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Ensuring better maternal health care outcomes
through community action and social
accountability mechanisms Phase II(2016-17)
An Evaluation Report
Introduction
Gujarat, a state in western India, is one of the economically well-developedstates in the country. It is
also well known for its various industries.
In spite of its well performing economy, Gujarat's human development indicators have not been
commensurately as well performing. Some of the key health and development indicators of Gujarat
are given in Table 1, with a comparison with other states that have a similar social and economic
development level.
Table 1
Gujarat

Tamil Nadu

Maharashtra

Source

72.9

79.4

80.3

NFHS 41,2,3

Total Fertility Rate

2

1.7

1.9

NFHS 4

1,2,3

Infant Mortality Rate

34

21

24

NFHS 4

1,2,3

Maternal Mortality Ratio

112

79

68

SRS 2011
4
-13

Mothers who had full
antenatal care (%)

30.7

45

32.4

NFHS 41,2,3

Institutional births (%)

88.7

99

90.3

NFHS 4

All women age 15-49 years
who are anaemic (%)

54.9

55.1

48

NFHS 41,2,3

Women Age 15-49 years
who have ever undergone
examination of cervix (%)

25.2

23.1

42.5

NFHS 41,2,3

Women who are literate (%)

1,2,3

While Gujarat has a well-functioning public health system, the state also has a large presence of the
private sector. The 10th Common Review Mission report of the National Health Mission (NHM) notes
that “there is extensive presence of private sector in the state. Overall utilization of private sector is
higher than country average, especially in urban area.” The report also notes that there are
5
considerable vacancies in specialist positions which need to be filled .
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Gujarat also has a vibrant presence of civil society organizations, several working on health including
health care service delivery through different trust and NGO hospitals. The state also has an active
network of organizations under the Jan SwasthyaAbhiyan (JSA), the Indian chapter of the People's
Health Movement.

Evaluation background and objectives
From 2012, SAHAJ has been working in three districts of the state of Gujarat in India, along with
ANANDI (Dahod and Panchmahal districts) and KSSS (Anand district) to improve accountability for
maternal health using accountability measures that combine both demand side and supply side
elements. The project also supports community participation in reporting and reviewing maternal
deaths, another accountability entry point for improving health systems responsiveness. The
review of Phase 1 of the project was unique as few accountability studies have demonstrated effects
on health care seeking or other health outcomes.
The current project (March 2016 to July 2018) was built upon the earlier project (Phase I) by taking it
forward with the goal of higher visibility of a social determinants approach to Maternal Health and
promote community action and social accountability mechanisms for its improvement especially by
adding a new layer of involving the Panchayat and Gram Sabha members and pushing maternal
issues in Gram Sabha meetings.
The focus and strategies of Phase II were:
•

to conduct surveys to assess change in knowledge, attitudes and perceptions on maternal
health issues;

•

to strengthen community action and social accountability for maternal health; and

•

to disseminate widely the tools, methodologies and lessons learnt at community, state and
national level.

It is in this context that SAHAJ commissioned an external evaluation of its work with the objective to
know whether its activities have taken it forward in making the community more aware and active,
what have been some lessons learnt and what can be upscaled in a larger context.

Aims and objectives of the evaluation
As per the Terms of Reference (ToR), this evaluation aims to assess how community action
(especially with involvement of the Panchayat and Gram Sabha members) has promoted
accountability for maternal health through work undertaken by SAHAJ, ANANDI, and KSSS in three
districts in Gujarat.
As mentioned in the Terms of Reference (ToR), the evaluation should lead to answers to the
following:
a. The significance of this work, answer questions like: what does this project contribute to
the field?
b. What are some lessons learnt, and how does context impact the results?
c. What could be replicated or up scaled and shared at various platforms?
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d. What is the future of this work for these three organizations? For the partnership?

Methodology of evaluation
The methodology for the evaluation consisted of the following:
•

An initial perusal was done of various documents including the project proposal, periodic
reports surveys and other documents from the project shared with the evaluator by SAHAJ.

•

Subsequently, the evaluator travelled to Gujarat in February 2018. An initial meeting was
held with the project teams from SAHAJ, ANANDI and KSSS to understand the details of the
project, activities under Phase 1 and 2, and the teams' perceptions of successes and
challenges. The methodology of the evaluation and the details of the field visits were then
finalized based on discussions with the teams and in consultation with them.

•

Field visits were then made to the project field areas in three districts, Panchmahals, Dahod
and Anand the evaluator met and interacted with staff, field level workers and sangathan
members in ANANDI districts (Dahod and Panchmahal) and in addition to them, the Village
Development Committee (VDC) in (KSSS) district (Anand) of these organizations to
understand their views and perspectives on the project. Members of the community
including Panchayati Raj members and women who had directly participated in the project
were also met with. Staff from different levels of the public health system including Chief
District Health Officer (CDHO), Taluka Health Officer (THO), Medical Officers (MOs),
Auxiliary Nursing Midwifery (ANM) and Accredited Social Health Activists (ASHAs) were also
met with in these areas. (A detailed list of people met with during field visits is given as
Annexure 1). Semi structured interview guides were used for these interactions. During
these field visits, the evaluator was accompanied by programme and field level staff of
SAHAJ and the partner organizations that provided clarifications on issues and points as and
when necessary. They also helped the evaluator with translation to and from Gujarati
wherever required.

•

Field visits were also made to different public health facilities in the three districts.

•

After this, a final debriefing meeting was held with SAHAJ team where the findings from the
field visits were shared and discussed.

Limitations
•

One of the most significant limitations of this evaluation was that it is based on a cross
sectional set of field visits over a period of four days - evaluating the intensive work over one
year across three districts, which in turn is built on the first phase of the project, within less
than a week of field visits, is difficult. Thus, the evaluator has relied on inputs from SAHAJ
and the partner organizations in interpreting findings from the field.


The evaluator was part of the technical support team to the project during Phase 1 and also
was part of the evaluation team of Phase 1. While the evaluator has not been part of the
project in the current phase, some of the evaluation findings may be influenced by this
earlier engagement with the project.


While the evaluation was meant to be of Phase 2 of the project, it was difficult in the field to
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tease out what exactly were the activities and outcomes of Phase 1 and what were those of
Phase 2. Even so, an attempt has been made to the extent possible to focus on Phase 2 in this
evaluation report.

C "Context" of interventions

M "Mechanisms"

O Patterns of (un)intended "outcomes"
consequences from activation of
mechanisms

In the subsequent sections of this report, the findings from the evaluation are presented the realist
evaluation framework that seeks to understand how different mechanisms operate in specific
contexts to produce specific outcomes has been used in framing the report.
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Findings
Organizations involved
SAHAJ
Founded in 1984 in Vadodara, SAHAJ (Society for Health Alternatives) focuses on social
accountability and citizenship building for children, adolescents and women in two specific sectors health and education. SAHAJ has developed thematic interventions in the key areas of child rights,
adolescent rights and maternal health by emphasizing social accountability, working with
stakeholders to ensure access to public services and improve the quality of the same. SAHAJ also
concentrates on policy advocacy and networking with entities with common goals.
For the last several years, SAHAJ has worked with the urban poor on issues of comprehensive
women's health and claiming entitlements through rights based approaches. SAHAJ's mandate calls
for engagement in community monitoring for social accountability.
Since 2012, SAHAJ has been involved in a project on promoting social accountability for maternal
health. As part of this, along with its partner organizations, ANANDI and KSSS (earlier, with
Tribhuvandas Foundation), SAHAJ has been engaged in community monitoring of maternal health
services. A specially designed tool, WarliMadi (healthy mother), has been used for this and captures
both technical aspects of quality of care and women's perspectives of quality as regards maternal
health care. Compilation of information collected through these tools has been collated periodically
into colour coded report cards and shared with both the health system and with community
members. In addition, the project has also attempted to improve maternal death reporting and
review. SAHAJ and its partner organizations have been part of the Dead Women Talking process that
documented maternal deaths using a social autopsy tool. Based on this documentation, in addition
to contributing to the national level report, a state level report was also produced.
SAHAJ is also part of several networks that help it take its learning's from its work to a wider
audience. Its engagement with JSA at both national and state levels has been one such forum. SAHAJ
is also a member of CommonHealth, a national level coalition on maternal, new-born health and
safe abortion. CommonHealth has both provided technical support to SAHAJ for the project and has
served as a space for taking forward the learning's from it. Both JSA and CommonHealth have also
offered SAHAJ space to engage in advocacy at policy and programme level, both nationally and in
Gujarat. SAHAJ is also a part of Community of Practitioners on Accountability and Social Action in
Health (COPASAH), a global network of practitioners in social accountability, through which it takes
its learning's to other practitioners in this field.

