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Context – State of Maternal and Child Health in India

• Global maternal mortality rate (MMR) has registered a decline of about 45 per cent from 1990
to 2013 (UNICEF 2015) .

• India with a MMR of 167 lags well behind the fifth goal of MDGs i.e. to reduce the MMR to 109
per 1,00,000 live births by 2015.

• States like Bihar, Chhattisgarh, Jharkhand, Rajasthan and Odisha are seen to recording the
highest MMR accounting for nearly one third of the maternal deaths in the country.

• According to the National Family Health Survey-3 (NFHS -3) (2005-06), 57% of pregnant
women in the country were reported to be anaemic.

• Poor access to safe delivery, high incidence of anaemia and marriage at an early age among
women contribute to poor health outcomes for women.

States MMR

Bihar 208

Jharkhand 208

Chhattisgarh 221

Rajasthan 244

Odisha 222

Maharashtra 104 
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India Rural

Programs and schemes addressing the issues of maternal and child health

• National Rural Health Mission - NRHM (targeted towards improving 
maternal and child health)

• Integrated Child Development Services -ICDS (supplementary 
nutrition for young children, pregnant and lactating mothers)

• Janani Surksha Yojana - JSY and Janani Shishu Surksha Karyakarm
- JSSK (health services for mothers and newborns)

• Rajiv Gandhi Scheme for Empowerment of Adolescent Girls - SABLA 
(targeting adolescent girls)

Source : Sample Registration System, 2011

Source: District Level Household and Facility Survey 2007- 08



Context- Need for a New Approach

• Despite state’s efforts towards provision on services, limited access and
poor understanding of the programmes, by the poor, is a concern.

• Reach and distribution of services are dependent upon a variety of
social and structural factors.

Often, even simple and effective tools, such as
nutrition packages during pregnancy, are unable to
reach those most in need due to several social and
structural factors.

-(United Nations, 2010)
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In rural India, women are not the sole
decision makers of their health seeking
behaviour.

Access to services governed by:

 level of poverty of the households,
 decision making power of the woman

in the family,
 community’s influence on choices,
 Capabilities of frontline health workers

and
 Government’s schemes

PDS: Public Distribution System
VHND: Village Health Nutrition Day
VHSNC: Village Health Sanitation and Nutrition Committee
ASHA: Accredited Social Health Activist
AWW: Anganwadi Worker



About the Project

Oxfam India’s initiative to improve maternal health using social 
determinants approach 

Thus, need of a broader approach that addresses the social 
determinants of health to reduce inequities in programme 

performance and health outcomes

Aim
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Through



Harnessing the Strength of Local Change Agents

• Village Heath and Sanitation Committees have been reconstituted and strengthened to monitor
public health services at village level.

• ASHA’s work is complemented and monitored by the Barefoot Auditor, a new cadre of volunteers
from every village.

• The adolescent girls have been brought together in groups where issues of early marriage,
importance of family planning and nutrition are discussed.

• Jan-Sunvai (public hearing) calling upon the officials of Department of Health and Family Welfare

• Nutrition Melas (fair’s) for women



Objective of the Evaluation

Safe Delivery

• Reduction in number of 
incidences of serious 
health problems related 
to child birth 

• Improved and 
increased access of 
women to obstetric 
care including referral 
services in the project 
intervention areas 

Nutrition 

• Increased consumption 
of Iron rich /iron 
fortified food by women 

• Enhanced community 
capacity to advocate for 
women’s access to a 
wholesome balanced 
diet including Iron rich 
supplementary nutrition 
provided by 
government 

Family Planning

• Increase in number of 
women conceiving at 
least one year after the 
legal age of marriage 

Community Participation

• Status of Village Health 
and Sanitation 
Committees who would 
able to monitor the 
maternal health 
services

 To measure tangible milestones achieved and the reasons for achievement in the project 

 To assess which strategies worked well and which did not

A mix-method approach (using quantitative and qualitative assessment) has been adopted in the evaluation to measure:



Methodology

- Research Design

- Sample Size and Approach

- A summary sheet of interviews conducted

- Tools used

- Evaluation transparency and ethics

- Timeline

- Limitation 



Research Design

• A cross-section study employing pre-post analysis through the use of both quantitative and qualitative methods

