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Day 1
April 3, 2018

Welcome, aim  
of the meeting 
and overview of 
the project

Session 1:

Renu Khanna and Dr. Nilangi Sardeshpande welcomed the 
participants and after a brief round of introductions, the participants 
were oriented to the current meeting and the project on SDGs.

Profile of participants

The first day was attended by 24 participants mainly from 
grassroots organisations, women’s organisations, academics, and 
government officers. On the second day there were 30 participants 
as more discussants from organizations, academic institutions and 
a government representative joined while 9 participants (mostly 
discussants) left due to prior commitments. Annexure 1 has the 
program schedule and names of the participants and their organization.

The current meeting was held with the aim of making 
SDGs’ monitoring a collective agenda in the state. A 
report on secondary data for certain SDG indicators 
related to goals 3 and 5 would be presented session wise 
throughout the meeting for inputs from discussants and 
participants. The main aim of the meeting was to create 
a working group for preparing the Gujarat Civil Society 
Report.

Dr. Nilangi briefly presented an overview of the Equal 
Measures 2030 project (see Annexure 2).

Important highlights of her talk:

• When the project was thought of, the idea was to 
combine our own data, our experience with the 
community and our own case studies, with macro 
level government data to get a better picture from 
both sources. 

• Main objective is to look at the government data from 
a gender equity lens and see who all left behind/not 
covered. 

• In many instances, secondary data shows good 
reports but on field this change is not really seen. The 
idea is to capture ground reality by including data 
(qualitative and quantitative) from various NGOs and 
to share the experiences.

• Another objective is capacity building for data 
analysis of large data sets. 

• Six states were selected for the project (Assam, Bihar, 
Gujarat, Kerala, Madhya Pradesh and Punjab). Reason 
for selecting these states, was to get geographic 
representation from across India. Of these, three 
states (Assam, Gujarat and Madhya Pradesh) were 
selected for more intensive work. While writing the 
Health Chapter for the WNTA MDGs Civil Society 
Report, we saw that in some states the Government 
has shown their commitment and established SDG 
Cell/department/Desk. This is one of the reasons for 
selection of these states. Another reason is that we 
have common partners – JSA and CommonHealth - 
in these states. There are 17 SDG Goals in with 169 
targets and around 300 indicators. SAHAJ will work 
on Goal 3 (Targets 3.1 and 3.7) and Goal 5 (Targets 
5.2, 5.3 and 5.6)

• We have to show the lived reality behind the numbers. 
What exactly the story behind it? For example, 
maternal mortality rates have reduced but who are 
women who are dying? 

• The current consultation is to plan strategies and an 
opportunity to make some noise by sharing collective 
experience of ground realities and to keep raising 
questions.
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Post presentation discussion highlights

• Different sources have different figures, so which 
should be considered? It was suggested that the 
NSSO data should be triangulated with the NFHS 
4 and Census data.

• Documents from Gujarat government data which 
Renu Khanna has taken in one of her research is useful 
to know work done till date and what more can be 
done. [The report is available at: http://vibrantgujarat.
com/writereaddata/images/pdf/healthcare-sector.
pdf]. This report is divided in four different parts. 
What is the level of Gujarat and where they have to 
reach has been clearly mentioned in that. They have 
focussed mainly on SDGs 3 in detail. For remaining 
goals, details are not available but point wise reply 
has been given. 

• Gujarat Social Infrastructure Development Society 
(GSIDS) has been established under planning division 
and is a convergence of departments (depending on 

She pointed out that Gujarat is supposed to be an 
economically developed state yet its social indicators 
when compared to other similar states, like Maharashtra, 
Tamil Nadu, Andhra Pradesh, Punjab, and West Bengal, 
are worse. Comparing public expenditure on health, 
other states spend more on health than Gujarat. Only 
Punjab and Tamil Nadu spend less than Gujarat. In 

Session 2:

Session 3: 

SRashmi Padhye presented the background data on Gujarat. 
Annexure 3 includes the tables related to her presentation. She 
presented the Socio demographic, economic, development and health 
infrastructure profile of Gujarat so that the participants would have 
the same basic secondary knowledge of Gujarat state.

Renu Khanna presented a comparison of select indicators for SDG 
goals 3 and 5 and discussed the Gujarat health policies in this context. 
(Annexure 4)

type of goals/target) at the state level. Sometime in 
2016 a regional workshop was organised with the 
help of UN agencies. SDG Cell in Gujarat will be 
established and rest of its work will be carried out 
from here itself has been confirmed by them.

• There are different laws and many times in conflict 
with each other and with programmes. Sometimes 
it creates much confusion. POCSO and PCMA say 
that child marriage is prohibited, and age of consent 
is 18 years. And yet government data itself shows 
pregnancy starts from 15 years. And Rashtriya 
Kishore Swasthya Karyakram says that sexuality 
counselling and information should be provided to 
young people. So there is problem in contradiction 
of law and the programme.

•	 Critique	of	how	the	data	was	generated	needs	to	
be done. The methodologies of data collection like 
when, what and definitions of the indicators needs 
to be mentioned and critiqued. Also the political 
economy behind the numbers needs to be analyzed.

terms of Human Development Index, Gujarat ranks 
12. So though in terms of economic indicators, Gujarat 
is considered well developed, the expenditure on 
health is not commensurate with its claimed economic 
development. 

There is no single health policy for Gujarat. Instead it 
is spread under various policies. She discussed how a 

Presentation 
on Gujarat 
secondary data 

Presentation on 
Gujarat’s health 
policies  
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Medical Tourism policy (Gujarat has a huge supply 
of private medical institutions to cater to a huge Non 
Resident Gujarati market) had been established in 
2006. The policy is given importance at National and 
International levels. Gujarat secures 33% of all medical 
tourism in India. There is an online platform as well to 
locate specialists and hospitals for people living abroad.

Many investment opportunities are given to the private 
sector to invest in health. In 2016 a new health policy 
was launched and we were very happy to hear it. But this 
policy was merely a scheme. It is a scheme to bring in 
private sector to open the new medical colleges – huge 
subsidies are being given by the government to private 
actors to open medical colleges in a PPP (Private Public 
Partnership) mode, but without any attention to ensuring 
that the medical students trained here go back to 
strengthen the public sector and the rural health system. 
Opportunities are given to insurance companies and 
private sector to develop medical infrastructure, private 
hospitals and medical colleges. 

The Vibrant Gujarat 2017 document shows the 
opportunities and market trends for investment in health. 
Further, there are comparative tables that show the cost 
of surgeries in US and similar surgeries in India. The 
super speciality hospitals are promoted. 

Medical Tourism in Gujarat is further promoted by giving 
subsidies in land purchase, and medical equipments.  

Renu Khanna next pointed out another area of private 
sector involvement in health, the ‘clinical trials’. This 
is a highly unregulated sector. Clinical research on 
medicines is done in Gujarat. Ahmedabad and Baroda are 
centres for clinical trials on medicines.  There are now 
networks of volunteers for clinical trials on WhatsApp 
and other social media.  Poor people are vulnerable and 
agents, middle men, and touts bring them to such trials. 
So a whole industry in developed. Ethical concerns are 
not followed, volunteers are not told about the possible 
adverse effects of the medicines that are being tried on 
them. Informed consent is not taken. Several people die 
because of the research but there is no data on it.

A third recent area of concern was ‘reproductive 
tourism’. Anand is the centre of surrogacy in India. The 
rights of surrogate women are a big issue. Majority of the 
surrogate women do not have the copy of their contracts, 
they don’t know about their rights. 

She concluded pointing out how the stated and 
announced Gujarat Health Policy 2016 is just a set of 
schemes to promote PPPs for medical education, and 
that the unwritten health policy appears to be more 
about developing medical tourism than promoting health 
of the common people. She called for a demand for a 
coherent and comprehensive health policy that focuses 
on improving the weak areas in health and nutrition 
of vulnerable groups in Gujarat, by increasing public 

expenditure on health in keeping with its economic 
development, and reining in and regulating the private 
sector. The health policy for the state should spell out 
how the private sector will complement the public sector 
to deliver quality and affordable health care and fill in 
gaps of the public sector while being controlled and 
regulated by the public sector.

Post presentation discussion highlights

• Some participants felt that Renu’s presentation was 
unnecessarily critical of the Government’s efforts 
and that private corporate sector for tertiary care 
and the public health system for the preventive 
and promotive care were not comparable. Slowly 
government is trying to improve education and health 
sector but it will take time. So they are promoting 
private/corporate sectors who can invest money. 

• We are arguing that the corporates are making money 
in health business, what does the government get? 
The government should be able collect taxes and other 
charged amounts and overall it is the responsibility of 
the government to help the social sector. 

• One person said that it is important to also 
link policies to health trends and not go into a 
blaming mode with the government. The Human 
Development Indicators need to be studied and we 
need to see where the government is investing or 
action is being taken. We need to think and show 
solutions.

• Others felt that privatisation of public services 
were a part of the neoliberal agenda not particular 
to the health sector, or to the state of Gujarat. And 
that privatisation of health did need to be resisted 
because this was an essential public/social good 
(like education) that has to be the responsibility of a 
welfare state that India purports to be.  Due to neo-
liberal policies, the government is withdrawing from 
social welfare issues. 

• Affordability of health has become an issue. Prof. 
Tara suggested that we should look at last five rounds 
of the NSSO data and see how the cost of health has 
gone up high. It becomes a very important indicator 
when you talk about social justice. 

• There is the issue of PPP as there is not enough 
government capacity.  Nor enough trust or charitable 
hospitals.  The government says, you can start a public 
hospital, but who can do it? There are no resources 
to run it. So private players who are corporate are 
brought in. 

• The argument as to who is responsible for social 
sector is an old one. Health and education are 
intrinsically the government’s responsibility and 
the government has to invest in these sectors. It is 
government’s responsibility to increase the social 
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sector investments. For example if the government 
is promoting surgeries for which people come from 
abroad through medical tourism, then what we want 
from the government is that they ensure that some 
part of the revenue should go to subsidise the health 
and education services for the ordinary and vulnerable 
people of the state. 

• According to government, discrimination (against 
Dalits, for example) is not an issue in health sector 
but in our experience, there are pockets in Gujarat 
where it is an issue and we need to highlight those 
pockets. Discrimination data – Schedule Caste 
– disaggregate data - also has to be taken in to 
consideration.

• Caste and class issues in health need to be examined.

Dr. Nilangi requested the discussants and the participants 
to kindly share data that they have access to - the budget 
issues, primary vs. tertiary expenditure by government 
and also district wise comparison of health issues. 
Data availability is a huge problem and participants’ 
micro level studies and analyses would be a significant 
contribution. 

Renu Khanna concluded by saying that the primary 
concern should be ‘leave no one behind’. The critique 
about the privatisation is that getting foreign investment 
is fine and maybe needed, but how is it being used for 
the marginalized? Is there any benefit from the foreign 
investment and what is it? Where are the benefits actually 
going? We have to go to the depth of these questions.

Post presentation discussion highlights

• Sexual violence data maybe reflecting lower level 
than what actually exists. 

• There was discussion between the members regarding 
never married and the ever married women who 
experience the violence and their definitions. For 
example, if age is below 17 years, then it is falls in 
the category never married, technically. If they are 
widow or separated they will fall in the category of 

Session 4: 
Rashmi presented the Gujarat indicators related to SDGs targets 5.3 
and 5.2. The presentation tables can be accessed in Annexure 5 for 
more details. Presented are the salient points and discussions from 
the session.

• Based on NFHS 4 data, ever-married women who have ever 
experienced spousal violence in Gujarat is 20.1 % (Urban-14.1% 
Rural-24.8%). 

• 72% of women neither sought help nor told anyone about the 
violence. Only 4 % sought help from the police. 

• Mean age at marriage for women in the state is 22.7 years (SRS 
Statistical Report 2014). About one-fourth (24.9%) of women in 
the age group of 20 to 24 years were already married before the 
age of 18 years. 

• ICRW and UNICEF data for child marriage shows prevalence in 
Gujarat at 35.4%. In Patan, it is highest with 54.2%. The richer 
families have higher percentage of child marriages than poor 
families. 

• 6.5% women (rural area is 8% and urban areas is 4%) of age 15-
19 years have begun childbearing (NFHS 4 data).

ever married. In ever married, there are different 
categories - they are women who are married, 
women who were/are married but got separated due 
to violence, including sexual violence. Thus, we will 
need to know the definitions to analyze the data.

• Regarding violence resulting in unnatural deaths or 
dowry deaths, they are not reflected in this type 
of data. That data can be taken from the National 
Crime Records Bureau (NCRB). 

Presentation 
on Gujarat 
secondary data 
on SDG Targets 
5.3 (harmful 
practices) and 
5.2 (violence 
against women)
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• Another issue is how women report the violence.  
12% of the cases reported are of emotional violence 
which is not taken in to consideration. 

• Participants questioned ‘How have they come up with 
the emotional violence data?’ Prof. Tara explained 
that the NFHS data collection is done by good 
professionals who are empathetic. Data is collected 
systematically by very well trained persons and the 
team includes doctors and social activists. For India, 
currently it is the best mega survey available.

• Some members pointed out how the whole family 
is present and sit around during the interview and 
so there may be under reporting. Also many women 
think that VAW is not a crime or they won’t get family 
support if they speak against their husband. So they 
keep silent and adjust with all the violence they get 
from their husbands.  

• There are international surveys – eg WHO, ICRW – 
on domestic violence in India, this data can be also be 
included.

• Besides NCRB, micro-studies need to be collected 
and analyzed from Pub-med; NIMHANS (related 
to mental disease and its treatment, also physical 
violence leading to mental health issues and connect 
these to violence against women.

