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1. Introduction

Country Situation

India is a parliamentary democracy with a federal structure comprising of 29 states and 7 Union Territories. The states have considerable power and are responsible for organizing and delivering healthcare services to its residents (healthcare, public health, hospitals and sanitation). The central and state governments are jointly responsible for medical education, national disease control, and family planning programs. The country’s population was 1210 million in 2011 (623 million males and 587 females) and Sixty nine percent of the population live in rural areas (Census of India 2011).

The latest National Health Policy - NHP 2017, envisages “the attainment of the highest possible level of health and well-being for all at all ages, through a preventive and promotive health care orientation in all developmental policies, and universal access to good quality health care services without anyone having to face financial hardship as a consequence” [1]. The policy aims to progressively achieve universal health coverage through free, comprehensive primary health care services, for all aspects of reproductive, maternal, child and adolescent health and for the most prevalent communicable, non-communicable and occupational diseases in the population.

India’s health system has a significant presence of both the public and private sectors. Despite a wide network of government primary, secondary and tertiary care facilities across all Indian states, the government health system is poorly resourced. As a result the out of pocket expenditure (OOPE) on health is very high.

The overall approach to sexual and reproductive health (SRH) in the country has been narrow. Since 2005, SRH has come to stand for institutional deliveries, antenatal coverage and immunization at the primary health centre (PHC) level. The focus has been largely to reduce maternal mortality through promotion of institutional deliveries. Over the years, dependence on private sector has increased due to limited or lack of availability of government health services for safe abortion, reproductive morbidities and adolescent health as envisaged within the national reproductive health programs [2]. Thus, the healthcare system fails to address a range of SRH issues.

Abortion has been legal since 1971 and the Medical Termination of Pregnancy (MTP) Act that was formulated in 1971 allows termination up to 20 weeks of gestation. The amendment of the Act in 2002 has given the scope to increase the number of approved medical facilities through simple approval procedures. The Act allows medical abortion till 49 days of gestation while the Mifepristone-Misoprostol combi-pack is approved by Drug Controller General of India for use till 63 days of gestation The six major grounds on which abortion is legally permissible are: to save a woman’s life, to preserve a woman’s physical health, to preserve a woman’s mental health, in case of rape or incest, in case of foetal impairment and for contraceptive failure in married woman.

Post 2014, there is an atmosphere that discourages criticism and dissent. Many think-tanks partially or fully funded by the government are being under-funded and progressive civil society does not have space to voice its concerns. Human rights activists are often subject to intimidations for defending the rights of others. There are many instances of suspension of the registration that permits receipt of foreign-funding of human-rights organizations and progressive academic and civil-society organizations, a tactic of the government to silence those advocating civil, political, social and economic concerns that contest the government’s views.


Critical issues at the country level: 
Indians are living through a period of unprecedented economic inequality in more than a century. In 2017, 73 per cent of the wealth generated in the country went to the top 1 per cent of the population, while the poorest 50 per cent were able to corner only 1 per cent of the wealth. We as a country boast of our 101 billionaires, while 224 million people live below the poverty line of US$ 1.90 per day [3]. 

Alongside the widening wealth gap, there are significant and persisting inequities in health as a result of socio-economic position, gender, and socially constructed vulnerability as in case of Dalits and Adivasis, persons living with physical and mental disabilities; those living with HIV and AIDS; internal migrants; and the elderly, among others [4]. Life expectancy of women in the dalit caste is lower than that for women from other castes by as much as 14.6 years [4]

Growth of religious and cultural fundamentalisms has had a direct impact on respect for women’s liberty and autonomy. Strict control over women’s mobility, dress codes and interactions with members of the opposite sex have been accompanied by “kangaroo” -courts, ruling against inter-caste or inter-faith marriages, witch hunting and honour killings. The modest advances towards gender equality made during the previous decades are under threat.

