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SANA CONTRACTOR 

The new era of Sustainable Development Goals (SDGs) 
has a lot to offer to the field sexual and reproductive 
rights; several relevant goals and targets such as those 
related to health, education and gender equality, are 
relevant to the attainment of sexual and reproductive 
rights. Apart from the older Millennium Development 
Goals (MDGs) of reducing maternal mortality, the SDG 
targets encompass many key aspects of sexual and 
reproductive health rights across the different goals, 
including Goal 3 on health and Goal 5 on gender equity. 
Most importantly, the SDGs emphasize the need to 
address the most marginalized as indicated by the slogan 
“leaving no one behind”, suggesting an imperative to 
include all people, irrespective of their socioeconomic 
status, race, ethnicity, ability or sexual orientation. This 
implies that those most affected by development 
concerns, must be at the centre of all policies and 
programs that cater to them.  

The idea and practice of both “community participation” 
and “social accountability”, is increasingly gaining 
importance in global health discourse, but it tends to view 
communities, especially women, instrumentally, rather 
than as political agents of change. Further, community 
participation itself is not without pitfalls and must engage 
with gender power imbalances within communities, 
especially in the case of an issue like reproductive health 
which is deeply contested and challenges patriarchal 
interests. COPASAH's Sexual and Reproductive Health 
Thematic Hub looks to fill this gap by engaging more 
vigorously in promoting the practice of social 
accountability in the field of reproductive health in 
different ways. It intends to do this through stimulating a 
conversation around the role of communities, especially 
marginalized women, in reproductive health governance, 
especially around issues of autonomy and self-
determination which are central to human rights. As the 
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SDGs gain momentum and trigger an interest in 
governments, international agencies and civil 
society alike, the opportunity to center-stage 
women's needs and experiences in securing 
comprehensive sexual and reproductive health 
rights must be harnessed. COPASAH hopes to 
highlight emerging concerns related to women's 
reproductive and sexual rights in the current global 
scenario and the political climate in several 
countries across the world where women's rights are 
under threat. 

Through this newsletter, COPASAH hopes to draw 
attention to some emerging critical concerns in 
sexual and reproductive health that need more 
attention, as well as accountability practice that 
involves and centers women's interests and 
participation. Michelle Sadler in her article draws 
attention to the problem of mistreatment of women 
during facility-based childbirth and their being 
subjected to unnecessary procedures, contrasting the 
approach of framing this as “abuse and disrespect”, 
rather than as “obstetric violence” which is a concept 
that has emerged in Latin America. She emphasizes 
the need to situate the discussion of abuse and 
disrespect within the broader field of structural 
inequalities, rather than mere provider behavior. 
Victoria Boydell's article makes the case for why 
accountability matters and what the evidence says 
about the effectiveness of social accountability 
practice. Most importantly, the article reflects on the 
need for more multidisciplinary research that is able 
to capture the complexity of social accountability 
interventions, and their outcomes. This is followed 
by three articles describing efforts towards enforcing 
accountability to improve reproductive health. The 
first is an article by Simran Sachdev of Nazdeek, 
who describes the organization's approach using 
complementary strategies - strategic litigation, 

along with community empowerment and advocacy 
– to demand accountability for health rights. Fatima 
A d a m u  a n d  Z a i n a b  M o u k a r i m  f r o m 
Women4Health, drawing on their work in Northern 
Nigeria ,  highl ight  the need to also seek 
accountability from communities themselves, in 
addition to the state. Finally, Deepa Jha from the 
White Ribbon Alliance describes their experience of 
implementing a campaign that seeks to understand 
“what women want” and convey this to policy 
makers.

There is a rich tradition of accountability practice in 
the sexual and reproductive health field, much of it 
rooted in social movements, and activists and 
organizations across the world are engaged in 
defending these rights. The COPASAH symposium 
anticipated to be held during October 15-18, 2019, 
will build on these conversations and enable cross-
learning among practitioners and sharing of 
common and distinct concerns in the domain of 
sexual and reproductive rights across the globe.  The 
COPASAH symposium anticipated to be held in 
October 2019, will build on these conversations and 
enable cross-learning among practitioners and 
sharing of common and distinct concerns in the 
domain of sexual and reproductive rights across the 
globe. It will attempt to highlight experiences and 
models of community action that attempt to advance 
a rights based approach to reproductive and sexual 
health rights, and interrogate policy solutions for 
their effectiveness in addressing the needs of women 
in this domain. This month in Liverpool, several 
COPASAH members, partners and advisors are 
converging at the Global Symposium on health 
systems research from where we are beginning to 
mobilize like-minded organizations to take part in 
the symposium, and we hope many of our readers 
will also join in!

Sana Contractor is Research Manager at the Centre for Health and Social Justice, New Delhi. She anchors the 
Sexual and Reproductive Health Hub at COPASAH.

VICTORIA BOYDELL

There has been a spate of publications in peer-

reviewed health journals demonstrating the impact 

of community level collective action and social 

accountability in low and middle-income countries. 

These publications are often in the format of a field 

experiment or a systematic review that are common 

amongst the evidence-based public health 

community (Greenhalgh, 2018). These formats tend 

not to lend themselves to portraying the year's efforts 

on several fronts by local grassroots activists (and 

communities) in changing the interaction between 

the state and citizens. 

Why Social Accountability in Health Matters: The Growing Evidence

Ten years ago, the evidence base for social 

accountability in health programmes was limited. 

More recently there has been several impact 

evaluations in the health sector that aimed to 

demons t r a t e  t he  con t r ibu t ion  o f  soc i a l 

accountability processes to positive health 

outcomes, such as improvements in child weight 

(Bjorkman and Svensson, 2009) and Maternal 

Mortality Ratio (Manandhar, et.al., 2004).  A few 

studies have been reported increases in service use 

such as increased antenatal visits and use of skilled 

birth attendants (Bjorkman and Svensson, 2009; 

CITIZENSHIP, GOVERNANCE AND ACCOUNTABILITY IN HEALTH 

Focus of the COPASAH Global Symposium 
2019 would be to:

 
Facilitate peer learning by showcasing diverse social 
accountability approaches and practices from different parts of 
the world.

