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Greetings from the new COPASAH
Global Secretariat on the New Year.
The last edition of the Communiqué
was made to coincide with the 3rd
Global Symposium on Health Systems Research (GSHSR) in Cape
Town, and we are happy to report
that all COPASAH products were
very well received during the Symposium. The focus of the 3rd
GSHSR was on people centred
health system and was attended by
many our members and our stall became a focal point for members to
congregate informally and share
their take-away lessons. The Steering Committee of COPASAH has
had the opportunity to meet twice in
the short period between this and our
last publication and prepared a dynamic plan for COPASAH to
strengthen its exchanges. It noted
that the interest in Social Accountability has grown considerably in the
last couple of years, and COPASAH
is strategically located to influence
the field through its experience focussed learning and exchange of
knowledge and information.
In the last three years we have been
able to share over thirty short case
studies and 8 in-depth case studies
from all across the globe. This Communiqué includes six such stories
from countries as widely dispersed

as Guatemala, Macedonia, Tanzania
and Pakistan. We encourage our
readers to continue sharing their experiences through this platform.
The COPASAH Secretariat after
being hosted by CEGSS in Guatemala in its initial years has now
moved to Centre for Health and Social Justice (CHSJ) in India, which
earlier functioned as the communications hub and Walter Flores from
CEGSS has handed over the baton
of Convenor to Abhijit Das. We
hope this transition will continue to
sustain the growth of COPASAH as
a platform for learning and sharing.
We have planned a new set of activities which includes facilitating learning through a new eLearning platform which we will introduce
shortly. We also plan more face to
face meetings among colleagues in
Africa and Latin America to give
impetus to the work there. We plan
to start thematic work groups and
soon we expect the facilitators to
make their call to all of you for joining the workgroup of our interest. In
addition to the case studies that
many of you have contributed to
writing, COPASAH also plans to
draw upon the insights of its members to prepare short think pieces.
Please stay tuned.

About the Author
Abhijit Das, Director - Centre for Health and Social Justice (CHSJ), Delhi, India is one of the co-initiators of the idea of COPASAH. Currently he is the global convener COPASAH. The global secretariat of COPASAH is now housed at CHSJ, Delhi
(India), which is one of the pioneering organisations in the field of social accountability in health and community monitoring in
South Asia. (www.chsj.org)
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Pakistan

Right to Public Services Act in Pakistan:
The Path to Accountability, Transparency and Action
The Right to Public Services Act passed in January 2014 in Khyber Pakhtunkhwa in Pakistan promises provision
of time bound services to its citizens and attempts to raise service delivery standards and responsiveness of the
service providers and implement effective enforcement mechanisms.
GULBAZ ALI KHAN

Public Laws: Introduction
Guaranteeing time-bound public
service delivery has shown encouraging impacts in countries where
laws have been enacted to promote
transparency and accountability.
There are examples from history on
the implementation of Public laws
like that of United Kindom to suggest affirmative results. In UK, when
John Major introduced reforms in
1991 known as Citizen Charter, it
allowed service users to receive services under a mutual agreement. It
raised service delivery standards and
responsiveness of the service provider. The debate generated around
weak service delivery and usefulness
in UK, led the House of Commons
to publish its 2007-08 report on
‘Public Services: Putting People
First’. It recommended clear, precise
and enforceable statements of entitlements through public service
guarantees. Thus, the administrative
guarantees got converted into legal
rights.
The Citizen Charter movement from
the UK spread across the globe and
to different countries, including Belgium (1992), Canada (1995), Australia (1997) and India (1997). This
has led to countries adopting a rights
based approach of guaranteeing time
bound public services.
The Indian state of Madhya Pradesh
is the first state in South Asia to en-

act and implement various public
service provision departments. This
enactment was followed by successive legislations in almost 19 states
of India, under which various public
services are enlisted for effective
and timely delivery.
In Pakistan, a big change came in
electioneering slogans, where transparency, accountability, and good
governance were mentioned as pivots to the well-being of the general
masses.
The Right to Public Services Act
passed in January 2014 provides time
-bound public services to residents of
Khyber Pakhtunkhwa, strictly imposes penalties on government functionaries for not providing services
within a stipulated time.

Most of the political parties adopted
slogans, which highlighted in their
political manifestos the importance
of good governance and reforms.
The efforts towards devolution of
powers brought about by the parliament through the 18th Amendment
added strength to these political
slogans.
These positive developments have
changed the style of governance in
provinces where provinces are governed by different political parties
and their allies. The PTI-led politi-
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cal coalition in Khyber Pakhtunkhwa took legislative steps and tabled, debated, and passed more than
30 acts, including the Right to Information, Local Government Act, and
Accountability Act. The Right to
Public Services Act was passed in
January 2014.
The Right to Public Services Act
in Khyber Pakhtunkhwa
The Act provides time-bound public
services to eligible residents of Khyber Pakhtunkhwa(KP), strictly imposing penalties on government
functionaries found not providing
services within a stipulated time,
grants, compensations to citizens
who are affected by service deficiency/denial. It places a strong enforcement mechanism bringing people first.
In the first phase, the provincial government notified five key public services. Now the citizens have the
right to receive services a) issuance
of fard in 7days b) registration of
birth/death certificate in 2days, c)
approval of residential building plan
in 30days d) registration of FIR/
daily diary instantly and e) domicile
in 10days. Recently, the provincial
government has added three more
proceeding services, a) examination
by a doctor in Out Patient Department (OPD) in District Head Quarter
(DHQ)/Tehsil Head Quarter (THQ)

Hospital Rural Health Centre
(RHC), and Basic Health Unit
(BHU) in 2hours, b) examination by
the medical officer in 30minutes and
c) issuance of drug license in
10days.

ments in implementing the law.
•

Proposal for Expansion
The provincial government is planning to expand the services by including provision of municipal services, distribution of zakat, issuance
of driving/arm license, and education services in public sector institutions. Consultations are in process
with different stakeholders to reach a
consensus for time-bound delivery
for each service.
Hanif Orakzai, Chief Commissioner,
RTS Commission in a training workshop in Pakistan Academy of Rural
Development revealed that the commission conducted extensive consultations with all the stakeholders, including the front line service providers before finalising the time-lines
for each service. He also quoted the
example of OPD services in hospitals where the commission did consultations with the management of
all hospitals in Peshawar and agreed
that two hours are enough for a patient to be served in the outdoor.
Similarly, provisions of emergency
services in hospitals are also timebound with consultations of CEOs of
tertiary hospitals. However, the
same time has been fixed for RHC
and BHU OPD services as well
which is conflicting to what the government has already approved in its
Primary Healthcare Standards:

•

Standard 2.4 states that priority
will be given to extremely ill
patients first, including elderly
and children. Similarly, sick
patients/ the elderly will be
treated within 15 minutes at service outlets.
Standard 2.6 says that at BHU/
RHC, waiting time is fixed at no
more than an hour.

Orakzai added that Information and
Communication Technologies-based
feedback system will help the commission seek continuous feedback
from users, building a communication between provincial government
and citizen and improve trust over
public service delivery. This is despite the fact that the provincial government has enacted this law in
haste and has not prepared much
before looking into what it really
requires for its implementation.

•

Secondly, in most of the cases,
frontline service providers are
not provided with computers and
allied accessories to properly
digitise applications and then
allow citizen to track it until its
approval.

•

Thirdly, training and capacity
development must be implemented for all service providers,
to inform them on the new law
and its effectiveness.

•

Fourthly, educating citizens
about its use through a massive
awareness campaign and specifically focusing on the illiterate to
access information for their use
and benefits. In this regard, the
existing community committees,
including the Parent Teacher
Council (PTC), Primary Care
Management
Committee
(PCMC), and Water User Committee (WUC) can play a catalytic role in making this law effective at the frontline provider
level.

•

Lastly, the civil society and media should monitor its implementation and help raise the
awareness levels of citizens for
its wider use.