• NCRB only talks about the reported crimes. We can 
point at the missing data that includes cases where in 
FIRs (first information report) are not taken. Some 
activists pointed out that police discourage women to 
file FIRs. These women won’t be captured in the 
data.

• In NCRB there is a whole section on violence against 
women. There are many indicators that can be 
analysed for every state. For example, for cruelty of 
husband against wife there are 10 different categories

• An important aspect that also needs to be discussed 
is the term women’s empowerment and what it really 
means. 

• Regarding the decision making power of women, 
the NFHS 4 data needs to be understood under what 
context are they calculating this. For example, lower 

interest rates on loans for women are provided to 
encourage joint name of the wife in property. But 
in reality women have no decision making power, 
or control over the property. So while lower interest 
rates and other such incentives may be a means to 
promote women’s empowerment, do they really 
achieve the desired results? This needs to be studied.   

• Government data also shows employment and work 
participation is decreasing amongst women. They say 
this is because women are going for education.

• Discussion is about how we can get the exact data. To 
get a better picture, looking at trends is better.

• Regarding other harmful practices like witch hunting 
and genital mutilation hardly any studies are 
available. We have to rely on newspaper reports 
mostly. Generally deaths due to women branded as 
witches are very low but women are harassed a lot. 
Genital mutilation in Bohra communities is known to 
exist but data is an issue. There might be a Lawyers’ 
Collective study on it.

• What other data sets that can be used to prepare the 
country or the state report to show how we are meeting 
the SDG criteria? Suggestions to include data sets such 
as COCHRANE, PUB MED, available systematic 
reviews, Comptroller and Auditor General of India 
(CAG) reports, state level data and do RTIs (right 
to information).

• We need to ask questions like, what is the data saying 
about these issues; if there is data available and then 
what is the state doing about each issue? How are 
the laws implemented to deal with what the data is 
saying?

Concluding remarks by Chairperson

Dr. Anita Shah pointed out that although privatisation 
has taken place, it hasn’t really helped ordinary people/
citizens to get the desired or even the needed services. She 
also concluded that data has to be understood, analysed 
and reviewed in the context in which it is generated.  
And people going in the field need to be trained properly 
for good quality data collection.
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1- Roshni Sadhu (ANANDI) on “Witch 
hunting practices”

Roshni shared ANANDI’s research and field work in 
Dahod, Panchmahal, Morbi and Bhavnagar with regard 
to witch hunting practices. The details of her presentation 
can be read in Annexure 6. Here highlights of her talk 
are presented. 

She said that in all these areas they have a Gender Justice 
Centre and a People’s Rights Centre. ANANDI has 
created women’s sangathans (collectives) who work for 
women rights. 

Beginning with all India overview, she said that witch 
hunting was carried out in 12 states of India including 
Gujarat. In Gujarat such practices are seen in the districts 
of Dang, Sabarkantha, Panchmahal, Dahod, Narmada, 
Tapi, Surat, and Mahisagar.

ANANDI first took up this issue in 2000. The forms of 
violence related to witch hunting included using abusive 
language, threats to kill them, intimidation by groups/
individuals in public, at night, at home, with weapons/
stones. Women are often thrown out of homes and chased 
out of the village and refused entry into the village. 
Sometimes such women are murdered. 

Women labeled witches often do not file a complaint, 
despite repeated violence. They are not invited to any 
social function. Women themselves avoid going as they 
are afraid of threats and insults. In some cases, their 
husband decides to get married again. Children also face 
difficulties and insults, more so if it is a girl. No one 
wants to marry them.

She shared data of a survey done by them based on FIRs 
in police stations. In most cases, very few FIRs could be 
done - the women were turned away and told to solve the 
issue in the Panchayat. If a case did get registered, the 
police would themselves use terms like dakan (witch). 
ANANDI team had to work hard to get these cases 
recorded. It was ten years of effort. 

Initially, even the members of the women’s collectives 
believed the concept of dakans. A collective analysis was 

Session 5: 

done - who are these women? They were either women 
whose husbands had died and they got the property or 
strong women who stood up for themselves. Or they 
were women who had refused sexual advances. In order 
to suppress them, such false beliefs were spread. 

Regarding steps taken by the State, there is no specific 
law in Gujarat on witch hunting. Reporting is only done 
when the situation becomes extreme and life threatening.  
Higher level police officers and elected leaders have taken 
part in campaigns against witch hunting and pledged 
to take action against violators. For the police in tribal 
areas often this is a lucrative source of extortion from 
both parties. However, the fact that earlier police were 
not accepting to register such cases and now they are 
doing so itself sends a strong message to the community. 
Also as part of awareness raising, ANANDI does street 
plays in the villages. 

Interventions required are counseling and building 
community support to prevent violence. Also there are 
land ownership issues – women need help to get the 
property registered in their names. They require medical 
aid and safe shelters; and legal aid when registering 
FIR. Ongoing media campaigns and advocacy for laws 
to prevent and prosecute those who brand women as 
witches are needed.

Now the women can report to the women’s sangathan 
and get strong support when there is threat of violence. 
They also report to police when there is threat of death 
or grievous injury. 

Roshni concluded by stating the challenges. It is difficult 
to register complaint in police station, as there is no law 
against witch hunting in the state. Attitude of non-tribal 
community is dismissive - these are considered as cases 
of superstition. Also it is difficult to reduce influence of 
bhuva (faith healer/sorcerer) in the absence of viable 
health care. Tribal leaders are unwilling to take up the 
issue in the community. The view taken by the State is 
that it is a case of superstition and not violence against 
women. But the good thing is that now women are 
themselves opposing it.

Discussants views for SDG Target 5.3 
(harmful practices)
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2- Jhanvi Andharia (ANANDI) on 
“Kidnapping and abduction cases”

Jhanvi presented the research carried out by ANANDI 
based on  three years of police records of kidnapping and 
abduction in three districts of Gujarat, namely Dahod, 
Panchmahal and Morbi. 

The presentation with details is provided in Annexure 
7. Some important highlights of the study are presented 
here.

She explained how their women’s collectives created 
nyay samiti (justice committee). ANANDI team would 
train them on understanding constitutional laws and rights 
of women vis a vis customary rights. These women, who 
work for social justice, incorporate customary laws that 
are pro-women’s equality with the constitutional law, in 
order to improve women’s rights. They appoint a Panch 
as in the case of Panchayat mechanism. Cases come to 
them where they give arbitrate and give decisions. If it 
is criminal case, then they put pressure on the police, 
for the woman to get her rights within the constitutional 
framework. Every year they have deal with around 600 
cases related to violence against women.

Since 2012-13, many cases of elopement started coming 
to the nyay samitis.  Also the cases of dava pratha 
(tradition of claim) increased. In this tradition, the boy 
gets the girl to his place, and then the girl’s parents put 
a case to claim money from boy’s family to compensate 
them for abduction of their underage daughter. Thirdly, 
the women’s collective informed them that even if the 
girl returns home after elopement (if parents’ claim a 
lot of money which the boy’s family cannot provide, 
the girl has to return to her family), the village elders 
with political connections would often auction off these 
girls. These elders would ask the girl’s parents how they 
will keep their daughter as no one will marry her. So we 
will find someone for her and this person is the one who 
gives maximum money in exchange of the girl. He can 
be married, or divorced, or even aged. Very less money 
would reach the parents as the middlemen would keep 
the money. ANANDI sisters were surprised - all this was 
happening right under their noses! They saw this as a 
form of trafficking. They decided to do a small study on 
why abduction cases were increasing.

They went to police stations to find out the number 
of abduction and kidnapping cases. If it was truly an 
abduction case, then the accused cannot be known, but 
instead complete details of the accused were registered. 
They concluded that these were not really abductions/
kidnapping. They studied the records from 2013-15 
for the three districts. There were 1500 such criminal 
cases filed. They selected 731 cases where kidnapping 
and abduction sections were applied. Of these, they met 
30 girls for in-depth interviews and understanding their 
experiences. 

Jhanvi shared the all India data and pointed out that 
we need to understand the three laws - child marriage, 
POCSO and abduction/kidnapping. These laws cannot 
be applied if the children have themselves decided to run 
away together. 

The data showed that after POCSO in 2013, and 
increased awareness and reporting, the number of cases 
under POCSO almost doubled between 2014 and 2015. 
Increase was also seen in kidnapping and abduction. But 
rape cases had dropped. But this could be because these 
cases shifted into POCSO. Thus, the lower numbers do 
not mean that women have become safer.

She then shared data on the types of cases. A different 
category was made - abduction or kidnapping to marry. 
She criticized the patriarchal ways of categorising the 
cases and the terms used. 

Sharing the statistics, she pointed out the most important 
thing they learnt was that the most critical age was 
between 14-18 years. At this age girls should be getting 
educated. But their survey showed that girls faced 
maximum violence/abuse while commuting. Girls felt 
vulnerable and alone. At this time, if a boy talked nicely 
with them, they wanted to be with that boy. In the 731 
cases they studied, 70% of the girls had gone wilfully 
with the boy. This is of great concern. The family 
members did not have time to talk with the girls and so 
they felt lonely. Thus, when a girl came in contact with 
someone who listened and talked to her, she would go 
with him. Her perception and hope was that his place 
would be better than the current environment she was 
living in.

The largest distribution of cases was below 18 years 
which is the legal age of marriage for girls. Among those 
cases the biggest numbers of cases were in the age group 
16 to 18 years followed by 14 to 16 years. Therefore, age 
group 14 to 18 is the most critical both from the point of 
view of young women’s lives as well as from the point of 
recent debates around age of consent. 

It is a disturbing was fact that among the 9% cases which 
were below the age of 14 years nearly 3.28 % survivors 
were below the age of 10 years. One needs to consider 
the above findings in the light of the fact that NFHS 4 
data for Gujarat that also indicates that 6.5% per cent 
of the girls in the age group of 15-19 years were either 
mothers or pregnant. 

When they talked to the girls, they found out that the 
girls knew they had to work hard in both houses, so it 
was better to be with a person of their choice with whom 
they could talk. This entire study blows the myths that 
parents’ house is a good and safe place to live in. In poor 
families, the parents are more burdened to earn a living 
and hence, they have less time for their children. The 
element of choice is even seen in the fact that in 62% 
of the cases, the girls have left in the morning. Again, 
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most such cases occurred during the migration months, 
reaching a peak in March, the Holi season, as they have 
this tradition of selecting partners at the time of Holi. 

Some things that need to be noted are -1) the police 
file the case based on parents’ reports which are mostly 
misreported as parents know that it is elopement for 
marriage and not abduction. Also reporting is not 
immediate. There is a minimum gap of 2-15 days in 
reporting. 

In this situation, the POCSO Act criminalizes the couple 
but this is not a criminal situation, it is actually consensual 
even though below age. It is however a harmful practice 
for young women and young girls because it hampers 
their education and development. 

The research also revealed that many girls would get 
pregnant within six months of their marriage in the hope 
of their parents accepting them. This is dangerous as 
we don’t know if they are getting ante natal care, where 
they are delivering and at times the girls are very young 
and physically weak. Fearing the law going against 
them, they keep quiet. So while women’s organizations’ 
were successful in getting the POCSO Act, the law goes 
against the young girls and increases their vulnerability. 

One recommendation that ANANDI made was that an 
NGO should be made to do an investigation between 
the FIR and the charge sheet in the gap of 90 days. If 
the case is one of consensual elopement the couple can 
be counselled. ‘Do not criminalize them, they require 
counselling’. 

Jhanvi concluded that this issue needs to be related to 
SDG 161   – it is an access to justice issue. 

NCRB and POSCO data needs to be looked at together 
when talking to young girls. There is very little data 
regarding education of young girls, their sexual 
rights, and their employment and so on. She cited an 
example of adivasis telling them that the National 
Skill Development Corporation, in the name of NGOs, 
basically run sweatshops.  Girls are taken for labour 
work; far from their parents with no safe facilities of 
staying and work for 18 hours. And this is all in the name 
of skill development. The invisibility of data with regard 
to women and girls especially in rural areas needs to be 
highlighted.

She said that NGOs need to link their rich field data 
with academic institutions as they may not have the 
methodology of scientific rigor that such institutions 
can provide. On the other hand scientific institutions are 
objective driven, but if they want rich qualitative data 
and stories then they need to work in partnership with 
grass roots organisations who have credibility with local 
communities. 

1  “Promote peaceful and inclusive societies for sustainable 
development, provide access to justice for all and build effective, 
accountable and inclusive institutions at all levels”.

Post session discussions

• Getting actual data of the adolescent girls from 
government data is difficult. Till Class 8 they are 
in school, but after that they go to private schools, 
so getting data on adolescents is difficult. Gujarat’s 
statistics are pretty bad as there is a big dropout for 
secondary level education. 

• When asked whether girls were aware of the POSCO 
Act, Jhanvi replied that when ANANDI had done a 
joint workshop with the police they found that police 
and adolescents were aware of it. In fact POSCO is 
better known that the PWD (persons with disability) 
Act that they had been promoting since years. She 
added that a well meaning Act like POCSO is already 
being misused by girls’ parents to earn money. 

• An experience was shared about increase in the 
number of girls committing suicide in a village in 
the last one and half year. The girls would develop 
friendship with the boys but as from same village, 
they were not allowed to marry. Sometimes parents 
would force them to commit suicide or probably 
even kill them. But it is never reported. It is a kind of 
hidden honour killing. 

