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| Emergmg Issues ln Reproductlve Health_'

The government of Ind:’a has decided to introduce target- free
.approach in family p!anmng But whether:this change in the language
of discourse also implies a change in the dominant mmd-set focused
on fertility conrrol remains a moot quesnon

{ HE‘ALTHWATCH_, an mforma_l_ network of

.non-governmental organisations, social
activists, researchers and’ policy analysts
interested in health issues, was formally
launched in December 1994. In the wake of
government of India’s (GOI) decision to
discontinue method specific targets infamily
planning and the introduction of target-free
approach, HealthWatch interfaced with the
government on initiating a nationwide
discussion on the target-free manual and the
new reproductive and child health programme

- proposed to be launched across the country.

In the first national meeting of HealthWatch
held tn Ahmedabad on March 25-26, 1996
itwas decided to convene a series of regional
consultations over a period of one year. The

main focus of these consultations was as

follows: ,

(1) to study ground-level implications of
the ‘target-free approach’ (TFA) and the
reproductive and child health (RCH)
initiative from a woman'’s perspective;

(2) to examine and evaluate the new
performance indicators developed by
GOI, particularly those in the TFA
manual;
to develop a concrete response to the
challenges, strengths and limitations
posed by the GOI’s shift in population
policy and health care delivery,
particularly with regard to the process
of planning, implementation, monitoring
and accountability systems;

(4) to examine the experiences of the non-
governmental organisations (NGO) in
women’s healthinorder to draw relevant

_ lessons for the delivery of government

@

—

healthservices; experiencesofinvolving '

women in planning implementation and
‘monitoring programmes; and
(5) to expand and strengthen the Health
Watch network and formulate region-
specific plans of action for advocacy at
the state-level.
Elghl regional meetings were held belween
June 1996 and January 1997. Nodal agencies

_identified in the Ahmedabad meeting

constituted their respective planning teams
for each region and took full responsibility
for convemng the meetings ‘and preparing

the reports.! Efforts were made to invite '

e

NGOs, social activists, researchers, govern-
ment officials, training institutions,
representatives. of the auxiliary nurse
midwives (ANM) union and medical
professionals. This' note draws upon the

reports of the eight regional consultations

which were held between June 1996 and
Janurary 199?

FEEDBACK ON THE MANUAL ON
TARGET-FREE APPROACH

Participants atall the regional consultations
strongly felt that the Target Free Manual
does not hang together and is self-
contradictory. A mission' statement or a
preamble, should be included where the
fundamental principles of the new approach
are spelt out. The rest of the manual needs
to be screened for conmstency It would be
appropriate to treat the currcnt document as
a draft, which could be modified in the light
of experience and feedback.

Adapting the national manual to suit each

- state would enablethe government to respond
to the enormous diversity in the country. In_

this context, it was suggested that GOl convert
the manual into guidelines to be adapted to
the needs of each state/region. In some of

the regional meetings the efforts made by

the government to disseminate the manual
through state-level workshops were noted
with appreciation. However, many district
level groups, r.cp_r'_c'semativcs of ANMs and

. some officials said that they were secing the

manual for the first time. Many of them
found it difficult to comprehend and some

wondered how this manual really marks a-

departure from the earlier system; in

‘particular, the summary fax sheet of
information which is being sent by each

district to GOL All the meetings called for:

efforts to make the manual more user- .

friendly. eyl !