Introduce evolving paradigms of global health decision-making, 
increasing role of private health sector in the public health policy 
making  and its impact on the accountability ecosystem and 
equity to social accountability practitioners 

Discuss and debate the intersections between bottom-up 
grounded knowledge on participation and accountability with 
opportunities like SDGs, and changing landscape of global 
health between concerned stakeholders

Gain greater conceptual clarity and generate new insights 
around the principles and practices of social accountability and 
community engagement and how these elements could be made 
integral to achievement of global health goals 
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Gullo, et.al., 2017) and improvements in elements of 

service delivery such as increased availability of 

medical equipment and supplies and staffing 

numbers (for example Bjorkman and Svensson, 

2009 and Blake et.al., 2016).  

Even when we limit ourselves to only considering 

the possible health outcomes, we can say social 

accountability can make a difference. Moving 

beyond health outcomes, positive outcomes are 

being captured in relation to other outcomes such as 

participation, transparency and community in 

decision-making (for example Blake, et.al., 2016; 

Serbert-Kuhlman, et.al., 2016;) as well as the 

responsiveness of health system actors, for instances 

changes in absenteeism, staff morale, training and 

supervision and provider-client interactions (Blake, 

et.al., 2016) and health sector actors valuing 

community and patients' perspectives (Serbert 

Kuhlman et.al., 2016; Lodenstien, et.al, 2016).

Alongside these experimental studies that focus on 

whether social accountability positively contributes 

to better health outcomes, there are also efforts to 

better understand how social accountability works. 

A variety of reviews have synthesized the existing 

literature and evidence on social accountability in 

health to examine what are the key mechanisms and 

under what conditions they work (for example see 

Serber-Kuhlmann, et.al.2016; Boydell and Keesbuy 

2014; Cleary et.al., 2013; Danhoundo, et.al., 2018; 

Flores, et.al, 201; Hilber et.al., 2016; Molyneux 

et.al., 2012; Scott et.al., 2017). This includes a series 

of commissioned reviews by norm setting agencies: 

USAID/WHO' (see Brinkerhoff, et.al, 2017), 

UNICEF (see Gibbons, 2014) and DFID (see 

Holland and Schatz 2016) that also examine how 

accountability works. 

The interest in how social accountability works to 

improve access to health care is encouraging, but 

these reviews may be limited to the few studies that 

use specific search terms such as 'social 

accountability', 'accountability' or specific social 

accountability tactics (like scorecards or social 

audits) and are published in the peer-review 

literature. These methodological constraints can 

result in a limited view of what is happening on the 

ground (Van Belle, et.al.2018. The rich, extensive 

and insightful experience of collective action and 

citizen engagement in health can get lost simply 

because they don't refer to their work as 

“accountability” or it is not published in the right 

place. Sadly, many critical insights are missing from 

this nascent evidence base.

Using field experiments', emerging from biomedical 

research, are critical to establishing the positive 

impact of social accountability on health outcomes 

with the highest level of scientific authority within 

the public health field and is critical to establishing 

the credibility of collective action and social 

accountability and its acceptance as part of health 

programming practice. Yet applying study 

approaches designed for bio-medicine to the 

complex processes of collective action can have 

unintended effects.  It requires converting social 

accountability processes into a set of pre-

determined discrete activities that can be easily 

replicated in the same way across different sites to 

allow for rigorous comparison. This conversion into 

technical intervention can run the risk of simplifying 

intricate political processes and decontextualise the 

local exercise of power (Fox 2015).  This is best 

illustrated by Jonathan Fox's (2015) reinterpretation 

of this evidence.  Fox shows that when you move 

beyond treating social accountability as a set of 

Accountability strategies, whether social, 

performance or legal, were changing the terms of 

engagement between the actors involved and were 

not mutually exclusive, yet we know little about the 

connections between them and the contextual 

conditions for the successful implementation.  

There is still much to learn. 

To mitigate any risk of social accountability in 

health being reduced to a mechanical formula 

designed for field experiments, we should move 

towards greater appreciate of the emergent locally 

driven change processes that challenge the informal 

and formal power relations surrounding equitable 

access and use of health care that evolve and adapt 

over time. We need to urgently need capture both the 

on-the-ground experience over time and ensure that 

the much needed field experiments of the public 

health domain reflect the complexity of social 

tactical intervention built for field experiments, 

towards social accountability as multi-pronged 

process that utilizes multiple tactics, encourages 

collective action and voice alongside governmental 

reforms that bolster public sector responsiveness, 

the outcomes and impacts are more promising. This 

suggests that instead of looking to assess a set of 

transportable, predictable and replicable activities, 

we should be learning from the real-world complex, 

unpredictable and emergent processes.

A recent review of the peer reviewed literature of 

accountab i l i ty  in i t i a t ives  in  Sexua l  and 

Reproductive Health and Rights (SRHR) looked 

beyond the public health to include evidence from 

law and social science (Van Belle et.al. 2018). The 

review found a complex “accountability ecosystem” 

with several strategies involving multiple actors 

with different roles and interactions from the local to 

the global. 

COPASAH 
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15-18 October 2019
India Habitat Centre, 

New Delhi, India

CITIZENSHIP, GOVERNANCE AND ACCOUNTABILITY IN HEALTH 

Why should you participate in COPASAH GLOBAL 
SYMPOSIUM 2019?

As a participant you will get the opportunity to witness, 
engage with and experience the following:

Ÿ Open sharing and learning on diverse social accountability 
practices and approaches through practical examples

Ÿ Debates on evolving paradigms and political economy of 
policy making in global health   and its impact on the 
accountability ecosystem

Ÿ New insights around the principles and practice of social 
accountability to achieve global health goals, especially as 
articulated in SDGs.
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to identify the underlying mechanisms and 
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MICHELLE SADLER

The mistreatment of women during facility-based 

childbirth has been recognized as an urgent public 

health concern that affects women throughout the 

world. The 2015 World Health Organization 

Statement on the prevention and elimination of 

disrespect and abuse during facility-based childbirth 

states that: “Many women experience disrespectful 

and abusive treatment during childbirth in facilities 

worldwide. Such treatment not only violates the 

rights of women to respectful care, but can also 

threaten their rights to life, health, bodily integrity, 

and freedom from discrimination” (WHO, 2015).

