy
challenges require deliberate accommodation through
appropriate tools and support rather than assuming
literate =~ committee  members, as education
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requirements that exclude community members with
limited schooling may prevent most capable and
respected community members from participating
(Wallerstein et al., 2015).

Health worker resistance and poor relationships
between committees and health workers undermine
collaboration essential for effective primary care
delivery (Strachan et al., 2012). Some health workers
perceive Village Health Committees as threatening
their professional autonomy or likely to unfairly
criticize their performance without understanding
resource and systemic constraints they face (Dieleman
et al., 2003). Health workers may view committee
members as lacking expertise to provide meaningful
oversight and resent supervision by volunteers they
perceive as less qualified (Gilmore & McAuliffe,
2013). Professional medical culture emphasizing
technical expertise can lead health workers to dismiss
community participation as irrelevant to quality care
(Rosenthal, 2008). Limited health  worker
understanding of community participation principles
and committee roles contributes to resistance (Lewin
et al., 2010). Personality conflicts between individual
committee members and health workers can poison
relationships affecting entire committee functioning
(Strachan et al.,, 2012). Research documents that
constructive committee-health worker relationships
require ongoing investment including joint training,
regular communication, team-building activities, clear
role delineation, and recognition of complementary
contributions rather than competition (Kok et al.,
2015).

Inadequate supervision and support from district
health systems leave committees struggling without
guidance or assistance when facing challenges (Dubé
et al., 2018). Many district health teams lack capacity
or motivation to provide regular supportive
supervision to Village Health Committees given
competing demands on their time (Nkomazana et al.,
2015). Supervision that does occur often takes form of
fault-finding and criticism rather than constructive
problem-solving support (Assegaai & Schneider,
2019). District supervisors may lack understanding of
community  participation approaches, viewing
committees as simply additional reporting structures
rather than genuine partners in health system
strengthening (Wallerstein et al., 2015). The absence
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of systematic support systems means committees must
navigate challenges independently without technical
assistance, reducing effectiveness and contributing to
frustration (Sarriot et al., 2004). Research examining
factors enabling Village Health Committee
effectiveness  consistently  identifies  ongoing
supervision and mentorship as critical, yet notes that
most committees receive inadequate support,
highlighting need for health systems to develop
feasible supervision strategies given resource
constraints (Kok et al., 2015).

Unrealistic expectations regarding what volunteer
committees can accomplish without adequate
resources and support set committees up for failure
(Shediac-Rizkallah & Bone, 1998). Health systems
often assign Village Health Committees responsibility
for numerous functions including needs assessment,
planning, resource mobilization, health worker
supervision, health education, surveillance, advocacy,
and monitoring while providing minimal resources or
capacity building to perform these complex tasks
(George et al.,, 2015). Communities and health
authorities both become disappointed when
committees cannot fulfill unrealistic mandates,
blaming  committee = members  rather  than
acknowledging systemic failures in providing
necessary support (Sarriot et al., 2004). Project-driven
implementations  sometimes  create  elaborate
committee structures and ambitious work plans during
project periods that prove unsustainable when external
support ends, demonstrating apparent failure of
community participation rather than project design
flaws (Iwelunmor et al., 2015). Research emphasizes
importance of right-sizing expectations regarding
committee functions based on realistic assessment of
volunteer capacity, available resources, and health
system support, with gradual expansion of functions as
committees mature rather than overwhelming new
committees with comprehensive mandates (Vanselow
et al., 1996).

Lack of tangible incentives for committee members
compared to compensated positions in health systems
creates motivational challenges, particularly in
economically disadvantaged communities where
volunteer time represents significant opportunity cost
(McArthur-Lloyd et al.,, 2016). While intrinsic
motivations including community service, social
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recognition, and personal satisfaction drive many
committee members, these prove insufficient to
sustain participation over extended periods without
any tangible benefits (Strachan et al., 2012). Some
committee members expect that volunteering will lead
to employment opportunities or preferential treatment
in accessing health services, becoming disillusioned
when these benefits do not materialize (Dieleman et
al., 2003). The absence of even modest allowances for
transportation and meals during committee activities
creates financial hardship particularly for poor
volunteers, effectively excluding those who might
contribute most authentically to representing
disadvantaged community perspectives (Chaskin,
2001). Research examining incentives for community
health volunteers documents tensions between desires
to recognize contributions and concerns that monetary
compensation will undermine volunteer ethos or
create unsustainable funding requirements, with no
consensus regarding optimal approaches (Strachan et
al., 2012).