India ranks 108 out of 144 countries on the Global Gender -gap Index 2017. While gaps in labour force participation and education had narrowed over the past decades, there is a long way to go. Only 27 per cent of Indian women are in the paid labour force, and except for a miniscule minority holding leadership positions in elite institutions and government, most women work in poorly paid and onerous jobs [4, p.176]. There are significant male-female gaps in health. India is among the few countries of the world with a higher female than male mortality in infancy and childhood. While life expectancy for women exceeds that for men, life expectancy of women in the dalit caste is lower than that of dalit men by 6 years [4].

Another important change happening is vis-à-vis the country’s population structure. Fertility has been steadily falling and was 2.3 in 2016 [2], with wide rural-urban variations and differences across states. The proportion of elderly in the population is rising. Because population control is no longer a concern in many Indian states which have achieved replacement fertility, healthcare providers no longer feel obliged to provide safe abortion services in the larger interest of curtailing India’s run-away population growth. And the growing proportion of older women and men in the population has brought with it a new generation of SRH concerns (e.g. sexual health issues related to diabetes), which have not even begun to be acknowledged.

On the other hand, the public health system, weakened by decades of under investment, has failed to fulfil its expected role of protecting the poor and marginalised from inequities induced by the market mechanism. Sexual and reproductive health services except maternal healthcare, are available predominantly from the private health sector, incurring considerable OOPE.

Abortion: Country Situation, Critical Issues and Attempts to Ensure the Right to Safe Abortion 

Abortion is widely prevalent in India. In 2015, a study documented 15.6 million abortions that were performed in India [6].  A majority of abortions (81%) in this study were carried out using medication abortion, obtained either from a health facility or another source, though medical abortion over the counter is not legally allowed in India and is supposed to be available only on prescription. Fourteen per cent of abortions were reportedly performed surgically in health facilities, and the remaining 5 per cent were performed outside of health facilities using other, typically unsafe, methods. Deaths from unsafe abortions are estimated to be around 8 per cent of all maternal deaths. However, a hospital-based study over a 15-year period reported the proportion of abortion deaths to be as high as 17 per cent [17]. Abortion-related complications appear to be disproportionately suffered by women from lower castes [10].
	
There is limited availability of safe abortion services in public sector although all public facilities are approved MTP centres by law. Although abortion services are to be provided at the PHC level, these do not exist even in well-functioning health systems such as Tamil Nadu (TN). Inefficiencies exist in the private institutions too, given the overall lack in trained professionals and cumbersome approval and certification mechanisms that vary in different states. Unawareness and misperceptions are common across stakeholders. According to one study, an intense public focus on sex-selective abortions led to widespread misperceptions that all abortions are illegal; and 95 per cent women in yet another study conducted in Jharkhand in 2012 were unaware that abortion is legal in India [19, 20]. Misperceptions, that the husband’s consent is required has created a situation where women were less likely to terminate a pregnancy, according to a study in Rajasthan [12]. A detailed and critical review of abortion studies in India between 2000 and 2014 is available [13]. 

The close interplay between three factors has shaped the abortion scenario in India. The first is the predominance of permanent methods of contraception. A little over 50 per cent of women of the reproductive age 15-49 years used modern contraceptive methods in 2015, of which 80 per cent women were those who underwent sterilization [6]. Sterilization is the most desired method of contraception for many women, who have no experience or encounter with most spacing methods.  This explains the need for abortion services – women tend to use abortions to space pregnancies. The latest study on abortion conducted in 2015 reports the abortion rates as 47 per 1000 women, and unintended pregnancies at the rate of 70 per 1000 women aged 15-49 in the country [6]. 

The second factor is the early age at marriage. A little over 36 per cent of women are married before they are 20 years old [6]. More than 50 years of the family planning propaganda has firmly established the small-family norm among a vast majority of women, and at the same time, modern spacing methods of contraception are neither widely available, nor desired even when available. This leads to a large number of unwanted or mistimed pregnancies and the need for abortion. Lack of comprehensive sexuality education and lack of access to contraception makes abortion the only way to prevent an unwanted pregnancy, for many adolescents and young women. 