The past two decades have witnessed a growing 

concern about this problem, and consequently 

several concepts have emerged in attempts to define 

it, and several classifications in attempts to organize 

its manifestations. As Savage and Castro (2017) 

point out, terms such as “mistreatment of women in 

childbirth at health facilities”, “disrespect and 

abuse”, “institutional violence”, “dehumanized 

birth”, and “obstetric violence” have been used. The 

most widely used categorization of “mistreatment” 

during childbirth comes from the WHO researchers 

Bohren and colleagues, who identified the 

following seven categories after reviewing research 

from around the world: physical abuse, sexual 

abuse, verbal abuse, stigma and discrimination, 

failure to meet professional standards of care, poor 

rapport between women and providers, and health 

system conditions and constraints. This review 

emphasized that mistreatment may stem from both 

intentional and unintentional actions of medical 
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providers, as well as from conditions within health 

systems and facilities (Bohren et al. 2015).

In contrast with the concepts of “abuse and 

disrespect” and “mistreatment” during childbirth 

used most commonly in the “North” and 

international associations, regional research from 

Latin America and the Caribbean has raised the term 

“obstetric violence”, making gender violence in 

maternity care visible and central for analysis. In the 

Region, abuses during childbirth have been often 

analyzed as resembling other forms of violence 

against women, with some forms specific to clinical 

maternity settings, such as unnecessary cesareans or 

episiotomies and unconsented intrapartum 

sterilizations (Savage and Castro, 2017). Local 

research has proposed that the excessive 

medicalization of birth and persistence of non-

evidence obstetrical practices and interventions can 

be thoroughly understood when understanding 

biomedicine as an androcentric culture of practice 

which has systematical ly reproduced the 

understanding of female physiological processes as 

pathological (Sadler et al. 2016). These local 

analyses have been influenced by the excessive rates 

of unnecessary obstetrical interventions carried out 

in the Region. Latin America and the Caribbean 

present the highest caesarean rates of all regions 

worldwide (40.5% in 2014), and experienced the 

largest absolute increase in this intervention between 

1990 and 2014 (of 19.4%, from 22.8% to 42.2%) 

(Betrán et al., 2016). Within the three OECD 

countries with the highest cesarean section rate in 

2015 were Mexico and Chile, with 46.8% and 46% 

cesareans respectively (OECD, 2017).

Venezuela was the first country to legally define the 

concept of obstetric violence, in 2007, through the 

“Organic Law on the Right of Women to a Life Free 

of Violence”. In its legal framework, obstetric 

violence is codified as one of the 19 kinds of 

punishable forms of violence against women and, in 

the article 15, it is described as: “The appropriation 

of women's body and reproductive processes by 

health personnel, which is expressed by a 

dehumanizing treatment, an abuse of medicalisation 

and pathologisation of natural processes, resulting in 

a loss of autonomy and ability to decide freely about 

their bodies and sexuality, negatively impacting 

their quality of life”. The law specifies acts that 

constitute obstetric violence such as: restricting 

women's choices of birth positions, performing 

cesareans that are not medically indicated or 

consented, and obstructing the early attachment 

between mother and child (República Bolivariana de 

Venezuela, 2007). After Venezuela, other four 

countries have implemented legislation addressing 

obstetric violence in the Region: Argentina in 2009, 

Bolivia in 2013; Panama in 2013, and Mexico in 

2014 (Williams et al. 2018), while others have issued 

projects addressing respectful maternity care and 

obstetric violence which are waiting in congress. 

Framing obstetric violence within broader 

legislation concerning gender inequalities and 

violence stresses the unequal position of women - 

and pregnant women in particular - in the healthcare 

system and in society. The concept frames the 

discussion of abuse and disrespect within the 

broader field of structural inequalities and violence 

perpetrated to women in society, with medicine 

playing a central role as the hegemonic model of care 

in most of the countries worldwide. At the same 

time, i t  strips biomedicine of i ts alleged 

“objectivity”, defining it as a social and cultural 

system, a complex historical construction which 

responds to and reproduces gender ideologies. This 

reinforces the need for an analysis centered in the 

cultural and social dimensions embedded in the 

phenomenon of obstetric violence. 

A discussion grounded in the concept of structural 

violence allows a shift from the limited focus on victims 

(women) and victimizers (health professionals), to 

acknowledge the ubiquitous socialization of men and 

women into naturalized, and thus invisible, forms of 

violence and power dynamics between groups. 

It also makes visible the power structures embedded 
and reproduced in biomedicine (Sadler et al. 2016). 
And in doing so, it helps to explain why obstetric 
practices have been so resistant to incorporate 
evidence into practice. As examples, health 
guidelines for evidence-based practices and 
respectful maternity care have been issued in several 
countries, as in Argentina in 2004 and Chile in 2008. 
These guidelines discourage routine unnecessary 
interventions and call for a woman-centered 
approach. However, they have failed to translate 
effectively into clinical practice (Binfa et al. 2015; 
Vacaflor 2016). Interestingly, in almost every 
domain of health, practices are adapted as soon as 
possible to meet evidence-based medicine; but in 
obstetric care, practices continue to be consistently 
carried out against available evidence. This proves 
the problem is related to deeply embedded ways of 
conceptualizing the female physiological processes, 
female sexuality, female agency, among others. As 
Williams and colleagues point out (2018), obstetric 
violence is located “at the nexus of gender-based 
violence and clinical malpractice, and interweaves 
elements of both respectful treatment and quality 
care”, such as failure to adhere to evidence-based 
best practices. 

In this context, we believe legal frameworks which 

name and tackle obstetric violence are beginning to 

show effects. Although there have been no 

evaluations of the effects of obstetric violence laws, 

they offer a potentially promising approach to 

responding to obstetric abuse and create an enabling 

environment for change and for improving the 

quality and dignity of care. The growing recognition 

of the concept is serving as a framework for 

combating systemic failures in the proper 

implementation of maternal care, providing a 

foundation on which to build societies that protect 

the human right to dignified, quality maternity care 

(Williams et al. 2018). A strong social movement 

around gender violence in general, and obstetric 

violence in particular, is growing in the Region and 

proving to promote change. The Region is 

witnessing unprecedented grassroot feminist 

mobilizations, from the call for “Ni una menos” 

(Spanish for “not one woman less”) which spread 

from Argentina elsewhere to the recent paralyzation 
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SIMRAN SACHDEV

Legal and Social Accountability: Complementary Strategies in 
Nazdeek's Work on Maternal and Child Health

Introduction

The narrative above is only one of the many case 
studies of poor maternal health care documented by 
Nazdeek  A Matter of and compiled in the report,  "'
Life and Death: Surviving Childbirth on Assams 
Tea Plantations.” I

  The report includes findings on 
the hurdles that Adivasi women face on tea 
plantations in accessing maternal health care. If 
women experience severe anemia during pregnancy 
and are in need of a blood transfusion, they only 
receive blood if they bring a replacement donor to 
compensate for the blood used. Blood banks in the 
state lack resources to implement enough blood 
donation camps and to conduct-awareness-raising 
initiatives to motivate healthy individuals to donate 
blood. 