• There was a query whether the girls running from 
their house in search of a better environment and or 
was it opposite sex attraction? Jhanvi explained that 
in Adivasi culture sexual desire is not an issue and 
there is no such term in their language as well. They 
do not have access to media, proper electricity or even 
smart phones. The biggest thing was that someone 
was ready to talk to them. So the girl’s main goal 
becomes moving away from the current environment 
she is living in. She wilfully goes with the boy. She is 
not aware about sexual consent, whether she is being 
used, whether there is sexual violence. Only when 
it gets really bad, she realizes that she was better 
off with her parents. What all she will face in that 
new atmosphere, she will realise much later. In 30% 
percent cases, it was seen that she ran away because 
she did not want to marry the person her parents had 
chosen. 

• Roshni added that in some cases, marriage is fixed 
with a boy who is 4-5 years younger than the girl. So 
she runs away. If she does get married to the younger 
boy, then in some cases, she consents to sex with the 
father-in-law or the elder brother-in-law. But there 
are also cases wherein she is abused or forced upon 
by these men. So she selects a boy of her choice and 
runs away.

• Dava pratha (tradition of claim) was a common 
practice and very less amount was charged earlier. It 
was actually progressive as both got to choose their 
partners. But now, because of POCSO and people 
being aware of other laws, money charged in the 
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name of dava is much more, sometimes going into 
lakhs. Ultimately the girl suffers as her husband 
may accept to pay the amount but then the burden of 
repaying that amount is shifted to the girl and she has 
to work harder to repay the amount. 

• The small numbers of cases of real abduction are 
actually horrendous cases. But the larger picture that 

came out was that the girls wanted choice. Law will 
do its work when it’s a case of actual trafficking, but 
the very law (POCSO) meant to save girls, was in fact 
working negatively for them.  

• There is a need to look at local practices and 
limitations of the law have to be defined. 

Session 6: 

Discussants’ views for SDG 5.2 (violence 
against women)

1- Prita Jha (Peace and Equality Cell) 
on “Improving shelters for adult 
women”

Prita Jha discussed about her experiences with shelter 
homes for women under the Protection of Women from 
Domestic Violence (PWDVA) Act 2005. She stated that 
we must think in terms of access to justice, about legal 
age and access to counselling. These three factors come 
under the PWDVA Act. 

By access to justice we mean that services such as 
access to shelters, counselling and health should be 
made available to survivors of domestic violence. 
Compensation schemes are not covered in this law, but 
some states have covered it.  

By law different types of shelter homes should be there 
in every state. In Haryana there are shelters for honour 
killing victims. We do not have this type of shelters in 
Rajasthan or Gujarat. As a result, couples are dying in 
these states as they actually do not have any place to go 
and live safely. In Gujarat, there are only adult women 
shelters and this is a big limitation.

She then shared her experience related to shelter homes 
in Gujarat. Around 2013-14 she and other activists from 
SAHIYAR and ANJALI filed a PIL after reading news 
reports about girls escaping from shelter homes. Their 
PIL (public interest litigation), Writ Petition 321 of 2014 
was on  poor living conditions of the shelter homes, 
based  on  evidence gathered from women who had lived 
there.  

Trupti Shah from Sahiyar was also part of the fact 
finding team. The experiences of the girls were included 
in the petition. It was an effective PIL and the judge 

constituted a committee to check the shelters. Jahnvi and 
Manjula were also part of this committee. The situation 
was very bad, but luckily the judge, Judge Akil Qureshi 
went beyond his duty to help the case. He observed that 
the laws related to shelter homes had not changed since 
1950s and said that there should be a new set of laws and 
rules to address the current problems. As a result drafting 
new rules was a significant first step. 

According to Prita, another issue is the people working 
in these shelter homes, their level of experience and what 
support they can provide. This is one of the most difficult 
jobs according to her. To look after such vulnerable 
people in the shelter homes is not easy. They are victims 
of domestic violence but they are also people with 
range of wants and desires like any other person. So the 
staff should have skills to address these needs and give 
support as well. And their salary structure is very low. 

Prita spoke about her work with the government in 
training shelter home workers. Sensitizing the police 
and shelter home staff to domestic violence and mental 
health issues was another important aspect highlighted 
by Prita. There are many women who are suffering from 
mental health issues due to domestic violence. People 
working in shelters do not receive any type of training. 
So the quality of care to be provided in these homes is 
poor. They have lack of knowledge and sensitization on 
how to deal with the people with mental health issues. 
They do not know what schizophrenia or depression 
meant and as a result used derogatory language, like 
‘paagal hai’ (is mad). Post training, they appreciated 
their job better. The staff should be informed about and 
be sensitised to why women are coming to shelters and 
what care they need to provide.

Also shelters need to be regularly monitored. The 
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purpose of shelter is as a place for rehabilitation and 
livelihood so that the women become independent. The 
staff has to be aware of rehabilitation process, education, 
and livelihood that women should get in shelter to be 
become empowered. People who are working in the 
shelters should be educated on these matters. 

She concluded stating monitoring of the shelters should 
be done both locally and by the state. The committee has 
suggested in the Rules that one NGO representative and a 
sangthan (collective) woman or a local person, sensitive 
to this issue, should be part of the monitoring committee. 
District and state level structures that will be engaged in 
monitoring and periodically reviewing the rules should 
be constituted.

2- Prita Jha (Peace and Equality Cell) 
on “Preventing CSA (child sexual 
abuse) and the implementation 
of POCSO (Protection of Children 
from Sexual Offences Act 2012)”

Prita next discussed about their work on child sexual 
abuse issues. Access to legal aid is provided by their 
organization in Ahmedabad, Sabarkantha and Anand. 
She pointed out that child sexual abuse is something 
which has spread very fast in recent years. So what 
is child sexual abuse? It is a spectrum that includes 
harassment, pornography, rape, and touching anyone 
without their wish. The main issue in it is that age has 
been defined, less than 18 years of age. 

One-third of the cases are related to sexuality issues 
including consensual sex. According to a national study, 
70% children do not speak out about the sexual assault 
that they have faced. Culture of silence is the main cause 
for this. So reporting suffers just as in domestic violence 
cases. 

She stressed that there was a need to have a debate with 
the government on what measures they are taking to 
prevent child sexual abuse Education of children in this 
context is very important.

Prita pointed out the need to engage men around the 
issue. Only when they change their mentality, will we 
be able to see a change. Also sex and sexuality need to 
be discussed more openly and in schools to break the 
silence around these issues. 

She concluded by saying that implementation of POCSO 
was a good step. Child friendly ways of investigating 
such cases needs to be implemented. We need to see 
that sufficient protection officers are available and that 
children are getting counselling. With child help lines 
now in place, reporting is increasing. But we need to 
work on prevention. 

Post presentation discussion

• It was emphasised that we need to generate data 
around CSA of vulnerable groups such as children 
with disabilities, street children, very young children 
and others who cannot inform. There is a need to work 
with the government to address cases of pregnancy 
due to CSA. 

• There is a need for comprehensive education on 
sexuality and develop age appropriate curriculum 
and materials on the issues. Consent issues should be 
discussed with adolescents. 

• Judiciary and police need training in this regard. There 
are instances when some senior judiciary members 
make jokes to trivialize the issues. Prita pointed that 
UNICEF has begun sensitization training programs 
with the police on this issue.

3- Nita Panchal (Disability Advocacy 
Group) on “Issues and concerns 
related to women with disability”

Nita began her session by appreciating that the disability 
group was recognized and included in this meet. She 
briefed us about how the Gender Disability Resource 
Centre began. They began as a working group of 50% 
men and 50% women, disabled individuals who were 
active in various areas. When a leadership workshop 
was held, only 3-4 women participated. So the question 
arose, why were the disabled women not participating? 
They found out that most of the women were abused 
when they returned home from the workshop. Family 
members did not support them and insulted them. 
Initially they were not aware of the connection between 
domestic violence and disability.

Soon they started an informal organisation with funding 
from USA for a research project in Gujarat. They did 
a three year long research wherein they identified 700 
disabled women in three districts namely, Ahmedabad, 
Sabarkantha and Surendranagar. Details of the study and 
presentation are given in Annexure 8. 

There were many challenges in this research. Amongst 
them was how to get the women to talk to them No one 
had ever approached women about their problems and 
so they were shy and reserved. Many were surrounded 
by family members and so could not talk. Observations 
were done and they tried another way to talk to them by 
conducting a workshop. Again they failed as the women 
were escorted by someone and so could not talk. Finally 
they tried a third approach, to call these women for 
livelihoods work. The families were happy to send them 
out to earn.  It took three years process to find out about 
lives of women living with disabilities.

She pointed out the close relation between disability and 
violence.  One was, disability leading to violence and 
other was, violence leading to disability. She said that in 
Gujarat there was no space for disabled women. 
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Nita cited that when men are disabled, women would 
generally not leave them but the reverse was not true. 
Most men and families leave the disabled woman as they 
do not take the responsibility. The situation is worse if 
the woman is disabled and poor. She said that 95% of the 
disabled in their study were poor. If a girl is disabled, she 
is hidden and this cuts across all caste, class, religion.

She then cited examples of the everyday problems faced 
by disabled people.

• The roads are not meant for wheel chairs or tricycles, 
so there is constant wear and tear and have to be 
replaced frequently, adding to the cost.

• There are accessibility issues everywhere. Lack of 
accessible and friendly toilets.

• It is more difficult for disabled girls to get education. 
Boys are sent to hostels, but no such facility is available 
for girls. Only 2% of disabled women get education 
and among them only 1% women reach Secondary 
School. Thus, they fail to get good education and 
lose out on better employment opportunities even if 
capable.

• There are limited employments or business 
opportunities. She questioned the attitude of involving 
disabled people in candle/agarbatti (incense sticks) 
making for employment. Why not employment in 
fashion designing, computers, multimedia etc? Even 
when employment is given, there is discrimination in 
salary structure. 

• Disabled women face more discrimination at the 
work place. Workplace is not designed to cater to their 
needs. They do not have comfortable wash rooms. 

• Health sector is no better. Stating her own example, 
she said that till four months she did not get any ante 
natal care. The ANMs and ASHA have no training 
on how to treat disabled women, so they would 
skip such women. There is no technology to weigh 
disabled women during pregnancy, such an important 
aspect of ante natal care. Those suffering from speech 
and hearing impairment are unable to talk, and the 
health workers get angry with them. The ramps are 
too steep in most places. No low or adjustable tables 
are available for sonography and checkups. Disabled 
women lack health knowledge and they do not have 
source of gaining knowledge as no one visits them.

• There are no proper documents for disabled women 
and since they do not have the identity documents 
they do not get the benefits and entitlements meant 
for them.

She shared pictures to highlight how ramps were 
designed that were impractical to use. 

She then cited examples of how disability is linked to 
domestic violence.

• To buy alcohol, men would sell off the women’s 
wheel chairs or other aids and appliances provided 
by the government. As per rule, a new wheel chair 
would be assigned only once in five years. Thus, her 
mobility gets further restricted.

• In many households, food and water would not be 
given to the women at night so as to prevent her from 
going to the toilet at night. All because the family 
member would have to wake up to take her to the 
toilet. 

• They are not provided proper food, medicines and 
medical treatment.

• Parents, family members, neighbours, care givers and 
other people take advantage of them, even sexually. 
As she is not allowed to go out or communicate, when 
someone talks to her nicely, she consents readily. 

• Parents don’t get them married. Parents say how they 
can get her married as she cannot look after herself. 
Instead they use them to do all housework and look 
after the children in the house. 

• In marriage there is no choice in partner. Whoever is 
willing, they get them married to that person, so again 
exploitation and abuse.

• Then there are myths that she will give birth to disabled 
child. In many instances, women are surreptitiously 
given contraceptive pills to prevent her pregnancy. 

• Out of 524 cases of domestic violence cases, only 
3 went for police complaint, and only one case was 
successfully handled. For two cases, they were asked 
to go a disability institution but such institutions do 
not work on domestic violence issues.

She showed photos as case stories to further elaborate 
what disabled women undergo.

• Bhanuben, suffering from 90% disability, gets a 
pension of just Rs. 400 from Gujarat government. 
There is no water, toilet and electricity facility in her 
house. She lives alone.

• Ramilaben was taken to give birth to the child for the 
couple who are unable to conceive. Many disabled 
women are used for surrogacy. If it’s a boy then they 
take the child but if it is a girl then they send both 
mother and child back home. Nita pointed out that 
in such cases, not enough money is given to them. 
Basically this is rape but it is not reported as the 
women are not aware of all this. After she gives birth 
to a boy then the women are ill-treated so that she 
goes away on her own.  Parents take the money given 
to such women. Very few handicapped women either 
get a chance to come out of their houses or they do 
not want to oppose their family members and so do 
not report the issues to the police. Moreover, they 
have no place to go, so they remain silent. 
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• In one home, both brother and sister were facing 
same problem. But the boy was given treatment and 
the girl ignored. The brother has a good life now and 
the girl remains in the same situation. 

She concluded by showing how due to different advocacy 
efforts, now the law states that disabled and non-disabled 
will share the same platform. If a Police Officer receives 
any complaint about any disabled person facing sexual 
harassment, exploitation, misbehaviour, or violence, 
the Officer should take all measures to handle the case. 
So laws exist now, but implementation is the question. 
Disabled women deserve equal rights and there is a need 
to do more research to make data available. 

4- Manjula Pradeep (Manuski) on 
“Dalit women issues”

Manjula began her talk by informing us that 6.74% of 
Gujarat population is comprised of Dalits. She followed 
the framework of racial discrimination and viewed their 
issues in the context of the ‘Black’ community in USA. 
The main issue is interectionality; it is not just about 
caste and gender but also about class, religion, sub-caste, 
sexual orientation, disability, taking all these together 
into consideration. 

