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To improve the maternal health with social determinants approach, Oxfam India with the 

assistance of DFID (GPAF) had implemented a three year project in six poorest states of India. 

One of the objectives of the programme was to strengthen the maternal health care services so 

as to reduce maternal mortality rates in rural areas by involving community into planning and 

monitoring of health services. In order to capture the changes, a robust Monitoring, Evaluation 

and Learning (MEL) framework was developed in a manner that all the project stakeholders 

could directly measure the degree to which the intervention would bring sustainable changes in 

beneficiaries’ lives. After the completion of the project period, the end line evaluation of the 

project was undertaken to assess the impact made by the project. This paper provides an 

opportunity to learn about an ‘evaluation framework with a social determinats lens’ to assess the 

impact made by project on maternal health. 

 
1. Background 

Despite several efforts at the national level, a maternal mortality ratio (MMR) of 167 per 

1,00,000 live births4 in 2014-15 continues to reflect a dismal situation of maternal health in India. 

A commitment towards curbing MMR has found renewed focus under the National Rural Health 

Mission (NRHM)5 since the year 2005. Adopting a mission mode of addressing the issue of high 

MMR, multiple schemes such as the Janani Suraksha Yojana (JSY), Janani Shishu Suraksha 
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of the mission is on establishing a fully functional, community owned, decentralized health delivery system with inter-
sectoral convergence at all levels, to ensure simultaneous action on a wide range of determinants of health such as 
water, sanitation, education, nutrition, social and gender equality. (http://nrhm.gov.in/) 
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Karyakram (JSSK)6 and Integrated Child Development Services (ICDS)7 have been brought 

together to work closely towards fulfilment of institutional and nutritional requirements. Further, 

adopting a lifecycle approach, schemes such as SABLA8 have been rolled out to address the 

issue of anaemia in girls and prepare them towards a healthy motherhood. Capacity building of 

frontline functionaries such as the Anganwadi Workers (AWW)9, Accredited Social Health 

Activist (ASHA)10 and Auxiliary Nurse Midwife (ANM) have also formed key components of the 

national mission to reduce MMR. 

 
However, singularity in approach through working on the supply constraints, mainly in terms of 

availability of resources have failed to deliver the warranted outcomes. This approach, inter alia, 

also meant a relatively lower importance accorded to a host of factors such as socio-economic 

conditions, role and status of women in the society, power relations within a household and 

community that could potentially have a critical role in determining and enabling improvements 

in maternal health in the country. It is, therefore, not surprising that the accessibility to health 

                                                           
6
 Janani Suraksha Yojna (JSY) and Janani Shishu Suraksha Karyakarm (JSSK):  Indian Government’s 

commitment to reduce maternal mortality and achieve MDG-5 has brought about many strategies for implementation. 
Janani Surksha Yojana (JSY) and Janani Shihu Suraksha Karyakarm (JSSK) are some of the strategies within that 
spectrum. The main expected outcomes from these schemes are - Increase in institutional deliveries, especially 
amongst the poor leading to decline in maternal and infant deaths, better care in pregnancy, especially amongst the 
poor, financial support to pregnant women below the poverty line, elimination of out of pocket expenses incurred by 
pregnant women and sick new born while accessing services at government health facilities, incentive to ASHAs 
leading to her sustained participation in community action. (http://nrhm.gov.in/nrhm-components/rmnch-a/maternal-
health/janani-suraksha-yojana/background.html) & (http://nrhm.gov.in/nrhm-components/rmnch-a/maternal-
health/janani-shishu-suraksha-karyakram/background.html)     
7
  Integrated Child Development Services (ICDS) is an Indian government welfare programme which provides 

food, preschool education, and primary healthcare to children under 6 years of age and their mothers. 
(http://wcd.nic.in/icds/icds.aspx) 
8
 Rajiv Gandhi Scheme for Empowerment of Adolescent Girls (RGSEAG) - SABLA is an Indian government 

welfare programme which provide integrated package of services (Nutrition provision, IFA supplementation, Health 
checkup and Referral services, Nutrition and Health Education, Counselling on family welfare, Life Skill Education 
etc.) to adolescent girls. (http://wcd.nic.in/schemes/sabla.htm) 
9
  Anganwadi Workers (AWW): AWW is based at Aaganwadi centre and provide packages of ICDS services with 

the help of ASHA and ANM. The word Anganwadi means "courtyard shelter" in Indian languages. These centres are 
started by Indian government under ICDS programme and based at village level. 
(http://wcd.nic.in/icds/icdsteam.aspx) 
10