• Study designed keeping social determinants approach to identify the underlying influencing factors that have been
crucial in shaping the outcomes.
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Sample Size and Approach
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• 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

Thus, a minimum sample of 210 households in each state 

representative of the project was covered

Random 

Sampling 

Circular systematic 

random sampling 

Household Listing 

in each Village

6 states 12 districts

Project 

States

Selected 

Purposively 

3 villages per 

strata

1 respondent per 

households; selection 

using Kish grid if more 

than 1 eligible 

respondent in a 

household 

Strata 1: High (>=200 HH)

Strata 2: Low (<200 HH)

Stratification of each 

districts into 2 strata

6 villages per 

district 

Eligible 

Households 

Sampled 

Households 

10 APL households

10 BPL households

Respondent 

Pregnant Women or mothers who have 

children aged less than 2 years

 A multistage cluster sampling has been used 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 were 
shared by Oxfam.



Sample Size Covered- Quantitative

States/Districts
Targeted Sample Size 

per State

Sample Size Covered

Number of pregnant 

women interviewed

Number of Mothers 

interviewed
Total Sample Size

Bihar 210 17 220 237

Chhattisgarh 210 21 216 235

Jharkhand 210 25 217 242

Maharashtra 210 20 224 244

Odisha 210 24 216 239

Rajasthan 210 25 215 240

Grand Total 1260 132 1308 1437



Sample Size Covered- Qualitative

Category

Targeted 

Sample Size 

per State

Sample size covered

Bihar Jharkhand Rajasthan Chhattisgarh Maharashtra Odisha Total

Mother 2 2 2 2 2 2 2 12

Mother-in-law 1 1 1 1 1 1 1 6

Husband 1 1 1 1 1 1 1 6

ANM 1 1 1 1 1 1 1 6

ASHA 1 1 1 1 1 1 1 6

AWW 1 1 1 1 1 1 1 6

Barefoot worker 2 2 2 2 2 1 2 11

VHSNC 2 2 2 3 2 2 2 13

CDPO/DPO 1 0 0 1 0 0 1 2

BMO/CMO 1 0 1 1 0 1 0 3

Medical Officer 1 1 0 1 0 1 1 4

Lady Supervisor 1 0 0 1 0 1 1 3

Total 15 14 13 16 11 13 16 83



Tools Used

• A house listing tool to collect data for sampling the eligible household and respondents

• A structured household questionnaire to capture household characteristics, demography, socio-economic condition and details 
pertaining to water and sanitation, information about practice, attitude and knowledge of mothers regarding maternal and 
child care

• A semi-structured IDI guide for institutional level interviews

• A focus group discussion guide for household level group 
discussions along with certain qualitative exercises. 

• H- Form Exercise for VHSNC’s self assessment

• Bene-matrix tool with mothers for institutional assessment



Evaluation Transparency & Ethics

• This endline evaluation survey was approved by Institutional Review Board (IRB) of Center for Media
Studies, 34 B, Research House, Community Centre, Saket, New Delhi, India -110017 with IRB Number:
IRB00006230.

• The IRB approval ensure that while undertaking this survey sufficient safeguards have been taken to no known
physical, emotional, psychological or economic risk to individual(s) involved in this survey. It also ensured about
appropriateness of the methodology used to secure informed consent and the rights and welfare of individual(s)
involved.



Timeline and Limitation
• The entire study was conducted during May 2015 – June 2015.

• Unable to meet Govt. officials who had engaged with the programme, due to their transfer.

• In some areas, difficult to execute Bene-matrix tools with mothers and pregnant women for ranking institutions.



Findings and Inferences

- Birth Preparedness including Nutrition
- Safe Delivery
- Safe Abortion and Family Planning



Augmenting Birth Preparedness 

• There is an increase in awareness (compared to baseline) of at least 
one danger sign during pregnancy or child birth

• Increase in awareness due to efforts of ASHA and barefoot workers. 

• Qualitative findings reveal close contact of the barefoot worker with 
the community which has led to high awareness. 
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Bihar Chattisgarh Jharkhand Maharashtra Odisha Rajasthan Overall

Proportion of women aware about  incidences of serious health 
problems due to pregnancy or childbirth

Baseline Endline

Proportion of women who have received counselling from ANM/ASHA on care during pregnancy (in %)

Women (15-49 years) Bihar Chhattisgarh Jharkhand Maharashtra Odisha Rajasthan Total

Baseline 15.5 28.0 39.0 62.6 41.3 31.1 36.5

Endline
63.3 96.2 84.7 84.6 85.8 64.9 79.9

• Counselling on care for mother includes
eating and resting more

• ASHA has taken up the role of counsellor for
women now. ANM is more concerned with
service provision.