When caste is analyzed, issues of mobility, education, 
employment, occupation, access to health become 
apparent. Rural or urban contexts further compound the 
discrimination and violence. 

In Gujarat, Dalit community is spread over 12,000 
villages. There is a big challenge of internal displacement. 
How can we analyse this in the SDG framework? How 
does caste violence or discrimination affect the lives of 
women? She gave an example of violence related to land 
rights. Nearly 20 years ago in Junagadh, some Dalits 
were attacked over a land dispute. A woman was gang 
raped after breaking her leg. Till date she and other Dalits 
have not received justice. Another old woman’s hands 
were broken in violence. These women have no voice to 
ask for justice. While the women suffer these atrocities, 
the Dalit male leaders negotiate with the other side for a 
settlement, instead of punishing the perpetrators. Since 
20 years such violence is going on. This is something 
that needs to be talked about more.

A big internal displacement that has occurred is with 
Dalits who are involved in manual scavenging of which 
95% are women. When they get displaced to urban 
areas, that decision is taken by men. This displacement 
to slums increases women’s vulnerability to different 
forms of sexual violence. 

Women belonging to Valmiki sub-caste are given work 
related to toilet and open defecation cleaning because 
this is the lowest sub-caste, a fact that the government of 
Gujarat still refuses to accept. Government data shows 
that Gujarat stands fourth in manual scavenging. 

In Saurashtra, there is the issue of women salt pan workers 
and deliveries in the open, as no hospital facilities are 
available, many times  leading to maternal deaths. Then 
there are migrant women working in brick kilns. Their 
situation is similar. In Khambhat region, where silicosis 
occurs, there are many Dalit widows. In clinical trials, 
there are many Dalit women, and Ahmedabad city is 
the hub. In Anand, similarly, Christian women (large 
majority are Dalits) work as surrogate mothers. 

Next she mentioned that the Gujarat government has 
mentioned 11 districts as atrocity prone districts. She 
questioned, are the atrocity patterns different for Dalit 
women? Citing a study conducted by her in Bhavnagar, 
Kutch and Rajkot on Dalits, she said that getting 
disaggregated data was very difficult. They observed 
that Dalits would turn hostile in courts and this was 
the major challenge faced by them to get justice. In the 
study they noticed that 70% of the cases were family or 
community based violence, and 30% cases were caste 
based violence. Here also domestic violence against 
women is hidden and no one is aware. Unnatural deaths 
of women were seen in the form of burns, followed by 
poisoning and drowning. 

Then there is the issue of sexual trafficking of Dalit girls 
in Gujarat. They undergo trauma, have identity issues 
and their trauma is not understood even within their 
families. In urban areas, there is no community bonding 
leaving the girls more vulnerable to sexual encounters. 
She cited an example of a girl who was sold four times 
before being rescued after one year. It took them five 
years to rehabilitate her as her family would not accept 
her. They had to keep her at their vocational training 
center and they fought the case for her. She won the case 
that involved five men including the Sarpanch. 

Next Manjula talked about honor killings. People believe 
that Dalits do not have any dignity or self-respect. She 
explained this with an example of a 15 year old girl 
studying in 10th standard whose mother had committed 
suicide. The girl was raped. She got justice although 
POCSO was not implemented at that time. But after 
winning the case, the girl was shamed and boycotted by 
the village. She committed suicide by burning herself. 
She was brought to the Ahmedabad Civil Hospital, where 
Manjula stayed with her all night as no one was there for 
her. She died the following morning. The villagers did 
not allow her body to be bought into the village and she 
was cremated in the hospital. 

There is a need to understand all these issues because as 
an organization, it is not so easy to work on issues of Dalit 
women where caste and gender work together against 
them. That is why there is a need to make a vulnerability 
index. In addition to disaggregated data it is important 
to have such an index as the same occurs in tribal / OBC 
(other backward communities) / Muslim communities. 
We need to see what types of women are most vulnerable 



•  15  •

or affected by violence and discrimination. 

Manjula talked about violence against elected women 
representatives. In their study on 100 elected women 
they saw that there were villages where these women 
were not even allowed to sit on chairs. And if the elected 
woman is a widow, people don’t want to even see her 
face. Some of these elected Dalit women had never even 
been to a Panchayat office. 

In another study, on forms of untouchability (there are 98 
forms), they found that the ANMs and dais (traditional 
birth attendants) practiced untouchability with Dalits. 
Their situation is so vulnerable that they have had 
deliveries in the open with no one helping them. There 
are many case studies that they have recorded which 
she said that she would be ready to share. 

Finally, touching upon the famous Una flogging case 
on Dalits, she spoke about a woman who was sexually 
attacked at that time. During her police complaint, 
appropriate IPC (Indian Penal Code) sections were not 
added until Manjula was part of the team that went and 
ensured correct IPC sections were added. 

She concluded by stating that there was so much to show 
that Gujarat’s development model is far from what is 
projected. In the context of Dalit women’s movement 
or Dalits rights movement, not much space has been 
provided to discuss Dalit women’s issues.  And the issue 
cannot be discussed in terms of just caste as there are 
hierarchies even within Dalits. 

5- Professor Tara Nair (Gujarat 
Institute of Development Research) 
on “Intimate partner violence 
(IPV)”

She discussed briefly about the term ‘intimate partner 
violence’ and issues related to it. Through the NCRB 
and NFHS data, they are able to show statistics related 
to spousal violence. But IPV is different, IPV as a term 
has developed due to changes in definitions in terms of 
family and sexuality. Domestic violence as a term is 
mainly used for a heterosexual family, located within 
the context of a nuclear family. IPV extends the term 
domestic violence to same sex relationships as well as 
contexts of adolescents’ relationships. Anyone who is 
an intimate partner, and is violent in that relationship is 
termed as IPV. It is argued that this is a more realistic 
representation of the current family sexual politics. 

IPV is globally recognised as a major public health issue. 
It is considered a public health issue, because-  

1- IPV leads to injuries due to physical violence and its 
ultimate form being death makes it a public health 
issue.

2- The trauma and fear of violence in such relations 

overtime affects mental health.

3- IPV is also important in economic terms leading to 
economic loss and this is important from a policy 
point of view. Governments may not be worried if 
the women’s status and self-respect is affected, but 
economic fallouts of IPV are more important. 

A feminist economics advocacy group formulated 
the economic loss due to IPV. One was at a personal 
level with family income being affected due to lower 
productivity leading to financial burden. Second is 
the larger systemic loss with investment in judiciary 
and redressal system, and making shelter homes, thus, 
putting pressure on public spending. So economists use 
this logic to highlight the importance for IPV issues. The 
current challenge for people working on IPV is how to 
compute these expenditure figures, i.e. finding cost of 
IPV.

There has been a large contribution of feminist political 
movements to bring data/information related to IPV 
and violence against women to the forefront. Till about 
1990s, the mobilization by the women’s and feminist 
organizations and activists helped in making some of 
the women friendly policies, especially for prevention of 
violence against women.

But after the 1990s, the feminist voices have not been 
much. The collective strength of these organizations and 
the mobilization that existed earlier and was extremely 
important to address the issue of violence has been lost 
in the last 20-25 years. We are seeing the affects now. 
Government can always say that violence against women 
is increasing because reporting is more. While we are 
not disputing that logic, but new forms of violence and 
insecurities are increasing is also a fact. There are 
intersectionality issues of class and caste as well. But 
to counter these issues, we have not developed any new 
knowledge or strategies.  

Her argument is that it is important to reclaim the 
collective spaces that existed earlier. So she conducted a 
study to look at collectives as an alternative forum, and 
how to energise or infuse strength to women’s collectives 
so that an alternate redressal forum can be made. 

There is also a need to make a continuous monitoring 
information system because of the kind of issues being 
faced nowadays. There is a need to involve people from 
the grassroots as the police department and government 
are not enough to deal with IPV. Grassroots level 
structures need to be created. Even in the most evolved 
societies, there is silence around IPV. To break this 
silence, grassroots level local collective structures are 
required. 

So what mechanisms and strategies are required to 
energise these collectives to become agencies which 
can address violence? More financial resources would 
be required to start with. While financing and resourcing 
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is one issue, masculinity is another issue. How to bring 
in men and deconstruct masculinity? How to bring 
young leadership into this? Need to develop innovative 
redressal mechanisms, training, and pedagogy. Earlier 
in the 1980s and 90s, there was a pedagogy of feminist 
training, a mobilization pedagogy used to be there, that 
was very transformative. Now we are more managerial 
in our approach. With the shift in pedagogy, there has 
been an impact on how young leaders think. 

She concluded by stating that there were several points/
issues that one needs to address to bring in the role of 
collectives in violence in general and specially in IPV 
as that is a much more closed domain. No one opens the 
family door for inspection and in India family is a very 
sacrosanct/sacred, extremely valorised institution that 
cannot be touched. So the struggle is greater. 

Post session discussions

• Issues related to violence are big and difficult to 
manage. Creating platforms for voluntary programs 
to recruit and sensitise young students who want to 
volunteer and work on this issue are required. The 
problem is that, here in India, such volunteers become 

invisible. Abroad, volunteerism is more systematic 
and acknowledged.

• There was a suggestion to put these issues into the 
education system. 

• The three main vulnerable communities are the Dalits, 
Muslims and the Adivasis. A change in the mindset is 
required and there is a need to create a framework. 

• Jhanvi added that in the European Union, since 2005, 
they have been using the Gender Equality Index. The 
index is very important and useful. We also need to 
think of making such indexes and finding resources to 
make these indexes. We need to engage with MOSPI 
and influence the organisation to create such indices. 

Renu Khanna concluded that the session was useful as 
everyone got educated on a range of issues. She pointed 
out that personal linkages with the kind of work being 
done could be seen. Also as a collective agenda, many 
issues could be seen. How to put all this in the SDG 
framework and then to work on it would be interesting. 
There was a need to add and visibilise witch hunting in 
the SDG framework.

Session 7: 
Rashmi quickly gave an overview of secondary data available related 
to maternal health indicators (Annexure 9). This was followed by 
discussants sharing their experiences and views on issues related to 
maternal health. 

Gujarat NFHS-4 data on maternal health indicators: There is a 10% 
increase percentage of women receiving full ANC between NFHS 3 
and 4 data. Currently, around 70% of the women receiving four ANC 
visits during pregnancy. Institutional deliveries have also increased 
to 88.7%. However, the percentage is higher for private institutions. 
Home deliveries have also reduced a lot (2.2%). Percentage of 
C-section was higher in urban areas and in private facilities. Most 
participants felt that the post natal care visits data could not be so 
high based on their field experiences. The percentage of women 
getting financial assistance for institutional delivery was just 8.9 % 
(urban-12.9%; rural-4.0%). 

Presentation 
and discussants’ 
views for SDG 
3.7 (maternal 
morbidity and 
mortality)

1- Reeta Parmar (ANANDI) on 
“Experiences of maternal death 
reviews (MDR) in Dahod and 
Panchmahals”

Reeta briefly presented ANANDI’s work on maternal 
death reviews and the issues related to it. The presentation 
is provided in Annexure 10. She explained the causes 
of maternal deaths.  She discussed the process of how 

they explained maternal deaths and the importance of 
its review in the community, getting them involved and 
making the reviews a community issue.  

ANANDI with the help of the women’s collectives 
organised meetings with community elders and Panchayat 
members to make maternal deaths an issue of concern. 
After learning about what is a maternal death, they began 
reporting every death in their villages and investigating 
it. After discussing the causes of the maternal death 
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in the community and ensuring that they are indeed 
maternal deaths, they would take the information to the 
nurse, Medical Officer, report the death to Block Health 
Officer and the Chief District Health Officer via SMS. 
As a result reporting and reviews improved. Eventually, 
ANANDI was made a part of the Government District 
MDR Committee.

Between 2011-2018, 95 maternal deaths were reported 
in the areas where they work. Around 80% of the women 
had to move to at least two facilities. They have all the 
data available that shows the three delays resulting in 
the maternal deaths. Their data and investigations helped 
create awareness and improvements in facilities and 
services in the area, thereby reducing maternal deaths.

2- Dr. Pankaj Shah (SEWA-Rural) 
on “Facility based maternal care: 
experience at SEWA Rural hospital 
for underserved rural and tribal 
community”

Dr. Pankaj Shah began by discussing the Niti Aayog 
report and Gujarat’s ranking and health indicator data. 
The Health Index Status for Gujarat showed that it 
had come down the ranking system by one point. He 
discussed briefly some of the 28 indicators in this index. 
He pointed out the seven key health indicators and that 
out of pocket expense was the 14th indicator, indicating 
acceptance of this as an important indicator for health. 
The 18th indicator on vacancy of health personnel was 
another important indicator in this report. Based on the 
28 indicators, every state was given a rank. Over two 
years Gujarat fell from 3rd rank to 4th rank. 

As this was a Niti Aayog report, Gujarat government 
was forced to accept the six areas where it was lagging 
behind: sex ratio, HIV treatment, ANM vacancies, 
specialists in District hospitals, vacancies of Medical 
Officers at PHCs, functional FRU (first referral unit) are 
less. This way he gave a brief glimpse of Gujarat’s health 
status compared to the National level and other states.

Under the National Health Protection Scheme for 
secondary and tertiary care, the government is planning 
to give protection upto Rs.5 lakhs for most vulnerable 
families. The government will help by providing free 
basic care and free medicines and tests. Rs. 55 crore 
has been allotted for 2018-19. How much will reach the 
people at the ground level, is a question. 