 Accredited social health activists (ASHAs) is community health workers instituted by the government of 
India's Ministry of Health and Family Welfare (MoHFW) as part of the National Rural Health Mission (NRHM). ASHA 
is a health activist(s) in the community who is creating awareness on health and its social determinants and 
mobilizing the community towards local health planning and increased utilization and accountability of the existing 
health services. (http://nrhm.gov.in/communitisation/asha/about-asha.html) 



3 
 

programs and schemes and its consequent utilisation remain low where traces of gender 

disparity and patriarchy are high.  

 
Within this larger context, Oxfam India undertook an initiative with a social determinants 

approach to improve maternal health in selected states with support from the Global Poverty 

Action Fund (GPAF)11 of the Department for International Development (DFID) for a period of 

three years (2012-2015). Working with local civil society organisations, the project envisaged to 

bring about a change in the health seeking behaviour of the rural communities, focussing 

primarily on maternal health. This was accomplished through addressing both demand and 

supply side factors and bridging the gap between them resulting in smooth and hassle free 

medical experience. The demand side was strengthened through awareness generation of the 

community of their entitlements, capacity building to claim those entitlements, harnessing the 

strength of in situ change agents (Barefoot Auditors12 and groups of adolescent girls) and 

empowering the community institutions to sustain the change in the long run. On the other hand, 

the supply side interventions focused on capacity building of the frontline functionaries and 

leveraging on the government programs through closer interface. The project was implemented 

during 2012-15 in six states namely, Bihar, Jharkhand, Chhattisgarh, Odisha, Maharashtra and 

Rajasthan. 

 
2. Research Design and Methods 

An endline evaluation was aimed to measure the project progress, understand the processes 

involved and document the best practices, learnings and challenges faced in the project. The 

overall objectives of the evaluation were- 
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 Barefoot Auditor: A cadre of barefoot auditors has been created under this project. Barefoot auditor is a volunteer 
worker preferably a woman from the same community where the intervention was carried out. Her/his main duties 
include community awareness on the issue of maternal health, tracking of pregnant women, community mobilisation, 
coordination with project staff and frontline health workers etc. 
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 To measure tangible milestones achieved and the reasons for achievement in the project. 

 To assess which intervention strategies have worked well and the reason thereof. 

 
The study design and analytical approach for the endline study was formulated to measure 

impact on aspects of birth preparedness and ante-natal check-ups (ANC), institutional delivery, 

promoting intake of nutritious food, family planning and community participation. The evaluation 

framework of the study rests on the log frame indicators developed for the GPAF project and 

social determinants approach using a pre-post analysis to estimate the effect of the project by 

comparing the baseline and endline evaluation figures. This study was designed to capture the 

change in the level of knowledge, attitude, practice and the process adopted at community level 

for enhancing maternal health.  

2.1. Methodology 

A cross-section study was conducted using a mix-methods approach which employed both 

quantitative and qualitative methods. the study has looked at the role of socio- economic context 

and the relative position of a specific group within this context that leads to varying exposures to 

risk to understand the link between underlying conditions or social determinants and health 

outcomes.   

 

 

 

 

 

 

 

Figure 1: Analytical Approach 
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This analytical framework provides a platform to integrate the data from the evaluation exercise 

and analyse it with the lens of maternal health outcomes prevalent in the state. For each level, 

the analysis was done with the aim to establish and document:  

 social determinants at play and their contribution to social gradients 

 promising entry-points for intervention;  

 triggers and barriers to change;  

 what has been tried and what were the lessons learned 

The evaluation used a mix of qualitative and quantitative methods for the process of data 

collection. The quantitative component involved collection and analysis of empirical data at 

household level which provides information related to the extent and type of impact created by 

the project. The answers to ‘why’ and ‘how’ of the impacts were captured by the qualitative tools 

which delve deeper into the nature of and the reasons behind change. Trends in practices were 

encapsulated by involving in discussions at community and institutional level. In accordance 

with the social determinants approach, respondents for the evaluation were selected in a 

manner to represent all categories of stakeholdres that influence the health seeking behaviour 

of women in rural settings and their overall health status. The figure 2 represents an overall view 

of the adopted data collection approach along with the target group of respondents.  