Cultural and religious beliefs sometimes conflict with
health interventions promoted by Village Health
Committees, creating dilemmas regarding how
committees navigate traditional practices and
introduced health recommendations (Wallerstein et
al., 2015). Beliefs regarding causes of illness and
appropriate treatments may differ from biomedical
understandings underlying health worker
recommendations, creating potential for committee
members to transmit mixed or contradictory messages
(Longlett et al., 2001). Religious opposition to certain
health interventions such as family planning or
immunization may limit committee willingness to
promote these services despite their importance for
maternal and child health (Guignard et al., 2019).
Traditional practices harmful to health may be deeply
embedded in cultural identity, making committee
efforts to discourage them sensitive and potentially
divisive (Committee on Psychosocial Aspects of Child
and Family Health, 2012). Gender norms rooted in
cultural or religious traditions may constrain
committee efforts to promote women's health seeking
and empowerment (Patel et al., 2010). Research
examining community health interventions in diverse
cultural contexts emphasizes importance of respectful
engagement with traditional beliefs, identifying
compatible elements while gradually building
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understanding regarding harmful practices, rather than
confrontational approaches that provoke resistance
(Marsh et al., 2008).

Geographic and infrastructure challenges particularly
in rural and remote areas limit Village Health
Committee functioning by creating transportation
barriers, communication difficulties, and resource
access problems (Guagliardo, 2004; Andrew et al
2012). Committee members in dispersed rural
communities must travel long distances on foot or
unreliable transport to conduct supervisory visits,
attend meetings, or engage with district health
authorities, consuming substantial time and energy
(Nkomazana et al., 2015). Poor road conditions during
rainy seasons may isolate committees from support
systems and prevent participation in training or
coordination activities (Balogun et al., 2019). Limited
communication infrastructure makes contact between
committee members difficult for activity coordination
and prevents timely reporting of disease outbreaks or
health emergencies (Menson et al., 2018). Distance
from district headquarters reduces frequency of
supervision visits and separates committees from
information and resource flows (Li et al., 2017).
Research  examining rural health challenges
documents that geographic barriers significantly
constrain Village Health Committee effectiveness
unless deliberately addressed through context-
appropriate strategies such as clustering multiple
village committees for joint activities, utilizing
technology for remote communication and
supervision, and providing transportation support
(Nwaimo et al., 2019).

CONCLUSION

Village Health Committees represent critical
institutional mechanisms for strengthening primary
healthcare through enhanced community
participation, improved health system responsiveness,
and strengthened accountability (Starfield et al.,
2005). This comprehensive review has examined
Village Health Committee functions, analyzed their
contributions to primary care delivery and health
outcomes, identified factors enabling or constraining
their effectiveness, and synthesized evidence-based
recommendations for optimizing their impact (George
et al., 2015). The synthesis demonstrates that well-
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functioning Village Health Committees contribute
meaningfully across multiple dimensions of primary
healthcare strengthening including improved service
access and utilization, enhanced service quality and
responsiveness, better health outcomes particularly for
maternal and child health, strengthened health
workforce performance and motivation, more
equitable resource allocation and health outcomes, and
increased  sustainability  through  community
ownership (Shi, 2012). However, realizing this
potential requires deliberate attention to numerous
implementation factors including adequate training
and ongoing mentorship, modest but reliable financial
resources, clear role delineation and integration with
health systems, political support and protection of
committee independence, inclusive governance
ensuring representation of marginalized groups,
constructive relationships with health workers, and
realistic expectations regarding volunteer capacity
(Kok et al., 2015).