ANANDI
ANANDI which also stands for Area Networking and Development Initiatives has been working with
over 10,000 rural poor women from four districts of Gujarat since 1995. Forming women's
collectives and working towards changing the nature and direction of systemic forces which
marginalise women has been an integral component of ANANDI's work in Gujarat.
ANANDI's mission is to
•

Advance rights of women who belong to poor rural vulnerable marginalized communities
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•

Intervene in structures/institutions to make them gender responsive and accountable to
address inter and intra household inequities.

Its vision is to bring rural women's concerns in the centre of all development processes so that all can
live in a just, equitable and peaceful society.
ANANDI works directly with communities in 4 districts of Gujarat Panchmahals, Dahod, Morbi and
Bhavnagar. Since 1995, ANANDI started working in some of the vulnerable and marginalized
communities to address issues of sustainable livelihoods, safety and security of women and young
girls, ensuring entitlements, strengthening governance and improving access to quality education.
ANANDI has also been working with building women's leadership, engaging in campaigns and
networks and with feminist research and advocacy.
Strengthening sangathans (women's collectives) is a core programme and strategy of ANANDI for it
believes that change is possible and sustainable only when there are leaders and collectives who
believe and implement the change agenda in their contexts. Over the past twenty years ANANDI has
formed and built capacities of seven women's collectives that are also led by women from
economically and socially marginalized communities.
Since 2012, ANANDI has partnered with SAHAJ in its social accountability for maternal health
project. Through its sangathan members in the project area, ANANDI has ensured community
involvement in the issue of maternal health.
Due to its long presence in the area, ANANDI has also established credibility with the health system.
The evaluation of Phase 1 of the project noted that:
ANANDI's work was generally well appreciated by health authorities at both district
and block level who reported having known ANANDI for a long time. It was felt that
ANANDI had excellent presence within the community, especially among the
marginalized groups, and therefore this helped the health system also reach these
marginalized communities better with their help. It was also shared by these health
authorities that ANANDI'S staff and volunteers were very dedicated,“our staff gets paid
more, but [ANANDI] is working with full dedication”.

Kaira Social Services Society
Founded in 1967, Kaira Social Service Society(KSSS), the official social wing of Diocese of
Ahmedabad, works to promote the rights and health of the poor and marginalized communities in
Gujarat irrespective of caste, creed and religion.
KSSS aims at empowering communities towards self-reliance through Community Based
Organizations (CBOs) like SHGs, Peace Clubs, Federations, women/children Panchayats and Task
Force etc, which address their economic, social and other local issues. KSSS works in the districts of
Ahmedabad, Kheda, Anand and Mahisagar. Its key focus areas are women's rights, child rights, good
governance, HIV/AIDS, communal harmony and peace building.
KSSS has partnered with SAHAJ since 2013 on the social accountability for maternal health project.
In the evaluation of Phase 1 of the project, KSSS's role was appreciated for helping increase access to
maternal health for the most marginalized.
In Anand, health authorities shared that while in general the coverage of antenatal
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services and institutional delivery in the district was good, the project helped reach the
most marginalized who got left out, especially those in remote hamlets in the district
where peripheral health care providers found it difficult to visit.

Socio-economic Context of State and Districts
While Gujarat is considered one of the economically well-developed states, as stated in the
background section, the state has not been able to achieve a proportionate improvement in its health
indicators. Some of these have been captured in the figures below from NFHS 4 (National Family
Health Survey). In all of these, it is evident that Gujarat figures are well below the national average,
and below those of states with similar economic growth, e.g. Tamil Nadu, Maharashtra, Punjab.

Figure 7.2 Under - five Mortality Rate by State/UT
Deaths per 1,000 live births for the five-year period before the survey
Uttar Pradesh
Madhya Pradesh
Chhatisgarh
Bihar
Assam
Jharkhand
Rajasthan
INDIA
Odisha
Uttarakhand
Mizoram
Gujarat
Dadar & Nagar Haveli
Delhi
Haryana
Andhra Pradesh
Meghalaya
Chandigarh
Jammu & Kashmir
Himachal Pradesh
Nagaland
Daman & Diu
Punjab
Arunachal Pradesh
Tripura
Sikkim
West Bengal
Telangana
Karnataka
Lakshadweep
Maharashtra
Tamil nadu
Manipur
Puducherry
Andaman & Nicobar Islands
Goa
Kerala

78
65
64
58
57
54
51
50
48
47
46
44
42
42
41
41
40
38
38
38
37
34
33
33
33
32
32
32
32
30
29
27
26
16
13
13
7.1
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Figure 8.5 Health Facility Births by State/UT
Percentage of live births in the five years before the survey
Puducherry
Kerala
Lakshwadeep
Tamil Nadu
Goa
Andaman & Nicobar Islands
Sikkim
Karnataka
Chandigarh
Telangana
Andhra Pradesh
Punjab
Maharashtra
Daman & Diu
Gujarat
Dadra & Nagar Haveli
Jammu & Kashmir
Odhisha
Delhi
Rajasthan
Madhya Pradesh
Haryana
Tripura
Mizoram
INDIA
Himachal Pradesh
West Bengal
Assam
Chhatisgarh
Manipur
Uttarakhand
Uttar Pradesh
Bihar
Jharkhand
Arunachal Pradesh
Meghalaya
Nagaland

100
100
99
99
97
96
95
94
92
92
92
91
90
90
89
88
86
85
84
84
81
80
80
80
79
76
75
71
70
69
69
68
64
62
52
51
33

Figure 9.4 Coverage with All Basic Vaccinations by State/UT
Percentage of Children age 12-23 months
Puducherry
Punjab
Lakshadweep
Goa
West bengal
Sikkim
Kerala
Chandigarh
Odisha
Chhattisgarh
Jammu & Kashmir
Andaman & Nicobar Islands
Tamil Nadu
Himachal Pradesh
Delhi
Telangana
Dam & Diu
Manipur
Andhra Pradesh
Karnataka
Haryana
INDIA
Jharkhand
Bihar
Meghalaya
Uttarakhand
Maharashtra
Rajasthan
Tripura
Madhya Pradesh
Uttar Pradesh
Mizoram
Gujarat
Assam
Dadar & Nagar Haveli
Arunachal Pradesh
Nagaland
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91
89
89
88
84
83
82
80
79
76
75
73
70
70
69
68
66
66
65
63
62
62
62
62
61
58
56
55
55
54
51
51
50
47
43
38
35

While Gujarat itself does relatively poorly on health indicators, there is a lot of disparity between
districts within the state. The following figures from NFHS 4 represent the figures for the three
districts in the project Anand, Panchmahals and Dahod and the state as a whole. It is again evident
that Panchmahals and Dahod have much poorer indicators than several other districts in the state.
During the field visits, this contrast between the contexts in the two project areas Panchmahals and
Dahod in ANANDI's area, and Anand in KSSS area - was very evident. Panchmahals and Dahod are
predominantly adivasi (tribal) districts. The districts were seen to be extremely poorly connected by
roads and transport facilities. Hamlets were located far away from the roads, often entailing a
commute by foot between ½ to a few kilometers to reach them. Houses were also scattered from
each other. There were several reports of ambulances not being able to reach villages because of the
poor connectivity, being cut off by the river. Women reported having to walk long distances to fetch
water. Electricity seemed to be irregular as reported by community members. The evaluator did not
have any mobile signal for the two days she spent in these districts. Sangathan members reported
very high levels of migration for work, both among men and women this came up repeatedly during
interviews with community women. During the evaluation visit, the Sangathan members were
involved in a Roji Roti Lok Jumbesh, an annual campaign demanding Right to Livelihood and Food.