 
A multistage cluster sampling has been adopted to sample the villages for the study. The 

sampling was based on the list of project districts within each project state and the list of blocks 

and villages within each district. The box no. 1 provides the details of the formula used for 

estimating the sample size. Based on the calculations for each state, a sample size of 210 

respondents per state was calculated representative at the project level. Although the sample 

size was 210 per state, some additional surveys were conducted as buffer to maintain data 

quality in certain unforeseen scenarios which might lead to cancellation of surveys.  
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Figure 2: Data collection approach including the target groups 

 

The sample villages were selected by dividing the project villages into two strata (‘high >= 200 

HH’ and ‘low < 200 HH’) according to their number of households (HH). Thus, three villages 

were selected using the random sampling method from each stratum. 

 

 

 

 

 

 

 

 

A systematic circular random sampling was used for selection of households. Prior to that, a 

house listing exercise was conducted for the selection of respondents for each subcategory of 

target population. Two sampling frames were created for BPL category households and APL 

category households separately. The eligible households were numbered in the respective 

������	���� =
���� × �� × � × � × (1 + ���)

��
 

Box 1: Formula for determination of sample size 

 

 Deff = Design Effect, as the sampling technique will be multi stage therefore assumed to be 2 

 z = 1.96 (given a 95% confidence level and thus an alpha or Type I error = 0.05)  

 p = estimated or expected minimum prevalence of the condition or service in the target population 

in the project area  

 q = 1-p. As the prevalence of different services used by the target group is not known, therefore in 

order to maximize the sample size, 'p' would be taken as 50% i.e. 0.5. 

 d = the absolute accuracy (± an absolute percent from the estimated minimum prevalence) of the 

measurement at the given confidence level 

 NRR = Non-Response Rate, assumed to be 10 percent or .1 
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sampling frames. Using sampling interval process, 09 households were selected from each 

sampling frame. 

 
In total, a structured questionnaire was administered to 1,437 respondents (pregnant women - 

132 and mothers having a child below two years of age - 1308) drawn from 12 districts from the 

project states. Focus Group Discussions and other qualitative techniques such as H-Form Tool 

were used to understand the role of various social determinants, both at individual and 

institutional levels, in influencing maternal health outcomes. The entire study was conducted 

during May-June 2015. 

 
3. Limitation of the Study 

 In some of the project areas, the government officials from Department of Women and 

Child Development (WCD) and Department of Health and Family Welfare (DoHFW), with 

whom the project had worked with, had been transferred. The new officials had not been 

approached by the partners as the program had ended. Thus, in some places, the study 

team was unable to meet the officials who had engaged with the program. These 

stakeholders included Child Development Project Officer (CDPO) of ICDS, Block 

Medical Officer (BMO) (NRHM), Medical Officer (MO), Lady Supervisor (LS) ICDS.  

 In some areas the Bene-matrix tool, used for ranking institutions, proved difficult to be 

executed with mothers and pregnant women. The primary reasons for this were:  

 Women were unable to identify public health institutions  

 The women were apprehensive in scoring the government functionaries. 

Although they were willing to discuss various aspects related to the functionaries, 

they did not considered themselves entitled enough to score or rank them.  