• The barefoot worker assists ASHA in this
work.

ASHA didi may not be available all the time. So
we ask our queries to Istaja didi (barefoot
worker). She knows a lot and gives good
advice.

-Young mother from Kishanganj, 
Bihar

Base: All respondents

Base: All respondents



• There has been an increase in uptake of take-home ration (THR) from
anganwadi in all project states except Jharkhand and Bihar.

• In Jharkhand, the state has replaced the earlier take-home ration (incuding
rice, dal, jiggery and soyabeans) by processed food packets. These packets
are not liked by the pregnant women or mothers who complain of their poor
taste and high salt content.

Proportion of mothers who consumed atleast 100 IFA tablets
in their last pregnancy (in %)

Mothers (15-49 years) Bihar Chhattisgarh Jharkhand Maharashtra Odisha Rajasthan Total

Baseline 11.2 22.1 18.4 54.7 34.4 11.6 27.4

Endline 4.1 74.6 24.8 54.5 41.9 25.1 37.6

• Consumption of IFA tablets is extremely high in
Chhattisgarh due to JSS’s (partner NGO) efforts in
providing them through their own health centres. They
have focussed their efforts through capacitating the ASHA
and the Barefoot Auditors to monitor the consumption.

• In Bihar, for 7-8 months in the last financial year,
distribution of IFA tablets had not happened due to lack of
stock with the health department. Thus, consumption of
IFA tablets was affected.

Augmenting Birth Preparedness 
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Bihar Chattisgarh Jharkhand Maharashtra Odisha Rajasthan Overall

Proportion of women who reported to have received iron rich/ iron 
fortified food

Baseline Endline

• In Bihar, in each anganwadi area, only 8 pregnant
women and 8 lactating mothers receive the take-home
ration as per government rules. Thus, reported receipts
and consumption are still not different from the
baseline.

Proportion of mothers who consumed iron rich/iron fortified food alone (in %)

Women (15-49 years) Bihar Chhattisgarh Jharkhand Maharashtra Odisha Rajasthan Total

Baseline 6.0 1.9 2.5 7.0 3.0 12.1 5.4

Endline 7.6 15.3 8.9 34.2 12.6 44.9 21.3

Base: All Respondents

Base: All Respondents who reported to have received THR

Base: All women excluding currently pregnant women (zero parity)



Augmenting Birth Preparedness

VHND

Monitor VHND
activities and services VHSNCs

Act as citizen watch
group

Act as the link between supply and
demand sides

ANM

Provision of ANC and
counselling

AWW

Provide Take Home 
Ration (THR)

Women

Receive Health and
Nutrition Benefits

ASHA

Responsible for generating
awareness regarding day of

VHND and counsel women
on benefits

• The success of VHND across states is attributed to a supply side that has responded towards the demands of the community.

• 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



Ante-Natal Check-Ups

Project Strategy

Increase awareness 
regarding the 

importance of ANC

Regularization of 
VHNDs in the village

Door to door 
campaign by the 

ASHA and barefoot 
auditor

Strengthening of 
VHSNCs in monitoring 

the process

� Remarkable increase in proportion of women who had undergone 3 or more ANCs

� Increase in awareness regarding danger signs during pregnancy and childbirth

� Knowledge regarding status of Anaemia amongst women

� Increase in proportion of women who have received counselling from ANM or

� While women in Bihar and Rajasthan still understand ANC to be receipt of IFA
tablets and TT doses

� Women in Maharashtra, Chhattisgarh, Odisha and Jharkhand were aware of other
constituents of ANC like abdomen check, blood pressure and weight check etc.

� VHSNCs in the villages have been striving to get beds, curtains and blood pressure
machine to be used during the VHNDs.

ASHA has taken up the role of counsellor for
women  now.  ANM  is  more  concerned  with
service provision.

• The barefoot worker assists ASHA in this work.

•

“ASHA didi may not be available all the time. So
we ask our queries to Istaja didi (barefoot worker).
She knows a lot and gives good advice.”