Coverage of All Basic Vaccinations by District
Percentage of children 12-23 months

Institutional Delivery by District
Percentage of births in the past five years

Navsari
Tapi
Jamnagar
Narmada
Porbander
Gandhinagar
Vadodara
Anand
Amreli
Bharuch
Junagadh
Mehasana
Valsad
Bhavnagar
Rajkot
GUJARAT
Sabarkantha
Ahmedabad
Surat
Kachchh
The Dangs
Kheda
Surrendranagar
Banaskatha
Dahod
Patan
Panchmahal

Porbandar
Mahesana
Jamnagar
Navsari
Ahmedabad
Bhavnagar
Surat
Anand
Rajkot
Patan
Gandhinagar
Junagadh
Kheda
Bansakantha
Sabarkantha
GUJARAT
Dahod
Tapi
Kachchh
Amreli
Bharuch
Surendranagar
Vadodara
Panchmahal
Narmada
Valsad
The Dangs

79
73
71
69
69
66
63
61
60
57
57

55
53
52
51
50
49
49
48
45
44
40
38
35
33
31
30

97
96
96
95
95
93
93
93
93
92
92
91
90
89
89
89
84
83
83
82
81
81
80
80
78
76
53
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Contraceptive Prevalence Rate by District
Percentage of currently married women
Navsari
Bharuch
Gandhinagar
Ahmedabad
Surendranagar
Junagadh
Narmada
Anand
Tapi
Surat
Mehesana
Sabarkantha
GUJARAT
Vadodara
Rajkot
Patan
Banaskantha
The Dangs
Amreli
Kachchh
Valsad
Porbandar
Jamnagar
Bhavnmagar
Kheda
Dahod
Panchmahal

69
68
60
60
57
56
55
52
41
49
49
47
47
46
45
42
42
39
38
38
38
36
36
34
33
31
24

Four or More Antenatal Care Visits by District
Percentage of last births in the past five years
Ahmedabad
Navsari
Gandhinagar
Rajkot
Bharuch
Mahesana
Jamnagar
Anand
Junagadh
Tapi
Surat
Vadodara
GUJARAT
Narmada
Patan
Sabarkantha
Kachchh
Bansakantha
Porbandar
Valsad
Surendranagar
Panchmahal
Kheda
The Dangs
Bhavnagar
Amreli
Dahod

96
92
89
87
86
81
80
79
76
75
72
71
71
71
68
66
62
59
57
56
52
51
50
48
47
41
39

Lived experiences from Panchmahals and Dahod
The impact of the challenging socio economic context in the adivasi districts of Panchmahals and
Dahod on women's lives was evident from the lived experiences of women we interacted with during
the field visit.
Access to health facilities seemed to be an issue due to the poor road and transport connectivity. Two
women we met in remote villages of these districts reported having a home delivery with a dai
(traditional birth attendant) as they could not reach the health facility at night. One of these women
said the village had been cut off by water in the rainy season. In the other woman's case, though a
Mamta Doli (where a pregnant woman is carried on a wooden jute bed by four people) was available
to carry her to the nearest ambulance point, not enough men were present to carry the Doli and so she
had to deliver at home - her baby had not received any immunization at the time of our interaction,
even 20 days after birth.
The issue of migration also kept coming up repeatedly. Women repeatedly referred to migration as a
reason why they had not received antenatal care in either the most recent or previous pregnancies.
They also referred to their husbands' migration and how it impacted on access to care as there was no
male family member to take decisions or accompany to facility.
Access to food also was an issue - women actually laughed when shown pictures of a plate full of
balanced nutrition as part of the Mamta Toran (wall hanging with pictures of ante natal services and
care to be taken) - it seemed so far-fetched to them, it was laughable. The evaluator also had firsthand
experience of the food available in these villages - we were served rice with a thin dal (watery split
legume soup) for our meals with no accompaniment of vegetables or any other food.
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The interview with the THO in Baria, Dahod also highlighted some of these contextual issues - he said
there was almost 98% anaemia in the general population in the block; while iron sucrose had been
made available at Primary Health Centres (PHC) level, they were now seeing anaemia refractory to
iron sucrose too, probably because of co existent protein malnutrition. He also pointed out that the
high levels of migration resulted in loss of continuity of services since both the community and the
health system were not geared to seek or provide portability of services.
In contrast, in Anand, most areas seemed well-urbanized. Villages were well connected by road, and
transport facilities, especially private vehicles, seemed abundant. One of the villages we visited,
Meghwa, seemed to have all resources within easy access within the village itself - an anganwadi, a
health sub centre, a high school, a Public Distribution Shop (PDS). The local PHC were close by and
easily accessible from most villages. Ambulances were able to reach most villages and to the
doorstep of households. During our field visit, we saw 108 ambulances going out into villages as a
regular occurrence.

Health system context
The general deprivation seen in Panchmahals
and Dahod districts was also seen extending to
the health system there. Public health facilities,
especially at the lower level were barely
functional. Infrastructure was poor, human
resource vacancies were enormous. For
example, the CDHO of Panchmahals shared that
about 50 of the total Female Health Worker
(FHW) positions in the district were lying vacant
and there was some effort to fill them through
outsourcing. Similarly, very few MBBS MOs
(graduate doctors who become Medical
Officers) were available in the PHCs.

ASHA's challenges
We met with an ASHA in one of the interior
villages in Panchmahals district. The households
in the village are scattered. The ASHA has about
160 households under her. She revealed that
given the geographic context of the village, she
found it very challenging to visit these
households and provide services. As a lone
woman, she also faced safety issues during her
visits in fact, she revealed that she paid a local
youth some money every day to accompany her
on her visits.