Nazdeek has used the collected evidence for 
advocacy for health rights, through various 

strategies ranging from advocacy with government 
agencies, raising awareness of entitlements among 
communit ies ,  t raining and working with 
community paralegals, and filing strategic 
litigation. This article describes Nazdeek's 
experience from two states in India – Assam and 
Delhi – and reflects on the complementarity of legal 
and social accountability strategies in realizing 
health rights.

N a z d e e k ' s  s t r a t e g i e s  f o r  c o m m u n i t y 
empowerment, advocacy and litigation

In the case of Assam, using the evidence generated 
through the report mentioned above, Nazdeek has 
been engaging with various state actors, including 
the Assam State Commission for Women, as well as 
the Assam State Blood Transfusion Council, which 
agreed to take prompt action on the lack of blood for 

Sangeeta* is a 27-year-old Adivasi (indigenous) woman who lives on a tea plantation in Assam. Last year, she was 
pregnant with her first child. She got a blood test done during one of her check-ups, which showed that she was anemic, 
and the doctor advised a blood transfusion. Hospitals in Assam routinely require patients to provide replacement blood 
(usually provided by a family or community member, or purchased from a professional donor) prior to giving them a 
blood transfusion. When Sangeeta was unable to arrange for blood, the doctor discharged her without giving her the 
necessary transfusion. She delivered prematurely in her seventh month of pregnancy, and five days later, the infant passed 
away. The only reason for death given by the doctor was “weakness.” After delivery, Sangeeta left the hospital and went 
to her home on the tea plantation in her husband's rickshaw with the dead body of the infant. Even though she was anemic 
and needed a blood transfusion during pregnancy, she has not received any blood tests since delivery. 

of universities in Chile demanding to tackle gender 

bias in education and create adequate protocols on 

sexual abuse within educational institutions. Within 

the gender violence discussion, obstetric violence 

has become a widely known term and several 

organizations are working solely on it. It is the case 

of the Obstetric Violence Observatories led by civil 

society groups which have been founded since 2014 

–in Chile, Argentina, Brasil, Colombia as well as 

countries from other Regions-. These Observatories 

released a common statement in 2016 declaring that 

obstetric violence has been one of the most invisible 

and naturalized forms of violence against women 

and that it constitutes a serious violation of human 

rights. 

Obstetric violence has thus become a well-known 

term in various regional contexts and is influencing a 

growing demand from the public for respectful 

maternity services. As Vacaflor (2016) points out, 

the framework of violence against women seeks to 

transform existing harmful cultural practices not 

only through the protection of women´s autonomy, 

but also through the empowerment of women´s 

participation in society. 
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women on plantations. Along with grassroots 
partners, Nazdeek has been using a community-
based approach to tackle rights violations and 
improve access to basic services at the community 
level. Nazdeek has been working in collaboration 
with local organizations in Assam for the past six 
years, and has been involved in capacity-building of 
Adivasi women and men on their basic rights and 
entitlements. Once women are trained on their right 
to safe motherhood and the variety of maternal 
health services they are entitled to, they are able to 
identify gaps in the delivery of such services. 

Community paralegals have been trained in using a  
community-based monitoring system,

ii and have 
identified and reported instances of denial of 
maternal health services. The data collected by 
community members has been used to hold 
grievance forums with government officials to 
address the violations that took place. 

While numerous grievances have been addressed 
through such forums and other forms of advocacy, 
some matters go unresolved even after multiple 
government  meetings and administrat ive 
complaints (these are usually issues related to 
budget, limited supply, or policies that need to be 
changed). After all these avenues of redressal have 
been exhausted, Nazdeek works with community 
members to file strategic litigation – if they want to 
pursue a legal course of action, in cases of denial of 
rights.  

In Delhi, this has worked very successfully. When 
administrative grievances and government 
advocacy has not proven fruitful on certain maternal 
health issues, our trained paralegals, community 
members,  and Nazdeek have collectively 
approached the Delhi High Court. We have been 
able to secure positive judgments in multiple cases 
on maternal health in the state. For example, in one 
case of five women who did not receive a maternal 
cash benefit due to them from the government, we 
worked with community members to file a petition 

in the Delhi High Court to grant them relief. All five 
petitioners were disbursed the full cash benefit 
because of this case. 

Community paralegals trained by Nazdeek most 
recently filed a petition demanding that Anganwadi 
Centers (where pregnant women receive key health 
and nutritional services) be opened in a government 
resettlement colony, where such facilities should 
have been functional before residents were moved 
into the colony. While hearings are still ongoing, 
two Anganwadi Centers have been opened in the 
community due to the case.

Effectiveness of litigation in different contexts 

While litigation strategies have worked quite well in 
Delhi, they have been much more challenging to 
implement in Assam. Lawyers file petitions, but 
nothing happens with the cases. While we have 
worked with community members to file a few cases 
in Assam, they have been stalled at the Guwahati 
High Court. In 2014, community paralegals 
informed Nazdeek of an instance of maternal 
mortality, where a woman died after giving birth at a 
government hospital. The woman was not provided 
health care in a timely manner, health care facilities 
were ill-equipped, and there was negligence by 
hospital staff – all of which ultimately led to her 
untimely death. We filed a petition at the Guwahati 
High Court on behalf of the woman's husband. The 
case seeks compensation for the petitioner, as well 
as effective utilization of government budget for 
improvement of hospitals and blood banks to avoid 
similar instances of maternal death in the future. 
There have been only four hearings on this case 
since 2014. It has been four years and no real action 
has been taken, and there has been no judgement on 
the requested relief.

In Delhi, when one files a case, it gets listed. In 
Assam, if one files a case, it does not get listed 
unless one goes in front of a judge and pushes for it. 
It is clear that the court system in Assam will not be 

as seamless and receptive as it is in Delhi. However, 
it is vital to continue filing cases when issues are not 
resolved at the advocacy level, and to continue 
seeking improvement in the functioning of the legal 
system. 

Conclusion

Nazdeek's work suggests that a combination of 
strategies on the ground is required in order to 
realize health rights. Rights-based trainings, 
community monitoring, documentation of rights 

violations, advocacy, grievance forums, and 
litigation are what can holistically improve maternal 
health and hold the government to account. 
Litigation is an important component, but its 
limitations must be recognized in each context. 
Further, the positive outcomes of litigation must 
feed into community empowerment strategies and 
other advocacy efforts to truly make an impact.