The evidence reviewed reveals substantial variation in
Village Health Committee effectiveness across
different contexts, implementation models, and time
periods, highlighting that community participation
structures alone do not guarantee positive outcomes
without supportive enabling environments (Kolopack
et al., 2015). Contextual factors including political
governance systems, health system decentralization
arrangements, community social capital, cultural
norms regarding participation and gender, and
resource  availability  substantially  influence
committee functioning and impact (Bossert &
Beauvais, 2002). Implementation quality including
formation processes, capacity building approaches,
supervision systems, integration mechanisms, and
adaptive management significantly determines
whether committees realize their theoretical potential
or remain symbolic structures with limited substantive
influence (Jagosh et al, 2012). This variation
underscores that Village Health Committees should
not be viewed as technical interventions with
predictable uniform effects, but rather as social
institutions whose functioning depends critically on
political, social, and organizational contexts within
which they operate (Wallerstein et al., 2015).

Critical success factors emerging from the synthesis
include community ownership established through
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participatory formation processes and ongoing
accountability to constituents, adequate investment in
capacity building through comprehensive training and
continuous mentorship, provision of basic operational
resources enabling committees to undertake planned
activities, effective integration with health systems
ensuring committee influence on service delivery and
resource allocation, supportive supervision providing
problem-solving  assistance when committees
encounter challenges, constructive relationships with
health workers based on complementary roles and
mutual respect, inclusive governance ensuring
meaningful participation of women and marginalized
groups, political support legitimizing committee
authority while protecting independence from
interference,  realistic  expectations  matching
committee responsibilities to volunteer capacity, and
sustained commitment reflected in integration into
government budgets and management systems
(George et al., 2015). Programs implementing Village
Health Committees without attention to these success
factors risk creating structures that appear to
operationalize =~ community participation  while
producing minimal health impacts, potentially
discrediting community participation approaches
rather than demonstrating their potential (O'Mara-
Eves et al., 2013).

The relationship between Village Health Committees
and health system strengthening emerges as
fundamentally bidirectional, with committees both
contributing to and depending upon broader health
system functionality (Bitton et al., 2017). Committees
strengthen health systems through expanding
community participation in governance, enhancing
service responsiveness to community needs,
improving accountability mechanisms, mobilizing
additional resources, strengthening health workforce
motivation and performance, extending service access
through community mobilization and outreach
support, and building community capacity for
sustained health action (Shi, 2012). Simultaneously,
committee effectiveness depends upon health system
investments including supportive policies creating
space for community voice, organizational structures
enabling integration rather than isolation, capacity
building providing knowledge and skills volunteers
need, supervision systems offering ongoing support,
financial allocations acknowledging committee
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operational needs, and responsiveness demonstrating
that community input influences decisions (Li et al.,
2017). This interdependence suggests that Village
Health Committees cannot be viewed as solutions to
health system weaknesses, but rather as components of
comprehensive health system strengthening requiring
investments across multiple system elements
(Starfield et al., 2005).

The sustainability of Village Health Committees
represents a persistent concern requiring systematic
strategies rather than assuming initial enthusiasm will
naturally translate into long-term functioning
(Shediac-Rizkallah & Bone, 1998). Sustainable
committees demonstrate several common
characteristics including integration into government
structures and budgets rather than dependence on
temporary project funding, ongoing capacity building
through regular refresher training and mentorship,
visible impact on community health demonstrating
value of committee contributions, community
recognition and appreciation of volunteer efforts,
responsive health systems showing community input
influences service delivery, realistic mandates
matching expectations to volunteer capacity, and
adaptive = management  enabling
improvement based on experience (Sarriot et al.,

continuous

2004). However, even well-designed sustainability
strategies face challenges when broader health system
dysfunction, political instability, or severe resource
constraints undermine health programs regardless of
community commitment (Saraceno et al., 2007).
Sustainability planning should begin during initial
committee formation rather than becoming an
afterthought when external support ends, with
deliberate strategies for transitioning to local
ownership and financing (Iwelunmor et al., 2015).