-Young mother from Kishanganj, Bihar



Nutrition

Project Strategy

Increase awareness regarding the 
entitlement from ICDS and PDS

Nutrition Fairs to create awareness 
regarding locally available iron rich food 

Creating demand for IFA tablets at VHND

Recipes for cooking the THR

� Increase in receipt of THR from ICDS

� Increase  in  consumption  of  THR  alone  from  baseline  but
culturally women share food with their family and children.

� With rise in awareness regarding entitlements, the community
have taken measures to ensure that the PDS supplier provides
ration to them as per their entitlement

� Increased access to PDS and satisfaction from quality of PDS

• In  Bihar,  in  each  anganwadi area,  only
lactating  mothers  receive  the  take-home  ration  as  per  government
rules. Thus, reported receipts and consumption are still not different
from the baseline.

8 pregnant  women  and  8

• In  Jharkhand,  the  state  has  replaced  the  earlier  take-home  ration

These packets are not liked by the pregnant women or mothers who
complain of their poor taste and high salt content. Thus, receipt has
decreased.

(including rice, dal, jaggery and soyabeans) by processed food packets.

� While project has been able to create awareness and demand, cultural norms of women sharing the THR with family are
difficult to change.

� Supply side constraints to distribution of THR (in Bihar) and quality of THR (in Jharkhand) are issues to be further dealt
with.



Leading the Way for Food Security

The adolescent girls group in Noniabasti, Kishanganj in Bihar, with their heads covered in a Hijab may look like a group of shy

girls. But this group of girls has stopped a van full of grains being taken away to the market for sale by the PDS dealer. The

group leader, Sabiya Khatoon, explained, “The dealer was taking away the food entitled to us by the government. Why should

have we let him go?” They stopped the van with the help of village elders and forced the dealer to put it back in the PDS shop

and distribute it as per the mandates set by the government.

The girls have mentioned how the project animator has helped them become aware of their rights and they feel empowered as

a group.



Safe Delivery 

• In Odisha and Rajasthan, there has been a significant increase in deliveries happening in community health centres and the district hospital as
compared to the baseline. At this level of health facilities doctors are present for attending to deliveries.

• In Bihar, it was observed that the quacks or local doctors, especially in Kishanganj, are reported as doctors by the respondents. Thus, while the
deliveries are conducted by Dai (at home) or ANM, the local doctor, called by the family, is present for any help.

• In Jharkhand and Chhatisgarh, compared to baseline, a higher proportion of women reported to have visited the private health facilities for deliveries
as a doctor is present there.

• In Maharashtra, deliveries at the PHC have increased with more ANMs attending to the deliveries. This shows the better functioning of the public
health facilities and capacity building of the ANMs who are capable of conducting deliveries on their own.

• In Chhattisgarh, JSS also provides a referral facility at Ganiyari in Bilaspur, where deliveries take place.
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Proportion of women whose last child birth was attended by skilled health personnel

Baseline Endline

Base: All women excluding pregnant women (zero parity)



Safe Delivery 

Proportion of women who have benefited under the Janani Surkasha Yojana (JSY) scheme (in %)

Mothers (15-49 years) Bihar Chhattisgarh Jharkhand Maharashtra Odisha Rajasthan Total

Baseline 41.4 41.7 51.0 35.2 56.8 72.4 49.7

Endline 30.7 35.0 23.9 62.5 62.9 73.5 48.1

• There has been considerable increase in the number of women availing the
benefits of JSY in Maharashtra and Odisha due to prompt payment to the
beneficiaries.

• In Bihar and Jharkhand women reported to have not received their cheques
inspite of having accounts in their name. ASHA mentioned that even she has
not received her payments.

• Issues were cited by one of the Medical Officers at a PHC in Bihar and the
NRHM Block Manager in Jharkhand as lack of availability of funds for JSY
payments in the last financial year.

• As some households do not receive benefits, others in the village are
discouraged and prefer going to private facilities or have delivery at home.

• In Chhattisgarh, there is an increase in deliveries happening at private
hospitals (27%) due to which there has been no increase in receipt of JSY
benefits.

In Mukaru, the village adopted by the current MP of the area,
close to 66 women have not received their JSY cheques. The
ASHA, Manju Devi, who is also the barefoot worker, spoke
strongly about it and has been working towards writing to the
authorities over the past 3 months. Through her efforts, 4
women have received the cheque in May. She said, now we are
aware of our rights, and all of us women will go and demand for
our rights from the government authorities.