Supporting initiatives and recommendations for effective implementation of the Act
Implementation of supporting initiatives is important to make this law
effective in KP:
•

Firstly, it is important to conduct extensive consultations
with departments before notifying the services to be timebound. Consultations must be
done with all the stakeholders,
including policy makers and
service providers. This will help
assess readiness of the depart-

About the Author
Gulbaz Ali Khan is Senior Manager- Governance and Capacity Development, Citizen Engagement for Social Service
Delivery (CESSD), Khyber Pakhtunkhwa, Pakistan. He holds a masters degree in Economic Development & Policy
Analysis from University of Nottingham, UK and he is a social accountability practitioner in the primary education, basic health and rural drinking water sectors in Pakistan. He is the author of “Pro- Poor Growth: Cross Country Analysis
Focusing on South Asia.” He conducts trainings, delivers lectures and writes in English newspapers on social accountability, budget analysis and transparency and local governance.
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India

Community Based Monitoring on
Quality of Care in Family Planning Services
Experiences of Family Planning Programme from 50 selected villages of 10 districts of Uttar Pradesh and Bihar,
India mapped through CBM approach highlight concerns of lack of quality of care and informed choice. The experiences suggest accountability issues and challenges in terms of gaps in service delivery of family planning.
NIBEDITA PHUKAN

Quality of Care and informed choice
have long been areas of concern in
India’s Family Planning Programme
(FPP). Family Planning within the
context of health is one of the national flagship programmes of the
Government of India (GoI) which
was started in 1951 and has a long
and chequered history. An obsessive
fear of explosive population growth
led to the introduction of coercive
components like targets, incentives
and penalties for the community as
well as the health worker in the FPP
during later decades. However, the
programme was often reduced to
provision of female sterilisation. In
rapidly
conducted
sterilisation
camps the quality of surgical procedures was poor. After signing the
Programme of Action of the International Conference on Population and
Development (PoA- ICPD, 1994),
the GoI made many changes in the
way the family planning programme
was designed and implemented.
Method specific targets were abandoned; standard operating procedures¹ and quality assurance mechanisms were introduced. Even though
the GoI shifted its programme focus
from female sterilization to an approach focusing on birth spacing and
temporary methods, India being a
large county, the programmes deliv-

1

Women Participating in Focused Group Discussion

ered on the ground can be very different from policy intentions. There
is a need to understand whether couples especially women have access
to high quality, need based family
planning services which is the true
intention of the family planning
programme. Concerned over the
lack of quality and informed choice
in the family planning programmes,
nine Civil Society Organisations
(CSOs) with technical help from
Centre for Health and Social Justice
(CHSJ) undertook Community
Based Monitoring (CBM)² on fam-

ily planning services in 50 selected
villages of ten districts of Uttar
Pradesh and Bihar . The ten districts
in Bihar³ and Uttar Pradesh for the
CBM process were selected on the
basis of three criteria:
1. Low level of awareness on
family planning services in the
selected districts.
2. Higher concentration of marginalised communities.
3. Strong presence Health Watch
Forum. 4

Ramakant Rai & U.P. and Bihar Healthwatch vs. Union of India

2

Community based monitoring (CBM) methodology has been envisaged by National Rural Health Mission (NRHM) to understand the communities’ experience of service delivery. It is also seen as an integral
component of community participation as well as of accountability mechanisms, and is aimed at improving the quality of services demanded by the community and delivered by the health system

3
4

Azamgarh, Chitrakoot, Shrawasti, Mirzapur and Chandouli in UP and Kishanganj, Bhagalpur, Nawada, Nalanda and Patna in Bihar

Healthwatch Forum is a group of NGOs and individuals formed in 1996 with the concern that Uttar Pradesh urgently needs civil society action to monitor the situation of women’s health. It is engaged in
advocacy and monitoring of programmes and policies to insure that health and population policies actively promote women’s health and rights
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Initiating the Process:
Capacities of women

Building

The entire process of CBM was led
by women selected from the community in the villages. These women
were given orientation on the objectives of the process and provided
trainings in the perspectives of the
tools and the process of administering it.
Community meetings and focus
group discussions (FGDs) were conducted in each of the ten villages.
Women
using
contraceptives
(married women who have used Intra Uterine Device (IUD), or contraceptive pill or sterilization or injectables as a method of family planning) from 2011 through 2014 were
identified during the FGDs. Additional information was accessed
from the records maintained by Accredited Social Health Activists
(ASHAs). Interviews were conducted with women users and
women who are expecting a visit by
the health service providers to conduct family planning counseling, or
are using services in the districts.
The women’s age group was 19-45
years.
Identification of issues and simplification of tools

Data Collection,
analysis
and
preparation
of
report cards
After gathering the
information
through the FGDs,
interviews
with
family planning
users, interviews
with ASHAs and
Medical Officer InCharge (MOIC),
and facility observation were conducted.
Scores
were given to each
of the conducted
inquiry, and a community scorecard
was
processed.
Data triangulation
was done by identifying and clubbing the responses from various
tools under the themes/issues that
were identified from the reference
guidelines, documents and manuals
consulted for developing the tools.
Cumulative scoring was calculated
for each of the themes and later percentage was calculated. The results
were colour coded in order to obtain
final results in the form of a traffic
light. Reverse scoring was done in
case of questions related to coercion.

•

•

•

•

Findings reveal that
The issues were identified under the
broad framework: quality of care,
cient identification, counseling, information and choice given to the
women, quality of services, followup and management and level of
coercion that includes incentives.
From the service providers, the data
was collected under the themes like
knowledge of family planning methods, counseling provided to clients
on IEC, options available, preparedness of facility to provide family
planning services, quality of clinical
services, follow-up and management, and targets given (if any).

•
•
•

•
•

The focus of intervention was
solely on women who had two
or more children.
ASHAs did not provide any detailed information on spacing
methods, except for sterilisation.
Family planning service providers did not identify newly married couples and also failed to
understand the needs of the
newly-weds in spacing methods.
Method-specific
counselling
was poor in all the districts.
Physical and pelvic examination
of many women was not conducted prior to IUD insertion.
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•

•

Women were not counselled on
the side effects/health problems
that could occur after sterilisation operation.
Many sterilisation users reported
that that the consent form was
not read out to them and they
were not told what was written
in the consent form.
The women said that ASHAs
did not pay visits after the selection of any family planning
methods.
ASHAs hardly turned up for
counselling in case the family
planning users felt discomfort
after using any of the methods.
There were very few women
who were provided with sterilisation certificates and given
written discharge slips describing the date of insertion of IUD
and duration of the insertion.
ASHAs did not tell many Oral
Contraceptive Pills (OCP) users
what they should do if they forgot to take a tablet.

Challenges and Gaps at Facility
Level
•

The Primary Health Centres/
Community Health Centres

were not well-equipped to proPublic dialogues empower the combut there is a lack of a common
vide family planning services
munity to speak about the issues that
ground that is hindering negotiation
and no family planning counselthey face. This is the most crucial
for change in family planning serlors were available in the PHCs.
CBM processes of engagement. The
vices. The training and content of
findings with district level report
training provided by the service pro• Lack of regular supply of family
cards from the CBM process and
viders is inadequate. There is inapplanning services to the facility.
testimonials were shared in the dispropriate use of terms and defini• ASHA and Auxiliary Nurse
trict and state level public dialogues
tions of health, human rights and
Midwives (ANMs) reported that
to the health service providers, meentitlements. The state-level targets
the administration often failed to
for family planning
provide
them
are a major chalwith the needed
Discussion with health care service providers during CBM
lenge that hinder
medical supplies
changes in quality
and material in
of care and inorder to meet the
formed choice in
family planning
family
planning.
needs of the
From this initiative
population they
and other expericatered.
ences it discerns
• ASHA workers
that there is an irrasaid none of the
tional emphasis on
authorities
long acting and
helped them in
permanent methods
redressal
of
in the Indian Family
grievances of the
Planning
Procommunity.
gramme with no
ASHAs shared
focus on delaying
their problems
first birth and spacand opined that
ing between the first
their
opinions
two births. The
were not heard
dia, lawyers, Panchayati Raj Institufamily planning service providers’
by higher authorities.
tion (PRI) members, CSO partners,
performances
are
incentivized.
• The MOICs agreed that target
INGOs and community members.
Where incentives are there, bringing
for sterilisation was set. The
This was followed by responses
about quality service is a distant
target set ranged from 200-400
from health officials, thus providing
dream.
to 1000 in a year, in all the ten
an opportunity for people to demand
districts.
corrective action by health functionFrom this CBM process it surfaced
• Lack of staff to provide family
aries.
that there was a strong gap in service
planning services.
delivery of family planning. It dis• Inadequate storage and stock
Conclusion:
Accountability
Issues
cerns that family planning services
system for contraceptive methand
Challenges
are a matter of self choice and
ods in the hospital.
should be put into use through
• No specific family planning
In
all
the
districts,
where
this
process
proper motivation and counselling
counsellor in any of the PHCs.
was initiated, the partner organisaand not as a matter of compulsion.
tions
are
in
conversation
with
local
Follow-up of the Enquiry: Public
health
service
providers,
Dialogue Process
About the Author
Nibedita Phukhan works as Programme Officer, Research at the Centre for Health and Social Justice (CHSJ) India.
Her area of work focuses majorly on Reproductive Sexual and Health Rights and Maternal Health Rights. She also
coordinates the communication platforms such as Reproductive Health Observatory and National Coalition Against
Two Child Norm & Coercive Population Policies.
To know more about the work of CHSJ please visit, www.chsj.org.
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Guatemala