- The followmg spec1ﬁc recummendauons
were made: :
- Widespread dlssemmauon of the manual,

translation into regional languages block -
level and dtsmct level wm‘kshop for -

dissemination;

—Awarcnesscreat:onamongoff icials, service
providers and the community on the use of -

the manual; the shift it signals in India’s

Economic and Political Weekly .Scptcmbci'.ﬁ, |

:
" health and fam:ly welfare program
; preparatlon of local models of componcn |

.~ Spelling out methods and indicators Io

~ programme was recognised, not as a paral}

~ was 4 consensus over this and in partic

charge of their basic health care, wi

1mpiementat10n systems information 15 |

" needs o be coltcctcd and dlssemmal ‘
_ enabling service prov:ders to understan;

logic behind the new system — these
considered as bcmg essential for cffectn L
:mp]emematmn 1 - :
- Concretisation. of * commumty pam i
cipation” through specific implementatiog)
strategies to involve village level/urby
groups, women’s cullectlves and panch
representatives; b |

used to assess' work quality, output. r ;
outreach of the PHCs. Formation of

‘technical group to develop detailed form i

and processes for quahtly assessment; ¢
~Developinga feedback systeinto get reg
information” on 'the effectiveness of
manual, its impact on the quality of servig
and the attitude of off"mals and serv ;
providers. - : bl

a
-~ WoMEN’s HEALTH AND PROPOSED RC '
ProcraMME oF GOI

At the outset, it is important to note l
the TFA approach was often confused w
the RCH programme. Given that the I
initiatives were launched s:multancuus
many participants from the government anff.
the non-governmental sector wanted to knu |
whether the TFA approach was a precur g
to a good RCH programme or whctherl
system would continue to focus on fcrtli i
and efforts to control or regulate it. Issﬁ
surrounding mortality, morbidity, chil
health and survival and the like are all link@

" to the goal of fertility reduction. In sho '

many participants wondered whether or I &
there is ]:kely to be a'change in the brﬁ
mind-set of plahiners, policy- makers servif
providers and donors. The language
discourse has changed but has the bais
popu]auon control mind-set changed? T |
apprehension was articulated in all {
regional consultations.

Another concern that was voiced rel:
to the fact that, despite official protestat
to the contrary, the main thrust of the erstw
famllyplanmngprogrammeandlhepropo
RCH programme is primarily a1mcd
women in the reproductive age group. Alm *} b
all the meetings reiterated the importanc ,.1
agoodand reliable primary health care syst‘f i
for women, men and chlldrcn T; -
importance of a special women’s hq '

or a vertical programme, but one thal
woven into the primary health care.

on the need to empower women to t

efficient, effective and sensitive healf§




p_;

":“"[i\'fery system which treats them with
ignity. :
tonelevel, poilcydocumenlsaddrcsqmg
du'cauon income, employment, viclence,
¢, argue that women are not “autonomous”
ecision-makers and that social status, values,
#l customs and rcligiondeterminétheirl'festyle
fthe choices they make and so on. At ancther
fevel, the policy documents dealing with
amil)’ planmng, assume that women are
autonomous™ and sometimes portray
jomen as perpetuators of the population
'problt:m and the vehicle for transmission of
.STD and HIV/AIDS. In recent times
mmunisation drives have started focusing
n both the father and the mother in order
yensure that children are brought into the
“health centre at the appropriate time, Yet,
hcn it comes to family size, child survival,
aternal health (nutrition, spacing, age at
r'si pregnancy} women are seen as
autonnmous agents. This fractured world
_-inew was noted with concern. :
' Given the dominant mind-set among
 service providers and administrators where
emphasisis largely placed on fertility control
(with infertile women becoming effectively
ng_vasnblc) women are unable to seek care
_for gynaecological illnesses that are not
dlrectly related to pregnancy. This is
understandable because the public health
\yorkers at PHCs are perceived to be cal]ou_%,
insensitive and often intimidating. This is
.gbecially so for abortion services. Furthé_;,
| the quality of care rendered by the service
.rowders changes according to the social
'nd economic status of women. Unmarried
_women have even less bargaining power and
. ire forced to seek such services in the private
sector, Despite guidelines to the contrary, in
_many public clinics consent of the husband
Lis sought. Similarly, there are no services for
| occupational health problems, domestic
iolence/abuse and mental health. Older
vomen past their reproductive stage have
Imost no place to go. Given such complex
 social and economic constraints on the care
f reproductive health of women, the
quowmg issues were reiterated for an
fecnve RCH programme at the meetings:
Safe child bearing with appropriate health
are services, including treatment for

?