A snapshot of this was evident in one of the CHCs (Community Health Centre) visited. The evaluator
visited Simaliya CHC in Panchmahals at around 10.30 am in the morning on a weekday. The facility
had been a PHC and had been upgraded to a CHC around 1 year ago. However, the infrastructure was
hardly adequate even for a PHC. There were two doctors at the time of the visit - one AYUSH doctor,
and another MBBS who was posted there as part of the rural bond. Both doctors were seen sitting
outside warming themselves in the sun as there were no patients in the facility at that mid-morning
time. No deliveries took place in the facility - the doctors attributed this to the lack of adequate
human resource. There was however a functional lab and all supplies and drugs were reportedly in
stock.
Similarly, Gamani PHC in Panchmahals was seen completely closed and locked up at 5.30 pm. It is to
be noted that the PHC serves an area which is remote with poor road and transport connectivity and
the fact that it is non-functional means patients have to travel in the night for any health care to
Ghogamba CHC which is close to 30 kms further away, since the bridge connecting the cluster with
Ghoghamba is reportedly underway for long.
The PHC in Dabhva in Dahod district was an exception - the facility reportedly offered 24X7 delivery
services and seemed to be well functional. Ante natal care (ANC) clinics were reportedly held
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regularly and there were documents to show this. There was a functional laboratory and all drugs
and supplies were reported to be in stock with no stock outs.
As opposed to the conditions of PHCs, higher levels of health facilities seemed well functional in
these districts. Baria Sub District Hospital (SDH) in Dahod district and Godhra Civil Hospital were
both reported to be functional. Baria SDH conducted deliveries regularly and also offered caesarean
section services by contracting in a private gynaecologist even though no gynaecologist was posted
there. There was also a maternity waiting home in the SDH campus - three women were seen
receiving iron sucrose injections there on the day of our visit - no woman was however resident in
the waiting home during the visit.
Similarly, it was reported that two gynaecologists had been posted some months ago in Godhra Civil
Hospital and this had resulted in improvements in the standards of emergency obstetric care
including regular caesareans being done. In fact, the CDHO in charge in Panchmahals spoke about
how babies in the district were now being named after one of the gynaecologists in appreciation of
her contribution. In contrast, in Anand, all levels of health facilities seemed well functional. The subcentres we visited were all well functional. The PHC in Pansora was offering delivery services 24X7
and was well equipped in terms of infrastructure, supplies and human resource. The CHC in Sarsa
was well functional, with a fully equipped Operating Room(OR)andLabour Room(LR), a centralized
autoclaving and sterilization facility and a gynaecologist in regular attendance. The picture in Rasnol
PHC was however different. It was reported by both KSSS staff and the local Sarpanch that the facility
offered 24X7 delivery services. However, it was seen during the field visit that the facility was
completely closed on a Sunday morning. The local Integrated Child Development Services(ICDS)
worker stayed in the residential quarters upstairs of the PHC and reported that she conducted any
deliveries that came after hours as she had earlier worked in the PHC and undergone some training
on conducting deliveries.
One significant feature in Anand was the abundance of the private sector. It was reported from
various sources that women largely preferred the private sector for delivery, though this was
reportedly changing now with an increase in deliveries in the public sector. Women from lower caste
communities also reported during interviews that they accessed services only from the public
sector; it was only the upper castes and well-to-do who went to the private sector. It also came up
during the evaluation that the gynaecologist in Sarsa CHC had been referring patients to the private
sector from the CHC and this had been reported in the public hearing held by NHRC two years ago.
Following action against him, this practice had reportedly stopped now. He however admitted that
he worked only with low risk patients and referred women even with the slightest risk to Vadodara.
One overarching issue across districts seemed to be lack of availability of blood. While Godhra Civil
Hospital had a blood bank, blood storage units in lower level facilities were poorly functional. In
Baria, the SDH had a blood storage unit, but the Taluka Health Officer (THO) reported that very little
blood was in stock - there were also challenges in promoting blood donation in these districts
because of the widely prevalent anaemia in the adivasi community. Even in resource rich Anand,
blood still seemed an issue - Sarsa CHC had a blood storage unit, but the gynaecologist reported that
only four bags, one of each blood type, was available at any particular time. Anyone who needed
blood was usually referred to Vadodara.
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Activities under the project
Since this was a continuation of the earlier Phase 1 of the project started since 2012, many of the
activities had been started in Phase 1 and continued in this phase. These are described below under
different headings. Details of how they were carried out in the two different project areas and any
differences between the two phases are also described.

Warli Madi (healthy mother) tool and report card
One key activity of the project from the beginning years has been to monitor the quality of maternal
health services received by pregnant women. The WarliMadi tool developed specifically for this
purpose includes questions that capture technical details of the care and also details of women's
expectations of quality, e.g. running water, electricity etc. The tool is filled for all pregnant women in
the project area to understand their experiences of quality of care. A compilation of these filled tools
is then done into a collated report card.
The report cards have been filled by community volunteers along with pregnant women in all the
three districts. The collation has been done centrally by SAHAJ into report cards. The report cards
have been shared periodically with both the health system and with the community.
During Phase 2, there has been one round of report card collation and sharing the project teams
shared that this was because of the short duration of this phase. During the field visits for the
evaluation, the evaluator met with recently delivered women in the community, community
volunteers who had helped fill the tool, sangathan and VDC members in both project areas, and
Panchayat members with whom the report card had been shared. Medical Officers and district and
block level health authorities were also met with, subject to their availability.
Recently delivered women who were met with recalled that the tool was filled by asking them
questions from it. One woman in Panchmahals who lived close to the main road said the tool was
very useful in understanding what her entitlements were and the services she was supposed to get.
However, two other women in an interior village in the district had no recollection of the tool being
filled, though the community volunteer there said they had been filled. In Anand too, one recently
delivered woman who was met with said the tool had been filled with her, but could not recall any
details.
As regards the report card, there was very little recalling overall of the sharing process of the filled
report card. On repeated reminding by project staff in both areas, Panchayat members recalled the
event of the report card sharing, but no further details. Similar was the case with health care
providers and health authorities.

Information, Education and Communication (IEC) materials
One of the key outputs of the project in both phases has been the production of IEC materials on
different aspects of maternal health. The first phase saw the production of a Mahiti Patrika an
information poster that was targeted at the pregnant woman and her family and provided
information on different aspects of maternal health care and entitlements, danger signs, and
contact numbers of local health care providers like ASHA, ANM. In addition, this phase also brought
out a poster defining the different components of safe delivery in a pictorial manner. A toran (wall
hanging) was also brought out depicting the different services to be provided in the Village Health
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and Nutrition Day (VHND) and Mamta Diwas.
In the second phase, the project has produced a poster on high risk symptoms in pregnancy and
delivery. In addition, the Mahiti Patrika has been made into a colourful poster that can be hung in
the pregnant woman's home easily and be there for nine months for her and her family members to
see and refer to. In addition, a board game has been developed that clarifies different aspects of
maternal health care and entitlements in the form of a quiz game. This is meant to be played with
different community groups including sangathan and Village Development Committee(VDC)
members and Panchayat members.
During the evaluation field visits, community members were asked about these different IEC
materials. The Mahiti Patrika (birth preparedness poster) was well appreciated in both areas
recently delivered women shared that they had learnt a lot from it. The fact that it was hanging in the
house for nine months also meant family members were also provided with multiple opportunities
to engage with the information in it. Staff from KSSS reported some anecdotes from their area of the
Mahiti Patrikas being taken to other pregnant women's homes within the extended family once the
women who it was given to had delivered to them, this showed how valued it was by the
community. They also shared that this had now made maternal health care a conversation point in
the community with even neighbours showing concern for whether a pregnant woman had had all
necessary health care as per the Mahiti Patrika. We also saw during the visit that the Patrika was
displayed widely in different areas including PHCs, Panchayat buildings, ICDS centres, sub centres.
The KSSS team reported that they had played the board game extensively with different groups in
the project area. This was also corroborated by community members in the field visit; however,
except for a few members, they were unable to recall the details of the board game.

Monitoring of Mamta Diwas
One of the key activities of the project since Phase 1 has been monitoring of the VHND or Mamta
Diwas. Since early in the project, this was seen as a means of demanding accountability for good
quality maternal health services, especially ANC. The Mamta Toran (wall hanging on ANC services)
served as an important awareness material that raised awareness about different components of
services to be offered in the Mamta Diwas. This was used then as the basis of monitoring of services
offered.
In this phase, this monitoring of the Mamta Diwas has deepened and expanded in different ways. In
Anand, KSSS staff reported that Panchayat members were now getting involved in monitoring of the
Mamta Diwas and showed interest in what services were being offered during the day and their
quality. This was also seen during the field visits when different community members including
Panchayat members and VDC members in the project villages talked about what services were being
offered in the VHND indicating an interest amongst them in the issue.
In Panchmahals and Dahod, ANANDI had facilitated a deeper monitoring of the Mamta Diwas.
ANANDI staff reported that while initially, in Phase 1, they had had to encourage women to seek
services in the VHND and in fact, had to accompany them to ensure they got services, now, the
ASHAs and ANM had taken over this role. ANANDI also facilitated this as it felt it was the health care
providers' responsibility to do so. ANANDI now plays a role of increasing demand for the services.
Sangathan members and community volunteers now organize meetings a couple of days before the
Mamta Diwas is scheduled in each village these Mamta Diwas poorvataiyari (prior readiness)
meetings serve as a space to build awareness amongst the community on what services are to be
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available in the Mamta Diwas. In addition, the community volunteer maintains a detailed register of
different groups pregnant women, lactating women, and children documenting what services they
are supposed to have got and what they have actually received. Gaps between these are identified
and efforts are made to ensure these services are received by the concerned woman/child.