Next Dr. Pankaj presented an overview of how they 
managed to develop, and provide quality maternal 
health care and reduce maternal deaths through their 
dedicated team and processes in their hospital. They 
were able to reduce maternal deaths, just 2 out of the 
6000 deliveries done last year. The out of pocket 
expenses were also nominal, just Rs. 1200 for normal 

delivery and for C-section deliveries only Rs. 7000 and 
yet providing quality health services to the pregnant and 
lactating women. They cater to around 200 pregnant 
women daily with 13,000-16,000 new registrations per 
year. Considering the women come for minimum three 
ANC visits, it means around 48,000 visits annually. 
The sex ratio of deliveries in their hospital is 925. The 
presentation and data can be read in Annexure 11.

A comparative study conducted by them on C-sections 
between tribal and non-tribal women can be accessed 
on the following link: https://doi.org/10.1371/journal.
pone.0189260 

3- Pallavi Patel (CHETNA) on “Social 
aspects of health and access to 
services for maternal health”

Pallavi began by saying that the use of IUCD (intra 
uterine contraceptive device) had reduced over the years 
as indicated by the NFHS 3 and 4 data. Their study in 
Gujarat and Rajasthan on IUCD indicates that the reason 
for low acceptance of IUCD has not changed.  Women 
confirmed that the decision of use of IUCD is still taken 
by their husband or their family members. They are not 
getting any counselling about possible side effects and 
how to deal with them. In many cases, at the time of 
delivery the PPIUCD is placed without the knowledge of 
the mother. When there is excess bleeding and she goes 
to she comes to know about it. In some cases because 
they get incentive for putting PPIUCD, they do it and 
afterwards get it removed. 

To bring change in this situation their health literacy 
needs to improve, they need to be informed about their 
entitlements.  Till these issues are not focussed upon, 
maternal health will not improve. There is lots of focus 
on sterilization in government programmes without 
much effort to creating awareness and counselling of 
other contraceptives. As a result community also tend to 
go for sterilisation. 

She spoke about need for Male involvement. At the 
grassroot level we have only female health workers, 
who say that it is awkward for them to talk to men about 
contraceptives. There is no social acceptance of women 
talking to men in this regard. So this means that 50% 
of the population (men) are not covered. While giving 
example of some special situation she mentioned that  
in tribal areas, many time if the couple is young  even 
today, the father in law takes her pregnant daughter in 
law  to the PHC (primary health centre) for the check 
up and delivery.   Therefore it is very important they we 
consider the social aspects in view while designing the 
implementation plan. It need to be local and need based.  

While sharing information about her experience of visit 
to a PHC she mentioned that the presence of more than 
12 pregnant women and delivery being conducted in 
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PHC was encouraging. However the health team where 
not been able to cope up with the deliveries and attention 
demanded by other pregnant women about their anxiety 
during the labour pain. Privacy was also a major concern 
noted. Delivery was happening with open windows. 
During the visit it was observed that the medical 
personnel who came on request to examine the pregnant 
women who was in labour pain did counselling her to 
reduce her anxiousness. This may be due to the reason 
that this aspect is not included in their formal training. . 
Medical education or training of the health care providers 
needs to improve in this regard, integrating empathy and 
compassion. 

She then discussed the problem of nutrition and its 
link with caste issues.  For example, if the Anganwadi 
worker or the worker at the Nutrition Rehabilitation 
Centre is from a socially marginalised community 
the family from other caste won’t allow their children 
to get supplementary food from Anganwadi or will 
not admit their malnourished children in the nutrition 
rehabilitation centre.  We need to look into these issues 
while we at Gujarat are making efforts to bring change in 
the nutrition indicators. 

Her experience with adolescent girls during the 
celebration of 8th March indicated that many girls talked 
about their experiences about caste discrimination which 
seems to be on the rise. Or maybe people are coming 
forward and discuss it. She said that Gujarat need to 
address these social issues and implement comprehensive 
and integrated health and nutrition programmes. 

Next she discussed the importance of haemoglobin 
estimate, weight and BP monitoring of pregnant 
mothers that was not being done in many places. This 
is very important from a nutritional point of view. Not 
just the mothers, but even the nutritional status of the 
health workers also needs to be addressed. They are also 
anaemic and undernourished. 

She also focused on the need to make the health and 
nutrition services accessible to the migrants who are 
usually located in outskirt of the village (Wadi Vistar).  
These area is usually been not visited by ANM/ASHA. 
Also the women and children of these areas do not visit 
the Anganwadi centre or attend Village Health and 
Nutrition Day.  A strategic intervention need to be done 
to reach these communities. 

Finally, she discussed about maternal deaths. According 
to the NHRC data (2011-12), 80% of the women died 
in third delay (going from one facility to another), and 
15% died during transportation. She said that all are 
aware of the three delays but yet no effective solutions 
are implemented.  

She concluded by highlighting the importance of 
awareness and action advocacy with regard to maternal 
health. 

Concluding views by Dr. Shyam Sunder

• He stated that the state’s quantitative indicators 
had improved over time and data is available but 
qualitative data is missing. While maternal mortality 
has reduced, quality of care is still not so good. So 
quality needs to be the focus. Also finding out the 
birth/delivery outcomes would be a useful indicator.

• Regarding the three delays, observation is that delay 
in decision and delay in reaching the primary facility 
is better now. But timely referral is not happening. 
PHCs are given targets of doing deliveries, so they 
keep the patient there till it’s too late. 

• All maternal deaths are now audited by the 
government. Generally the medical cause of death is 
written, but the health care delivery and social causes 
are a missing component. These need to be included 
in formulating actionable plans. 
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Day 2
April 4, 2018

Feedback of 
participants

Session 1:

Participants’ main feedback was that there was a lot of cross and 
intersectional learning amongst them. As the discussants were 
working on a range of issues, they got an overview of various issues. 
Topics related to disability, Dalit issues, POCSO and witch hunting 
were topics that were most appreciated as new learnings. n.

Session 2: 
Dr. Nilangi presented the Gujarat NFHS 4 data related to access to: 
reproductive health information including HIV/AIDS, contraception 
services, reproductive tract infections/sexually transmitted infections 
(RTI/STI) treatment and abortion services (See Annexure 12 for 
data)

Presentation 
on Gujarat 
secondary data 
on SDGs Targets 
3.7 and 5.6 
(related sexual 
and reproductive 
health rights and 
services)

Highlights of her talk-

• Need to develop indicators from a rights perspective 
as missing from the current data. 

• According to the data, there was a lack of 
comprehensive knowledge related to contraceptives, 
sexual health, menstrual health and hygiene important 
for accessing services. Then there was stagnation of 
data between NFHS 3 and NFHS 4. This probably 
meant that the health system’s role to take knowledge 
to the people was not happening. ASHA workers’ role 
is important in this regard. She has so many other 
tasks that she is unable to fulfil this gap.

• Unmet need was another gap that was rising. Women 
want spacing but they were either not getting 
contraceptives or didn’t have access to contraceptive 
services or their cultural belief was stopping them. 

• Another drawback of the data was that only married 
couples were covered, with the assumption that 
unmarried people do not use contraceptives. So no 
data on unmarried people. Hence, chances of under-
reporting were quite high.

• The term ‘family planning’ is restrictive as it leaves 
out unmarried adolescents who need it as well. Hence, 
using a neutral term like ‘contraceptive use’ is better. 
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Post session discussion 

• Hospital data should be accessed to get more accurate 
data.

• Methodological issues of data collection need to 
be understood and analyzed. For example, age 
disaggregated data starting at 15 years would reflect 
prevalence of child marriages.

• ASHA’s original role of community empowerment 
and hand holding needs to be emphasized. Currently 
she was doing more of ANM’s service delivery part.

• Side effects of female contraceptive methods should 
be shared with men, to promote condom usage

Session 3: 

 Discussants views on LGBTQ, menstrual 
health, adolescent youth issues

1- Akruti Patel and Ayesha Sheikh 
(Lakshya Trust) on “LGBTQ issues” 
with inputs from Ankur Patil and 
Kundan Tailer (Forum Foundation)

Aarkruti talked about Lakshya Trust and their work with 
the LGBTQ community under the HIV/AIDS program. 
They have 2500 members in Vadodara, 1500 in Rajkot 
and 2000 in Surat. Counselling work done by Lakshya 
is in terms of identification and then dealing with their 
health issues and sex change operations. They also 
support members who are attacked or thrown out of their 
homes or abused. They also help with social entitlement 
as they do not have documents or proof of existence 
(required to buy a house or open bank accounts)

They refer members who can afford sex change to a 
private hospital in Vadodara as government hospitals 
do not help in this matter. Only basic tests, hormonal 
therapies and counselling can be done in government 
hospitals which help to reduce some costs. 

She then briefly explained the various categories and 
roles of the LGBTQ community and terms used by 
community so that the other participants would have 
more clarity and understanding of sexual minorities. 

Then Ayesha explained their project, ‘Vajood’ that was 
the first project working with transgenders in Gujarat. 
She pointed out that amongst transgender, transfemales 
were the most vulnerable group often ending up as sex 
workers. 

Together they (including Ankur and Kundan) discussed 
problems of sexual minorities that included-

• Health was the biggest issue because when visiting 

the doctor, they don’t know what to say. In spite of 
contracting HIV/AIDS or STIs (sexually transmitted 
infections), they were unable to go to government 
hospitals due to lack of acceptance. Where do 
transgender fit in hospitals? Transfemales were sent 
to male wards and examined in front of everyone.

• Stigma discrimination on day to day basis was so 
high, that they are not seen in private or public sectors. 
Even today people see them as being beggars/sex 
workers/for singing and dancing in public or in trains. 

• There was no data available on them in any data 
source. They were an invisible group. The feminine 
population was actually less in their community 
but they were the ones who were most easily 
identifiable and hence vulnerable. Others were not 
easily identifiable but were also not willing to open 
up. Hence, no proper data was available on this 
community. 

• They face the same problem of CSA by known people 
or family members. Their first sexual encounter was 
around 14-16 years. This was because the age when 
they realized their orientation, was also the time when 
their near ones realized it and exploited or abused 
them. 

• Because of their sexuality they drop out early from 
school and are unable to study further. 

• Mental health was another concern. Most are 
ostracized from family/society (for many no place to 
live, no food, no income generation).  What will they 
do? So their mental health gets affected. 

• The LGBTQ population is seen as sexual being who 
do not have any art or talent.    

• Problems of sexual reassignment surgery (SRS). 
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No government initiative/facility in Gujarat was 
available unlike in Kerela and Tamil Nadu where the 
government was providing free services including 
surgeries for breast implants. The operation cost is 
high. So the middle and lower socio-economic class 
members get into sex work to earn money quickly for 
the sex change operation. Akruti gave her example 
of how she managed to undergo the sex change 
procedure in the government hospital but for the final 
operation, no one was ready to take responsibility 
as complications could arise. A lot of advocacy was 
done but no one agreed to do the operation. She 
pointed out that eventually, someone has to take the 
responsibility. 

• In terms of socio-economic factor, maximum 
problems were faced by the middle class community. 
The upper class people got into fashion designing 
or become part of a ’creamy’ crowd and manage to 
live well. In the lower class, they were accepted as 
‘matajina roop’ (God’s incarnation). But in the middle 
class, there was no societal acceptance, income source 
and so they get sandwiched. 

• In case of bisexual people, they had done a study to 
find out acceptance amongst the wives/girl friends. 
Some women had accepted the bisexual partners by 
thinking that at least they are having relation with a 
man and not a woman. 

• Lot of media advocacy was done but acceptance is 
still required in society, it is still not forthcoming. 

Ankur concluded by saying that their issues were never 
considered at state level or even in the community. 

Post session discussion 

• How are the members identified? Social media helps 
to identify members besides the old system wherein 
they had various ‘hot spots’ or cruising points in 
the city to get together. Today through social media 
outreach had improved. Parents and doctors also refer 
to the organization. 

• The discussants pointed out that they also have 
desires of having a family. So the community had 
developed a culture of having pseudo relations where 
they formed their own families. This also helped 
them to deal with issues as a family. 

Policy suggestions: 

• Stigma discrimination in hospitals for seeking 
services should not be there. 

• Education institution is a place of discrimination 
and acceptance is required. There should be a lesson 
on third gender and LGBTQ population in the 
curriculum. 

• There should be a policy for social entitlements. 

There should be proper identification proof for them. 
They also have migration issues and so bar coded ids 
if created can help. 

• Many are educated with no scope for work due to 
stigma against them. They need policies for equal 
opportunities in jobs. 

2- Dr. Shyam Sunder (Charutar 
Arogya Mandal) on “Addressing 
menstrual health issues in school 
going adolescents- a medical 
college experience”

After hearing all the earlier session, Dr.Shyam Sunder 
empathized with the LGBTQ group and offered to 
support any health care support they required. He briefly 
explained about his organization working on health issues 
for the past 40 years. They ran an 800 bed hospital, Shree 
Krishna Medical Hospital which was also a part of the 
Pramukh Swami Medical College. They try to involve 
their students in social sector, so that they come out as 
doctors with good values and practice in the community. 
He briefly presented how the hospital provided services 
for the poor.

He presented their 2014 survey of menstrual hygiene 
practices amongst school going adolescent girls of 
ninth standard. Under the project 469 girls from 12 
schools of Anand and Kheda districts were assessed 
using self-assessment questionnaires. He discussed the 
findings (Annexure 13) and how they dealt with the 
issue of opening up the discussion between teachers and 
students. According to the survey 48% of the girls were 
using sanitary pads and 34% were using new clothes. 
The girls were disposing the napkins mainly in toilets; 
outside homes and about a fifth didn’t know where their 
napkins went (probably disposed by the mother). Thus, 
hygienic practices were not so bad in this group. 