Community Defenders of the Right to Health in Guatemala
Community defenders, volunteers elected by communities to implement monitoring and evaluation of public
policies and healthcare services in Guatemala have been engaging in strategic advocacy with municipal, provincial and national government with explicit demands to eliminate barriers to access and the discrimination
experienced by rural indigenous families when seeking healthcare.
WALTER FLORES

Centro de Estudiospor la Equidad y
Gobernanza en los Sistemas de Salud (CEGSS) has been working
closely with community organisations in 37 rural indigenous municipalities to transfer the knowledge
and skills required to challenge and
overcome ethnic discrimination in
the Guatemalan health system. By
implementing an approach that integrates social accountability and legal
empowerment, CEGSS is supporting
the collective action of Community
Defenders.
Community defenders are volunteers
elected by their own communities to
implement monitoring and evaluation of public policies and healthcare
services. They also collect complaints and evidence of right to
health violations in their communities and translate it to corresponding
authorities. Community defenders
also engage in strategic advocacy
with municipal, provincial and national government with explicit demands to eliminate barriers to access
and the discrimination experienced
by rural indigenous families when
seeking healthcare.
CEGSS organized the first national
meeting of community defenders on
December 9 and 10, 2014, which
was attended by 88 representatives
from 37 rural indigenous municipalities. The objectives of the meeting
were a) To assess the achievements,
challenges and lesson learned out of
the implementation of strategic advocacy actions b) To exhibit the
work of community defenders that
were trained during the year 2014 to

Community Defenders of the
Right to Health

produce audiovisual evidence of
right to health violations and c) To
assess the advances, challenges and
lesson learned out of the web-based
platform used by community defenders, to report complaints of
right to health violations.
Apart from reflecting on their own
work, community defenders engaged with representative of the
National Ombudsman Office to review the status of the complaints
transferred to that office. Defenders
also engaged with representative of
the United Nations High Commission for Human Rights and discussed potential of collaboration
between that office and the network
of community defenders for the year
2015.

was
also
launched
www.vigilanciaysalud.com This site
includes all the audiovisual evidence
(video, radio, photography and
newsletters) produced by community defenders and a link to the webbased platform to report complaints
of right to health violations at
healthcare facilities serving rural
indigenous communities: http://
vigilanciaysalud.com/plataforma/
The meeting concluded with a
stronger bond and mutual commitment between community defenders and CEGSS. A joint plan was
also envisaged for the year 2015 that
includes new activities such as a
mobile exhibit of the audiovisual
evidence of right to health, implementation of campaigns through
social media and training a new
cadre of community defenders in the
use of audiovisual evidence for human rights.
To know more about community
defenders or the web-based platform
to report complaints, please contact
Walter Flores: wflores@cegss.org.gt
or waltergflores@gmail.com
To know about the work of CEGSS
visit www.cegss.org.gt

A new website to disseminate the
work of the community defenders
About the Author
Walter Flores is the executive director of Centro de Estudios para la Equidad y Gobernanza
en Sistemas de Saludat (Centre for the study of Equity and Governance in Health Systems)
CEGSS, Guatemala and has been the global coordinator of COPASAH (2011-14). He is a
Steering Committee member of COPASAH and holds both a Masters and a PhD from the
Liverpool School of Tropical Medicine, UK.
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Global Secretariat

eLearn-HealthCBM
A COPASAH resource for practitioners of social accountability in health

Screenshot of eLearn- Health CBM resource home page
The Community Action and Health
Rights (CAHR) team comprising of the
Programme Director, Research and Advocacy Director and Programme Officer
of Centre for Health and Social Justice
(CHSJ), with technical support from the
Director, Dr Abhijit Das of CHSJ and in
house web-design expertise worked on
consolidating and standardization of the
web-based platform on community
monitoring. The design and content
(resources) of the eLearn-HealthCBM
resource on www.copasah.net has undergone an expert review and user’s
feedback and based on the recommendations the virtual resource was redesigned. An independent technical
expert was engaged for the review by
CHSJ that is aimed at the critical appraisal of the learning resource from the
perspective of social accountability practitioners with positive suggestions for
improvement in the web-design, content
and layout. The interactive virtual platform is developed to contribute to the
overall knowledge building and sharing

process, adding to the process of capacity building of practitioners of community monitoring. The content generation
and pooling of various experience based
content under a framework for accountability practice for health rights from the
practitioners’ perspective is a first time
initiative globally.
The revised eLearn-HealthCBM resource that is available on http://
www.copasah.org/e--learn-cbm.html is
now more interactive, with dynamic
design and inter-linked resources as well
as pictorials. The eLearn-HealthCBM
resource is arranged thematically into
four modules:
Module I: Concepts: Reflects the concept of community monitoring and its
related components.
Module II: Process: Is a step by step
approach that explains the processes of
CBM and policy review for identifying
health entitlements and gaps etc.

Page 10, COPASAH Communiqué, Issue No 9, December 2014

Module III: Practice: Outlines evidence building details on how community enquiry is conducted and how evidence is gathered using different tools
and methods.
Module IV: Advocacy: deliberates how
organized, systematic and strategic processes can be used to increase the voice
and access to quality health care services
and towards changing existing power
hierarchies. It also reflects the use of
media in promoting health accountability. It provides pictorials and linkages to
audio –visuals and to stories of change
and cases stories that is evinced by illustrations of accountability practices from
across the globe, linking stories
on
accountability practices published in the
COPASAH newsletter, Communiqué.
The resource was screened to over 120
grass root practitioners who participated
in training workshops of allied projects
conducted in seven states of India- Bihar, Chhattisgarh, Jharkhand, Madhya

Pradesh, Odisha, Uttar Pradesh and
West Bengal. It was also screened to
nearly 50 practitioners and CSO staff
from diverse accountability practices
including that from the states of UP,
Jharkhand, Odisha, Bihar, MP, Karnataka, Tamil Nadu, Rajasthan, Gujarat at
Nagpur in Maharashtra (India ) on September 19, 2014. The practitioners reflected their eagerness to learn different
CBM and accountability practices form
the resource. Following this screening a
sub-group on COPASAH Google group

was also created to facilitate discussions
among practitioners in local languages.
This is referred to as the COPASAH
India group.
The eLearn Health CBM resource was
screened for nearly 30 practitioners from
six linguistic states of India including
that of UP, MP, Karnataka, Gujarat,
Tamil Nadu and Maharashtra. Practitioners gave their feedback on the e-learn
CBM and reflected that although it was
a wonderful initiative, it was in English
with the pictures depicting Western

characters. The practitioners reflected
that it should be available in local languages. Taking into consideration the
feedback more Indian context pictures
were added to the eLearn-HealthCBM
resource.

About the Author
The article is compiled by COPASAH global secretariat team at Centre for Health and Social Justice, India.. The CHSJ team
working on Social Accountability in Health supports the overall coordination and organisation of activities at the global level
and in the South Asia region, maintaining and updating the COPASAH web platform and publication of the newsletter. It is
supported by the steering committee of COPASAH.