While the above two factors increase the need for induced abortions, availability of safe abortion services is under threat because of the decline in the child sex ratio (0-6 years) [7], and the attribution of this to abortions after sex determination. Programmatic emphasis on ‘save the daughters campaign’ has impacted the provision of safe abortion services in most Indian states. Sting operations targeting providers of ultra-sound scanning and abortion services and consequent prosecution has created an atmosphere of fear among the providers to provide any abortion services, especially second trimester abortions. All these impact women’s Sexual and reproductive health rights (SRHRs) in manifold ways. Being a woman from poor and/or marginalized communities such as Dalit, Adivasis, or being single, adolescent, HIV positive compound the difficulties that almost all women face.  

The current situation regarding safe abortion service availability in the country is even more disconcerting. Over the past five years or so, there appears to be a growing intolerance of induced abortions among healthcare providers. Many anecdotal reports exist, of women being denied abortions and instructed to continue with their pregnancy. There are a growing number of court cases being filed for seeking abortion for child survivors of rape. In many instances medical opinion has not supported abortion over continuance of pregnancy, resulting in children giving birth to children, with traumatic consequences to their lives and wellbeing [8, 9]. There are also cases being filed by pregnant women beyond 20 weeks of gestation in case of fetal abnormalities detected in later gestational stages. While some of them were progressive judgments favouring abortion in the light of women’s health [25], others have resorted to the language of the rights of the foetus [10], a deviation from the actual MTP Act, which premises the termination of a pregnancy on women’s health. 

Abortion: Gaps in Understanding the Issues and Addressing the Issues

In India there are many gaps in our understanding of the barriers to safe abortion services. One, we do not have adequate data on actual availability of safe abortion services in the public and private sectors. Two, while there is a perception of growing anti-abortion sentiments in the country, we do not know enough about who have these and why they may be opposing the availability of abortion services. Three, there are studies and reports indicating health providers’ opposition to provision of safe abortion, but not whether they would support it under specific conditions. Four, we need to understand better how local community leaders, both women and men, perceive abortion. Fifth and most important, we do not have an idea as to whether civil society organisations – even those working on health and gender – would support abortion as a women’s right. Without a fair understanding of these issues, meaningful advocacy would be difficult for safe abortion as women’s right. 

Advocacy to promote access to safe and high-quality abortion services has to be based on state-specific strategies. These strategies would be premised on the history of policies and interventions related to safe abortion (or prevention of sex-selective abortion) in the state; availability of and access to health services, specifically safe abortion services in the public and private sector; the needs and experiences of marginalised groups in the state and the cultural sensitivity and norms surrounding abortion practices. It is also important to map key actors and their positions related to promotion of safe abortion services. There is a need to bring in different stakeholders and it necessitates the presence of networks at the community level, health administration and medical professionals.

Introduction to the Organisation 

CommonHealth - Coalition for Maternal-Neonatal Health and Safe Abortion, constituted in 2006, is a multi-state coalition of organizations and individuals working to advocate for better access to sexual and reproductive health and health care, with a specific focus on maternal health and safe abortion. One of its prime objectives is to mentor and build capacity of CommonHealth members and other advocates to hold the health system accountable for universal access to good quality reproductive health services, including safe abortion services. It brings voices from diverse constituencies to influence discourse at the national level. These are achieved through advocacy efforts in states where CommonHealth members have mobilised local communities and partners[footnoteRef:1].   It also focuses on mobilising a new generation of advocates representing different sectors, both at state and local levels by moving away from isolated areas of functioning to building synergies that strengthen advocacy within and across states. It was among the first to put forth the agenda for “Creating Common Ground” between activists working to prevent sex-selective abortions and those working to promote access to safe abortion, in order to expand the constituency supporting the demand for safe abortion services. CommonHealth partnered with CREA with support from the Safe Abortion Action Fund (SAAF) to build the capacity of a core group of women’s rights advocates and abortion service providers. This core group of change-makers, ‘the champions’ - with support through various actions, were empowered to sustain the right of women to access to safe abortion. [1: As of August 2017, we have 29 institutional members and 208 individual members from around 20 Indian states.] 