A

:Safe, effective and affordable family p]an-
ing methods with a focus on encouraging
L informed choice; é
Care of gynaecological morbidity - =
dennf'cauon and treatment of problems
cmg women from adolescence to old age;
= Safe sex without fear of disease;

ceess to safe and affordable aboruon
vices;

' Mechanisms to respond to victims - of
iolcnce and abuse at home and in she
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community witn special Tocus on menta

health;

. — Mechanisms to address health problems
_arising due to occupational hazards.
Some concrete recommendations concerning
the RCH progratume were aiso made:

— Provide services of a gynaecologist on a
weekly basis in every PHC, and at assured

6:nd regular (monthly basis) intervals with

wide publicity at the sub-centre level;

— Provide privacy for women to speak out
their problems, for internal examination and
f'or confidential discussion /eounselling;
— Devise ways and means to mdnitor
reproductive health services with a view to
fine-tune design and delivery systems,
enabling the system to respond to emerging
needs of women. Itis importantto recognise
that women are not likely to come forward
inthe initial phase but as and when they gain
confidence inthe health delivery system, the
demand for a range of services is bound to
change; _

—Provide or build basic laboratory facilities,
toilets and private rooms for women in all

health centres; !
@— Provide effective communication system

and transportation for critical cases at all
PHCs. They should have special labour rooms
and should function 24 hours with doctors
working in shifts. The ANMs should be
provided with basic essentials such as first-
aid kits. and gloves.
- Communicate to people effectively the
link between the HIV/AIDS and RTIs and
STDs. The latter increase the risk of acquir-
ing HIV/AIDS. As of now HIV/AIDS pro-
gramme is seen as a parallel initiative of the
government with little link to the RCH or
family planning programmes. Continuation
of such a fractured approach will be counter-
productive. The close relationship between
sexual health, sexual practices, sexually
transmitted diseases, reproductive tract
infections (including tears, cervical cancers)
and so on need to be communicated
effectively. Inthelong run an effective RCH
programme must encompass education and
awareness about HIV/AIDS. '
The Target Free Manual assigns the
responsibility of health care and family
planning primarily to the ANMs. Given the
existing work load, training received, capa-
bilities, support structures and supervisory
system, the participants at most of the regional
meetings expressed concern over the ability
of ANMs to do all that is expected of them.
MPWsseemto havebeen absolved of primary
responsibility. All the regional meetings
called for concerted efforts to end this
imbalance. Serious efforts need to be made
to clearly spell out the roles and res-
ponsibilities of all service providers— ANM,

‘MPW, PHC doctors and so on. Health

6, 1997

‘responsibilities should becommensurate with

they will be treated promptly, properly and

WOTKETS WO Ndve oeen wanieu vl ‘dlIIIUSl—‘
fourdecades to work fortargets cannot make*™
aquick transition without intensive training,
orientation, capacity enhancement and '
support system put in place. ;

- SPECIFIC RECOMMENDATIONS ON ANMs

The participants of the regional
consultations were aware of the plight of the
grass roots health workers, The ANMs are
the fulcrum around whom revolve all |
changes. Research and experience of grass
roots workers have shown the dismal state
of affairs in the position, social status and
capabilities of ANMs, The TFA manual
assumes that the ANMs are independent and
confident planners. It was recognised that
the ANMs function under difficult
circumstances, and being women from -
disadvantaged classes, are vulnerable both
socially and as women. They have little
bargaining power, mostof themare stationed
in villages far away from their homes and
cannot take advantage of family support in
times of need. They are required to travel
extensively in a cluster of villages and have
little security or comfort. They work with-
poor infrastructure at the sub-centre, while
they are held responsible forits performance.
ANMs typically take care of women and
children and are seen by the community as
someone just above the traditional ‘dai’.