COPASAH Global Steering Committee Meets in New Delhi (India)

Standing (L to R): E. Premdas Pinto, Abhijit Das, Ariel Frisancho Arroyo, Abhay Shukla, Vinay Viswanath, Dhananjay
Kakade, Walter Flores
Sitting (L to R): Renu Khanna, Robinah Kaitiritimba

The COPASAH global Steering Committee members met in New Delhi, India from February 27 to March 1, 2015 to
deliberate upon the commitments strengthen social accountability drives and reinforce existing hubs and explore new
regional spaces and partners. The meet also witnessed the take up of the COPASAH global secretariat by the new convener, Abhijit Das of CHSJ. Strategic points for the coming two years were discussed by the SC members. It was
mooted that the knowledge products would continue to outline the sharing and learning of accountability experiences
with more elaborate and deep exploration through thematic papers and think pieces on social accountability and related
nodes.
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Macedonia

Social Audit of Ante-Natal Care Services among of Roma Women in
Macedonia
The social audit initiative of Association for Emancipation, Solidarity and Equality of Women (ESE), in association with KHAM and CDRIM, partner organizations, have worked on the issues of immunization of Roma children in Macedonia. This has led women to question the health service providers about the insufficient coverage
of the Roma community in immunisation. This article provides details of the social audit tool used to demand
accountability pf public nurses to provide ante-natal care to Roma women.
BORJAN PAVLOVSKI

The journey so far
Two organisations, KHAM and
CDRIM with technical assistance from
ESE initiated social audit work on the
issue of immunization of Roma children, after holding training workshop
for social audit in September 2013.
After the training workshop, KHAM
and CDRIM in a process facilitated by
ESE made a plan for social audit,
wherein it was decided that the patronage (community) nurse’s visits to
Roma women will be audited in the
process. The patronage nurses are
required to fill diaries on daily basis
in which they record the visits made
to the families/women and the purpose of the visit. It was thus proposed that copies of the diaries of
the nurses will be obtained and the
information on records of these diaries will be cross-checked with the
Roma families/women visited by the
nurse, to confirm whether they were
really visited by the nurse. Besides,
the aim of the initiative was to assess
the satisfaction level of women and
families regarding the services provided by the nurse during the visit.
Gathering needed documents

For the purpose, requests were
made to access public information
i.e. to obtain copies of the nurse’s
diaries from Primary Health Care
centers (PHCCs). The first obstacle
encountered was the negative response one got from all the PHCCs.
Copies of the diaries were not provided from the PHCCs as it was outlined that the diaries hold personal

data about
the patients/
beneficiaries
of patronage
nurse’s services. Following this
crisis
the
partner organizations
arranged
meetings
with
the
representatives from
Primary
Health Care
Centers and
explained to
them the purpose of the data collection and assured that information
will not be misused. Since the representatives were on managerial
positions, the strategy was to explain to them that this will also be
for their benefit, as it will provide
direct insights on the work of patronage nurse’s, whether they are
conducting their work as it is stated
in the diaries. This approach worked
for the Primary Health Care Centers
from the municipalities where KHAM
works. The PHCC representatives
gave the copies of the nurse’s diaries
to the representatives of KHAM. The
team from CDRIM firstly obtained
the documents which had the information that gynecologists send to
the Primary Health Care Center.
This information on each pregnant
woman registered with the municipality of Shuto Orizari, the patron-
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age nurses were required to visit
these women during pregnancy were
details that added vital insights.
These details were significant as
experiences from the community
work done so far suggested that patronage nurses very rarely visited
women during pregnancy.
Conducting the audit and its use
in advocacy
After the copies of the diaries were
obtained, the representatives of
KHAM went to the community and
asked the women whether they were
visited by the patronage nurses as
was stated in the diaries. They were
also asked whether sufficient number of visits were conducted according to the Program for Active Health
Care of Mothers and Children (nine
visits in the period during pregnancy

and one year after the delivery). The
social audit revealed that there is a
mismatch between the data written
in the nurse’s diaries and the reality
in the field, as some of the visits
stated in the diaries were not made at
all. None of the Roma women included in the audit process were visited nine times as prescribed in the
Program. After the findings from the
audit, KHAM organized a public
event inviting the patronage nurses
and the head of the departments and
Roma community including women
who were included in the audit. On
the public event the findings from
the audit were presented and the
Roma women directly asked the service providers as to why they are not
visited nine times as given in the
Program. In the public event the
nurses and the head of the departments promised that the situation will
be improved. So far, only a small progress has been made on this issue.
Roma women continue to have insufficient coverage from the patronage
nurses.
Representatives
from
CDRIM
started the audit with the documents
sent from the primary level gynecologists to the Primary Health Care
Centers containing information on
pregnant women from the municipality of Shuto Orizari. These were
the first documents that they were
able to obtain. When the community
women were visited it revealed that
none of these women were visited
by the patronage nurses during their
pregnancy. The findings were to be

shared in a meeting with the patronage nurses and the head nurse of the
department. However, the head
nurse did not turn up for the meeting. When the findings were presented to the patronage nurses, they
gave excuses like some of the pregnant women had miscarriages. When
they were confronted that the findings
revealed that not a single woman was
visited during the pregnancy, they
stated reasons such as the the lack of
patronage nurses-staff in the Primary
Health Care Center in Shuto Orizari.
They also stated the existing staff is
overburdened as Shuto Orizari municipality is among municipalities with
highest birth rate in Macedonia, and
only 3 patronage nurses are there in
the PHCC and therefore unable to visit
all the women. When the copies of
documents of patronage nurse visits to
women after delivery (the plans for
visits from the patronage nurses and
the documents with information from
the Maternity wards) were obtained,
the team of CDRIM conducted social
audit on basis of these documents. The
team visited the Roma mothers who
had given birth in the past 12 months.
The findings revealed that Roma
mothers were not visited and the notes
in the diaries just listed the plans of
visits by the patronage nurses. On an
average the women were visited one to
two times, which is less that the prescribed 9 visits in the Program. The
patronage nurses were again confronted on the basis of the findings
from the audit. Following these findings and the information obtained
from the patronage nurses, it became
evident that there is a requirement to

employ additional patronage nurses in
the Primary health care center in Shuto
Orizari. This became one of the main
advocacy goals at the local and national level in 2014. However, despite
all advocacy efforts the Primary
Health Care Center in Shuto Orizari
is still being run by only three patronage nurses.

Plans for expanding the social audit
The organizations are in the process
of expanding the social accountability work on the issue of coverage of
Roma women with preventive gynecological services provided by the
Program for early detection of malignant diseases – component for
screening for cervical cancer. Currently community inquiry is being
conducted on this issue, and the social audit work will be carried out by
next year.

About the Author
Dr. Borjan Pavlovski is a medical doctor and has done his Masters of Public Health, at the Medical faculty in Skopje, Republic of Macedonia. Dr. Pavlovski is the Program coordinator of Public health with Association for Emancipation, Solidarity
and Equality of Women (ESE) in Macedonia – ESE. His interests include public health, especially focused on improvement of
health status, health rights and access to health care services of marginalised groups of population, including Roma minority,
especially women. Dr. Pavlovski also works for the improvement of transparency and accountability of the Government, especially in the health care sector.
To know more about the work of ESE visit www.esem.org.mk and www.healthrights.mk
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Tanzania

A Long Walk to Access Health Service:
The Plight of the Seriously Ill in Tanzanian village of Lupingu
Experiences from Lupingu village of Ludewa district in Tanzania suggest difficulties of expectant mothers, seriously ill and people living with HIV/AIDS in accessing the health services, where they have to walk two days to
access health services. Majority residents opine about the gross neglect and ignorance by the people’s representatives and the failure to bring services closure to people.
SAULI GILIARD

It’s been more than six months that
the ambulance which catered to the
patients in Lupingu village has been
grounded, forcing people to walk
45km to Ludewa district hospital.
Otilia Haule was fortunate to reach
the Ludewa district hospital by a car
to deliver her first child, as she got a
lift from an NGO vehicle that was
present in her village Lupingu at
Iringa’s Ludewa district in Njombe
Region, when she embarked upon
the journey.
Expectant mothers in Lupingu, especially first time mothers are advised
to visit the district hospital, 45 km
away in Ludewa town, for child
birth. Transportation is a big hassle,
made worse by the poor road conditions. Expectant mothers and children under five who are referred to
the district hospital would get a free
drop in the ambulance to the facility
until it was grounded. However,
other patients needed to contribute
35,000- 40,000 shillings for the fuel.
The ambulance would also cater to
medical needs of other villages located on the shores of Lake Nyasa in
the Southern highlands. Now,
women and patients referred to the
district hospital have no other option
except to embark on a 45 kilometres
journey to Ludewa hospital, which
takes two days. If patients are not
admitted at the hospital they have to
journey back walking 45 km to the
village. The gravely sick and mothers post delivery too have to take the
homeward journey 45 km on foot.