Gender equity dimensions of Village Health
Committee functioning merit particular attention
given persistent challenges in translating women's
numerical representation into substantive influence
and leadership (Patel et al., 2010). While women often
constitute majority of committee members reflecting
their roles as primary health service users and family
health managers, patriarchal social norms in many
contexts constrain women's ability to speak freely in
meetings, exercise leadership, challenge male
authority, and influence major decisions (Manandhar
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et al.,, 2004). Addressing gender barriers requires
comprehensive  strategies including affirmative
approaches ensuring women's leadership in committee
structures, facilitation techniques creating space for
women's voices, women-specific capacity building,
community engagement challenging restrictive gender
norms, attention to women's time constraints and
mobility limitations, and monitoring of gender equity
dimensions enabling continuous improvement
(Tripathy et al., 2010). Evidence demonstrates that
when women exercise genuine influence within
Village Health Committees, maternal and child health
priorities receive greater attention, reproductive health
services become more culturally appropriate, and
health equity concerns for marginalized populations
strengthen (Prost et al., 2013). Gender-transformative
approaches that use Village Health Committee
platforms to challenge harmful gender norms while
improving health represent promising directions for
maximizing committee contributions to both health
and social equity (Committee on Psychosocial Aspects
of Child and Family Health, 2012).

Technology integration into Village Health
Committee operations presents opportunities for
enhanced functioning while requiring careful attention
to accessibility and appropriateness (Nwaimo et al.,
2019).  Mobile  phones  enable  improved
communication between committee members and
health  workers, facilitate real-time disease
surveillance reporting, support data collection and
documentation, and connect committees with
information and support networks (Menson et al.,
2018; Jagosh, et al 2012). Digital health applications
can provide committees with clinical decision support,
health education materials, reporting tools, and
performance feedback (Nwaimo et al, 2019).
However, technology adoption faces barriers
including limited digital literacy among committee
members, inadequate infrastructure in rural areas,
costs of devices and connectivity, concerns regarding
data privacy and security, and risks of exacerbating
digital divides excluding those without technology
access (Uzozie et al., 2019). Successful technology
integration  emphasizes  user-centered  design
accommodating low literacy, provision of devices and
connectivity support, training and technical assistance,
integration with existing workflows rather than
technology for its own sake, and maintaining non-
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digital alternatives ensuring inclusion (Bukhari et al.,
2019).

Research gaps and future directions for Village Health
Committee scholarship include several important
areas requiring additional investigation (George et al.,
2015). Rigorous evaluations employing experimental
and quasi-experimental designs examining committee
impacts on health outcomes remain limited, with most
evidence deriving from observational studies subject
to selection bias and confounding (Brunton et al.,
2017). Long-term studies tracking committee
functioning and sustainability beyond typical three to
five year project evaluation periods would provide
insights into factors enabling persistent effectiveness
versus common patterns of declining activity
(Shediac-Rizkallah & Bone, 1998). Comparative
research examining how different governance models,
financing approaches, integration mechanisms, and
capacity building strategies influence committee
performance would inform optimal implementation
approaches (Jagosh et al, 2012). Economic
evaluations assessing costs and cost-effectiveness of
Village Health Committee investments compared to
alternative health system strengthening strategies
would provide evidence for resource allocation
decisions (Iwelunmor et al., 2015). Implementation
research employing realist evaluation and other
theory-driven approaches exploring how and why
committees work in some contexts but not others
would strengthen understanding of contextual
enabling factors (Kolopack et al., 2015). Participatory
research engaging committees themselves in
investigating their functioning and co-producing
knowledge would honor community expertise while
generating locally relevant insights (Greenhalgh et al.,
2016).

Policy implications emerging from this review
emphasize several key recommendations for
governments and health system leaders seeking to
strengthen primary healthcare through Village Health
Committee engagement (Vanselow et al., 1996). First,
policy frameworks should establish clear legal or
regulatory foundations for committees specifying their
roles, authority, and integration into health governance
structures while protecting independence from
political interference (Department of Health, 2006).
Second, national and district health budgets should
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include dedicated allocations for Village Health
Committee operational support and capacity building,
acknowledging that effective community participation
requires investment rather than functioning on
volunteers' goodwill alone (McArthur-Lloyd et al.,
2016). Third, health system organizational structures
should create formal integration mechanisms linking
committees into planning, resource allocation,
monitoring, and accountability processes rather than
treating community participation as peripheral add-on
(Ryman et al., 2010). Fourth, comprehensive capacity
building systems providing initial training, ongoing
mentorship, peer learning networks, and performance
support should be developed and resourced adequately
(Stamidis et al., 2019). Fifth, monitoring and
evaluation frameworks should include Village Health
Committee process and outcome indicators enabling
systematic assessment of committee functioning and
impact (Olayo et al., 2014).