 
 
 
 
 



8 
 

4. Study Findings 

4.1 Are women better prepared for delivering a child?    

In the context of birth preparedness, the program targeted the Village Health and Nutrition Days 

(VHNDs)13 as platforms for information sharing (particularly on ANCs and nutrition) and 

triggering behaviour change among expectant mothers. The VHNDs are found to be held 

regularly and most of the women attend it. Enhancing the utility of the VHNDs, community 

institutions, such as the Village Health, Sanitation and Nutrition Committees (VHSNCs)14 in 

several villages are walking the extra mile (by ensuring privacy for facilitating abdominal check-

ups and having plans to even buy a machine to test the Haemoglobin level in the blood). The 

findings suggest that the proportion of women who had undergone three or more ANCs has 

significantly increased from 60 percent at the baseline to 80 percent at the endline. Apart from 

receipt of Iron Folic Acid (IFA) tablets and Tetanus Toxoide (TT) injection, women in 

Maharashtra, Chhattisgarh, Odisha and Jharkhand reflect a greater degree of awareness 

regarding the other constituents of ANCs such as the abdomen check, blood pressure and 

weight checks. In terms of individual outreach, ASHAs and ANMs are reported to be the most 

important source of information in generating awareness among the women regarding ANCs. 

The proportion of women who are reported to have received counselling from the ASHA or ANM 

shows an increase by 43 percent during the project period. 

 
Nutrition indicators also show some improvements, particularly those related to supply 

responses. Compared to the baseline, a greater proportion of women reported to have received 
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 Village Health and Nutrition Day (VHND): It is an Indian Government initiative to provide health services at 
doorstep of community.  It is observed every month in every village to provide health care services to women, 
adolescents and children. ASHA, AWW & ANM organized Health day and mobilized the women, adolescents and 
children. (http://nrhm.gov.in/communitisation/village-health-nutrition-day.html) 
14

 Village Health, Sanitation and Nutrition committee (VHSNC): It has been formed to take collective actions on 
issues related to health and its social determinants at the village level under NRHM. It have an around of 15 
members which comprises of elected member of the Panchayat who shall lead the committee, all those working for 
health and health related services, community members/ beneficiaries of all sub group especially the vulnerable 
sections. ASHA residing in the village is the member secretary and convener of the committee. 
(http://nrhm.gov.in/communitisation/village-health-sanitation-nutrition-committee.html) 
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Take-Home Ration (THR)15 (particularly in Chhattisgarh and Rajasthan). However, poor taste 

and high salt content of the food packets seem to have pushed down the offtake of THR by 

women in Jharkhand. Receipt and consumption of IFA tablets too have registered an 

improvement across all states, except Bihar, wherein supply chain breaks were reported to have 

constrained the distribution of IFA tablets. Strong recall among the women regarding the 

nutrition fairs held under the project underlines the relevance of visual demonstration as an 

intervention in creating a lasting impression for behaviour change on nutrition for improvements 

in maternal health.  

4.2 How safe are the deliveries? 

With an increase in the VHND and the activity of the ASHA, women are now more aware of the 

symptoms for danger signs during pregnancy. The counselling sessions carried out through the 

frontline functionaries have led to an increase of 17 percent over the baseline in the proportion 

of women who were aware of at least two danger signs of pregnancy and at least two 

complications during and after child birth. In fact, it was this awareness that made over 40 per 

cent of the respondents to have noticed some danger signs during pregnancy. It is encouraging 

to note that the awareness has led to change in health seeking behaviour related to 

complications during pregnancy. Nearly three-fourths of the sample women reported to have 

sought medical care for pregnancy related complications.  

 
An important indicator of improvements in maternal health is the increase in institutional 

delivery. In Maharashtra, Odisha and Rajasthan, there is a significant increase in deliveries at 

public hospitals. The role of the frontline functionaries, Barefoot Auditors (BFA) and the 

community level platforms such as the VHND seem to have jointly played a role in triggering the 

behaviour change among pregnant women to opt for institutional delivery. Importantly, the 

                                                           
15

 Take Home Ration (THR): Under ICDS scheme, pregnant women and lactating mothers are entitled to a nutritious 
food supplement of 600 Calories of energy and 18-20 Gms of Protein per day in the form of Micronutrient Fortified 
Food and/or energy dense food as Take Home Ration.  (http://wcd.nic.in/icds/icds.aspx) 
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conditional cash transfers that accrue through the JSY have also been significant pull factors to 

register an increase in institutional delivery. It is interesting to note that the project has enabled 

the community to raise their voice demanding their entitlements as JSY beneficiaries.  The 

proportion of women whose last child birth was attended by a doctor has increased across all 

states with close to 55 percent of deliveries being attended to by doctors. However, not all 

states seem to have benefited from the JSY, as in Bihar, Jharkhand and Chhattisgarh. 