As an intervention, they used a story based flip chart 
to teach around 9400 girls about menstruation and 
its hygiene. Communication was the main barrier for 
these girls. When menstruation began, they had no one 
to share or discuss these issues. Proper knowledge and 
counselling was not given to them via mothers and 
teachers due to ignorance or hesitation to discuss it. 

Besides menstruation soon issues related to their sexual 
and reproductive health came up. So they changed 
their strategy from menstrual hygiene to menstrual and 
reproductive health training to deal with their curiosities. 
In that they tried to break the barriers amongst teachers 
to talk in an open environment with their students. 

He concluded with their future plans based on this 
experience. To teach reproductive health in 150 villages 
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in three districts including peer educator training for 
continued intervention. Also to continue involving 
school teachers and make a comprehensive package that 
deals with these issues. They are also trying to involve 
the government in their endeavour. 

Post session discussion 

• Government ancillary program on menstrual hygiene 
is currently only about sanitary napkin supply. In 
Gujarat, even that is not happening as they say there 
is no supply. 

• There in an education component in government 
programs on menstrual health that some states have 
applied. The Rashtriya Kishor Swasthya Karyakram 
(RKSK) review has been conducted and case stories 
will be available shortly that can used to understand 
the situation better. There is also provision in that 
where in two nodal teachers are to be trained for this. 
It also has a peer education component that requires 
two school going and two non-school going peer 
educators to be trained as well. So try to collaborate 
with the existing government program and ensure 
that it gets implemented in an effective way. 

• Reaching out of school children is equally important 
although difficult to reach.

• Issue of how pads are used was discussed. Girls are 
encouraged to use pads, but how many times they are 
changing it? This is an important hygiene aspect. Also 
the materials used by companies are not good as girls 
often complain of skin diseases and white discharge 
after using it. 

• Companies provide free pads for a year under CSR 
and girls get used to it. Then they stop it and the girls 
have to buy it. Moreover, why are pads not under 
essential item that should not be taxed? 

• The environmental and health hazard of using market 
based sanitary pads was discussed. It was better to 
use clean cotton clothes. However, this is personal 
choice and one can only suggest.

• Issue of disposal of sanitary pads was also discussed in 
detail. An example was cited where usage of sanitary 
shredder helped to increase retention of girl students 
in government schools. It has also been adopted in 
Universities wherein every month the drainage would 
be clogged due to pad disposals in toilets. Sexually 
active women should use menstrual cups to reduce 
such disposal.

3- Sangeeta Macwan (SAHAJ) on 
“Field experiences on sexual and 
reproductive health rights (SRHR) 
of adolescent youth”

Sangeeta talked about SAHAJ’s work in urban Vadodara 
since the last 12 years with adolescents and that in the 
last five years had started working in rural areas as well 
through NGO partners like SARTHI and SWATI.

She presented the voices of adolescents (15-24 years) 
collated via 15 sessions on sexual and reproductive 
health. She discussed with examples of what the girls 
and boys were curious about and the questions asked 
by them in this regard. Details of the presentation are 
provided in Annexure 14. 

The curiosity was mainly related to menstruation, 
reproductive and sexual health and issues and how the 
answers varied between boys and girls on the same 
on the same issues/questions asked related to it. The 
perceptions of the adolescents regarding sexual relations 
and menstruation reflected their lack of knowledge and 
sensitivity on these issues and the societal and cultural 
values attached to it. Issues that were new to them 
included issues of first time sexual encounter, use of 
contraception, cultural norms related to menstruation, 
LGBTQ and masculinity. 

Towards the end Sangeeta discussed the concerns 
amongst the adolescent, youth and even the women with 
whom they worked regarding their misconceptions, lack 
of SRHR knowledge and the challenges seen: 

• Use of contraception was still attached to family 
planning and not to safe sex. 

• Adolescents cannot ask the ANM/ASHA for condoms 
as they are known to their families. 

• Educators do not talk openly on these issues and have 
their own biases. 

• There are only female health workers, so where do 
the adolescent boys go? 

Post session discussion

• How to answer the question, “is it ok to have sex 
before marriage?” Sangeeta said that they focussed 
on safe sexual relation because that is an individual 
choice and we cannot tell them to say no directly.

• There was discussion that adolescents must be 
informed about POCSO and its repercussion on 
the boy as sexual contact before 18 years would be 
considered as illegal. It was again a catch situation 
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as one side it is illegal to have sex and yet there 
are adolescent friendly centres being promoted that 
provided condoms. In such cases, what would be the 
providers’ role?

• Other discussions included those on LGBTQ 
community, safe sex and consent issues. It was 
important to discuss consent issues and that 
empowerment is required to handle power dynamics 
in relations.  

• Children’s sexual crimes were increasing. Child 
sexual abuse issues also need to be discussed. There 
is a need to tweak the interventions to deal with it.

Prof. Rajaram’s concluding remarks on the session

Prof. Rajaram pointed out that while the discussants 
talked about various sexual and reproductive health 
issues, the rights based discussion related to it got left 
out. He said that the current development model we are 
using in India is leading to an increased socio-economic 
inequality, so talking about rights is very important as it 
is closely linked to health-education-politics and society. 
Moreover, it affects more at the micro level. Last year’s 
Oxfam report shows that 78% of the wealth was owned 
by just 1% of the population. Even the Chinese socio-
economic model is not the way out. These are important 
rights issues that need to be looked into to reduce 
inequities in society.

Session 4: 

Discussants views on gender equality

1- Poonam Kathuria (SWATI) on 
“Violence against women (VAW) 
and importance of institutional 
response”

Poonam discussed about their work on domestic violence 
(DV) at several levels and making the rural health 
delivery system responsible towards DV issues. Their 
approach for prevention of DV was involving the Gram 
Panchayat, government system, rural health delivery 
sector and community based women’s collectives 
(mandali). 

Some salient points from her talk:

• Hospital is the first point of contact for women 
when abused although they will hide it and not go 
to the police. So health sector response and hospital 
medical records are important for medico legal 
reasons. The problem is that many doctors think it 
is a family matter and they ignore many DV cases. 
She explained by citing an example of a woman who 
was hurt and required for stitches in the vagina. The 
woman said that she fell and hit a bucket but it was a 
clear case of violence. 

• Urban rural differences can be seen in the NFHS 3 
and 4 data. One reason for this is that rural women 
live far apart, alone and have more societal pressure 
unlike city women when it comes to reporting DV. 

• They set up a rural health system response model in 

Patan district as 82% of the population lived in rural 
areas. The rural health system is multi layered that 
includes ASHA, sub centres, PHCs and hospital. 
They made a chain with ASHA being the first link for 
early detection. They began their work in year 2012 
from a small area named Radanpur village. They 
found that women came from areas up to 5-10 kms 
away just to take medical treatment. Their trained 
counsellors dealt with cases of sexual assault and 
suicide. In just 16 months, they had seen 379 cases 
related to violence. 

• Hospitals are safe spaces for women and easy to 
access (requiring less permission from family). So 
nurses and doctors should get regular training on DV 
identification and protocols to help these women and 
it should be a part of their medical curriculum. 

• Policy directives are required for strengthening and 
promoting DV counselling cells, and the cell should 
be given a status in the health department as it is 
closely linked to women’s health and well being. 

• Sexual assault protocol is still not implemented 
properly in many places. Doctors still follow the two 
finger test and ask whether the girl is a virgin or not. 
There is a need to make violence against women a 
priority. Every woman needs to be screened but 
doctors do not have time.

She concluded that we must teach the girls and women 
their legal rights and laws to make them stronger as 
social laws that make them vulnerable and weaken them 
emotionally. 
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Post session discussion

• How much can you help a woman so that second or 
third incidence of DV does not take place and how 
much time is required for the cases? When the victim 
comes, we need to counsel them immediately. For 
some it is enough but changes will not happen in the 
first meet. We have to clarify how much and how 
we can help. When a woman of DV comes the first 
time, she is not in position to tell you everything. One 
has to deal with this with patience and ultimately it 
impacts. Some cases go to police, and then court. So 
time will vary case to case. 

• Poonam pointed out that the challenge is that this cell 
belongs to the hospital. And they can do only what a 
hospital can do. Their social activists go to the village 
from where the woman comes, but the nurse or ANM 
is not going to go there. So they were trying to set 
up a model that a hospital can operate. In that they 
followed all official protocols. 

2- Bhavna Mehta (M.S. University of 
Baroda) on “Women survivors of 
violence in a public institution of 
Gujarat”

Prof. Bhavna presented her project called Hunf (warmth). 
It was a project that was conducted at the SSG Hospital 
in Vadodara for women survivors of violence. 

This was a tripartite project between a government 
hospital, an NGO and the M.S. University of Baroda. 
It was a difficult project to do as getting a space and 
political will on the issue of DV in the government 
hospital was a major challenge. She gave an overview of 
the project objectives, its strategy, functioning, data from 
2014-16 and results. These can be read in Annexure 15.  
Some highlights of her talk:

• There were three types of violence cases they came 
across- DV, rape and under age rape (including 
consensual sex wherein one or both partners were 
underage) and adult/child sexual assault cases.

• She cited an example of a 7 year girl who was 
raped by a 13 year old boy. After initial dressing in 
Chhota Udaipur, the police had brought her here 
for further treatment and investigation. Through 
the case she pointed out the apathy of the lady 
police officer who accompanied them, the hospital 
administration including the medico-legal agent, 
and the gynaecology department. They had to go 
from one department to another that was far off and 
confusing. The child needed psychological help after 
her trauma which she did not receive. The hospital 
atmosphere was scary and lonely. She was examined 
in front of many people. Eventually they went back 
to their native without treatment and counselling and 

it further weakened the police case.

Prof. Bhavna concluded by stating the challenges 
faced. Victims -

• require a safe and supporting environment but instead 
get a dominating and enforcing environment; 

• require understanding and sensitive people to handle 
the situation but instead get insensitive people; 

• gets further victimized instead of getting justice; 

• are doubted more by the police instead of being 
empathetic and there is gross violation of privacy. 

Post session discussion

• How do the students (who lack age and experience) 
manage to deal with the complicated cases that 
come to the hospital? The hospital help desk has 
trained counsellors. Students play a support role to 
the counsellors. They mainly help by identifying, 
referring and mediating then actual counselling. 

• We should have a cell to deal with violence cases in 
the hospital, in the police station and in NGO offices. 

• Maximum stay in hospital is for two days, so it’s 
difficult to get data and counsel them in this short 
time. But if a woman manages to come to the hospital, 
then she will open up. 

3- Priti Oza (Centre for Labour for 
Research and Action) on “Gender 
and health issues of migrant and 
unorganized labourers”

Priti began by stating that Gujarat has the maximum 
in-migrants from other states in the country. Punjab, 
Haryana, and Delhi are the other top in-migrant states 
to do the lowest category of work. They come in lakhs. 
Women are the most vulnerable in this category as-

• They have no support, legal, police or otherwise as 
they are not from Gujarat.

• The work they do is very demanding. They work 
mostly in brick kilns and agricultural sectors 
(especially cotton and sugarcane).

• The people through whom they come, the thekedaar 
(owners) have only one interest, to make them work 
a lot and earn through them.

• They also do not get services from their states as they 
stay out for upto six months.

• There is no proper data on them in the Government 
as they do not come under any Government mandate. 
This is the main issue.

• Basic needs are not provided.
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She said that just 10 kms from a ministerial residence, 
3000 children were not going to school. It took them a 
year to convince the department that these children, many 
among them girls were remaining out from schools, with 
no ICDS services, and other basic rights. Children were 
born in the kilns. But they didn’t believe. So they did a 
research and presented their data and issues that needed 
attention. 

Priti then talked about another research carried out in 
Ahmedabad in 2006 on migrant people, mostly Dalits 
and Adivasis living under bridges, untenable slums, 
under trees, on footpaths and near railway track.  They 
included around 1100 families with 400 girls and 425 
are boys in age group of 0-5 years and 375 girls and 
415 boys in school going age group (6-14 years). Most 
worked on daily wages for 12-15 days a month and lived 
in open spaces as they could not afford rent. Most of 
the labourers were young couples in reproductive age. 
These families included 220 women who were pregnant 
or lactating mothers who did not have access to health 
care. Many Adivasi children, 9-10 years old were staying 
and working in ginning factories working for upto 12 
hours a day under unsafe conditions. She gave examples 
of accidents such as hands or fingers getting cut. 

Next she talked about the data that was released in 2015-
16 saying that there were six lakh workers migrating to 
Gujarat. Of these 95% were migrant labours. 

In their research on brick kilns, approximately 2½ 
lakh working families were identified. With each 
family having at least one working woman, it meant 
that minimum 2½ lakhs women were working under 
unfavourable conditions. They work in far off interior 
areas, out of reach of any medical facility. As they are 
not part of any data, the government does not even feel 
any moral responsibility towards them. 

So they collected the data to give to the government and 
asked them to accept the data and to get these people into 
the health system. The issue never struck them till we 
forced the issue on them with data.

So a sensitive Collector organized a health camp and 
announced to all owners that every labour family had to 
attend the camp. This never happened before. Thus, data 
is important to bring visibility. 

She concluded by stating that there was no health related 
policy, plan or outreach for these labourers unless they 
went and seeked it for them. Only when NGOs like ours 
makes a noise, they get some outreach. Men are deprived 
also but women are more deprived of the health system 
facilities and services.

Post presentation discussion 

• For migrant construction workers, there is a 
government program where in they can stay at houses 
provided to them, but its condition is so bad that they 

prefer to stay in the open. There is no basic facility 
provided in these houses.