Maternal death reporting
This was one of the key elements of the project in Phase 1. The project sought to strengthen the
government's MDR process as a measure of accountability and engaged community members in
reporting deaths. This resulted in an increase in maternal death reporting. Towards the end of Phase
1, ANANDI staff was also invited to the maternal death reviews (MDR) meetings of the government
as observers.
In this phase too, ANANDI has continued to report maternal deaths, not only in their project villages,
but in all areas where their sangathans have a presence. However, the engagement with
government MDR process has not continued as no further invitations were forthcoming from the
government.
In KSSS's project area, no maternal deaths have happened during this phase according to KSSS staff.

Increasing Panchayat engagement in maternal health
This was one of the key objectives of Phase 2 and various efforts have been put in place in both
project areas towards this.
KSSS has made a concerted effort in this phase to involve Panchayat members in improving maternal
health. From playing the board game with them to increase their awareness on maternity
entitlements to encouraging Panchayat members to monitor VHND services, this was a focal point
of their action in this phase. One key effort in some villages in their project area was to have the
Panchayat members coordinate the development of a blood donors' list in their village this helped
women needing blood in an emergency to be able to identify a donor easily.
In ANANDI's area too, involving the Panchayat in maternal health issues was a key objective. This
was also seen as a part of their work towards women's political participation.
While somewhat successful, these efforts seem to have been hampered by the overall poor
participation of women in Panchayat spaces, migration for work including that of the Panchayat
members and indifference of the Panchyati Raj system. Entire Dahod and parts of Panchmahals
district are covered under PESA. Gujarat state framed rules in year 2017 for the Panchayats
(Extension to Scheduled Areas) Act passed in 1996. Interviews with women Panchayat members in
both the project areas revealed that they often did not attend the Panchayat meetings themselves,
rather their husbands did so on their behalf.
Similarly, women in both project areas reported that they hardly ever attended the Gram Sabha.
Even when women did attend the meeting, they rarely spoke up. Only women Panchayat members
who were already sangathan leaders in ANANDI reported any meaningful participation in the
Panchayat meetings and Gram Sabha.
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Survey
One key activity in this phase has been the baseline and end line survey performed to assess the
impact of the project. Based on the evaluations and experiences of Phase I of the project and
objectives of Phase II, a survey form was developed. The form included questions based on topics or
issues in which changes were expected in knowledge and attitudes or perceptions. Baseline survey
was conducted in selected villages between March and April 2016. For the endline survey a slightly
modified questionnaire (one question on contraceptiveservices was omitted from the baseline
survey) was conducted in April 2017 to observe any changes in knowledge and attitudes.
Data was collected in a set of project and control villages in both areas. Panchayat members and
sangathan members were interviewed as respondents. The domains covered by the questions
included ante and post natal care, maternity entitlements, perceptions regarding the role
Panchayats in maternal health, extent to which maternal health issues are discussed in Gram Sabha,
knowledge regarding and use of VHSNC funds.
The results of the survey are reported in the outcomes section.

Women's participation in Panchayati Raj
There were several interactions during the field visit that underscored the poor participation of women in
Panchyati Raj.
A woman ward member we met in Dahod had been elected to the Gram Panchayat 3 years ago. Her husband
attended all the meetings on her behalf, but did not even share what transpired there with her. On the three
occasions that she had gone for a meeting, she returned after just affixing her thumb impression wherever
she was asked to.
A woman ward member in a Panchmahals village had been attending Panchayat meetings, but found it
difficult to visit households that were farther off within her ward her husband or brother in law did this for
her.
We met two women Sarpanch in Anand district. One of them was completely overshadowed by her husband
in fact, he introduced himself as the Sarpanch. The other was articulate, but her husband was also present in
the meeting and guiding her responses.
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Outcomes
Awareness on maternal health
One of the key outcomes of the project has been to increase awareness around issues of maternal
health. This has been seen by SAHAJ and its partner organizations as a key and preliminary step
before demanding accountability for maternal health and health care. Several activities of the
project including the IEC materials, the Warli Madi tool and the board game have been used towards
this.
During the field visits, it was seen that these interventions had reached out to several groups of
people within the community pregnant women, their family members, community volunteers,
sangathan and VDC members, Panchayat leaders and members. There was generally positive
feedback about how the different IEC materials had helped in increasing awareness. The impact of
this was seen in the fact that nowhere in our interactions during the field visits were we met with a
response of maternal health being only an issue of women or pregnant women. The project seemed
to have succeeded in creating a perception that maternal health was not a private issue, but rather a
public issue that everyone needed to engage with.
There were variations however in the levels of this awareness. In the KSSS area, this seemed more
widespread and could be attributed to the higher literacy and easier access to information
resources in this area. In ANANDI's area, it was seen that this awareness seemed more in villages
that were closer to the road and thus had easier access compared to more interior villages. Of
course, this observation is limited by the limited amount of time spent by the evaluator in the field
and needs to be substantiated by more research and discussions with the project teams.
The baseline and end line surveys also seem to substantiate this increase in awareness. Knowledge
regarding antenatal care and high risk symptoms in pregnancy was seen to have improved in the
project villages in all three districts. Similarly, there was increased knowledge about use of Village
Health Sanitation & Nutrituion Committee(VHSNC) funds, increased perception that the Panchayat
had a responsibility for maternal health, increased instances of issues of health and maternal health
being discussed in the Gram Sabha. While there were differences in the magnitude of change in the
two project areas, this was an overall trend.
The baseline and end line surveys also revealed that there was some horizontal diffusion of the
awareness generation in the project beyond the project area. In ANANDI, since the sangathans
supported by the organization were spread beyond the project villages, and because the
organization had made a concerted effort to involve all sangathan members in issues of maternal
health, such diffusion was quite prominent. This also resulted in the baseline and end line surveys
not showing remarkable difference between project and control villages in this area. The KSSS team
too reported that there had been some diffusion of the maternal health agenda within different
project teams.

Demanding accountability for maternal health
The project has since the beginning in 2012 seen demanding accountability for maternal health as a
key objective. Several activities under the project have been planned to contribute to this the Warli
Madi tool based monitoring of maternal health care services, the report card of maternal health
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care services, the Mamta Diwas monitoring, are all towards this.
During the field visits of the evaluation, we interacted with different stakeholders to understand the
effects of these processes on accountability. The entitlements as part of Mamta Diwas seemed to be
understood widely amongst different community members and they seemed to have used it to
demand accountability for better quality of care in the Mamta Diwas. In ANANDI's area, community
members and ANANDI staff reported a remarkable change in the quality of services provided in the
Mamta Diwas over the last couple of years. They attributed this to the sustained monitoring of the
services by different community groups including sangathan members, volunteers and Panchayat
members. Similarly, in Anand district too, community members reported that they were aware of
what services were being provided in Mamta Diwas indicating some community oversight of the
services. However, since Mamta Diwas services seem to have been functional in the district even
since earlier, what further effect this oversight has had in terms of improvement in services is
unclear.
The response regarding the Warli Madi tool was somewhat different. While some recently delivered
women recalled the tool being filled during their pregnancy, there seemed to be very little
knowledge of the report card and any recall of the report card being shared. This was true across
Panchayat members and health care providers. Project staff shared that the report card had been
collated and shared only once during this project cycle and even this had been done only once with
each of these different stakeholders and that this may be the reason for this non-familiarity with the
report card. This therefore resulted in a situation where in spite of a lot of effort put into
documenting the tool and collating it, it was not used effectively to demand accountability as
originally envisaged and planned.