Constraints in the flow of funds for cash transfers under JSY appear to have adversely affected 

measurable change in the institutional delivery.   

4.3 Moving along a continuum – from Preparation to Delivery to Family Planning   

Nearly 75 percent of women (along with their husbands) are now taking decisions regarding 

planning their family. What is important to note is that 60 percent of the women who are taking 

these decisions belong to the age-group of 18-25 years. In fact, greater proportion of women is 

reported to have knowledge regarding availability of contraception and safe abortion services 

(37 per cent increase) and options of male and female sterilization compared to the knowledge 

levels recorded at the baseline. It is also encouraging to note that of the 51 percent of women 

who knew about the availability of contraceptives and safe abortion services, 79 percent were 

those who took decisions regarding their family planning along with their husbands and 71 

percent are those who have two or lesser number of children. This is indeed reflective of humble 

steps towards gender equity within the households. 

 
5. Understanding Outcomes in the Light of the Social Determinants 

The project has identified components of nutrition, safe delivery and family planning as its core 

factors at play that are instrumental in reduction of MMR in India. It has taken the route of 

community based mobilization in voicing their demand for the entitlements under the existing 

public programmes and schemes. The project had worked with social groups that were 

comprised mostly of Scheduled Castes (SC) and Scheduled Tribes (ST). Thus, the evaluation 
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was also conducted with these groups to assess a change using pre-post analysis. However, 

the homogeneity of the groups that were visited during the endline survey tend to be a limiting 

factor to look at a causal analysis or understand latent factors at play instrumental in the 

change, through quantitative data at this stage. The analysis, therefore, draws upon inferences 

from qualitative findings of the discussions in the field. 

5.1 Augmenting Birth Preparedness 

Birth preparedness, under the ambit of the project, consists of improved nutrition, increase in 

ANCs and reduction in incidents of anaemia. VHNDs have been instrumental in the 

improvement of indicators pertaining to the three components. With increased awareness about 

the features of VHND mandated as per government rules, the VHSNCs have made the frontline 

workers accountable towards provision of adequate check-ups during pregnancy, information 

regarding care to be taken during pregnancy and the nutrition supplements that are provisioned 

for the women. The success of VHND across states is attributed to a responsive supply side 

that has met the demands of the community. VHND effectively, underscores the convergence of 

health and nutritional aspects of mother and child health where one day every month, pregnant 

and lactating mothers can receive health check-ups and receive nutritional supplements that 

help reduce incidents of anaemia. This model has worked under the project as the efforts have 

brought a synthesis of the work of the community based institution and the service providers to 

benefit the individual.   

5.2 Steps towards Safe Delivery 

The program has specifically raised awareness of the community regarding the JSY benefits 

that they are entitled to. However, supply side bottlenecks in Bihar, Chhattisgarh and Jharkhand 

have led to non-payment of the monetary benefit under JSY. While awareness about the 

scheme has increased in these states, the supply side has not conformed to its mandates. 

Thus, poor responsiveness from the service providers has led to a decline in the deliveries that 

happen at public health facilities. Many efforts across the three states, in petitioning for the 
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entitlement have been made but they have not resulted in significant outcomes. Thus, a larger 

advocacy with the state level officials of the concerned departments is needed for the effects to 

be observed at the ground level. 

5.3 Reliance on local change agents for family planning 

The project has harnessed the strength of the adolescent girls in the villages and used a life-

cycle approach to educate the young girls on issues related to early marriage and need of 

spacing and limiting children. In this component, the services at public facilities were already 

available. However, knowledge regarding the same and a discussion amongst women was 

found to be lacking at the beginning of the project. Through the empowerment of girls, the 

project has brought about an increase in awareness. Thus, the barrier of discussions around 

family planning has been reduced as younger women being more active are discussing it in 

their community with the married women in the reproductive age. 