*The name of the woman has been changed to 
protect her privacy.
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FATIMA L. ADAMU AND ZAINAB A. MOUKARIM

Addressing Female Health Worker Shortage in Northern Nigeria: 
Community Level Accountability 

Introduction

The dual centres of power continue to exist in many 

African countries where the traditional system of 

authority flourishes side by side with state power.  

These systems are often used by state leaders in 

Northern Nigeria to push their agendas that 

communities view as suspicious, such as polio 

eradication. The recognition of this traditional 

power, especially in the context of reproductive 

health, is critical as social norms are set by traditional 

power holders. By extension, it is essential that this 

power be challenged and community leaders also be 

held accountable in realizing reproductive health 

rights. This understanding has greatly influenced the 

“Women for Health” community engagement 

approach, which this article describes. The Women 

for Health 1
(W4H) programme (2012-2020 ), funded 

by DFID and implemented by 2
DAI Global Health , 

is facilitating six state governments in Northern 

Nigeria to increase the female health workforce as 

well as retain them. W4H focuses on midwives, 

female nurses, community extension workers and 

their deployment in rural health facilities for 

maximum impact and reduction of maternal 

mortality. This paper shares the approach of W4H in 

stimulating community leaders to become 

accountable and responsible for support in 

increasing frontline health workers from the 

community, rather than waiting for the government 

to post health workers.

1 https://www.dai.com/our-work/the-projects?filter=global-health
2
 https://www.dai.com/

The problem

Though wielding the largest health workforce in 

Africa, Nigeria still ranks 7th among 49 countries 

classified as facing a critical shortage of health 

workers by WHO. The distribution of health 

workforce in Nigeria is skewed towards urban areas, 

southern parts, in tertiary health care services; and in 

delivery and curative care (Nigeria HRH Profile 

2008).

The maternal and child mortality rates in both North 

East and West Nigeria are above the national 

average, with North East experiencing 155 maternal 

deaths per 1000 live births- ten times higher than the 

South West, which has 17 maternal deaths per 1000 

live births. The contraceptive use statistics also show 

a s imilar  asymmetry in the regions.  The 

Contraceptive Prevalence Rate in the North West is 

3.6% and 2.7% in the North East, compared to 0.5% 

in the W4H implementing states of Kano and Yobe. 

The efforts of the government to address the issue of 

unequal distribution of health workers between 

South and North, urban and rural regions through 

different schemes like the Midwifery Compulsory 

Service Scheme, which involves rural posting 

allowances, and - the community midwifery 

schemes and task shifting have recorded limited 

success. Most of the female health workers deny 

postings outside the state capital, citing marital and 

family reasons. A snap study of 24 nurses, 

midwives, and their spouses in W4H states, shows 

75% of partners did not permit their wives to take a 

rural posting.  

“No matter the incentive my husband will not permit 

me…No incentive will compensate for my children's 

education”- Midwife in W4H state, (PRRINN-

MNCH, 2011.)
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Some socio-cultural factors also prevent women 

from taking the postings in the far off areas. There 

are concerns that, prolonged absence from the house 

may lead to a possibility of the husband taking 

another wife, and it may reduce the influence of the 

woman in the household besides being accused by 

the in-laws of neglecting the husband and children.  

Majority of young women in the region miss out on 

the educational opportunities due to early marriages. 

The average age at first marriage for women in the 

North West is 15.7 years and is 15.9 years in the 

North East (NDHS, 2013) with the percentage of 

child-bearing at this age, being 32.1% and 35.7% 

respectively.   Education can facilitate progress into 

any form of career but often early marriages reduce 

educational or training opportunities for women in 

these areas. In such a context, pursuing a health 

career is a struggle, daunting, particularly given that 

social norms in rural areas of Northern Nigeria 

prohibit women from receiving care from male 

health workers. 

A community leader in a W4H state stated:

“I visited a health facility in this community where a 

male health worker was attending to a woman after 

delivery. There was a lot of intimacy in the process 

which is not acceptable in our culture and in our 

religion. That's - when I decided my wife will never 

give birth in these facilities.” (Women for Health, 

2016)

Holding Communities accountable

Confronted with these realities, W4H adopted an 

approach that holds communities responsible for 

generating a cadre of own health workers. 

Community participation is widely recognised as 

essential for the success and sustainability of 

projects. This participation is often defined and 

practiced in a narrow sense without consideration to 

the power structures and relations within the 

community. Communities are used to waiting for 

government and non-government actors to deliver 

on their needs. Very often, community mapping is 

conducted to delineate who is who and who has 

what power to secure 'buy-in', rather than to 

facilitate holding those with power accountable. 

Many challenges in reproductive and maternal 

health are community related - yet when searching 

for a solution, their role is not explicitly defined.

The Foundation Year Programme (FYP) is designed 

as a strategy to enable young women to pursue 

education as per the required standards as well as to 

engage communities generate a cadre of female 

health workers, and ensure that the young women 

return to serve the communities. Community 

leaders, in collaboration with Local Government 

Authorities, are responsible for identifying, 

nominating, interviewing and sponsoring, 

promising young women to graduate as health 

workers. 

Two courses have been established in the FYP, a 

nine-month Bridging Course for those who have not 

achieved five credits in the school exams and a 

three-month Preparatory Course for those who 

already have five credits, to prepare them for the 

entry process for the training schools. Those in the 

Bridging Courses get promoted automatically to the 

Preparatory Course. Till December 2017; 1,951 

young women from 912 communities were enrolled 

in the FYP. Out of 1951, 183 have graduated and 130 

are due to graduate by the end of 2018. 

There is a higher number of health facilities in rural 

areas and towns in the region relative to the doctors, 

nurses and midwives required in them. A health 

facility serves catchment communities comprising 

of 10,000 - 50,000 people. In the FYP, health 

facilities without resident frontline health workers 

were identified. Catchment communities were 

mobilized to participate in discussions, focusing on 

the benefits and challenges of supporting the 

creation of -local, reliable female health workforce. 

If communities rely on female health workers from 

urban or distant areas, they run the risk of losing the 

health worker, if she is denied travel or asked to 

leave the job by her spouse. In such a situation the 

community is ultimately accountable for generation 

of reliable female health workforce, which is 

capable of meeting the needs of local women. 