2. Overview of National Baseline 

National Baseline Research Objectives and Research Questions  

Research Objectives
1. To generate evidence on the availability of affordable and safe abortion services in the public and private health sectors, and its consequences for women. 
2. To get an overall picture on the extent of support for safe abortion from the government and from Civil Society Organisations (CSOs) 
3. To understand the perspectives of different actors on abortion as women’s right

Research Questions
1. What is the context and who are the actors influencing public attitudes to safe abortion in the sample states?
2. a) Which are the facilities that provide safe abortion services in the sample districts? How are they distributed geographically and across public and private and formal and informal sectors? What methods of safe abortion are available, to which sections of women in these facilities? What was the number of women served by these facilities over the six months preceding the survey? 
b) What are the consequences to women of the limited availability of safe abortion services? (perspectives of various marginalised groups)
3. What are the values and attitudes to women’s right to abortion of the following groups:
· Leaders of CBOs and CSOs working on health and gender issues.
· Health care providers at different levels (E.g.: Physicians, nurse-midwives, ASHA Workers, rural medical practitioners) 
· Community leaders (Eg: Panchayat members, SHG leaders, teachers, Youth leaders)

Study design
In exploring the overall state specific advocacy needs, multiple levels of data are required from varied sources.  For instance, while secondary data sources on availability of abortion services is valuable to enumerate the availability of services, key informant interviews add additional value, quality and insights to validate the reliability of secondary data sources and also the linkages to other components of the study. Considering the multifaceted evidence gathering efforts of this research study a mixed methods approach was seen as appropriate.

Research questions and corresponding research methods
	Research Questions
	Methods

	1. What is the context and who are the actors influencing public attitudes to safe abortion in the sample states? 

	Secondary data: Published studies, government reports, unpublished research, evaluation reports; data sets available from state health department, Media reports

	2. a) Which are the facilities that provide safe abortion services in the sample districts? How are they distributed geographically and across public and private and formal and informal sectors? What methods of safe abortion are available, to which sections of women in these facilities? What was the number of women served by these facilities over the six months preceding the survey? 

	1. District Medical Termination of Pregnancy records: Provide information on registered facilitates and utilization and profile of users
2. Cross-sectional survey: A sub-sample of the registered facilities surveyed to verify reported facilities
3. Key informant interviews
· Accredited Social Health Activist (ASHA)
· Auxiliary Nurse Midwives (ANM)
· Trained Birth Attendants (TBA)
· Registered Medical Practitioners (RMPs)
· Self Help Group (SHG) leaders
· Anganwadi Workers

	2. b) What are the consequences to marginalised women of the limited availability of safe abortion services? (perspectives of various marginalised groups)
	FGDs/group interviews with specific marginalized groups (Dalit, HIV positive, young, any other marginalized group available)

	3. What are the values and attitudes to women’s right to safe abortion of the following groups:
· Leaders of CSOs/CBOs working on gender issues or health issues
· Health care providers at different levels (Eg: Physicians, nurse-midwives, ASHA Workers, rural medical practitioners) and
· c. Community leaders (Eg: Panchayat members, SHG leaders, teachers, Youth leaders)
	
Key informant interviews: With representatives of
CSOs /CBOs to capture their attitudes towards safe abortion
Health care providers using self-administered tool containing validated attitude scales.