5.4 Demand creation versus service delivery  

While the context of each state, pertaining to the efficacy of the supply side and the strength of 

demand from the community, has been different, the outcomes have shown progress across 

various indicators of maternal health. The social determinants at play particularly, the 

community’s attitude, their capacity and the social norms have been very well captured in the 

project. However, supply side bottlenecks, including the health care facilities and the policy 

environment need special attention and perhaps stronger lobby towards better service delivery 

mechanism. The demand for the entitlements has been raised, the community is aware and 

mobilised as they await a responsive service delivery system from the state. 

 
6. What patterns are reflected for sustaining the behaviour change? 

Across the chosen themes, the project indicates an increase in awareness regarding safe 

practices of motherhood amongst the beneficiaries. This awareness has shown a translation 

into compliance with safe behaviour such as increase in consumption of minimum number of 
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IFA tablets, uptake and consumption of THR and counselling from ANM and ANC. However, 

issues of concern emerge from the supply side in Bihar, Jharkhand and Chhattisgarh, where 

delivery in public hospitals has reduced due to poor functioning of the JSY scheme, lack of 

female doctors and inadequate infrastructure and facilities in the public health facilities. Further, 

access to contraceptives and safe abortion facilities has increased with women now taking 

decisions regarding family planning along with their husbands. However, what is required is to 

understand whether the awareness has translated into better practices. While limiting is 

understood well by the women, the need for spacing is yet to be well absorbed. Safe abortion 

services at public health facilities may be known to the women, but they have indicated a 

preference towards the private services given the social norms that underline the taboo around 

the subject.  

 
It must be noted that while village based institutions have been reconstituted and a new cadre of 

Barefoot Auditors have been introduced, the sustainability of their efforts may be a question at 

this stage. The institutions have strongly expressed their need for further guidance lest they are 

unable to sustain their work. The groups of adolescent girls across states have proved to be the 

strongest link of the project. As young girls get more aware of health issues, safe practices and 

health services, they would take it forward after marriage, disseminating knowledge to others. 

This group requires minimal inputs in terms of economic capital. The project has instilled a 

sense of confidence amongst the girls who feel empowered as a group. Most importantly, the 

project has created a sense of empowerment amongst women who now sit with the men during 

VHSNC meetings and draft the health plans. This has been found as the most significant 

change that the project has ushered in, as expressed by the women, the VHSNCs and the 

BFAs. The project has helped overcome inertia of rest and resistance to change. A far greater 

energy is however required to sustain the momentum.  

 
 



14 
 

7. Conclusion 

The methodology which was used in the study fulfils a much-articulated need for to measure 

maternal mortality and morbidity at the community level with more accuracy and reliability. It has 

helped in understanding the strengths and weaknesses of the implementation and in developing 

a knowledge base of the types of interventions that are successful from social determinants 

perspective (i.e. what works, what does not and why). It has also helped in accurately assessing 

the impact of this intervention especially for donors, decision-makers and the general public in 

informing them about fund utilization. Moreover, it has helped in generating evidence for policy 

level advocacy and accurately assessing the impact of this intervention and possible replication.  

 
Table 1: Key Indicators Sheet 

Key Indicators Baseline Endline  % Difference P values 

Households having access to safe drinking water 80.4% 79.1% -1.3% 0.171056 

Availability of toilet in the household 11.2% 10.0% -1.2% 0.1156 

Households having separate place for cooking 47.0% 52.0% 5.0% 0.001203 

Households having Job card for MGNREGA 48.6% 50.1% 1.5% 0.181675 

Household procure food items from PDS? 54.4% 78.5% 24.1% 0.00001 

Household satisfied with PDS supply system?  47.8% 72.9% 25.1% 0.00001 

Knowledge on at least 3 ANC should be taken by a pregnant 
mother 

NA 74.4% NA NA 

Received at least 3 ANC check-ups  60.4% 80.3% 19.9%  0.00001 

No ANC at all  6.0% 5.6% -0.4% 0.312421 

Information obtained from any type of health workers (ASHA, 
ANM, AWW) on necessity of ANC checkup 

NA 88.2% NA NA 

Counselling from ANM 36.5% 79.9% 43.4% 0.00001 

Knowledge on consumption of 100 IFA during pregnancy by a 
pregnant woman 

42.9% 54.4% 11.5% 0.00001 

Knowledge on at least one benefits of IFA tablet NA 89.3% NA NA 

Percentage of women consuming requisite amount of IFA 
tablets 

27.4% 37.6% 10.2% 0.00001 

Knowledge on at least 2 TT should be taken by a pregnant 
mother 

NA 90.2% NA NA 

Received 2 TT during last pregnancy NA 84.4% NA NA 

Awareness on availability of supplementary food at Anganwadi 
centre 

NA 95.4% NA NA 

Received supplementary food from Anganwadi during last 
pregnancy? 