Within the context of such a social contract, a 

collective sense of responsibility gets developed. 

Consent forms are signed not only by the young 

female participants and their family members, but 

also by community leaders. This commitment 

includes financial, logistical, emotional and social 

support to the FYP participants since their induction 

in the educational programme till  their deployment 

as health workers. The - agreement bond sets out the 

responsibilities of each partner as follows1) State 

Ministries of Health to accept all FYP students who 

pass the entrance examination, into nursing, 

midwifery or Community Health Extension 

Workers training at Health Training Institutions 

upon completion of the FYP; 2) State Ministries of 

Health and Ministry of Local Government to offer 

full time, pensionable appointments to students 

upon completion of training; 3) FYP students to 

commi t  t o  r e tu rn  t o  work  w i th in  t he i r 

communities/Local Government upon completion 

of the training.

Effectiveness of the strategy

In the first two years resistance from spouses and 

parents of the female health workers was observed. 

The male partners and parents desired that the 

female health workers should withdraw from their 

tasks. Some husbands were ridiculed and called 

names such as dankwali ya jawo hula (scarf drags 

hat; means the husband cannot say No to his wife 

and she has total control over him), mijin 

ungwazoma (husband of a birth attendant) and were 

labelled 'yes ma' husbands(means that he follows 

her to where ever she goes, she moves and he 

follows) W4H has recorded two cases of 

withdrawal, while there have also been cases of 

FYP participants' male partners becoming 

polygamous or seeking divorce on the grounds of 

their wife's absence. Religious and community 

leaders have helped to mitigate some of these 

challenges through mediation. These leaders have 

helped the programme to identify key messages 

from religious texts to emphasise upon the 

importance of women working to save lives and 

also helped to spread the reach of these messages to 

rural communities. Mosques and other preaching 

platforms have been used to share messages on the 

importance of getting communities involved in 

generating a cadre of health workers, from the 

community itself. 

The communities continue to support their young 

women. As these young women graduate, it takes 

time for the state governments to recruit and post 

them in their communities. However communities 

have mobilized, with support of W4H, have become 

pressure groups and are collaborating with their 

state assembly members to pressure the government 

to honor the bonding agreements. While, some 

communities provide transport and security 
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DEEPA JHA & APARAJITA GOGOI 

What Women Want? 
 Amplifying Women's Voices to Improve Quality of Maternal Care 

Women's reproductive and maternal health is an area 

of significant concern for government and civil 

society, as maternal mortality and morbidity 

continue to be high in the country. Although recent 

data shows that there has been a decline of 22% 

India's of Maternal Mortality Rate (MMR) to 130 

deaths per 100,000 live births (SRS 2016), India still 

faces problems of equity and maternal morbidity. 

Policies for improving maternal health in the 

country like Janani Suraksha Yojana (JSY), one of 

the world's largest conditional cash transfer 

programs has seen the country witness a dramatic 

rise in the number of health facility births. 

Institutional delivery has increased from 38.7% to 

78.9% in the last 10 years. However, the increase in 

institutional deliveries has also resulted in massive 

overcrowding at higher-level health facilities, 

posing a challenge for provision of quality care. 

Although there are several policies and guidelines to 

ensure quality of care, many women in India often 

feel that they are not in a good position to influence 

the type and quality of services they receive and their 

expectations are not met. 

Why women's perception on Quality of Care is 

important:

In an attempt to ensure inclusion of women's 

perceptions on quality of care, White Ribbon 

Alliance India's (WRAI)  advocacy for Quality, 

Equity and Dignity is intended to link with the roll 

out of the WHO Quality of Care Framework, and the 

effort takes forward the implementation of the Every 

Newborn Action Plan (ENAP) and Strategies 

towards Ending Preventable Maternal Mortality 

(EPMM) to achieve the goals of the Global Strategy 

endorsed during the 8th  World Health Assembly. 

Honoring women's needs and asks from health 

services is a core value of women centered services, 

for which understanding women's perceptions of 

and experiences with services is critical. Further, a 

woman's perception of the quality of care she is 

likely to receive during labour and delivery 

influences her decision on whether to seek facility-

based health care, and it is therefore important to 

look at what quality of care means from the woman's 

perspective. Most accreditation agencies tend to 

focus on measuring facility infrastructure, human 

resources, and safety measures. Some more 

advanced schemes look at clinical measures, but few 

assess the quality of care through lenses most 

relevant to the woman and her family. Few examine 

aspects of care such as how the woman was treated 

by facility staff, whether care was given in a timely 

fashion, or whether the facility was clean. 

WRAI understands that women, especially the ones 

living in rural areas of the country, face multiple 

challenges with maternal healthcare services. 

Hence, it is important to engage women directly and 

understand the change they would wish for in terms 

of a better maternal healthcare service, routing 

towards equity and dignity for all women.

WRAI's initiative on Hamara Swasthya Hamari 

Awaz :

Many women of reproductive age group receive 

services from public health facilities, health centers 

and hospitals for their reproductive and maternal 

health needs.  The core of the health care she 

receives is Quality.  Quality of care is considered a 

services for the FYP qualified nurses and midwives 

to provide outreach services and to work at night. 

Even as the program began as an effort to address the 

health workforce shortage, its impact has been far 

reaching. Perhaps the most important effect of the 

programme is its influence on how parents now 

perceive girl's education as a significant issue. A 

community leader in one of the communities noted, 'I 

am encouraged by this initiative of FYP, especially 

as it relates to the issue of girl-child education. We 

are not taking girl-child education seriously; perhaps 

that explains why we are facing a lot of difficulties. 

We don't have female health workers to attend to our 

women in our health facilities and in schools '(Daily 

Trust Newspaper, December 5: 29). Similarly, many 

of the FYP graduates have attested to change of 

attitudes towards girls'  education in their 

communities. This change further reinforces the 

need to look at gender equity in all spheres while 

working with communities, rather than adopting a 

narrow approach of increasing reach of health 

programs.
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key component of the right to health, and the route to 

equity and dignity for women and children. 

With the objective of amplifying women's voices, 

their needs and priorities, WRAI initiated a 

Campaign in 2017 'Hamara Swasthya, Hamari 

Awaz' which means 'Our Health, Our Voices'. This 

campaign reached out to around 1,50,000 women 

directly to understand what they would need for 

quality maternal healthcare in India and engaged 

with women directly to put forward their one Ask to 

improve reproductive and maternal health in the 

country. WRAI members voluntarily collected these 

asks from women across the country during their on-

going programs. Women participating in the 

campaign were informed about the details and the 

purpose of collection of their asks. Anonymity was 

maintained and data privacy was put in place. 