Additional policy recommendations address specific
implementation dimensions critical for committee
effectiveness (George et al., 2015). Health workforce
development policies should incorporate Village
Health Committee engagement into pre-service and
in-service training for health workers, building
understanding of community participation principles
and skills for constructive collaboration (Rosenthal,
2008). Decentralization policies should ensure that
transfer of authority to local levels includes genuine
decision-making power and adequate resources rather
than unfunded mandates, while maintaining equity
safeguards (Hutchison et al., 2011). Health
information system policies should ensure committees
receive timely access to data necessary for evidence-
based decision-making  while contributing
surveillance information to broader systems (Scholten
et al., 2018). Financing policies should explore
sustainable funding mechanisms including health
insurance schemes, local government transfers, and
community co-financing arrangements (Shediac-
Rizkallah & Bone, 1998). Gender equity policies
should mandate inclusive committee composition and
leadership while addressing broader social norms
constraining women's participation (Balarajan et al.,
2011). Quality assurance policies should recognize
community monitoring as legitimate component of
quality improvement systems alongside professional
peer review (Mockford et al., 2012).
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Practical guidance for program implementers
emphasizes importance of adapting evidence-based
approaches to local contexts rather than rigidly
replicating standardized models (Wallerstein et al.,
2015). Implementation should begin with thorough
situational analysis assessing community
characteristics, health system capacity, political
environment, and social context informing appropriate
adaptations (Kolopack et al., 2015). Formation
processes should invest adequate time in community
sensitization and participatory selection rather than
rushing to establish committees quickly (Hodgkinson
et al., 2017). Initial capacity building should provide
comprehensive training plus immediate follow-up
support during early implementation when committees
face steepest learning curves (Assegaai & Schneider,
2019). Integration should be negotiated carefully
through dialogue with health facility staff and district
authorities building shared understanding rather than
imposing committee oversight on resistant providers
(Gilmore & McAuliffe, 2013). Supervision systems
should emphasize supportive mentorship facilitating
problem-solving rather than inspectorial fault-finding
(Dubé et al., 2018). Monitoring should track both
process indicators regarding committee functioning
and outcome indicators regarding health impacts, with
regular review informing continuous improvement
(Jagosh et al., 2012). Adaptation should be expected
and encouraged based on implementation experience
rather than assuming initial designs will prove optimal
(Greenhalgh et al., 2016).

The COVID-19 pandemic has highlighted both
opportunities and challenges for Village Health
Committees in health emergency preparedness and
response (Kuruvilla et al., 2016). Committees with
strong pre-existing functioning rapidly mobilized
communities for prevention measures including mask
use, physical distancing, and hand hygiene
(Department of Health, 2006). They supported contact
tracing, isolation, and quarantine measures leveraging
community knowledge and trust (Stamidis et al.,
2019). They addressed misinformation through
credible community health education (Lim et al,
2018). They identified wvulnerable populations
requiring assistance during lockdowns and economic
disruptions (National Academies of Sciences,
Engineering, and Medicine, 2019). However, the
pandemic also disrupted normal committee activities,
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created fear among volunteers regarding disease
exposure, and diverted attention from ongoing health
priorities including routine immunization and
maternal health services (Mihigo et al., 2017). Post-
pandemic recovery requires deliberate efforts to re-
energize committees, address accumulated health
needs, and strengthen emergency preparedness for
future health threats (Kuruvilla et al., 2016). The
pandemic experience underscores Village Health
Committee potential as crucial elements of community
resilience when adequately prepared and supported
(Sacks et al., 2019).