Nurses at the Lupingu
dispensary usually advise first time mothers
and women expecting to
deliver at the district
hospital due to the fear
of complication that is
likely to happen during
delivery. Two nurses at
the Lupingu dispensary,
Madeline Mapunda and
Mary Kayombo advise
women to travel the district hospital when they
are 32 - 38 weeks pregnant, as the dispensary is
not equipped with facilities to handle emergencies. Women who travel
to the hospital within the
advised period are able to reach
there safely.
Few like Otilia are able get a lift
from vehicle owners who are on
their way to visit the village for various reasons or they get dropped in
the Catholic priest’s car who visits
the village once in a while. The natives cannot afford to hire the only
vehicle, a Toyota Escudo, that is
available in the village, even during
emergencies as the fare charged is
around 10,000-150,000 shillings.
This is expensive commute for the
needy to afford. Moreover, the vehicle plies to Ludewa only when it
gets packed with passengers, making
the wait long. Besides, the poor condition of the roads in Lupingu prevents vehicle owners from carrying
transportation services as no one is
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ready to send their vehicles to
Lupingu for transportation.
“The transport problem affects every
body here. As all four nurses here
have to get salaries from Ludewa,
and all of us can’t go at the same
time we take turns to go to town
for the same ,” says Mapunda. She
further adds “The exercise to get
money from the bank takes nearly a
week which affects services at the
dispensary and when we miss the
hitch in the priest’s car, it means a
walk of four days to and from
Ludewa”.
The first day of the journey to
Ludewa ends at a village Nindi and
it is here that the patients and expectant mothers from Lupingu spend the
night before proceeding to Ludewa

hospital.“When people reach Nindi
village, they seek help for shelter
and food from the residents of Nindi
during the night and proceed the
next morning for Ludewa” says
Otilia. Victoria Kiowi, a mother of
four traversed the route from hospital back to Lupingu on foot, just two
days after a caesarean delivery. She
could not afford to pay 150,000 shillings and hire a car to bring her back
to the village. “It’s been a long time
since the dispensary ambulance was
grounded. We thus have no choice
but to trek for two days to get to the
district hospital at Ludewa,” says
Victoria. The ambulance driver,
Faraja Chipungahelo, who is now
jobless comments about high maintenance of the vehicles that forces
transportation players to stop plying.
He says, “Nearly 3,000,000 shillings are required to buy spare parts
for the vehicle.”
According to the Village Executive
Officer (VEO) , Yusuph Lukuwi,
four villages in Lupingu ward are
getting affected due to the ambulance not plying.“We do not have
adequate means of communicating
with the outside world right now.
It’s like we are in the jungle. The
road is very bad and we haven’t had
communication services since April.
We are forced to walk to the next
village even to get mobile phone
network connection,” the VEO adds.
Majority of the residents in Lupingu
feel neglected that they are being
overlooked by representatives in the
Parliament, who are not bothered to

visit the people after garnering
votes. The transport problem not
only impacts expectant mothers and
the seriously ill, but also people living with HIV/AIDS. Victoria Haule
(38), who is a mother of two, is infected with HIV/AIDS. Haule, who
is a member of the Service, Health
& Development for People Living
Positively
with
HIV/AIDS
(SHDEPHA+) says, “HIV positive
people in the village are tired of
walking long distances to Ludewa to
get Anti-retroviral drugs (ARVs).”
The adherence rate may drop
quickly, if immediate measures are
not taken to address the situation.
Some people are dropping out of the
treatment as a result, she laments.
Haule questions, “Why the Government can’t take services to the community.” Patients need ARVs at the
dispensary which would save the 90
kilometres journey to and from the
district hospital every month. She
adds, “We face serious problems in
our village. We don’t have good
roads; we cannot even communicate
with people outside this village
unless we go to Ludewa” The government needs to consider helping us
by bringing social services to this
village,”.
Recognizing the problems with the
ambulance service, acting District
Executive Director for Ludewa,
Brown Kilanga says, “The plans to
repair it are underway. The vehicle
needs to be thoroughly checked and
this process requires a lot of
money.”

Residents opine that President Jakaya Kikwete had promised to improve health services in the country
including an attempt to bring services closer to people in 2009.
While speaking to the Finland President, Mary Robinson, at the state
house in Dar-es- Salaam, the President had outlined that “Our goal is to
improve health services, improve
hospitals, dispensaries and existing
health centres, build more and make
sure they are within five kilometres
closer to the people.”
Ludewa Member of Parliament,
Deogratius Filikunjombe too had
promised that the problem would
end soon as the Tanzania Roads
Agency (Tanroads) had agreed to
upgrade the road to Lupingu.
According to Lupingu residents, the
President’s promise to bring health
services closer to the people is a
welcome step. However, the health
facilities need to be fully equipped
in terms of staff and other facilities,
so that people do not have to be referred to the district hospital unnecessarily. Even if people are referred
to the district hospital, then transportation should not be a hindrance.
Roads need to be in good condition
and health workers need to be motivated to attract them to work in remote areas. Community members’
question that three years have passed
and the residents of Lupingu are still
waiting for the promise to be fulfilled.

About the Author
Sauli Giliard was a Programme Officer in Daraja Development, Tanzania. Daraja is an organization based in Njombe, in Iringa region of Southern Tanzania. The organization works in the rural areas of Tanzania with an aim to make local government more responsive to the communities they serve. Two Daraja studies have been published as HakiElimu working papers
and Daraja contributed the chapter on local government in Policy Forum’s Guide to the Budget Process in Tanzania.
To know more about the work of Daraja, Please visit www.daraja.org
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India

COPASAH South Asia:
Innovative Use of ICTs for Community Based Monitoring in Health
Capacity Building Workshop, Bhopal- India January 8-10, 2015
SUREKHA DHALETA

With a view to facilitate grass root
community
practitioners
to
strengthen the community based
monitoring (CBM) work by using
technology, a three day capacity
building workshop, COPASAH
South Asia -Innovative Use of ICTs
for Community Based Monitoring
(CBM) in Health , was held from
January 8 to 10, 2015 in Bhopal, in
the state of Madhya Pradesh, India.
Nearly 30 grass roots practitioners
from six states of India including
Gujarat, Karnataka, Tamil Nadu,
Maharashtra, Uttar Pradesh and
Madhya Pradesh participated in the
workshop.
The workshop aimed to enhance the
skills and develop innovations, tools,
thematic innovations, new constituencies for accountability practice in
health using technology. The goal
was to facilitate the processes of
strengthening the social accountability practices and to consolidate the
existing community of practitioners
to innovate the community monitoring practices especially with the use
of technology, while using Photo
voice as the primary methodology.
The value addition aimed to the traditional Community Based Monitoring through this three day workshop
was the use of technology fro documenting evidences for accountability and social mobilisation. The capacity building workshop was facilitated by resource persons to help the

Participants discussing about skills of photography

practitioners acquire hands on experience on audio visual tools and
technology such as Photovoices, cell
phones, video cameras, video clippings from cell phones and with
other media tools such as SMS, website, blogs, facebook etc. The workshop focused on innovation and
group (collaborative) work. The
workshop has been undertaken for
documentation in COPASAH.
To further facilitate sharing of innovative practices of monitoring, accountability information, evidence
based documentation using ICTs
and facilitate peer learning, COPASAH groups (social media) in
India of community practitioners
including that of Karnataka, Tamil
Nadu, Maharashtra, Uttar Pradesh
and Madhya Pradesh were created.
Maharashtra already has a group on
Community Based Monitoring and
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Planning (CBMP) that will be linked
to COPASAH global network. The
creation of the Gujarat group is in
the process. The group of practitioners in each state consists of collective of organizations working for
social accountability.
Created with an aim to assist grass
root community practitioners to
strengthen community based monitoring, the practitioners can make
use of technology, such as social
media (facebook) to share community based monitoring innovative
practices, knowledge, information,
evidence documentation using Information Communication Technologies (ICTs) techniques and methodologies, such as Photovoice, video
clippings, photo stories, photos with
stories and other methodologies.
These groups will be linked to

global COPASAH network to facilitate inter- state sharing as well a
wider sharing to allow for peer
learning amongst practitioners on
the global COPASAH platform.
The participants from six different
linguistic states expressed in unison
that the workshop had aided them
with the knowledge of the use technology in CBM. They emphasized
the need of further workshops in the
future.
Before the workshop, proposals
were invited from the states on the
current work and information was
sought on how the state groups
would like to use the ICTs for value
addition of community monitoring
work and generate a photo voice
product. Prior to the workshop the
team coordinators of the respective
states were engaged through teleconference, emails and other modes to
plan and design the workshop. Facilitated by a key person to coordinate the work, the states groups
chose a focus theme in the workshop
at Bhopal to work further (JanuaryApril 2015) within which they will
use ICT innovation.
The groups will primarily use the
Photovoice methodology
for
evidence generation on the chosen
themes. In addition, they will select
either a video or audio medium to
supplement the same. They will engage with the community as well as
health providers using the evidence
and media platforms.