Involvement of Panchayats in maternal health
As reported earlier, this was a key objective for Phase 2 of the project. The baseline and endline
survey documented that there had been some improvement in this area. By the endline majority in
the project group in all districts felt that maternal health was the responsibility of the Panchayat as
well. They also recounted very specific ways in which Panchayat members could help with maternal
health including arranging for emergency transport and arranging for or donating blood.
Similarly, unlike in the baseline, majority of respondents in the end line felt that maternal health
issues needed to be discussed in the Gram Sabha. While discussions on maternal health issues
increased in both areas, it increased dramatically in the project areas in all the three districts. In
these areas, more members from the community, sangathans/SHGs and Panchayat members
started raising issues and more action oriented issues were brought up.
The survey also identified the topics discussed in the Gram Sabha at baseline versus those at end
line. During the baseline, the issues were broadly related to general health - vaccination,
malnutrition, importance of government based institutional delivery, schemes related. By the end
line, a wider range of topics were reported to be discussed and included high risks in pregnancy,
maternal death reviews and reasons, pregnancy detection, early registration, ANC services,
importance of regular ANC check-ups,diet and nutrition during pregnancy, women's health and
diseases in women, issue of blood availability in emergencies, Mamta Diwas services, low
haemoglobin effects, account opening, schemes related, irregular nurse visits, not to eat tobacco in
pregnancy, infrastructure issues related to PHCs and sub centres, change in PHC, demand for more
subcentres, issues related to toilet, light and water facilities for pregnant women.
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One area where there has been some
improvement in perspectives as per
the endline survey, but still needs a
lot of strengthening is the VHSNC.
During the field visits, it was seen that
there was very little knowledge
among community members on the
VHSNC, its responsibilities, who the
members were and the united fund
and its utilization.
However, as reported in the earlier
section, this engagement from the
Panchayat seemed to be limited by
the very limited participation of
women in Panchayat spaces. This has
been recognized by ANANDI as a key
deterrent the organization is already
working on increasing women's
political participation as one of its
core areas of work and is making
efforts to integrate the issue of
maternal health within its ambit.

Safe abortion services as a key issue
The issue of lack of safe abortion services was highlighted in
both project areas repeatedly during our interactions.
In ANANDI's area, sangathan leaders mentioned that Medical
Termination of Pregnancy (MTP) services were largely
unavailable in the public sector. There were several anecdotal
reports of women using over the counter MA drugs resulting
in complications. The sangathan members felt that there was
a strong possibility that this resulted in a lot of morbidity and
even mortality, but it went unreported as it was a sensitive
issue and also because as an organization, they were not
paying attention to it.
In Anand, safe abortion services were available in the private
sector. What was concerning though was the attitude of
providers two ASHAs we interacted with said they often
dissuaded women from going in for abortions and forced
them to continue pregnancy. One of them also said that she
had been instructed to support women to avail MTP services
only if they were under two month gestation. When asked
about the legality of abortion in India, both of them were
ambivalent.
KSSS staff also did not seem to see safe abortion as a key
reproductive right one staff member recounted an instance
where she had “successfully counseled” a woman against
abortion.

In Anand district too, women's
political participation seemed very
poor in spite of the district being rich in other resources. This was amply brought out in an
interaction with a woman Sarpanch in one of the project villages initially, all the interactions were
with the husband of the Sarpanch as he introduced himself as the Sarpanch (and did not mention his
wife). It was only during the course of the interview that we realized that his wife was in fact the
Sarpanch and subsequently made efforts to talk to her directly. What was disconcerting was that the
KSSS staff also acknowledged the man as the Sarpanch and did not mention that he was only the
husband of the Sarpanch when asked about it; they justified it saying that he was the one actually
performing the duties of the Sarpanch!

Health system responsiveness
One key outcome of the project seems to have also been that the health system is now more
responsive to demands of accountability from the community. This is evident in several efforts made
in improving services especially in Mamta Diwas sessions. One example is from Anand district where
the project revealed that women from remote hamlets were getting left out of Mamta Diwas
services as these were held in the main village usually and were a long distance away. The health
system on being made aware of this has made specific efforts to reach out to those excluded by
conducting regular Mamta Diwas sessions in these remote hamlets. This was seen in Phase 1 of the
project, and now seems to have been institutionalized in this phase as this was seen to be happening
in one of the control villages we visited too. Similarly, ANANDI staff attributed the improvement in
Mamta Diwas services over the last couple of years to the project's efforts in demanding
accountability for better services. In their experience, Mamta Diwas in other areas they were
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working in, for e.g. in Shehara block, did not provide BP (blood pressure) measurement, Hb
(haemoglobin) checking or a fully filled Mamta card.
Project staff also reported that gaps identified based on their monitoring of services and brought to
the notice of the health system were being addressed e.g. post natal care (PNC) had now improved,
iron sucrose injections were being given at PHC level.
Similarly, Maternal Death Review meetings seem to be happening regularly now in all districts of the
project. To what extent this is an outcome related to the project is difficult to say as there also seems
to be a lot of state level push to make MDRs more regular, however, at least in Panchmahals and
Dahod, the project seemed to have resulted in an increase in maternal death reporting by peripheral
health care providers like ASHAs and ANMs. The THO, Baria reported that in his estimation, hardly
any deaths went unreported now to the MDR process in the block this was however disputed by
sangathan members who recounted at least one case of maternal death in the last year in which no
review had happened. Both ANANDI project staff and the THO Baria also shared that the number of
maternal deaths in Devgarh Baria block had been showing a declining trend over the last few years
however, how much of this can be attributed to the project is difficult to comment on.
Another example of health system responsiveness is the response post the public hearing held
under the aegis of NHRC in 2015 in which several issues related to maternal health were raised. The
action to stop diverting to the private sector in Sarsa in Anand district and the appointment of two
gynaecologists in Godhra Civil Hospital were seen by project staff as direct outcomes of this public
hearing, thus again highlighting the responsiveness of the health system to demands of
accountability.
The THO of Baria block summarized this responsiveness of the health system succinctly he said that
the health system needs to be aware that the NGO and the sangathans were not creating problems,
they were rather helping the health system by highlighting problems that already existed. This made
the health system's job easier as it could then move on to addressing these problems. He also felt
health care providers needed to have the maturity to be able to feel accountable to the community
they served and this was not easily acquired.
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Discussion
Community participation and accountability have been seen as key components of the Right to
Health. The Alma Ata declaration of 1978 enshrines community participation by reﬂecting the
values of social justice, where every person has the right to make choices regarding their lives, and
participation, where every individual has voice to make such choices. The underlying vision of the
declaration was that good health could not be achieved without values related to democracy like
empowerment, health promotion and collective action. It was expected that such empowerment
where people take charge of their own lives and act to change their own life situations would result
in improved health. The National Health Mission has seen community participation as one of the
means to ensure accountability of the health system to the people community monitoring has been
seen as one of a three-pronged process to promote accountability (the other two being external
surveys and internal monitoring).
SAHAJ and its partner organizations have been implementing this project to enable community
participation and accountability for maternal health in select areas of three districts in Gujarat for
the last 6 years. It needs to be noted here that the perspective that guides the project is that it looks
at participation and accountability from a rights based lens. This needs to be contrasted with the
efficiency paradigm through which accountability and participation are defined by international
financial institutions.
As part of this project, the organizations involved have been engaged in both demand and supply
side interventions to improve accountability. In Phase 1, this was largely done through the use of
informal spaces like sangathans, VDCs, etc. In Phase 2, the project has attempted to use formal
spaces within the Panchayati Raj system as the key arena for demanding accountability.
Looking at the project from a realist framework, while the mechanisms put in place were somewhat
similar across the different project areas, the different organizational and socio economic contexts
have resulted in them playing out differently. For example, as shown in the figure below, ANANDI's
area had a very challenging socio economic and health system context; the organization itself was
rights based and supported the sangathans. The overall rights based perspective of the organization
itself influenced the mechanisms put in as part of the project for example, after initial facilitation of
Mamta Diwas visits, the organization saw this as part of the ASHA's responsibility and played a
facilitatory role in helping women identify gaps in service and seek them. The organization also
seems to be seeing this demand for accountability for maternal health as a core component of its
work rather than as a project. However, with a poorly functional health system, while the outcomes
have been good in terms of increasing awareness and promoting accountability within the
community, the improvements in the health system have been restricted to VHND services.
Commensurate improvement within the health facilities seem to have been hampered by systemic
issues like poor infrastructure and inadequate human resource. Even the increase in awareness and
accountability seems to have been limited by the poor literacy levels and overall poor access to
information resources.
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CMO analysis for ANANDI
CONTEXT