On the other hand, MPWs tend to be seen
as ‘doctors’ even though they do the same
amount of curative care as the ANMs, They
are mostly malaria workers who chlorinate
wells, collect TB slides and so on. While
MPWs have a higher status in the health
delivery system and in society, ANMs
share the entire burden of grass roots
implementation of family planning services,
child survival and safe-motherhood
initiatives. In this context the following
recommendations were made:

—The role and the status of the ANM need
to be substantially strengthened. Her

her training and capacity. It was suggested
that the ANMs be assigned the task of taking
care of family healthin general and women’s
reproductive health and child care in
particular. Maintaining a family health
registerand building long-term relationships
with the community will enhance her
effectiveness and social status.

— In order to enable the ANM to carry out
her responsibilities efficiently, she must be:
backed by more curative care oriented sub-
centre than what exists now. She must be
trained to recognise gynaecological
morbidity (including STDs, RTIs) and in
case she cannot treat them all, be able to refer
the women to PHCs with the confidence that
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linkages with the cmmunity and build her
confidence.

~ ANMs must have team stipport from the
MPWs. Outreach work should be done by
the now defunct community health volunteers
(CHV), instead of having ANMs travel long
distances. Many groups felt that the CHV
scheme needs to be revived.

- ANMs must be motivated with avenues
for professional recognition and
advancement. A system which stagnates
field-workers with little recognition and/or
lack of possibility for advancement breeds
indifference and discontentment.

- Effective strategies need to be worked out
with NGOs and other government pro-
grammes to break the isolation of women
workers. Building networks of women
workers toenable themtorelatetoeach other
as women could help the system create
informal support structures forthe grass roots
workers. Finding effective, region specific
strategies for community involvement
through women’s groups, health forum and
the like has to be built into the TFA strategy.
— The training system néeds to be revamped
with efforts to provide regular refresher
programmes, with focus on reproductive
health., The training sessions should also
become forum for sharing experiences and
discussing problems and opportunities to
recuperate and renew energy and enthusiasm.
—ANM s expected to collect a large amount
of information and fill out innumerable
registers and forms. Most often she does not
know why she is collecting the information
and does not relate it to her tasks. Collecting
a limited amount of information with
knowledge ofits relevance to her day-to-day
work will transform the process from a
meaningless mechanical exercise to one that
lends meaning to her work. Using the
information while collecting, relating it to

the quality and texture of the MIS system.
It will also enable the system to minimise
over-reporting and bogus data,

- If the ANM is to be the first and the most
accessible link between the people and the
health system, she must be given the
necessary tools, both medical and human,
to sustain that position effectively. To
this end each ANM and the MPW should

cover a population of 3,000 instead of 5,000
in most regions and less in mountainous .
and remote areas; it must be compulsory for |
them to reside near the sub-centre (which |

should be located within a habitation and
not be isolated). Frequent transfers should
be avoided and efforts made to ensure that
the ANM has a long enough tenure to
build rapport and a relationship with the
community.

2246

with dignity. This is vital to strengthen her

the performance and problems will enhance .

supplies should be streamlined. Provision of
sub-standard drugs ieads to a loss of
confidence in service providers, and this
should be tackled urgently.

Specific recommendations on MPWs:

—To eliminate discrimination in status, role
and responsibilities, salary, privileges and
facilities of male and female health workers,
there should be acommon recruitment policy,
duration of training and equal sharing of
responsibilities and burden of work.
—~MPWs should educate men in families and
communities about family planning, STDs,
AIDS and the causes of reproductive tract
infection (RTIs) and their relationship to
sexual hygiene and practices of men. Child
survival, safe motherhood and a host of
issues that influence family health, should
also be part of the tasks of the male health
workers. Experience of many NGOs have
shown that insensitivity of men to frequent
child birth, good nutrition for women before
and after child birth, child rearing practices,
and sexual health compound the problem in
our society. Even a little bit of sensitisation
of men makes a significant difference. The
TFA initiative and the RCH programme
should recognise that women do not have
the autonomy to act, even if they have the
information. Support of men will greatly
enhance effectiveness of [EC activities that
are today directed towards women,

~ To carry out the above responsibilities,
MPWs should be given intensive training in
child survival and safe motherhood (CSSM),
immunisation, reproductive healthissues and
be made aware of male role in the
determination of the sex of a child.