Plan of action developed by the participants
for using technology in CBM
State
Tamil
Nadu

Issue

Districts

Communities

Functioning of committees(Anganwadi
committees, Gram
Panchayat committees,
School management
committees)

2
Vellore,
Dharmagiri

3

MaSanitation and Hy3
harashtr giene in Primary
Thane, Amraa
Health Centres (PHCs) vati, Gadchiroli

Methodology
Photo

Advocacy
News media,
3Photostories,
Community
level

6 PHCs, 2 in
each district

Photo/video

6 photo stories
Jansamwad

1 (Tumkur)

3 blocks
Manual Scavengers

Photo

Exhibition,
Photostory,
Jansamwad

5

5 PHC, 5 SHC,
10 Villages
Women in marginalized communities

Photo story,
video audio

Photos story,
community level

Uttar
Quality of care in
Pradesh maternal health services

3 Chandauli,
Gorakhpur,
Kushinagar

6 blocks, 18 sub
health centres, 6
block hospitals

Photo story,
video

Block level
Dialogue, RKS,
use media and
use ICT for
sharing with
officials

Gujarat

Dahod,Panchma
hal,Anand

6 PHCs

Photo/ video

News release,
Blocl level dialogues with
Creating community voices by
using photos and
videos

Karnataka

Health Rights and
Manual Scavenging
and Safai Karamchari
community

Madhya Maternal Health –
Pradesh Access to ANC, PNC
and referrals

Quality of Ma-ternal
health care

The photo voice product, (AV product) will be submitted in its completed form in April, 2015 by the
groups along with a final report on
the process.

About the Author
This report is compiled by Surekha Dhaleta who works as a Programme Officer in the Social Accountability in Health team
at CHSJ , Delhi (India) . She is the team member of the COPASAH global secretariat and of the COPASAH communication
hub. To know more about the work of CHSJ please visit, www.chsj.org and for more information on COPASAH visit
www.copasah.net
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South Africa

COPASAH at GSHSR 2014, Cape Town, South Africa
3rd Global Symposium on Health Systems Research (GSHSR)
E PREMDAS PINTO

COPASAH’s presence at the third
Global Symposium on Health Systems Research (GSHSR) held in
Cape Town (South Africa) from
Sept 29 –Oct 4, 2014 was marked
by oral as well as poster presentations done by COPASAH members,
in the sessions (COPASAH organised) that were facilitated by COPASAH, and sessions co-organised
by COPASAH with EQUINET and
presentations in the satellite sessions. The COPASAH perspective
of citizen centric social accountability practice in health and empowerment of the marginalised communities was communicated through the
COPASAH products displayed in
the market place.
Satellite Session
COPASAH members participated in
a satellite session titled, ‘New Resources and Opportunities for Participatory Research in Health Systems: Areas of focus for Health Systems Global,’ held on September 30,
2014. Abhijit Das, director of
CHSJ (India), along with D. Walter
Flores (CEGGS, Guatemala) representing COPASAH made presentations on behalf of COPASAH, in
association with Rene Loewenson,
EQUINET, East and Southern Africa. This session premised upon
presentations and discussions with
participants on the issues, resources
and capacities for participatory research, further deliberating on how
these could be developed and supported through the SHaPeS Thematic Working Group in Health Systems Global. It reviewed the work
done so far and launched the key

COPASAH Session at GSHSR

resources on participatory action
research, social accountability and
innovations in social media in health
systems research from networks
such as EQUINET and COPASAH.
The session was organised by COPASAH, EQUINET and Rotterdam
Global Health Initiative Erasmus
University, for the participatory
cluster in the SHaPeS TWG for
Health Systems Global.
COPASAH organised session
A session organised by COPASAH
was held on October 1, 2014 titled:
‘Building People-Centred Health
Systems through the Social Empowerment of Marginalized Populations:
Moving from Theory to Practice.’
The session focused on the original
experiences of learning communities
and knowledge translation platforms
engaged in strengthening health systems. The session was chaired by
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Edward Premdas Pinto from Centre
for Health and Social Justice, India.
The important objective of this session was to discuss and learn from
experiences on moving from theory
into practice in building peoplecentred health systems that are particularly responsive to marginalized
populations. The participatory methodology was used in the facilitation
that included case studies from Guatemala (Citizens’ vigilance of public
policies and services), Uganda
(Facilitating the Spaces for Community Participation through Dialogues ) and India (Marginalised
Women’s Initiatives for Maternal
Health) presented by Walter Flores,
Geoff and Renu Khanna, respectively. The presentations were followed by group discussions facilitated by Barbara Kaim (TARSC/
EQUINET, Zimbabwe) on participant’s experiences of empowerment
of communities, practices of build-

ing people centred health systems
and the challenges therein.
The session received an overwhelming response, with participation from
over 80 delegates from different nationalities.
COPASAH table in market place
COPASAH had set up a table in the
market place during the GSHSR
symposium at Cape Town, wherein
the knowledge products and publications of COPASAH including dissemination materials such as COPASAH Knowledge Key (a USB/
pen drive with all the compiled
knowledge products of COPASAH,
COPASAH,
Communiqué
(Newsletter), pamphlet on COPASAH vision and mission, the exhibition of the issue papers and casestudies were showcased.
The COPASAH table was frequented by number of researchers
who took away the research materials and had engaging discussions
with COPASAH members.

Presentations made by COPASAH
members at GSHSR
Prominent members of COPASAH
who are also researchers in health
systems and health rights from various countries made oral presentations as well as poster presentations
in the symposium.

•

•

Oral presentations included the
following topics
•

•

•

Dr
Abhijit
Das,
India:
‘Community Based Monitoring
Improves Informed Choice and
Quality of Care of Family Planning Services.’
Abhay
Shukla,
India:, ‘Communities Reclaim the
Health System, Making Services
People-Centred: Lessons from
Community Monitoring and
Planning of Health Services in
Maharashtra, India.’
Ariel
Frisancho,
Peru : ‘Inequities in Health Care
for the Indigenous and AfroDescendant Population in Latin

•

America: Contributions of Civil
Society Organizations to Assemble Participatory Governance in Health Care Systems.’
Walter
Flores,
Guatemala: ‘Exploring the Governance of the Guatemalan Health
System: Power Relations Affecting Decision-Making and its
Implications for Equity.’
Jashodhara Dasgupta, India:
‘Informed, Organized and Empowered: Poor Rural Women's
Negotiations for Health and its
Social Determinants in Uttar
Pradesh, India.’
Barbara Kaim, Zimbabwe was
the facilitator of one day Post
Global Symposium Workshop
titled ‘Participatory Action Research in People Centred Health
Systems’ held on October 4,
2014. This workshop was hosted
by TARSC and pra4equity network in the Regional Network
for Equity in Health in east and
southern Africa (EQUINET)
and Asociación Latinoamericana
de
Medicina
Social (ALAMES).

Informal interaction among COPASAH members at GSHSR
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•

•

•

Monitoring Capacity Building
of Community Based Organisations (CBOs) for Accelerating
State Responsiveness to Human
Rights Issues of Health Care
Madhya Pradesh (MP), India’
was presented by E. Premdas Pinto (Director – Research
and Advocacy) from CHSJ, coauthored with Dr Abhijit Das,
India.
‘Open Learning Spirals: Pedagogical Innovations for Peer
Learning to Facilitate Knowledge Translation and Capacity
Building towards People Oriented Health Systems in South
Asia’ was presented by Dr Abhijit Das (Director CHSJ, India)
co-authored with E. Premdas
Pinto.
‘Strengthening Quality of Maternal Health Care through Social Accountability mechanisms
- Experiences from Selected
Districts of Gujarat, India’ was
presented by Renu Khanna, India; co-authored with Sunanda
Gunju et. al. India.
Community Action for Health Community Led Evidence Collection, Planning and Action to

Strengthen Public Health System’ was presented by Ameer
Khan, Kamal Khan and Rakhal
Gaitonde (India).
Steering committee (SC) meeting:
The global steering committee members held meeting to discuss the strategic positioning of COPASAH in
the future, while taking stock of the
strengths and challenges before COPASAH.
•

•

The strategic positioning of COPASAH in the current global
context was discussed at length.
‘Focus on global advocacy for
COPASAH’s vision of social
accountability, Capacity building to be done at the regional
activities as nodes of practice’
emerged as the overall thrust
for the future.
Organising COPASAH to work
for with a global focus was an
aspect that was discussed at
length. The need to strengthen
COPASAH AS COLLEGIUM
OF PRACTITIONERS consisting of SC members, persons
with similar perspectives and
practice, alliances with health
rights groups was discussed.