In-depth interviews with Community leaders




The study was conducted in the districts of Nawada and Kancheepuram in the states of Bihar and Tamil Nadu respectively, in India. We employed two separate teams for the data collection, transcription, entry and analysis. Research tools were same, and training for the research assistants in both states followed the same pattern. A Standard Operating Procedure (SOP) was used to guide the coordinators of the research teams so that uniform procedures are adopted. For example, we transcribed the data as soon as the data collection was completed from the identified respondent group. Transcribed information was cross-checked by the coordinators by listening to the audio-recording of a sub-sample of the interviews. A team of two state research co-ordinators and a mentor guided the study.

Analytical Framework 

We prepared data-entry boards, dummy tables for quantitative data from secondary sources, and procedures for coding and collating qualitative information. The research coordinators and the mentor jointly evolved the methods for triangulating information from multiple sources. All original transcripts and data were carefully stored, and all soft copies were backed-up in external hard disks after removing respondent identifiers. 

Ethical Clearance

The research proposal and study tools were thoroughly reviewed and approved by the RUWSEC IRB. The committee consists of nine members with different filed of experience. The documents were circulated to the members on 30th June 2018 and they provided some valuable comments for the work. The research team provided clarification for each of the comments and incorporated suggestions wherever deemed necessary. The study was approved in July 2018.  Final approved proposal, a copy of informed consent form and research tools and the IRB clearance letter have been submitted with the previous report.







3. Progress of National Baseline 

Completed Activities 

In the following table, document and reflect on progress thus far:
	Activity 
List key project activities that have been done so far
	Objective
What was the purpose of each activity?
	Achievement 
What are the results
	Timeline 
What was the initial time line? When was it actually accomplished? Were there delays?
	Process 
What was the process involved for each activity? Example- meeting, proposal planning etc.
	Responsibility 
Who was primarily responsible for each activity?

	Revision of research proposal 
	To sharpen the research study and time line
	Research plan was finalised 
	
	Based on the ARROW team’s internal review and external review, RUWSEC IRB, the research proposal and methodology were fine tuned.
	CommonHealth and research team

	Formation of research team 
	To begin data collection
	A team of research co-ordinator and research assistant was recruited for each state
	June-July 2018
	Research assistants recruited in consultation with local NGO’s and after interview 
	CommonHealth and SAHAJ

	Development of research tools
	To collect data from different stakeholders 
	Informed consent forms and eight research tools developed. 


	June 2018
	Two days meeting where research co-ordinators in consultation with Mentor, developed the research tools. These were translated into Tamil and Hindi 
	

	IRB Clearance



	To clear ethical issues and ensure good standard in data collection
	Ethically approved study proposal and tools were in place Written ethical approval certificate was obtained 
	July 2018
	Research proposal and eight tools were circulated to RUWSEC IRB members. Research team responded to their technical and ethical concerns and comments. Both were finally approved. 
	CommonHealth and Research team

	Development of report on baseline research on availability of abortion services and perspectives of actors on right to safe abortion in Bihar and Tamil Nadu
	To summarise the findings, identify issues and priorities for advocacy
	Final report for both states prepared and submitted to ARROW (Annexure 1) 
	March 2019
	Draft reports for both states submitted to the mentor for review. Consolidated report prepared and shared for review by external expert as well as by ARROW. Report finalised after incorporating comments and suggestions of reviewers 
	Research Team and Mentor

	Dissemination of findings of baseline research at State and national level
	To share findings at state and national level, identify issues for advocacy, prioritise them and set the stage for building Common Ground
	Presentations highlighting the findings were developed. The shared findings were shared by local media. Discussions led to identification of advocacy issues. 
	February 2019
	State specific briefs were developed for sharing with stakeholders from the health system, other government departments, researchers, academicians and CommonHealth members
	CommonHealth, researchers & Mentor



Ongoing Activities 

In the following table, document and reflect on ongoing activities:
	Activity 
Ongoing activities (any that have been initiated but the intended output is not achieved)
	Objective
What was the purpose of each activity?
	Achievement
Intended achievements of activity – what could be the results 
	Timeline 
What was the initial timeline for each activity to be complete?
	Process 
What is the intended process involved for each activity?
	Responsibility
Who is primarily responsible for each activity? 