MECHANISMS

OUTCOMES

Organizational context- ANANDI
• Rights based
• Works with CBOs - Sangathans
• Marginalized communitiies
• Work on broad SDH
Socio economic context
• Marginalized communities adivasis
• Poor infrastructure - roads,
transport
• Malnutrition, anaemia
• Migration
Health system context
• Poorly functional
• Poor infrastructure
• Human resource constraints specialists
• Reasonably good supplies
• Poor blood availabilty
• Context specific intervention Mamta ghar, Mamta Doli
Panchayat context
• Poor participation of women

Awareness building on maternal
health
• IEC materials
• Board game
Monitoring of maternal health
services
• Warli Madi tool
• Mamta Diwas monitoring
Accountability for maternal deaths
• Maternal death reporting
• Strengthening maternal death
reviews
Engaging Panchayats in maternal
health
• Discussion on maternal health
in Gram Sabha, Panchayats,
VHSNC
Grounded in broader work on
SDH
• Right to Food
• Roji Roti Lok Jumbesh

Increased awareness on maternal
health
• Better health care seeking Mamta Diwas, instituional
births
• Knowledge on pregnancy care,
high risk
• Limited to areas that were
better connected
Maternal health as a public
interest issue
• Sangathan seeing it as core
issue
• Discussions in Panchayat, Gram
Sabha
Demand for accountability in
services
• Mamta Diwas
• Public hearing
Health system responsiveness
• Better services in Mamta Diwas
• Very little change in health
facilities
Horizontal diffusion within
organization
• Maternal health seen as core
issue of organization
• Increased maternal death
reporting beyond project area

On the other hand, in Anand district, the organization involved (KSSS) is a service based organization
working in an overall well functional health system and resourceful socio economic context. Here,
there is a significant presence of the private health sector. The mechanisms under the project to
foster participation and accountability here have been carried out more in a project mode, given the
nature of the partner organization. It seems that this has resulted in an increase in awareness in the
community of a rights perspective and the role of the public health system. While significant
changes because of the project in the already well functional public health system are difficult to
recognize here, there seems to have been an increase in utilization of the public sector especially by
marginalized communities. The health system also seems to have been resourceful and responsive
enough to put in measures to include the marginalized that were earlier excluded from the services.
Whether this inclusion remains sustained needs to be seen.
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CMO analysis for ANANDI
CONTEXT
Organizational context- KSSS
• Service based
Socio economic context
• Resource rich area
• Some communities excluded
from health services
Health system context
• Well functional
• Good infrastructure
• Adequate human resource
• Good supplies
Panchayat context
• Poor participation of women

MECHANISMS

OUTCOMES

Awareness building on maternal
health
• IEC materials
• Board game
Monitoring of maternal health
services
• Warli Madi tool
• Mamta Diwas monitoring
Engaging Panchayats in maternal
health
• Discussion on maternal health
in Gram Sabha, Panchayats,
VHSNC

Increased awareness on maternal
health
• Awareness of services in
Mamta Diwas
• More health care seeking from
public sector
Maternal health as a public
interest issue
• Discussions in Panchayat, Gram
Sabha
Demand for accountability in
services
• Mamta Diwas monitoring
Public hearing
Health system responsiveness
• Inclusion of excluded in Mamta
Diwas

Thus, the similar mechanisms put in into different contexts seem to have influenced both the type
and scale of outcomes, both at community level and at health system level. However, it needs to be
recognized here that the nature of ANANDI's work community based, through community
organization and mobilization, on social determinants like food, livelihoods has ensured that the
mechanisms of this project are only one part of a larger intervention. This has probably been one of
the reasons for the scale and depth of outcomes achieved here, even in the presence of a
challenging context.
One common feature across contexts is the very poor participation of women in Panchayati Raj
institutions. While engaging Panchayats in maternal health was a key objective of this phase, this
poor participation acted as a major barrier towards this. It also seemed that the mechanisms put in
place as part of the project pre-supposed an active Panchayat and did not engage in adequate
ground work to democratize the Panchayat institutions. This also varied between the two partner
organizations while ANANDI seems cognizant of the need to work towards democratization of local
governance and is already engaged in some work towards this, this was not the case with KSSS.
Another key challenge was in achieving the stated objective of promoting a social determinants
approach to maternal health and promoting inter-sectorality. The efforts towards having
convergence meetings with different departments seem to have faced a lot of practical problems
and could not be done at all during this project period.
All three organizations involved also shared that frequent turnover of staff hampered the activities
under the project. SAHAJ staff also felt that the low levels of human resource had been a challenge in
optimally documenting, analysing, publishing and reporting in the media, the rich information
available and collected as part of the project.
One unique feature of this project has been that unlike many other community action projects, there
have been concrete documentations of outcomes in this project once during the evaluation of Phase 1
and again with the baseline and end line survey during this phase. This is indeed unique and will add
value to the experience and literature in this area.
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What is the larger significance of this project?
This project has demonstrated certain mechanisms and outcomes to enable participation and
accountability in the area of maternal health the use of a tool that captures technical aspects of
quality of care while also being women centred, promoting awareness through different modes on
maternal health, engaging with both informal spaces like sangathans and formal spaces like
Panchayat institutions. It has also shown that the outcomes are deeper and have the potential to be
more sustained in the presence of a facilitating organization that is rights based the way in which
ANANDI has put in mechanisms to institutionalize some aspects of the project, e.g. the preparatory
register for Mamta Diwas, even beyond the project area, is testimony to this. It has also shown that
for some level of change in the health system to be evident as an outcome, the health system needs
to have a minimum level of functionality a resource starved health system, for e.g. in Panchmahals
and Dahod, has found it difficult to be responsive, even in the presence of sensitive individuals
within it like the THO of Baria. This would imply that if this model of promoting participation and
accountability needs to be upscaled widely across districts and the state supported by a government
initiative, it would need to be under the ambit of a third party facilitator with a rights perspective and
may be with civil society presence, on the lines of the State Health Resource Centre (SHRC) in
Chhattisgarh. It also means that the health system involved needs to put in at least minimum
resources in order to be responsive to the demands for accountability. The presence of a sensitive
change maker within the health system who understands and supports such accountability
measures would also be crucial.
In addition, certain products from this project have the potential to be immediately up scaled. For
example, the IEC materials have been shown to be very effective in promoting awareness of rights
and entitlements and can be widely distributed by the public health system through the ASHA.
Overall, this phase of the project, building on the earlier phase, has been successful to a large extent
in mobilizing communities in different context to be aware of and demand accountability around
issues of maternal health. One of its key successes has been in making the issue of maternal health a
public interest issue, and not just a private issue of women and their families. However, the
outcomes have been limited and influenced in both project areas by both the socio economic and
health system contexts.

Future steps
What should be the next steps for this work and the organizations involved? Based on the learnings
from both phases of the project, it would be time now for the organizations involved to widen and
deepen the work.

Widening
Both partner organizations involved work beyond the project area of this project. ANANDI supports
several sangathans and works in other adivasi districts and with other marginalized communities.
Similarly, KSSS also works in other districts of the state. Thus, there is immediate potential for this
work to be taken by these organizations to the other areas they work in.
SAHAJ, with its networks with JSA and CommonHealth, is also well placed to widen this work to other
areas in Gujarat and other states through partners in these networks. Its engagement with COPASAH
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also will help it carry learning's from this project to a wider audience. SAHAJ also can explore
opportunities within existing CAH programmes across states to integrate some of the unique
features of this project- combining women centeredness with monitoring of technical quality,
engaging Panchayats.
The unique documentation of concrete outcomes from this project has a significant role in
advocacy. This can be used for evidence based advocacy to upscale such accountability and
participation programmes to the public health system.