•

•

Regional leadership was asked
to focus on consolidating regional nodes of practice with
emphasis on in-depth practice.
Thematic nodes to strengthen
trans-regional solidarity in practice were discussed. Some of the
thematic nodes finalised included - Participatory Action
Research (Convener: Barbara
Kaim, Zimbabwe), indigenous
communities (Convener: Ariel,
Peru), Accountability of private
sector (Convener: Abhay
Shukla, India).

Conclusion
Converging at Cape Town provided
opportunity for COPASAH to be
introduced to the global public
health community consisting of
practitioners, researchers and very
many members of COPASAH. It
also opened up new avenues for COPASAH to think about it’s reach,
relevance and future possibilities.

About the Author
The report is compiled by E. Premdas Pinto, who represented COPASAH at the GSHSR symposium. He is the Global Secretariat Coordinator for COPASAH. As an Advocacy and Research Director at Centre for Health and Social Justice (CHSJ),
India, he facilitates the thematic area of social accountability with a special focus on processes of community monitoring and
accountability in health. She also coordinates the South Asia region for COPASAH.
To know more about the work of CHSJ and COPASAH please visit : www.chsj.org; www.copasah.net and www.copasah.org
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India

Accountability of Men and Boys for Gender Justice
2nd MenEngage Global Symposium 2014, New Delhi, India

Gender equality is not only an issue
of interest to women. Rather, it’s a
concern for everyone – young and
old, men and women. With this
agenda at its core, the 2nd MenEngage Global Symposium 2014 –
Men and Boys for Gender Justice,
held in New Delhi from November
10 to 13, 2014; sought to address the
various ways in which dominant
norms of masculinity contribute to
gender based violence. It reflected
on the behavioural accountability
that needed to be taken by men and
boys in the collective effort to uproot gender based discrimination.
Significance of the Symposium in
New Delhi
Opening of 2nd MenEngage Global Symposium at New Delhi, India

The five organising partners of the
symposium were: MenEngage, a
global alliance comprising over 400
NGOs and UN partners all of whom
work individually and collectively
with men and boys for gender equality; the New Delhi-based Centre for
Health and Social Justice (CHSJ), a
founder member of the alliance,
which hosted the secretariat for the
symposium; UNFPA; UN Women;
and Beijing +20.A host of other international and national partners
played an active role in contributing
to the event in multiple ways.

in the region. Since then, voices of
dissent from citizens calling for
change flooded media and public
discourse, forcing the government to
introduce policies and programmes
addressing violence against women.
Parallel to this, initiatives arose from
the city to reclaim the metropolis as
a safe space for women and all genders by different organisations and
individuals.

The first MenEngage symposium
was held five years earlier in Rio de
Janeiro in 2009. The decision to hold
the second symposium in New Delhi
was not a bolt from the blue. Following the horrific 'Nirbhaya' gangrape incident, in 2012, Delhi had
become the epicentre of street protests regarding violence against
women that rocked India and the
entire world. It sparked a million
mutinies and the coming of age of
men's involvement in gender justice

Process of advocacy and design of
the Symposium

The symposium thus marked a citizen’s movement of people from different sectors and strata of society,
who came together to collectively
articulate the concern for gender
justice and the role of men and boys
as allies in this venture.

The agenda of engaging men and
boys for gender justice through the
symposium was carried out at two
levels: as an advocacy process and
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the event itself.
To guide the advocacy on masculinities and to design the symposium,
brainstorming meetings were held
among different stakeholders at the
international, national and regional
levels. Many stakeholders formed
steering committees to plan the symposium. This ensured diverse representation, processes and consolidation of interests of organizations
working in different development
sectors, different regions and sections of populations from across the
world. Regular meetings were held
for the emergence of diverse viewpoints, all of which contributed to
the richness and complexity of the
symposium's programme.
As part of the process various advocacy messages were formulated –
urging men and boys to step up for
gender justice, to reflect upon the
cultural beliefs and practices that
impact gender, to examine each of

these from the lens of gender equality, dignity and respect for all genders, encouraging boys and men to
discard practices and beliefs that
stand against equal distribution of
power, seeking a change in the manner boys socialized into men, urging
stakeholders to take the relationship
between hegemonic masculinities
and existing social, political and cultural conflicts and foreground these
concerns in the strategic approach
and policies, while acknowledging
youth as a significant stakeholder in
change. A series of mobilisation events in communities
and institutions were conducted to disseminate the
message. Media conventions
were held to actively promote
these ideas. Youth collectives
and initiatives were encouraged to voice their opinion
Experts, national and international NGOs working in this
field, state agencies and citizens' collectives were sensitized. The symposium heralded opportunities for participation in the reflection and discussion of masculinities. Various
regional symposiums, academic
seminars, film festivals and cultural
programmes were conducted across
India. A similar process was conducted at the country level in the
other South Asian countries of Nepal, Pakistan and Bangladesh.
Exploring key themes of gender
and masculinities
The sessions that marked the four
days of the symposium as an event
led to an exploration among experts
and stakeholders on seven main thematic tracks viz. violence, health and
wellbeing, poverty and work, sexualities and identities, care, relationship and emotions, peace building,
social justice and inclusion, and the
making of men – from masculinity
to humanity.

Discussions, experience-sharing and
skill building sessions were held
among the 1200 participants at the
symposium from 94 countries on the
mentioned thematic tracks through
60 thought-provoking sessions including 100 oral presentations and
another 50 poster presentations in a
multilingual melange that reflected
the diversity and complexity of gender justice issues. The various ways
in which patriarchal masculinities is
inherently linked to social, political
and cultural concerns and conflicts

The symposium was historically
placed to mark twenty years since
the 4th World Conference on
Women in Beijing, China in 1995
and International Conference on
Population and Development in
Cairo, Egypt in 1994. Both the conferences mandate working with men
and boys for arising developmental
concerns including the agenda of
women's empowerment and gender
justice. Twenty years since Beijing
and Cairo, the symposium proved to
be a critical occasion for stakeholders working within this
domain to critically examInformal interaction among GS participants
ine their work processes
and seek a way forward for
a more solidified, nuanced
and rigorous direction to
their developmental policies
and mandates for the next
five years.

in the world today were explored.
The symposium encompassed a holistic approach to understanding the
implications of masculinities in different domains and disciplines. It
deepened the realization that while
men and boys are implicated in violence and discrimination against
women and girls, many men and
boys are themselves victims of violence and risks associated with narrow
views
of
masculinity.
‘Masculinities’ emerged as an important lens to understand the influences and compulsions men face.
There was a clear acknowledgement
of the need to integrate work with
men and boys in a wide range of
development interventions, including maternal health, child care and
protection of child rights and family
planning, not to mention in societies
recovering from the violence of war.
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The symposium marked a
significant convention of
national initiatives such as
Forum to Engage Men from
India and MenEngage Nepal; regional initiatives such
as – South Asian Network to Address Masculinity (SANAM), MenEngage Europe and MenEngage
Africa; and global initiatives such as
MenEngage Global, White Ribbon
campaign and the HeForShe campaign by UN Women, all of which
came together at the symposium to
discuss and debate their ongoing and
developing models of working with
men and boys for gender justice.
Delhi Declaration and Call to Action focus on accountability
The symposium culminated in the
release of the Delhi Declaration and
Call to Action urging policy makers
and state agencies, activists and developmental practitioners, scholars,
researchers and individuals to
• Urgently acknowledge that gender inequalities are unacceptable
no matter who is affected.

• Continue working with men and
boys towards gender equality
informed by feminist and human
rights principles, organisations
and movements and in a spirit of
solidarity.
• Make visible the most effective
ways men and boys can contribute to gender equality, without
being used as mere instruments.
• Expose the link between patriarchy and the exploitation of people and environment, and to help
boys and men change their behaviour from "power over” to
"power with.”
• Commit to promoting social and
economic inclusion through
meaningful participation, deepened partnerships, and joint actions among social justice movements.
• Make sure that the beliefs, behaviours, relationships, and organisational structures reflect the above
points and further to hold ourselves, as well as our friends,
relatives, colleagues and allies
accountable.
• Call on policy makers and donors
to dramatically increase the resources available for all gender
justice work and to include effective gender justice strategies in
all development programmes.
• Work with men and boys from
the programme and project level
into policies and institutions.
• Put into place systems to ensure
institutions and individuals are
held accountable for gender
equality.