Climate change and environmental health represent
emerging areas where Village Health Committee
engagement could significantly strengthen primary
healthcare responses to environmental health threats
(Uwadiae et al., 2011). Committees can contribute to
climate adaptation through health education regarding
heat-related illness prevention, vector-borne disease
prevention responding to changing disease ecology,
water and sanitation improvements addressing
contamination risks, early warning systems for
extreme weather events, and advocacy for
environmental health protections (Osabuohien, 2019).
Their community knowledge positions them to
identify local environmental health hazards and
mobilize responses. However, most Village Health
Committees currently lack training in environmental
health and climate-health linkages, representing an
important capacity building priority (Fasasi et al.,
2019). As climate change increasingly affects health
patterns and service delivery requirements, intentional
strengthening of Village Health Committee
environmental health engagement will become
increasingly critical (Uwadiae et al., 2011; Didi, et al
2019).

Mental health and non-communicable disease
management represent priority areas where Village
Health Committee potential remains substantially
underutilized despite growing disease burden (World
Health Organization, 2008). Committees can
contribute to mental health through reducing stigma,
identifying individuals requiring care, supporting
treatment adherence, addressing social determinants,
and advocating for service integration into primary
care (Saraceno et al., 2007). For chronic diseases,
committees can promote healthy behaviors, support
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screening, facilitate peer support groups, encourage
treatment adherence, and advocate for reliable
medication supplies (Stellefson et al, 2013).
However, committee capacity building has
traditionally emphasized maternal and child health and
communicable diseases, with mental health and
chronic disease receiving inadequate attention
(Rothman & Wagner, 2003). As epidemiological
transitions bring non-communicable diseases to
prominence, deliberate expansion of Village Health
Committee engagement in these areas represents an
important direction for strengthening comprehensive
primary healthcare (American Diabetes Association,
2018).

Universal health coverage goals cannot be achieved
without robust primary healthcare systems
incorporating effective community participation
mechanisms such as Village Health Committees
(Kuruvilla et al., 2016). Coverage expansion requires
not only financial risk protection but also service
delivery  improvements  ensuring  accessible,
acceptable, quality care reaching all population
segments including marginalized groups (Balogun et
al., 2019). Village Health Committees contribute to
coverage expansion through identifying underserved
populations, mobilizing demand for services,
improving quality and responsiveness, addressing
inequities, and building community ownership
supporting sustainability (Starfield et al., 2005). Their
grassroots positioning enables them to identify and
address last-mile access barriers that national planning
often overlooks (Guagliardo, 2004). However,
universal health coverage financing schemes must
explicitly include resources for
participation infrastructure rather than focusing

community

exclusively on clinical service provision, recognizing
that community engagement represents essential
component of effective coverage (McArthur-Lloyd et
al., 2016).
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In conclusion, Village Health Committees
represent  valuable  but  underutilized
mechanisms  for  strengthening primary
healthcare when implemented with adequate
attention to enabling factors and realistic
expectations regarding their contributions
(George et al., 2015). They offer pathways for
enhancing community participation in health
governance, improving health  system
responsiveness and accountability, mobilizing
community resources and action, strengthening
health workforce performance, and building

community capacity for sustained health
improvement (Wallerstein et al, 2015).
However, their effectiveness depends critically
on supportive policy frameworks, adequate
investments in capacity building and
operational support, integration with health
systems, constructive relationships with health
workers, inclusive governance, and sustained
political commitment (Kok et al., 2015).
Moving forward requires shifting from viewing
Village Health Committees as low-cost
substitutes for health system investments
toward recognizing them as essential
components of comprehensive primary
healthcare  requiring dedicated support
(Starfield et al., 2005). When appropriately
designed, implemented, and supported, Village
Health Committees can contribute substantially
to building resilient, responsive, equitable
primary healthcare systems serving all
community members effectively (Bitton et al.,
2017). The evidence synthesized in this review
provides roadmaps for optimizing Village
Health Committee contributions while honestly
acknowledging persistent challenges requiring
ongoing attention and innovation (Vanselow et
al., 1996).
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