WRAI members have spoken to 1,43,556 women 

across 24 states and UTs directly about their 

expectations on quality. Women from different parts 

of the the country, have spoken and submitted their 

asks. WRAI aspires that Quality of Care - as seen 

from the woman's perspective- is brought into the 

forefront and influences the health system to 

improve quality in maternal and reproductive health 

services. Responses received are in various 

languages, handwritten and sometimes entered in 

data sheets. WRA India Secretariat, partners and 

members have translated and collated these 

responses in one data sheet and analyzed them.

 

Findings : What do Women Want?

The findings indicate that a sizeable 36% of the 

women have asked for access to maternal health 

entitlements, services and supplies, 23% women 

asked for -services to be provided with dignity and 

respectful care. This implies that about 4 out of 

every 10 women registered their asks for access to 

maternal health services such as free medicines and 

medical examinations, access to blood banks, post-

natal care etc. 20% of the women seek availability of 

health providers while 16% seek clean and hygienic 

health facilities. Analysis also highlights that 2 out 

of every 10 women who participated in the 

campaign desire respectful behaviour by health 

providers; no discrimination on basis of  caste or 

religion,; one bed per woman in a ward; a birth 

companion during del ivery;  privacy and 

confidentiality during check-ups and treatment; 

fixed visiting hours and a visiting room to ensure 

privacy; complete information and  counselling; 

clean toilets and labour rooms; availability of 

skilled doctors, specialists and frontline health 

workers among others.

Taking the findings to the Policy makers :

On the eve of National Safe Motherhood Day 2017, 

the findings were presented by the Women from 

India to the Union Health Minister, and Members of 

Parliament during a national meeting in New Delhi. 

Action points presented to the minister included the 

following:

1.  Invest  in generating awareness of entitlements to 

ensure that all entitlements are known and accessed 

by women

2.  Improve time bound payments to ensure that 

women fully access the entitlements

3.  Strengthen monitoring mechanism to track 

dispersal of all  entitlements

4.  Create a cadre of professional midwives and 

trained doctors and specialists to ensure 24X7 

availability of providers 

5.  Commit to  Zero Tolerance for abuse, to ensure 

that women receive respectful care without 

discrimination and abuse

6.  Incorporate respectful care in Quality Assurance 

Guidelines and adopt the RMC charter

7.  Form  Swachh Bharat Abhiyan (Clean India 

Campaign) flying squads to conduct surprise visits 

to check cleanliness and hygiene in toilets, wards, 

and labour rooms

8.  Make display of free services and supplies 

mandatory at facilities to ensure easy access to 

information. 

Results of the Campaign:

Responding to these asks, the Health Minister 

committed on willingness to look at instituting a 

stronger feedback mechanism and action on 

submission of cases of denial, abuse etc., to be 

submitted as evidence to the Ministry. 

At the local levels too, these asks were analysed and 

presented to the respective elected representatives 

of that area at state and district meetings.  Women 

participating in the campaign submitted “maang 

patra” (charter of demands) as result of which local  

level actions were taken, such as, Member of 

Parliament allocating funds for buying ambulances, 

Member of Legislative Assembly committing to 

hold dialogue with health providers on system 

strengthening in that area, and many more. At 

village level, there were government orders issued 

for conducting 20  Mahila Gram Sabhas  during 

April-May 2018 where more than 1500  women 

participated and about a 100 proposals made by 

women, out of this, 20 resolutions passed by Gram 

Sabha to address demands made by women. 

Scaling up to a global campaign: 

Building on White Ribbon Alliance India's powerful 

campaign—Hamara Swasthya, Hamari Awaz— 

which amplifies the voices of women and distills 

their responses into a ten-point advocacy agenda, 

What Women Want, the scaled up global campaign, 

was launched on the occasion of International Day 

for Maternal Health and Rights i.e. on 11th April 

2018 . What Women Want aims to hear directly from 

at least 1 million women and girls worldwide about 

how they define quality maternal and reproductive 

healthcare. 400 CSOs have registered from across 

the world to participate in the survey and bring 

voices of women and girls on their demands for 

health. What Women Want aims to:

1. Educate and empower individuals about the 

importance of quality, equity and dignity in women's 

and girls' healthcare

2. Support women and girls to demand access 

to high-quality and dignified care and

3. Place women's and girls' self-articulated 

needs at the center of health policies, programs and 

accountability.   

What Women Want will grow the global movement 

for quality healthcare for women and girls. At the 

same time, it will help governments, health 

professionals, private providers and civil society 
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organizations better understand what is most 

important to women and girls when it comes to their 

healthcare and to push for change within countries 

and communities.

The findings will be aggregated for a global picture 

of what women and girls' want and disaggregated by 

country. Findings will be distilled into global and 

national advocacy agendas that reflect the top 

healthcare “asks,” including recommendations for 

improving quality, equity and dignity for health. The 

campaign is exploring its ability to provide 

disaggregated results at the sub-national level to 

inform localized action and help governments focus 

their human and financial resources in a way that will 

enhance health services, improve health outcomes 

and strengthen health systems. 

Replication of the campaign: Taking the learning 

from the Hamara Swasthya Hamari Awaz campaign, 

What Youth Want is a soon to be launched campaign 

to engage adolescents on their better reproductive 

health by the Centre for Catalyzing Change (C3 

India). This aims to reach out to larger geography 

and partners.

Challenges/ Learnings : 

Campaigns like hamara Swasthya, hamari awaz  

have a lot of potential because they amplify women's 

voices which are directly reflected in the asks. The 

voluntary nature of campaign is a strength but 

sometimes unpredictable vis a vis the final volume of 

data hence making data analysis resource and time 

intensive.  This proved to be a challenge because 

data had to be used in a timely manner. Further, WRA 

members had to be constantly kept engaged and 

encouraged on participating in the surveys. Strong 

follow up mechanism has to be in place for ensuring 

actions on commitments made. 

Conclusion: Listening to women and girls is a 

crucial step towards ensuring their better health 

outcome as well as gender equality. Platforms like 

Hamara Swasthya Hamari Awaz not only empower 

women to speak for their health, but also give a 

powerful evidence that engages them directly to 

influence quality of care. 