Defining the areas of accountability
for men and boys, the Call to Action

urged men and boys to engage in
the prevention of Gender-Based
Violence (GBV), to take accountability as fathers and caregivers, take
equal responsibility for unpaid care
work, to be responsible for sexual
and reproductive health and rights
(SRHR), giving concrete examples
of the important areas of engagement.
The way forward
The symposium led to a series of
new beginnings. At the most immediate level, the platforms of exchange created during the symposium have become the most vibrant
spaces for sharing of ideas and
events on gender and masculinities.
The listserv Menengageconnect , for
instance, set up to facilitate participation in the symposium, has now
got 2000 members from 90 countries
and membership has expanded beyond the symposium's participants.
The members of the India Organising Committee (IOC) who helped
plan the symposium have rich experience that is being channelized
through forums and collectives. A
forum is being set up, comprising
the committee members as well as
others who participated in the symposium’s processes in various ways.

CHSJ ensured concrete outcomes in
the country from the Global Symposium. Through extensive outreach
amongst communities, social activist
individuals, civil society organizations, policy makers and policy influencers and others through a variety of means, it has been ensured
that the Global Symposium has had
an impact on gender discourse and
policy in India beyond the event itself.
The advocacy on masculinities that
was introduced in a big way in India
as part of the symposium's processes
is being carried forward in many
innovative ways. A citizen's network
called MenEngage, Delhi, is spearheaded by CHSJ. An international
resource-sharing centre on the issue
is on the anvil. The feminist and
gender rights movement has new
energy and direction after this global
exchange of ideas and experiences.
The presentations, discussions and
debates at the Symposium did not
end there. It is now converted into a
variety of knowledge products such
as policy papers, discussion briefs,
case studies, toolkits for users and
other reports, all of which will contribute immensely to building a permanent repository of literature on
men and masculinities to enrich the
feminist movement.

The Global Symposium was viewed
not merely as an event, but as a
process of advocacy on the issues
related to working with men and
boys, to address issues related to
gender justice particularly Violence
Against Women (VAW).

About the Author
The article has been compiled by the 2nd MenEngage Global Symposium secretariat at Centre for Health and Social Justice
(CHSJ), India. CHSJ functioned as the Secretariat for organizing the Global Symposium in New Delhi, and continues to facilitate communications and advocacy for gender justice.
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Reader Speak

User Opinion Poll on COPASAH Communication Platforms
A quick opinion poll on COPASAH
communication
platforms
and
knowledge products including the
COPASAH Communiqué, cases
studies and issue papers was conducted in February 2015. Social accountability practitioners and readers
from diverse backgrounds and nationalities including that of Republic
of Kenya, Macedonia, Pakistan, Nepal, United Kingdom, Zambia, India, Bangladesh and Bulgaria provided their insights

Reader’s Response on Usefulness of
COPASAH Communications & Products

Very Useful
88%

Somewhat
Useful 12%

Few amongst the respondents included those who are contributors
for the Communiqué and other COPASAH communication platforms.
Reflections of readers and practitioners on COPASAH communication platforms
• COPASAH
communications
products give a chance to connect
in a tangible way to the work that
community members are doing
around the globe. Interesting,
informative - helps build a global
preservative. It gives us a platform to express the learning and
challenges on CBM at an international level. They have different
stories about social accountability.
• It has created new way for us for
exploring the issue of manual
scavenging practice.
• Materials /articles are very useful
for advocacy and accountability
and highlighting gaps in health
rights in different parts of world
and people campaigns in accessing the health rights.
• The articles published in the
newsletters and resources are
very useful, which we are using
for information.

• The resources can be used as a
reference for various community
interventions as well as for evidence based advocacy purpose.
• COPASAH brings many kinds of
information
for
Improving
knowledge for CBO's, social
activists,
• We have an initiative in health
sector as part of our flagship
partnership programme of Pakistan Social Services Partnership
(PSSP) together with Governance and Accountability is the
feature as cross cutting area in
overall programme. Thus we
found it beneficial.
• The e-mails from the COPASAH
listserv are always helpful in
directing us to new writings, projects and workshops in the area
of community-led health which
keep us updated about the latest
developments.
• COPASAH communications and
COPASAH products are very
useful and appropriate to the
kind of health and human rights
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advocacy work that we do. They
are in line with the objectives of
People's
Health
Movement
Kenya.
WRITEBACK on COPASAH
Communiqué: Expectations and
suggestions
• The articles published in the
newsletters and resources are
very useful, which we are using
for information
• We want some news letters in
local languages if possible
• Keep place for regional level issues, promote new writers on
social accountability on Health
Champions within the health system should be interviewed. We
can start "Integrity Idol" for honest
health
officials
and
"Champions" for CSO members.
• Quarterly Communiqué should
focus on specific countries in
regions.
• Provide space for regional lan-

guage page for bringing different
states/ organizations news updating, keep some place for marginalized communities issues
• COPASAH should go for ICT
Interventions in all community
monitoring process to build a
knowledge hub that will spread a
whole idea about CMA.
• Include advocacy and success
stories. The report and articles
should be based on practical experience and there need to a
workshop for grassroots organization how to share knowledge. If
possible, organize for more capacity building trainings for
grassroot health activists.

• Given its unique place between
the grassroots and national/
international policy, COPASAH
should focus on 1) producing
evidence based on grassroots interventions and changes to
strengthen better policymaking,
and 2) to produce tools and resources that grassroots activists
can draw upon in their own social
justice work.
• We would like to see COPASAH
Communiqué a referent publication with more theoretical background.
• If possible, post the newsletters to
regions with limited access to
internet. For instance, most

COPASAH Steering Committee Members
The COPASAH Steering Committee (SC) includes representatives from
each of the three geographical regions represented in the convening
(Africa, India and Latin America) and a representative from AMHI. The
SC is composed of the following members
Abhijit Das, Global Convener - COPASAH
Centre for Health and Social Justice (CHSJ), India
Abhay Shukla, Member (South Asia)
Support for Advocacy and Training to Health Initiatives (SATHI), India
Ariel Frisancho Arroyo, Member ( Latin America)
CARE, Peru
Renu Khanna, Member (South Asia)
Founder Member, SAHAJ Society for Health Alternatives, Baroda
Robinah Kaitiritimba, Member (East Southern Africa)
National Health Users/Consumers Organization (UNHCO), Uganda
Walter Flores, Member (Latin America) and Ex-Global Convener
Centro de Estudios para la Equidad y Gobernanza en los Sistemas de
Salud-CEGSS (Center for the Study of Equity and Governance in
Health Systems) (CEGSS), Guatemala
Dhananjay Kakade, (Ex-officio - Special Invitee)
Open Society Foundations
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regions in our country with negative
impacts of extractive industries are
the poorest with very poor socialeconomic and poor technological
services.
WRITEBACK
We request our readers and accountability practitioners to write back to
us with insights on the COPASAH
Communiqué
Please mention WRITEBACK in
the subject line
Email id—copasahnet@gmail.com

COPASAH Steering Committee
Associate Members
Gulbaz Ali Khan
CESSD, Pakistan
Borjan Pavlovski
ESE, Macedonia
Deyan Kolev
Amalipe, Bulgaria
Samia Afrin
Naripokkho, Bangladesh

Editorial Team
Abhijit Das- Global Convener COPASAH
E. Premdas Pinto - COPASAH-Global Secretariat Coordinator
Renu Khanna - SAHAJ, India
Walter Flores - CEGSS, Guatemala
Opio Geoffrey Atim - GOAL, Uganda
Sambit Mohanty & Surekha Dhaleta– COPASAH Communication Hub
Lavanya Devdas* - COPASAH Communiqué– Technical Associate
* Ms. Lavanya Devadas, from Bengaluru
(India), has agreed to be the technical
associate for reviewing the quality and
standard of COPASAH Communique. She
holds post-graduate degrees in English
literature and counseling and has vast
experience in technical writing and publication. COPASAH welcomes her to the
editorial team of COPASAH Communiqué.
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