— All vacancies for MPWs should be filled
immediately.

InvoLving WoMeN's Groups IN TFA
StraTEGY AND RCH PROGRAMME

The overwhelming consensus of
participants intheregional consultations was
that, women’s groups/collectives will have
to play a key role in order to ensure that

" women's needs are recognised and met

adequately. Almost every government
programme calls for formation of women's
groups. In some areas the situation is quite
alarming, with departments competing with
each other for the formation and control of
women’s groups. In some other areas

successful initiatives in groups formation

~The supplies of drugs and other eqmpmcnu'

for awareness or credit arz under
pressure to “take on” another agenda.
has compelled many NGOs and aci
groups to initiate a debate on “compe!
claims on women’s groups and the im
of such initiatives on the ground.
necessary to have separate ‘‘groups”
education, health, water and 50 on?
thrift and credit groups form the bas:
issue-based mobilisation?

It is unrealistic to expect women’s gr
to be formed foreach programme—educa
health, public distribution system, prote:
of forests/common property resources, W,
sanitation and so on. The answer to
dilemma could be creation of issue-bas
task-oriented platform of women whichr
at regu!armlcrvais A group/f two or ||
women could be trained and oriented to |
the role of facilitators for health. Sin
forum foreducation could train anolhcr‘
nucleus of two or three women to eil
them to facilitate discussions on educa
and literacy related issues. This is boun
reduce the competition between mini:!
and programmes for an exclusive won
group. :

While the above idea was seen a
alternative, some regional consultaii
focused ontheneed for full-fledged worn
groups. In this context four key quests
were identified: :
—Ifthe RCH programme envisages wor
participation through groups, how will s
groups be formed, who will be respons
for their formation?
~ What are the pre-requisites for a w
functioning women'’s group?
~ What are their rights and responsibilit
Will they be involved in planni
implementation, monitoring and evaluati
Will the health care service providers
made accountable to these groups? !
ANMs expect and demand supporl from
groups?
~ What sort of linkages would have
developed between women'’s groups, ic
workers and officials?

In order to ensure effectivity, the
requisites for a well-functioning group ¢
have to be identified carefully. To thi «
the following issues were conside
important:

(1) Conceptual understanding of issucs
have to be fostered through training
regular interaction of groups/forur

available in unbound form.
Write to:
Circulation Department,

Back Volumes

-

Back Volumes of Economic and Political Weekly from 1976 to 1996 are

i
5
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.g);{.Clarily'about the resources that the
women’s groups/forum will have at their
command. Availability of resources —
_including a meeting place and fund for
emergencies will determine the real
“status” of the group/forum in the
;} community.

. Catalysing theformation of women’s group
or creating a village-based platform for
women’s health requires strategic planning,
§ jransparent and accountable management
gystems, highly motivated and committed
functionaries, appropriate training
!pmgrammes. opportunities for periodic

reflection and self-evaluation, resource

upport and a host of qualitative inputs that

é”nhance the capabilities of the catalysts and .
L ihe members of the forum. Effective de-

é;.:nlrdhsalt(m and autonomy of decision-

maklng at the village level for village-based

dctivities; at the panchayat level for acti-

vities at that level, at the taluk/mandal/block

Jevel for activities at their level, could create

an environment for effective parti-cipation

in the community-based groups/forum.