-Hazaribagh, Jharkhand, as reported 
on 3rd June, 2015

Base: All women excluding pregnant women (zero parity)



Steps towards Safe Delivery

JSY

Govt. 
transport to 

health facility

Delivery at home or 
Private facility

Delivery at Public 
Health Facility

Delivery at Public 
Health Facility

Delivery attended by a 
Skilled Birth Attendant 

Delivery attended by a 
Skilled Birth Attendant 

Not

Available

Not
Available

Available

Available on 
time

Jharkhand- presence of non-state service
providers

Chhattisgarh- Increase in delivery in

private facility

Bihar- Increase in Home based delivery

Non-receipt of JSY 

Increase 
awareness 

regarding benefits 
of institutional 

delivery and JSY



Institutional Delivery

Awareness regarding free transport, contact number of ambulance and
ASHA made available through the project

Home based deliveries
over the project period at

an overall level

Deliveries in public
hospitals in Maharashtra,

Odisha and Rajasthan

Home based deliveries in
Bihar and Chhattisgarh

Improved infrastructure, provision
of adequate care, receipt of JSY

benefits

Poor infrastructure, inadequate facilities
and care at public health facilities, lack of

on-time transport from government

Private facilities in Jharkhand and Chhattisgarh have shown an increase of 17% and 26% respectively owing to better services

� Increase in the number of women availing the benefits of JSY in Maharashtra and Odisha due to prompt payment to the beneficiaries.

� Reduction of beneficiaries who availed JSY during their last delivery in Bihar, Chhattisgarh and Jharkhand.

� In Bihar and Jharkhand women reported to have not received their cheques in-spite of having accounts in their name.

� Issues were cited by one of the Medical Officers at a PHC in Bihar and the NRHM Block Manager in Jharkhand as lack of availability of funds for
JSY payments in the last financial year.

� In Chhattisgarh, increase in delivery at private hospitals and home has led to decrease

Increase in Births Attended by Doctors across all states; Different reasons for this increase in every state



Issues that needs to be addressed?

� Increased awareness regarding JSY, constant demand for receipt of cheques from VHSNCs

� As some households do not receive benefits, others in the village are discouraged and prefer going to
private facilities or have delivery at home.

� Poor responsiveness from supply side, in Bihar, Chhattisgarh and Jharkhand have led to increase in
deliveries at home or private hospitals.

� While advocacy with village level service providers has worked, a higher state or district level advocacy
is required for better service provision needs

� Is demand generation an enough push factor while the service delivery is not responsive?

� How can the project help increase institutional deliveries at the public hospitals in states where supply
side is weak?

� Can the program help increase deliveries attended by doctors, when ANMs are being capacitated to be
SBA?



Safe Abortion and Family Planning 

• There is an increase in proportion of women who reported to have conceived after completion of 19 years of age in all states.

• No significant change has been observed in Chhattisgarh.

• The adolescent girls reported to have formed strong groups in all the project areas and every project district had few stories where early
marriages were stopped by the young girls.

• The younger mothers were observed to have felt strongly against early marriage. They said that mothers often become weak if they conceive at a
young age.
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Bihar Chattisgarh Jharkhand Maharashtra Odisha Rajasthan Overall

Proportion of women who reported to have conceived 
at least one year after the legal age of marriage

Baseline Endline

Proportion of women aware of disadvantages of early marriage (in %)

Women (15-49 years) Bihar Chhattisgarh Jharkhand Maharashtra Odisha Rajasthan Total

Endline 78.1 93.3 97.0 86.8 96.7 71.1 87.2

Base: All respondents



Safe Abortion and Family Planning

• A significantly high proportion of women (as compared to the
baseline) are aware of atleast one temporary method of family
planning including condoms, IUD and pills.

• This awareness, as observed in the discussions with the mothers, is
higher among the younger mothers.