Deepening
There are several areas to explore while deepening the already existing work in these project areas.
One definite area of future work would be to take some of the issues that have emerged during both
phases blood availability, poor transport access, lack of human resource and plan further
mobilization and advocacy around these. Different strategies involving varied stakeholders need to
be explored towards this small studies involving Jan Swasthya Abhiyan (JSA) and CommonHealth
partners to develop evidence for the advocacy, developing policy briefs, creating public opinion on
this through both local vernacular and English print and visual media.
Another area to invest in would be to explore avenues for further analysis of the data available from
the project. Fellowship/internship opportunities in SAHAJ could be created to enable a timely and
meaningful analysis of this information. Also, a dissemination strategy for this needs to be
developed.
ANANDI has already integrated this work to some extent within their existing wok on social
determinants. A more systematic conceptualization, designing, implementation and
documentation of such a convergent social determinants approach to health at the community
level and documentation of its intersections with the health system will be a very valuable next step
for the project and will be a significant contribution to work in this area. SAHAJ also needs to explore
with KSSS if such a social determinants approach would be relevant in their project area and how it
can be adapted to the context of a resource rich area, preferably with the marginalized groups
there.
Another area of deepening would be to go beyond maternal health to demand accountability for
comprehensive reproductive health care including safe abortion. Conversations in the field indicate
that there is readiness within the organizations and the community for such deepening of content.
An initial situational analysis using small research studies with a robust methodology would be a
good starting point. Following this, community mobilization around issues emerging from the
situational analysis can be planned.
Given that the state of Gujarat overall has a very large presence of private sector, regulation and
accountability of the private sector would be another area to explore in areas such as Anand.
SAHAJ's networks with JSA both at the state and national level could be platforms to support this.
Lastly, one of the key challenges in the project has been the issue of women's democratic
participation. Deepening the work on participation and accountability in health through
strengthening women in Panchayati Raj as a key strategy would be another way forward. There are
several groups working specifically towards this integrating collaboration with them as part of the
work on maternal health would be useful in this direction.
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Annexure 1
List of persons met during the evaluation
Date met

Place

Name and designation of person met

14th
February,
2018

SAHAJ Office

Project teams
"
SAHAJ
"
ANANDI
"
KSSS

15th
February,
2018

Simaliya CHC,
Panchmahals
DevliKuan village,
Panchmahals

Dr HirenPrajapati, MO
Kapooriben, dai
Varsha ben, Panchayat member
Rewaben, AWW (Anganwadi worker)
Bhagyavathi, Anganwadi helper
Recently delivered women

Godhra

Dr P K Srivatsav, CDHO in charge, Panchmahals

Jhoj village,
Panchmahals

Sharada - Sangathan leader
Ganga - Sangathan member
Recently delivered women
ASHA

Gamani PHC
16th
February,
2018

Baria
Baria SDH

Dr PK Singh, THO, Baria
Nurses in LR
Nurse in Mamtaghar (house)

Dabhva PHC

Nurses on duty

Amli Pani Chhautra
village, Dahod

Mamta Diwas Poorva Taiyari meeting
Dai (Traditional birth attendant) Mangiben
Panchayat member - Veenaben
Sangathan leaders
Recently delivered women
Pregnant women

Phulpura

Meeting of Sangathan leaders
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17th
February,
2018

18th
February,
2018

Sarsa CHC
Meghwa village, Umreth
block, Anand district

Dr Winston, gynaecologist
AWW
Former Sarpanch - Dineshbhai Waghela
Recently delivered woman
Talati
VDC members

Pansora PHC

108 paramedic
FHW - Kokilaben, Syedpura
FHW - Kinjal, Vansol
ASHA - Hansaben, Pansora

Vansol village

Sarpanch - Kaminiben Patel
VDC members
Panchayat members

Uthkal village
(control area)

AWWs
ASHA

Sarsa village

VDC members
ASHA - Kapilaben
Sarpanch - Dharmishthaben
AWW

Rasnol village
Vadodara
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SAHAJ team

ÑâÈâ ÑÓÇ ÉÈâ áÃ»âÕÕâ ÑâÃë Ö½ÐâôÕsÉâÌâ ’ë¼Ñä ã¿nÚíÌë áíÛ¼äáë
Ö½Ðâô Ìä ÖïÐâÛ Ôå ’ë¼Ñí ÍÓ ÑëÛÕäáë »âÏç
sÕsÉ ÑâÈâ áÌë ÏâÛ»Ìçï ‘ÕÌ ÏÌë Ôâï Ïç

Ö½Ðâô ÕsÉâ ÊÓmÒâÌ ÈâÕ áâÕë

Ö½Ðâô ÕsÉâ »ë ÍýÖèãÈ ÏâÊ ÕËâÓë ÔíÚä ÕÚä ÁÕçï

ÚâÉë, Í½ë, ÑíÆë Öí’

‘Ð, Ì¼, áâï ¼ Îä»ä ÍÅä ÁÕä (áëÌäãÑÒâ)

ÍýÖÕ ÍäÅâ Õ½Ó ÍâÇä ÍÅÕçï

ÖçÕâÕÅÑâï ÑâÉçï Êçð¼Õçï

éÍÓ ÏÈâÕëÔ »íå ÍÇ ’ë¼Ñä ã¿nÚí ÁÇâÈâ ÈÓÈ Á áâ×â »ë ÌÖôÏëÌÌí ÖïÍ»ô »ÓÕí áÌë Ì‘»Ìâ »íå ÍÇ áâÓígÒ »ën¨ ÍÓ ÖâÓÕâÓ ÔëÕä
ÊÓë» Ö½ÐâôÑâÈâáë ÍýÖèãÈ ÏâÊ Ïë »ë ÝÇ ãÊÕÖ ÖçËä ÚísÍäÃÔÑâï ÓÚëÕçï átÒïÈ Á#Óä Àë »âÓÇ »ë áâ ÖÑÒÑâï »íåÍÇ ’ë¼Ñ
ÚíÒ Èí ÕÚëÔä È»ë áíÛ¼äÌë Èât»âãÔ» ÖâÓÕâÓ ÑÛë Àë áÌë ÍýÖèãÈ ÏâÊ ÉÈâ ÑâÈâ ÑÓÇ áÃ»âÕä ×»âÒ Àë.

ÑÑÈâ ãÊÕÖÑâï Ö½Ðâô ÑâÈâáíÌë ÑÛÕâ ÍâÝ Öë Õ âáí

Ö½Ðâô ÌoËÇä

ù¿âå

Öä»Öë Ô / HIV/
bÔÅ ½ö Í Ìä ÈÍâÖ

ÕÁÌ

1-3
ÑãÚÌâÑâï

ÝäÁë
ÑãÚÌë

ÝäÁë
ÑãÚÌë

3-7-9
ÑãÚÌâÑâï

Ïä.Íä.Ìä ÈÍâÖ
(ÔíÚäÌç ï ÊÏâÇ)

ËÌç Ó Ìä ÓÖä

ÚäÑígÔíÏäÌÌä
ÈÍâÖ

Íë Ö âÏÌä ÈÍâÖ

3-7-9
ÑãÚÌâÑâï

4 áÌë 6
ÑãÚÌâÑâï

1-3, 4-6, 7-9
ÑãÚÌâÑâï

1-3, 4-6, 7-9
ÑãÚÌâÑâï

Íë Ã ÍÓÌä ÈÍâÖ

×*kÈÌä ÔâÔ½íÛä
(100 ½íÛäÌí »íÖô )

»ë l ×äÒÑÌä ËíÛä
½íÛä

ÍíØÇ áâÚâÓÌä
ÉâÛä

1-3, 4-6, 7-9
ÑãÚÌâÑâï

4 Éä 6 ÑãÚÌâ ÖçËä
ÓíÁ 1 ½íÛä

7 Éä 9 ÑãÚÌâ ÖçËä
ÓíÁ 1 ½íÛä

ÚïÑë×â ÍèÓÈí ÍíØ»
¼íÓâ» áÌë áâÓâÑ

Sa

a

towards alternatives in
health and development

www.sahaj.org.in