t  RELATIONSHIP BETWEEN NGOS’ AND.
THE GOVERNMENT

Most of the regional consultations started
iby exploring the history of GO-NGO
icollaboration in health and family welfare.
Over the years the focus of voluntarism has
shifted from charity to welfare to
evelopment. Historically, voluntary
rganisations functioned as catalysts for
| ange and worked among the people as
ij_a ners in struggle, change and development,
pwever, in more recent times, there has
btenasplit between voluntarism and NGOs.
Ibday many NGOs see themselves as
?ﬁp]emcntcrs of programmes and projects.
While many of them retain a social change
ferspective, availability of ample funds
from the government and from the donor
fpericies has gradually transformed many
NGOs into contractdrs, executing projects.
fhe expectation from the funders
government and donors alike) is that NGOs
bill be more cost-effective, reach the
nreached and deliver services more
ficiently and in a humane manner. While
tre is a tremendous variation between

ulreach, there is also a great deal of
épl:usm about the NGO sector. This is
fident within the government, among

 The dominant perception in most meetings
(asthat the government continues to perceive
GOs as contractors, who can be given
hancial support to deliver services. While
farge number of NGOs do not have major
foblems with government’s perception,
0se NGOs and social actms!s who are

‘\ | L -

involved in mobilisation and advocacy work, *
are uncomfortable with this image. They see
themselves as:

- partners in development and social
transformation,

~link between the people and the government,
to foster mutual understanding;

— partners in planning, implementation,
monitoring and evaluation of programmes
meant for the poor;

- conscience-keepers of lhc society,
mobilising people to demand their cnmlc-
mert, assert their rights;

Coming to the TFA initiative and RCH pro-
gramme in particular, the following recom-
mendations were made in the regional
consultations; '

— NGOs, researchers, training institutions
and social activists can be partners in com-
municating the paradigm shift and bringing
about a change in the dominant mind-set.
~Some NGOs can effectively participate in
designing and conducting training of service
providers, officials, trainers of other NGOs;
— NGOs can help develop monitoring and
evaluationsystems as well as develop support
systems for field workers (ANMs in
particular);

~NGOs can also take on consultative status
at the district and block level for decision-
making on location and infrastructure of
sub-centres, PHC and so on;
—NGOs can also take the responsibility for
formation of women’s groups which takeup
issues related to the RCH programme;

— NGOs can be involved in and also take
the responsibility for IEC activities, rural
women’s health melas, outreach pro-
grammes, campaigns and so on;
—~ NGOs can help develop alternative
monitoring systems and work with service
providers to implement them.

3

The overriding concerrrexpressed in lhc"j
regicnal consultations was the lack of
sustained diaiogue with government. While
some NGOs and the HealthWatch network
were irivited to organise the NGO consul-
tations in the wake of the TFA initiative,
there has been very little information sharing
during the planning phase of the RCH
programme. NGOs are invited to participate
aftera programme has been finalised, leaving
very little room for dialogue on the main
thrust or focus, the content and the processes
initiated. Donors eager to encourage the
“participation of the NGO ‘stake holders’,
have also not shared their proposals. Asa
result,> the consultative process on RCH
was based on little information on the
actual project being negotiated by GOI with
donors. A hope was expressed in all the
consultations that the initiative like the RCH
programme, will create an environment and
enabling. conditions for sustained and
meaningful dialogue between the GO and
the NGO sector.

Note

[We deeply acknowledge the organisers of the
regional consultations who shouldered the full
responsibility of holding the meetings. They are;
Monisha Behal, Indu Capoor, Mirai Chatterjee,
Abhijit Das, Sucharita Eashwar, Manisha Gupte, .
Amar Jesani, Vanita Nayak Mukharji, K Pappu,
M Prakashamma, Nina Puri, Martha Pushparani
and Gita Sen. The funds were provided by the
ministry of health and family welfare, HIVOS,
World Bank, Ford Foundation and MacArthur
Foundation.]

| The eight regions were: (a) Karnataka and
Andhra Pradesh, (b) Punjab, Haryana and
Himachal Pradesh, (¢) Uttar Pradeshand Bihar,
(d) West Bengal and Orissa, (e) Tamil Nadu
and Kerala, (f) The north-eastern states, (g)
" Gujarat, Rajasthan and Madhya Pradesh and
(h) Maharashtra and Goa.
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