• Further, ANMs mentioned that now younger mothers are more
aware of methods of spacing.
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Bihar Chattisgarh Jharkhand Maharashtra Odisha Rajasthan Overall

Proportion of  eligible couples in the intervention area with knowledge  of 
temporary method  of contraception (in %)

Baseline Endline

Proportion of women aware of availability of contraceptives (in %)

Mothers (15-49 years) Bihar Chhattisgarh Jharkhand Maharashtra Odisha Rajasthan Total

Baseline 99.5 95.8 98.9 84.8 88.8 94.9 93.7

Endline 100.0 99.2 97.5 99.6 91.1 95.4 97.0

• Women are more aware of availability of
contraceptives especially in PHCs for
temporary methods and district hospitals
for Sterilization.

Base: All respondents



Safe Abortion and Family Planning

• Among public health facilities, women have reported that district hospitals have amenities for safe abortion services. However, the same is
available in the private health facilities closer to the villages as reported by women.

• It is however, still considered a taboo to avail abortion services unless there are medical issues involved. Therefore, many women report
having gone to or would prefer to go to private facilities where adequate care is taken and no one including ASHA or ANM would know
about it.

Proportion of women aware of availability of safe abortion services (in %)

Mothers (15-49 years) Bihar Chhattisgarh Jharkhand Maharashtra Odisha Rajasthan Total

Baseline 3.0 11.7 26.1 20.0 7.1 23.7 15.3

Endline 54.4 45.0 47.0 85.0 49.6 36.4 54.4

Proportion of women with access to contraceptives and safe abortion services (in %)

Mothers (15-49 years) Bihar Chhattisgarh Jharkhand Maharashtra Odisha Rajasthan Total

Baseline 3.0 11.4 24.0 18.1 4.6 21.8 13.9

Endline 54.4 44.5 46.6 84.1 44.7 35.1 51.3

• Among public health facilities, women have reported that district hospitals have amenities for safe abortion services. However, the same is
available in the private health facilities closer to the villages as reported by women.

• It is however, still considered a taboo to avail abortion services unless there are medical issues involved.

Base: All respondents



Self Efficacy in Family Planning

Here, the program’s approach to work with young girls have
triggered a huge change as girls have found a platform to talk

and they feel empowered as a group. Their thoughts and

behaviour can be influenced at this stage when they are at the
threshold of starting a family.

• Generating willingness towards family planning is an essential component towards creating awareness regarding family planning methods
and their availability.

• This willingness is dependent upon women’s education, their awareness regarding issues due to a large family and their decision making
power within a household.

• However, deep rooted religious beliefs and patriarchal nature of the society, are obstacles that have a huge impact on the women’s ability
to make decisions.



Family Planning

• There  is  an  increase  in  proportion  of  women  who  reported  to  have  conceived  after
completion of 19 years of age in all states.

• The adolescent girls reported to have formed strong groups in all the project areas and
every project district had few stories where early marriages were stopped by the young
girls.

• Higher proportion of women are aware of atleast two temporary methods of family planning
including condoms, IUD and pills.

• This awareness, as observed in the discussions with the mothers, is higher among the
younger mothers.

• Increase in proportion of women who have access to contraceptives and safe abortion
facilities

It is however, still considered a taboo to avail abortion services unless
there are medical issues involved. Therefore, many women report having
gone to or would prefer to go to private facilities where adequate care is

taken and no one including ASHA or ANM would know about it.

� But  how does the project work in areas
where strong patriarchal notions exists?

� Changing   social   norms   around   family

� Understanding of spacing is as important as
limiting
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Institution Building

- Adolescent groups
- Village Health, Sanitation and Nutrition 

Committees (VHSNC)
- Barefoot Auditors



Adolescent Girls Groups – The Change Agents

• The group acts as a platform where girls share their issues and act on 
them

• A group in Kishanganj, Bihar stopped the PDS supplier from selling the 
goods in the market

• Across states early marriages have reduced as this groups acts as a 
pressure group to stop early age marriages

Strongest Link in the program

• As young girls get more aware of health issues, safe practices and 
health services, they carry it forward after marriage, disseminating 
knowledge to others

• A life-cycle approach has been adopted to start with knowledge of safe 
practices leading to a change in attitude

Multiplier effect

• Use of street plays

• Cycle rallies to create awareness on issues as Early marriage, Breast 
feeding

• Home visits to talk to the women about the problems of early marriage 
and use of family planning methods. 

Innovative methods of Awareness generation

“This group is going to stay always. Young girls in
our village want to do something good for all girls.
Younger girls will be trained as they join the group.”