73.6% 81.0% 7.4% 0.00001 

Consumption pattern of THR among women (eat alone) 7.5% 21.2% 13.7% 0.00001 

Satisfaction on supplementary food provided by Anganwadi 
centre 

88.5% 73.4% -15.1% 0.00001 

Awareness on atleast 2 complications during pregnancy and 29.9% 47.0% 17.1% 0.00001 



15 
 

childbirth 

Percentage of women with  incidences of serious health 
problems during pregnancy 

NA 42.5% NA NA 

Sought treatment for danger signs of pregnancy NA 72.2% NA NA 

Delivered at public health facilities  61.6% 62.1% 0.5% 0.384379 

% of institutional delivery 67.3% 74.5% 7.2% 0.00001 

In case of institutional delivery mode of transportation- 
ambulance sent by hospital 

21.1% 47.0% 25.9% 0.00001 

Who paid the cost of transportation -self for any transport 74.1% 44.4% -29.7% 0.00001 

% of Home delivery 31.9% 25.4% -6.5% 0.00015  

% of home deliveries assisted by health professionals 17.1% 13.8% -3.3% 0.087073 

Percentage births attended by skilled health personnel 44.6% 54.9% 10.3% 0.00001 

Aware regarding JSY scheme 67.8% 90.9% 23.1% 0.00001 

Percent women availing the benefit under JSY scheme 49.7% 48.1% -1.6% 0.172074 

Key Indicators Baseline Endline % Difference P values 

Aware regarding JSSK scheme NA 49.8% NA NA 

Availed benefits of JSSK scheme  NA 72.0% NA NA 

Percentage of women with incidences of serious health 
problems after child birth 

78.2% 37.4% -40.8%  0.00001 

Knowledge on PNC (minimum 3) NA 20.7% NA NA 

Received PNC within one week of delivery (whether home visit 
made by ASHA/ANM or women make a visit to the health 
facility) 

61.3% 70.3% 9.0% 0.00001 

Knowledge of safe abortion period 26.8% 61.1% 34.3% 0.00001 

Percentage of women aware of availability of safe abortion 
services 

15.3% 52.6% 37.3% 0.00001 

Knowledge of legal age at marriage for girls 46.4% 77.7% 31.3% 0.00001 

Knowledge of legal age at marriage for boys 63.3% 88.2% 24.9% 0.00001 

Percent women reporting disadvantages of early marriage NA 87.2% NA NA 

Knowledge of  at least 2 Terminal methods of FP 43.2% 66.7% 23.5% 0.00001 

Knowledge of at least 3 spacing methods of FP 45.1% 74.2% 29.1% 0.00001 

Percent couples aware about temporary methods 68.8% 90.5% 21.7% 0.00001 

% of women who could decide the FP method they should use 
(women alone or with their husband) 

NA 75.1% NA NA 

Percentage women reporting access of contraceptive 93.7% 97.0% 3.3% 0.00001 

Percentage of women aware of availability of contraceptives 
and safe abortion services 

13.9% 51.3% 37.4% 0.00001 

% of women married before 18 years 65.4% 21.3% -44.1% 0.00001 

% of men married before 21 years 93.9% 17.6% -76.3% 0.00001 

% of women becoming pregnant before 19 years of age 22.8% 15.3% -7.5% 0.00001 

Number of women conceiving at least one year after the legal 
age of marriage 

77.2% 84.7% 7.5% 0.00001 

Knowledge on VHND 52.2% 84.3% 32.1% 0.00001 

Knowledge of at least 2 services provided in VHND  58.9% 76.2% 17.3% 0.00001 

 
Note: P values calculated at 5 percent level of significance (Those indicated in bold are 
significant) 
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