• Dr. Rai said that in his PHC, no migrant sector was 
left out. They did special health and immunization 
rounds (including polio) even in collaboration with 
NGOs amongst these groups. 

• Renu Khanna pointed out that migrant labour and 
occupational health were important issues for Gujarat 
where more data and evidences need to be collected.

4- Khairunissa Pasta (Human Rights 
Law Network) on “Law and gender 
equality”

Khairunissa talked on some important landmark legal 
gender just judgements. She said it was important to bring 
grass root people into the judiciary system and make 
them understand how to convert equal rights into legal 
rights. These gender just landmark judgments affect the 
entire country and make a difference at national level. 
The system may take a long time, but with constant 
follow ups, good results can be seen. The judiciary can 
be sensitized, but we need to give them the data and tell 
them the ground realities, and do follow ups. She then 
discussed some landmark judgements.

a- Nargis Mirza (Air Hostess) Judgement: She asked 
for equal rights to work and retire like men, in spite 
of marriage and pregnancy and won the case. Earlier 
they had to leave the job if they got married or became 
pregnant in the first four years of their job while men 
could retire at the age of 50 years. The Judge gave 
order that there should be equal rights and laws of 
working amongst men and women.

b- PIL was filed to have separate hostels and schools for 
children of sex workers. The Judge squashed the case 
stating that one should not have such discriminatory 
feelings for children and there should be no separate 
schools or hostels for them. 

c- Howrah railway station case: A Bangladeshi woman 
was gang raped. The railway department was 
ordered by the Calcutta High Court to give 10 lakhs 
as compensation to the woman. The department 
challenged the High Court judgement in the Supreme 
Court (SC) stating that she was a foreign woman and 
should not get so much money. The SC gave a gender 
just judgement to give the compensation stating that 
she was a woman and that being a foreign woman, a 
crime was committed on her in India, so she deserved 
the same rights as an Indian woman and also that it 
comes under the universal equal rights of women.

d- Maternity leave for mothers having children via 
surrogacy: It was challenged, why a surrogate mother 
requires maternity leave as she did not go through 
the pregnancy herself. The Court went in her favour 
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stating that she may not have given birth to the child, 
but she will be raising the child and has the right to 
maternity leave. 

e- Single woman guardianship: Single mothers when 
getting guardianship rights of a child, her privacy 
should guaranteed. The court focussed on the Right 
to Privacy Act for this judgement.

f- Karnataka High Court gave a good judgement for the 
divorce of Christian women. The waiting period for 
getting divorce was two years for them unlike Hindu 
women for whom the waiting period is one year. The 
Judge stated that there should not be two rules for 
different castes. All should get equal rights.

g- Regarding rape cases, POCSO was a landmark law. 
Earlier there was pressure on the rape victims to go 
for settlements, not file a case and often statements 
would be changed. Money would be given to settle 
the case. The SC gave a statement that rape cases 
were a crime against society and there cannot be 
settlements for such crimes. 

h- The famous Vishaka case of sexual harassment at 
work place was another landmark judgement.

i- Compulsory Marriage Registration Act was another 
important case.

j- Regarding rights of Muslim women, Shah Bano case 
was an important case. Equal rights and maintenance 
issues were covered through her case. After her case, 
Muslim women started getting maintenance.

k- Shamim Ara case vs. State of Uttar Pradesh for 
valid talakh (divorce). The Judge stated that divorce 
should be on basis of strong evidence and reason, and 
there should be witnesses. The Judge also said that 
maintenance should be given till the woman remarries 
and not just for the idat period (when woman has to 
sit at home for 2-3 months).  

l- Free marriage (partner of choice of any caste/
religion) and live in relationship are now possible due 
to various judgements.

Post session discussion

• Gender justice issues for Gujarat could be those 
related to health and maternal mortality. 

• The judiciary can be sensitized but not without proper 
documentation and data.

• POCSO needs more discussion and a one day meeting 
should be done on it. What the law says and what is 
the field reality. 

• None of the judgements discussed by Khairunissa 
included cases from Gujarat and this must be 
pointed out. 

• Regarding judgements passed, there is a need to see 

when it was passed. Some laws are now being diluted 
like Sec. 498.

5- Sheeba George (SAHR-WARU) on 
“Muslim women issue”

Sheeba George talked about the CEDAW Shadow report 
they had written in 2014 for the Government of India that 
was yet to be implemented. She felt that still the same 
issues were arising in our country, as there was no change. 
If we want to achieve SDG 5, gender equality, then we 
need to go back to 1981 when CEDAW (Convention 
on Elimination of all forms of Discrimination Against 
Women) was introduced. India became its signatory in 
1993. It was pointed out that the rights of women and 
girl child were indivisible, inalienable, and integral. The 
Universal Human Rights Declaration was also passed 
in 1993. In 1993 it was clearly stated that women’s 
issues will not be boxed or compartmentalized. You will 
talk about women in terms of equality, safety, liberty, 
independence, integrity and dignity of all women. 

It was an urgent issue then to link women rights as human 
rights into all the international laws like the UDHR 
(Universal Declaration of Human Rights), International 
Covenant on Civil and Political rights, Socio-economic 
and cultural rights, CEDAW, everywhere. At that time, 
the documentation on women’s human rights was alive 
and vibrant with strategies and how to implement them. 
India was a signatory on most documents.

She said that through the years, a global political 
environment conducive of ensuring women’s rights got 
diluted. Today we are facing a backlash of three decades 
of work on women’s rights and it is in that backdrop that 
she wanted to talk about.

It seems now it is a battle for equality. She said we must 
either a) compromise and discuss the issues in parts or b) 
not compromise and talk in the framework that we decide 
to follow. Violence against women is an important issue 
especially within that the marginalized communities 
like Dalit, Adivasi, Muslim women and other minority 
groups. What are they undergoing under the human 
rights framework? To finish violence, just talking about 
Muslim women in terms of triple talaq, four weddings, 
burkha, halala (female circumcision), will not be enough. 
They need to be studied as to how many cases are there, 
what is the level/situation, and where is it concentrated. 
There is a need to bringing clarity to the issues rather 
than making it overarching and saying that these are the 
issues perplexing the community. 

Muslim women also need good health facilities and 
services. Till date, wherever they had surveyed in 
hospitals in different states, the women reported that 
they had to deal with discrimination and misbehaviour 
because of the religion they belong to. This is an 
important issue. There is also a need to find out how 
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many anganwadi and health centres are functioning in 
Muslim concentrated areas as such data is not available. 
Muslim women hardly get Below Poverty Level (BPL) 
cards, so again they get less benefit.

Till we do not work in strengthening their socio-
economic-cultural-educational factors, then we cannot 
empower them to talk about their women’s rights. There 
is a need to internally reform them, and also what they 
want. We cannot decide for them whether they want to 
wear a burkha or not. That is an individual choice. 

She concluded by saying that the remaining issues were 
discussed in a paper that she had written (available on 
request). She added that sexual violence that happens in 
a conflict needs to be discussed. Due to feminization of 
poverty, what has happened to Muslim women needs to 
be included. 

Post session discussion

• Even the larger civil society does not look deeply into 
Muslim women issues. It’s thought that a Muslim 
organization will take it up. Everyone knows what 
happened with them during riots but there is no 
progress in that area. We talk about them, make plans 
but no action is taken. 

• One issue that needs to be taken seriously nowadays 
is, ‘how should women be’? The planning of taking 
Dalit, Adivasi and Muslim women backwards is 
already made. All rights that they had achieved are 
going backwards now. Today, caste hierarchy is 
completely operational and nobody says a word.

• Dilution of the ICPD and Beijing Platform for 
women’s human rights has occurred in the last 3-4 
years. Our agenda are being put into contemporary 
framework. But it’s important to remember where our 
fundamental struggle began from and those values 
and principles. How can we resurrect them?

• MDGs and SDGs were pushed to make our advocacy, 
data based. Due to data we were able to bring 
some change in law. We are doing a lot of research 
as everyone asking for evidence and data. But 
perspective and vision have not changed. So we need 
to question our advocacy strategies. 

• There is one big achievement, everyone has learnt the 
gender and rights language and that is the success of 
our gender awareness workshops. 

Concluding remarks by Chairperson

Alka Barua pointed out that the session was about to be 
women’s equality but the presentations turned out to be 
on women’s vulnerability. The talks point out that there 
was no sensitivity, access or much data on marginalized 
women’s issues. Sad part is even today there are 
communities who are no one’s responsibility. 

Women continue to remain vulnerable, and face violence. 
Migration, religion, socio-cultural factors, everything is 
affecting them. Judiciary is relatively sensitive and ready 
to respond but for that we need to take a proactive stand. 
Data is required for gender justice.  

Session 5: 

Budget issues in SDGs 3 and 5 by 
Mahendra Jethmalani (Pathey)
Mahendrabhai discussed the Gujarat government budget 
in terms of gender and SDG goals 3 and 5. Budget 
analysis was important as it reflects the commitment 
of the government on various issues. How much the 
government invests in women’s health care, what is 
the cost that it bears for the social security in Women 
and Child Development department are some important 
issues to consider. Details of the budget presented by 
him are shown in Annexure 16.

Some important analysis viewpoints of the Gujarat 
health budget and data:

• According to the statement of National Health 
Mission (NHM), treatment has to be provided by 

specialist doctors at the health centres but 98% of 
doctors’ seats are vacant. So how can the poor expect 
service? Those who have money go private hospitals/
clinics and who do not have money end up selling 
their property for treatment.

• He also pointed that when there is no doctor available 
at the CHC, poor people have to take treatment from 
private sector leading to loss savings due to increased 
out of pocket expenses. Government knows that 
private hospitals are expensive then why not improve 
the government facility first? Instead they just talk 
about Public Private Partnership (PPP). 
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• Also there are more health expenses in rural areas, as 
people have to travel to the city for treatment, spend 
two to four days, the cost of stay, medicines, eating 
and the loss of livelihood.

• A population of 11,000 is looked after by just one 
allopathic doctor, but what about the tribal areas 
where there is a population of 100,000? One needs to 
analyze the budget from an SDG point of view, how 
the budget is utilized, where the budget is allotted, 
what happens with unspent money etc.

• The budget is divided into three sections:  (1) Social – 
includes water, education, health etc. (2) Economical 
– includes road, infrastructure etc. (3) General - 
includes non-development areas like such as pension, 
debt etc.

• A large part of the budget goes into General section, 
and this is increasing annually while investment in 
economic and social sectors is declining. Moreover, 
expenses are increasing but revenue is not.

• He discussed about the RCH (reproductive and 
child health) data from the Socio-economic Review 
and suggested that we get data from there as well. 
He suggested that we look for gaps in the data. For 
example, if there is a large gap in the delivery data 
against the data of the ANC registration, then the gap 
needs to be investigated. 

• Budget allocations are done, but not monitored. There 
is a need to sensitize policy makers. 

• There was no real budget for women in the Women 
and Child Department (WCD). He showed that if 
the ICDS budget is removed from WCD, then the 
department will close as ICDS budget constitutes 
90% of their annual budget. He also showed the 
unspent money on nutrition in ICDS. If the money 
is unspent, it means that the children are not getting 
nutrition, so how will the health of children improve?

• Regarding NREGA. The minimum wages are not 
fixed. Compared to other states, Gujarat has the worst 
payment model. This affects the spending on food 
and thus, health.

• The literacy rates amongst tribals and rest of India, 
has a big gap. Government should invest more money 
for their education.

• The budget is not a gender responsive. 

• If money is unspent in a category, then it gets reduced 
in the next allocation.

He stressed that the civil society should try to understand 
and look at the budget allocation from different 

perspectives. With increased budget literacy, better 
utilization of the budget can be planned.

Post session discussions

• What is the way ahead/where to start? First, deal with 
human resources shortage and ensure all vacancies 
are full. Then deal with infrastructures, facilities and 
services. 

• Need to form budget advisory groups.

• How to influence budget? The pre-budget session 
begins in September, so in October one must study the 
budget and also share voices in the media. If possible, 
to apprise MLAs on various issues of concern, 
because if an MLA asks, then the government has to 
answer. Sharing budget analysis with the media and 
MLA is one way to influence the budget. Our analysis 
and costing should be strong and we need to be ready 
with our figures.

• There is no portal in the Gujarat government 
website to give suggestions for budget allocations. 
So try and advocate for a public domain. Public 
engagement with the budget should be increased. 
Government needs to accept public/civil society 
engagement in the budget. Just as other sectors join 
in the budget planning, we also need to participate 
in the budget planning. We are the only sector who 
works with the poor. So we need to be their voices. 
This is an advocacy issue.

• Find out why money is unspent. Otherwise the 
government will think, this money is not required so 
it will reduce the grant in the next session. 

• One way to begin and practice budget analysis could 
be to see if untied funds are being used or not and 
where is it used. 

Concluding remarks by Chairperson

Gayatri Giri pointed out there was a need to increase 
the budget literacy amongst civil society as well as 
government officials. Need to see the context, important 
indicators, rural-urban differences and out of pocket 
expenses. Also we need to carefully look at the health 
and social sector budget allocations, especially SDG 3 
and 5 related allocations. When one sees the budgets and 
interventions planned, it can get stressful as to how to 
use. So begin with the smaller, more accessible budgets 
at the village level, like untied funds, VHSNC (Village 
Health Sanitation and Nutrition Committee) funds and 
check its utilization. With civil society partnership, work 
on budget literacy can be done, both with policy makers 
and at ground level. Doing something before the pre-
budget session in September was a good suggestion.
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Session 6: 

Way forward and advocacy planning
Some points that were agreed upon by the group 
included-

1- Need to advocate and push for a public domain for 
budgetary suggestions.