- Adolescent girl in Bihar



VHSNCs -from Ghost to Guide  

“We still need a lot of guidance. Now ASHA and
Sarpanch have become active but we still need
support in terms awareness. We will need another 6
months to stand on our feet”

- VHSNC member in Kandhamal, Odisha

• Over three years, VHSNCs have been reconstituted, strengthened and capacitated.

• Women are an integral part of the committees and in some areas heading them. ASHA
worker has slowly realized her role in developing health plan and is now confident to use
the funds.

• Regular meetings of VHSNCs have started happening. The meetings are slowly being
conducted without the project animators but this exit has to be slow as VHSNCs expressed
their need of further guidance at this stage.

• In some areas, VHSNCs have started making health plans and are awaiting the untied fund
to execute it. However, awareness towards planning for the untied funds is still required.

• Village Health and Nutrition Day are slowly seeing more involvement from the villages due
to awareness created by VHSNCs.

• In many areas health plans still need to include a component on maternal health. They
seem to require help and guidance in sustaining their efforts.

• Village health resource centres are not being used now though their structure is intact and
women know of its existence.
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• In Jharkhand few VHSNCs continue to monitor
the VHNDs, have written letters to the officials
requesting money for JSY to be given to the
mothers, arranged for vehicles when vans have
failed to come.

• In Maharashtra, a VHSNC had used untied
funds to sponsor an ultrasound and additional
scans of a pregnant woman with complications

• In Bihar, VHSNCs are constituted at the
panchayat level. The village level committees
are not recognized. Members want it registered.
They see the committee as their right and a
space to voice concerns.



Barefoot Auditors – Walking the last mile of service

• ‘Barefoot Auditors’ – an innovation of the program to further
strengthen the demand generation from the community and
monitor supply side delivery of services.

• Voluntary workers from every project village

• They help ASHA in awareness building with mothers on safe
delivery and nutrition of mothers often talking about family
planning.

• They have knowledge related to maternal health services and
advise women on availing their entitlements.

• Often adolescent girls have been engaged who have actively
carried out their activities and feel empowered by their work.

• ASHAs have reported that the auditors are helpful in talking to
women, help in planning of untied funds and check on pregnant
women to invite them for VHND.

• They have monitored ASHAs work and the VHND. But slowly as
the project is phasing out, they have stopped the process of CBM
and engage only in awareness generation.

• In some areas, ASHA have been appointed as barefoot workers like in Rajasthan. However, they have felt it as an additional work.

• A strong felt need amongst the barefoot auditors for a monetary incentive to continue the work. Many such auditors in all the states have
now taken up other work to support themselves financially. Thus, they are unable to continue their work in absence of a financial support.

An ASHA and Barefoot Worker in Chhattisgarh



Conclusion



Conclusion 
• The methodologies used in this study fulfils the need to measure maternal mortality and morbidity at

the community level with high level of accuracy and reliability.

• Facilitated 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
(what works, what does not and why).

• Help in accurately assessing the impact of this intervention especially for donors, decision-makers and
other key stakeholders in informing them about optimum fund utilization.

• Moreover, it has helped in generating evidences for policy level advocacy and accurately assessing the
impact of this intervention and possible replication.



Patterns reflected for sustaining the behaviour change

• Poor service delivery in Bihar, Chhattisgarh due to supply side bottlenecks in health care facilities and the policy environment need special
attention and perhaps stronger lobby towards a 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

• When responsiveness from the state reduces, how does it affect the community? 

• Is creating awareness and demand yield to an effective outcome in all aspects of maternal health across states?

• VHSNCs expressed need for guidance from the NGOs; Capacity Building of silent members; Most of the health plans yet to capture component
of maternal health.

• As the project has withdrawn, the Barefoot Auditors are looking for newer opportunities to work for an income. The voluntary nature of the
work of Barefoot Auditors cannot be sustained for long as the work is quite demanding and requires a lot of dedication.

Regularization of VHND

“The ANM comes to our village on the VHND and stays all
day. Women now don’t come to the anganwadi to just
collect the ration. They get their check-ups done as well.”

-Barefoot Auditor in Chhattisgarh

Most
Significant
Change

Empowerment of Adolescent Girls

“This group is going to stay always. Young girls in our village
want to do something good for all girls. Younger girls will be
trained as they join the group.”

- Adolescent girl in Bihar
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