About  WRAI : 

The White Ribbon Alliance for Safe Motherhood, 

India is an alliance of maternal health advocates 

committed to reducing maternal mortality and 

morbidity in India. We unite individuals, 

organizations and communities to make pregnancy 

and childbirth safe for all women and newborns. 

Ours is a movement that builds alliances, 

strengthens capacity, influences policies, harnesses 

resources, inspires volunteerism, and motivates 

action to protect the lives of women and newborns in 

India (www.whiteribbonallianceindia.org).

About Authors:

Deepa Jha is Senior Program Officer at Centre for Catalyzing Change. 

Aparajita Gogoi is the Executive Director of Centre for Catalyzing Change and National Coordinator, WRAI

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 Open Society Foundations (OSF). 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, Country Director, CMMB, Peru (Latin America)

RENU KHANNA, Member (South Asia)
Founder Member, SAHAJ Society for Health Alternatives, Baroda

WALTER FLORES, Member (Latin America) and Ex-Global Convener
Centro de Estudios para la Equidad y Gobernanza en los Sistemas de Salud (Center for the 
Study of Equity and Governance in Health Systems)-CEGSS, Guatemala

MOSES MULUMBA, Member (East Southern Africa)
Centre for Human Rights and Development (CEHURD), Uganda

BORJAN PAVLOVSKI, Member (East Southern Europe, The Balkans)
Association for Emancipation, Solidarity and Equality of Women (ESE), Macedonia

EDITORIAL TEAM
Abhijit Das- CHSJ, India, Global Convener COPASAH
E. Premdas Pinto - CHSJ, India, COPASAH-Global Secretariat Coordinator
Renu Khanna - SAHAJ, India
Walter Flores - CEGSS, Guatemala
Sambit Mohanty & Surekha Dhaleta– CHSJ, India, COPASAH Communication Hub



24 25

organizations better understand what is most 

important to women and girls when it comes to their 

healthcare and to push for change within countries 

and communities.

The findings will be aggregated for a global picture 

of what women and girls' want and disaggregated by 

country. Findings will be distilled into global and 

national advocacy agendas that reflect the top 

healthcare “asks,” including recommendations for 

improving quality, equity and dignity for health. The 

campaign is exploring its ability to provide 

disaggregated results at the sub-national level to 

inform localized action and help governments focus 

their human and financial resources in a way that will 

enhance health services, improve health outcomes 

and strengthen health systems. 

Replication of the campaign: Taking the learning 

from the Hamara Swasthya Hamari Awaz campaign, 

What Youth Want is a soon to be launched campaign 

to engage adolescents on their better reproductive 

health by the Centre for Catalyzing Change (C3 

India). This aims to reach out to larger geography 

and partners.

Challenges/ Learnings : 

Campaigns like hamara Swasthya, hamari awaz  

have a lot of potential because they amplify women's 

voices which are directly reflected in the asks. The 

voluntary nature of campaign is a strength but 

sometimes unpredictable vis a vis the final volume of 

data hence making data analysis resource and time 

intensive.  This proved to be a challenge because 

data had to be used in a timely manner. Further, WRA 

members had to be constantly kept engaged and 

encouraged on participating in the surveys. Strong 

follow up mechanism has to be in place for ensuring 

actions on commitments made. 

Conclusion: Listening to women and girls is a 

crucial step towards ensuring their better health 

outcome as well as gender equality. Platforms like 

Hamara Swasthya Hamari Awaz not only empower 

women to speak for their health, but also give a 

powerful evidence that engages them directly to 

influence quality of care. 

About  WRAI : 

The White Ribbon Alliance for Safe Motherhood, 

India is an alliance of maternal health advocates 

committed to reducing maternal mortality and 

morbidity in India. We unite individuals, 

organizations and communities to make pregnancy 

and childbirth safe for all women and newborns. 

Ours is a movement that builds alliances, 

strengthens capacity, influences policies, harnesses 

resources, inspires volunteerism, and motivates 

action to protect the lives of women and newborns in 

India (www.whiteribbonallianceindia.org).

About Authors:

Deepa Jha is Senior Program Officer at Centre for Catalyzing Change. 

Aparajita Gogoi is the Executive Director of Centre for Catalyzing Change and National Coordinator, WRAI

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 Open Society Foundations (OSF). 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, Country Director, CMMB, Peru (Latin America)

RENU KHANNA, Member (South Asia)
Founder Member, SAHAJ Society for Health Alternatives, Baroda

WALTER FLORES, Member (Latin America) and Ex-Global Convener
Centro de Estudios para la Equidad y Gobernanza en los Sistemas de Salud (Center for the 
Study of Equity and Governance in Health Systems)-CEGSS, Guatemala

MOSES MULUMBA, Member (East Southern Africa)
Centre for Human Rights and Development (CEHURD), Uganda

BORJAN PAVLOVSKI, Member (East Southern Europe, The Balkans)
Association for Emancipation, Solidarity and Equality of Women (ESE), Macedonia

EDITORIAL TEAM
Abhijit Das- CHSJ, India, Global Convener COPASAH
E. Premdas Pinto - CHSJ, India, COPASAH-Global Secretariat Coordinator
Renu Khanna - SAHAJ, India
Walter Flores - CEGSS, Guatemala
Sambit Mohanty & Surekha Dhaleta– CHSJ, India, COPASAH Communication Hub



26 25

SUB - THEMES

Community action in governance and accountability for health systems 
strengthening 
Improving access to quality health services for the  indigenous, 
excluded, vulnerable communities and those in fragile contexts 
Revisiting reproductive health – completing the unnished agenda of 
securing reproductive health rights for all
Setting the framework and agenda for people centrered accountability 
of private and corporate health care sectors
Forging alliances between the community and the health care workers

Symposium vente
16-18 October 2019

Satellite essionss

15 October 2019 

30 April 2019 
Announcing selection

31January 2019 

Last date for receiving 
participation applications 

1 November 2018 
Call for participation 
opens 

KEY DATES

PUBLISHED BY CENTRE FOR HEALTH AND SOCIAL JUSTICE
GLOBAL SECRETARIAT & COMMUNICATION HUB FOR COPASAH

BASEMENT OF YOUNG WOMEN’S HOSTEL NO 2, AVENUE 21, G BLOCK, SAKET - 110017, INDIA
www.copasahglobalsymposium2019.net, Email: copasahsymposium2019@gmail.com

f t b
facebook twitter blog

COPASAH GLOBAL SYMPOSIUM 2019

For private circulation only