2- Be more visible on social media for various issues.

3- Try and make friends with in the system.

4- Find out and make concrete recommendations 
including what other states are doing.

5- Use the CEDAW framework.

6- Voices of affected people should be presented. The 
State is responsible and accountable to its people.

7- Within the rights framework there are duty bearers, 
rights claimants, and guardianship institutions. All 
three have to work together.

8- In June, there will be a Government meeting with the 
NGOs in Kharel. This (SDGs) can be presented there 
as well.

9- The Civil Society Report can be used as a means 
to dialogue with local government officials/office 
bearers. It can be done district wise as well. Many 
MLAs are sensitive also, so they can be tapped.

Gayatri Giri’s views

1- Make strong advocacy groups. The civil society 
organizations should be on a long term sustainable 

platform. There should be solidarity of cause and 
commitment with unity for a larger cause of women’s 
health and development. That perspective should be 
built with continuous dialogues.

2- Tendency to see all causes at political or IAS level. 
Better to start with smaller units. Do dialogues at 
district level and start with positive stories. Ears will 
be closed for negative backlashes. No state likes to 
have a bad reputation, so they will try to improve the 
condition. 

3- Need to do advocacy with State level technical and 
administrative groups of people as well.

4- Have political participation and talk to MLAs. But be 
cautious that they do not highjack the agenda. 

Future planning

1- Report of current meeting and issues raised during 
the meeting.

2- Make a Google group for Gujarat.

3- Making a matrix of issues and its broad mapping.

4- Gujarat Civil Society Report: Make the structure of 
the report and participants can help with the content. 
Finalize this report by June end.

5- Meet again around July 10-12, 2018 to discuss the 
Civil Society Report and how to take the advocacy 
forward.
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Advocacy issues for Gujarat as highlighted by participants

1. Advocacy for affordability in health care. Reducing out of pocket expenses and ensuring health entitlements reach 
the vulnerable and marginalized population groups. 

2. Caste and class issues: According to government, discrimination (against Dalits, Muslims, Adivasis, LGBTQ, 
disabilities) is not an issue in health sector but our experience is otherwise. Discrimination data – Schedule Caste 
– disaggregated data - also has to be taken in to consideration. No health related policy, plan or outreach for 
migrant labourers, women especially vulnerable groups.

3. Rights of surrogate mothers, clinical trial volunteers (who are they? women/marginalized/poor/tribal/vulnerable 
pockets). 

4. Need to advocate for a ‘Public budget portal’ in the Gujarat government website stating the budget plans so that 
all can give suggestions. The pre-budget session begins in September, so in October one must study the budget 
and share voices in the media.

5. Violence against women: Make VAW a priority, especially within that the marginalized communities like Dalit, 
Adivasi, Muslim women and other minority groups (disabilities, sexual minorities, migrant labour) where caste 
and gender work together against them. What are they undergoing under the human rights framework? We need 
to see what types of women/sexual minorities are most vulnerable or affected by violence and discrimination. 
Also, health sector response to domestic violence. Policy directives are required for strengthening and promoting 
domestic violence counselling cells in hospitals. Proper implementation of sexual assault protocol. Bring in the 
role of women’s collectives in violence in general and in IPV (as that is a much more closed domain).

6. Equal opportunities and non-discriminatory policy for education and employment for LGBTQ and disability 
group. There should be a policy for social entitlements as well. There should be proper identification proof for 
them. 

7. Advocacy for prevention of rising child sexual abuse cases. At the same time also ensuring that POCSO should 
not be misused.

8. Sexual and reproductive health rights: Right to choice, maternal health rights (especially of marginalized groups) 
and entitlements, menstrual health and hygiene.

9. For all vulnerable groups and laws (POCSO, sec 377, laws related to shelter homes, migrant workers etc), need to 
create data sets. Analyze them. Find out what is the state doing about each issue (see how laws were implemented 
to deal with what the data is saying). 

10. Government data accessibility, accuracy and availability: There was little or no data available and lack of 
disaggregated data available on a number of issues/subjects. For example, data on harmful practices like witch 
hunting and genital mutilation hardly available.
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Suggestions ‘for and related to’ data analysis

1. Critique of how the data was generated needs to be done. (Know the definitions)

2. NSSO data should be triangulated with the NFHS 4 and Census data.

3. Analyze contradictions of law and programmes. Political economy behind the numbers needs to be analyzed 

4. It is important to also link policies to health trends. Analyze where the government is investing 

5. Human Development Indicators need to be studied 

6. Look at last five rounds of the NSSO data and see how the cost of health has gone up high. It becomes a very 
important indicator when you talk about social justice. 

7. Data availability is a huge problem and participants’ micro level studies and analyses would be a significant 
contribution. 

8. Unnatural deaths/violence against women: That data can be taken from the National Crime Records Bureau 
(NCRB). NFHS data will have only certain types of reported violence data.

9. Include international surveys – eg WHO, ICRW – on domestic violence in India. Also micro studies from Pub-
med; NIMHANS (related to mental disease and its treatment, also physical violence leading to mental health 
issues and connect these to violence against women. 

10. To get a better picture, looking at trends is better as getting accurate data on a number of issues is difficult. 

11. Data on harmful practices like witch hunting and genital mutilation hardly any studies are available. Rely on 
newspaper reports mostly. Check Lawyers’ Collective study on genital mutilation in Bohra communities.

12. Include data sets such as COCHRANE, PUB MED, available systematic reviews, Comptroller and Auditor 
General of India (CAG) reports, state level data and do RTIs (right to information).

13. Look at local practices and limitations of the law. 

14. Need to generate data around CSA of vulnerable groups (children with disabilities, street children, very young 
children and others who cannot inform)

15. Data related to Dalits, Muslims, Adivasis, LGBTQ, disabilities, migrant workers (especially women and children) 
need to be generated or collate whatever is available as evidence.

16. Hospital data should be accessed to get more accurate data. 

17. Understand and analyse budget carefully. Find out whether budget allocations exist or not or if they exist, then 
whether spent or not. Find out why money is unspent. Begin with untied funds as more feasible analysis.
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Timings Agenda and Discussant Facilitator/Chairperson

Day  1: April 3, 2018 (Tuesday)

10.00-10.30 am Registration with tea and snacks

10.30-11.00 am -   Welcome and About the meeting
-   Introductions of the participants

Renu Khanna &
Dr. Nilangi Sardeshpande

11.00-12.30 am

Presentation on Gujarat Secondary Data Report  - SDG 
5.3 (harmful practices-child marriage, forced marriage, 
genital mutilation)  by Rashmi Padhye 
and
Presentation on Comparative states and Gujarat policies 
related to SDGs 3 & 5 by Renu Khanna 

Anita Shah (Chair)

12.30-1.30 pm

Discussants  for SDG 5.3 (harmful practices-child 
marriage, forced marriage, genital mutilation)  
• Prita Jha (Improving shelters for adult women)
• Prita Jha (Preventing CSA and POCSO 

implementation) 
• Jahnvi Andharia (Child marriage)

Prof. Tara Nair (Chair)

1.30-2.30 pm - Lunch

2.30- 3.30 pm

Presentation on Gujarat Secondary Data Report  - SDG 
5.2 (violence against women) by Rashmi Padhye 
Discussants 
• Roshni  Sadhu (witch hunting practices)
• Prof. Tara Nair (IPV and role of women’s collective)
• Manjula Pradeepa (Dalit women issues)
• Nita Panchal (Women with disability issues)

Jahnvi Andharia (Chair)

4.00-5.30 pm

Presentation  on Gujarat Secondary Data on SDG 3 
related issues (maternal health and mortality) by Rashmi 
Padhye 
Discussants
• Reeta (MDR experiences in Dahod and 

Panchmahals) 
• Pankaj Shah (Facility Based Maternal Care)
• Pallavi Patel (Social aspects of health and access to 

services for maternal health)

Dr. Shyam Sunder (Chair)

Annexures 1 Program Schedule and Participant List
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Timings Agenda and Discussant Facilitator/Chairperson

Day  2: April 4, 2018 (Tuesday)

9.00 -10.30 am

Presentation  on Gujarat Secondary Data on SDG 3.7 
and 5.6 (sexual and reproductive health rights) by Dr. 
Nilangi
Discussants
• Aakruti Patel (LGBTQ issues)
• Dr. Shyamsunder (Menstrual health issues)
• Nita Panchal (Sexuality and disability)
• Sangeeta Macwan(SRHR of adolescent youth)

Prof. Rajaram (Chair)

10.30-11.00 am : Tea break and snacks

11.00-12.00 pm

Discussants for Gender equality 
• Poonam Kathuria (VAW and importance of health 

system response) 
• Prof. Bhavna Mehta (Women survivors of violence 

in a public health institution of Gujarat)
• Khairunissa Pasta (Gender equality and law)
• Priti Oza (Gender and health of migrant and 

unorganized laborers)

Alka Baruah (Chair)

12.00-1.30 pm Budgets for SDG 3 and 5 by Mahendra Jethmalani Gayatri Giri

1.30-2.30  pm : Lunch

2.30-3.00 pm : Tea

3.00-4.30 pm Planning for Civil Society Report and Advocacy Dr. Nilangi Sardeshpande 
& Renu Khanna
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SR.NO. NAME ORGANIzATION DESIGNATION
1. RASHMI PADHYE SAHAJ RESEARCHER
2. ANITA SHAH ANJALI MANAGING TRUSTEE -DIRECTOR
3. RITA PARMAR ANANDI PROJECT COORDINATOR

4. Dr. SHYAMSUNDER 
RAITHATHA

CHARUTAR 
AROGYA  MANDAL HEAD - EXTENSION PROGRAMME

5. PRITA JHA PEC PRESIDENT/ LEGAL ACTIVIST
6. VAISHALI ZARARIA SAHAJ RESEARCHER
7. SUNANDA TAYADE SAHIYAR SOCIAL WORKER
8. SEJAL JOSHI SAHIYAR SOCIAL WORKER
9. SUBAIR. K W.S.R.C PROGRAMME OFFICER
10. PALLAVI PATEL CHETNA DIRECTOR

11. KUNDAN TAILOR FORAM 
FOUNDATION PRESIDENT

12. ANKUR PATIL FORAM 
FOUNDATION FOUNDER TRUSTEE

13. DR. SANJAY RAI GOVT. OF GUJART DISTRICT NODAL M.D
14. RENU KHANNA SAHAJ TRUSTEE
15. NILANGI SARDESHPANDEY SAHAJ CONSULTANT
16. JAGDISH PATEL PTRC DIRECTOR
17. JAHNVI ANDHARA ANANDI PRACTICE LEAD
18. PROF. TARA NAIR GIDR PROFESSOR
19. SAVITA BEN.BAKIYA SARATHI PROECT COMMUNITY HEALTH
20. MANJULA PRADEEP MANUSKI TRUST SENIOR CONSULTANT
21. DR. PANKAJ SHAH SEWA RURAL DIRECTOR, COMMUNITY HEALTH

22. KHAIRUNNISHA PASTA HRLN STATE COORDINATOR /  
ADVOCATE

23. IBRAHIM ADVOCATE HRLN ADVOCATE

24. ROSHNI SADHU ANANDI ASSISTANT. PROJECT 
COORDINATOR

25. PROF. N. RAJARAM CUG CUG, GEW 

26. SANGEETA MACKWAN SAHAJ MANAGER, COMMUNITY 
PROGRAMME

27. GAYATRI GIRI DOPH, FH, GOG SR. CONSULTANT CPE PPP
28. AKRUTI PATEL LAKSHYA PROJECT MANAGER
29. AAYESHA SHAIKH LAKSHYA ADVOCACY OFFICER
30. POONAM KATHURIA SWATI DIRECTOR
31. ALKA BARUA WHO, AM INDEPENDENT CONSULTANT
32. SHEBA GEORGE SAHR WARU DIRECTOR
33. KRISHNA DAMOR SAHAJ FIELD OFFICER
34. AMANDA AUSTIN EM2030 HEAD OF POLICY + ADVOCACY
35. KRUTI DALAL INDEPENDENT JOURNALIST

36. PREETI OZA COORDINATOR 
PUBLIC SERVICES

PRAYAS CENTRE FOR LABOUR 
RESEARCH & ACTION

37. MAHENDRA JETHMALANI BUDGET ANALYST PATHEY 

38. M. ILEENACANDEROS 
CASILLAS

UNIVERSIDAD DE 
GUADALAJARA PROFESSOR

Program Schedule and Participant List
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Annexures 2About the Project (Dr. Nilangi Sardeshpande)
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Annexures 3Gujarat Background Data (Rashmi Padhye)
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Annexures 4 Gujarat Background Data (Renu Khanna)
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Annexures 5
Violence against Women and Harmful 
Practices (Rashmi Padhye)
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Annexures 6Witch Hunting (Roshni Sadhu)
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Annexures 7 Kidnapping and Abduction (Jahnvi Andharia)
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Annexures 8 Women Disabilities and Violence  
(Neeta Panchal)
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Annexures 9Maternal Health Indicators (Rashmi Padhye)
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Annexures 10Maternal Death Review (Reeta Parmar)
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Annexures 11 Facility Based Maternal Care  
(Dr. Pankaj Shah)
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Annexures 12 Sexual and Reproductive Health  
(Dr. Nilangi Sardeshpande)
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Annexures 13 Menstrual Health Issues  
(Dr. Shyamsunder Raithatha) 
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Annexures 14 Witch Hunting (Sangeeta Macwan)
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Annexures 15 Women Survivors of Violence  
(Prof. Bhavna Mehta)
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Annexures 16Budget Analysis for SDGs 3 and 5  
(Mahendra Jethmalani)
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