	Copy edit and print the final report
	To develop a error proof, print worthy copy of the report 
	A comprehensive report for wider dissemination
	April 2019
	Copy editor to be identified. Once edited, final version to be printed 
	CommonHealth

	Reports for Bihar, Tamil Nadu and National level dissemination meetings
	To develop detailed dissemination meeting reports 
	Dissemination reports that highlight potential advocacy issues.
(Annexure 2)
	March 2019
	Draft reports are being reviewed. These will be finalised with inputs from all members present 
	CommonHealth



4. Log Frame Reflection  

Result 1: Capacity Strengthening and Linking and Learning 

Intended Result 1.1. National partner’s and target groups understanding has improved in the following aspects: 
a) Value clarification on abortion and related issues
b) The lack of awareness among women and service providers on right to safe abortion
c) Social stigma and norms amongst the broad range of actors affecting legislation and service and information provision related to abortion
d) The use of conscientious objections to limit and prevent legislation, access to rights-based abortion services and information
e) Poor quality of services as relevant in respective countries.

Indicators for 1.1
I1. Number of national partners and target groups who claim to have an improved understanding on the identified areas of work (MoV 1 and 2)
I2. Level of understanding of national partners and target groups on the identified areas of work has improved (MoV 1-3)

In line with the above indicators, please specify: 
· Has the team’s understanding on abortion and relations issues improved? If yes, how has it improved and with regards to which issue/issues? If no, why has it not improved? Please detail and provide examples. Reflect on the key issues the project is trying to improve knowledge on, that have been identified as key issues in the focus countries and in the region. 

Yes. CommonHealth has been actively engaged in advocacy for safe abortion services in India for many years. One of the core activities of CommonHealth is to conduct capacity building workshops for different stakeholders and campaigning on access to safe abortion at both national as well as sub national level. This research and advocacy project has enriched our understating on the issues around safe abortion. The research evidence that we are generating in the project would be more useful in prioritising CH advocacy activities with sub national level/ state partners. The research would help to identify the issues and concerns of marginalised women. 

Key issues identified:
From our field interviews and group discussions, we found that there is a lack of awareness on legal status of abortion among women and community leaders. There are also many socio- cultural barriers and taboos in access to abortion services. Secondly, non-availability and poor quality of abortion services in the public facilities is highly reported. The out of pocket expenditure on abortion is very high in the private facilities. The heavy OOPE in the private sector acts as a major barriers for poor and mariginalsied women to access the safe abortion services.

· Have there been any achievements so far in relation to understanding of the issues and related to learning objectives of the overall partnership? What are these - list of achievements and reflect on how it has changed. 

We have generated evidence on safe abortion and identified some members/ groups in the two states as partners for advocacy activities. During the data collection process, we have had an opportunity to speak directly with different stakeholders, and identified who are the stoppers and movers  of the safe abortion services at the subnational and national level; now we have the prolife of women’s  rights activists and movements, policy makers .  Once the results of the study are ready we plan to share it with them and plan strategies to advocate the issue with all stakeholders. 

As they data collection work is still progress it is too early to measure other impact and major achievements of the project. We have also gathered strong evidence to work and plan to work on the issue. 

· Reflect on what has led to/contributed to this/these achievement. If none can be identified, reflect on whether there is little or no achievement. 

The members of the CommonHealth; particularly the steering committing members have supported the research team to identify CSO/ CBO’s in the respective states. Secondly the presence and familiarity of the local NGO’s in the state have helped the research team in identifying study participants and establishing contacts with government officials.

Intended Result 1.2. Partners and ARROW capacities are strengthened in the following and has increased knowledge sharing, linking and learning within the partnership:

a) Evidence generation on abortion related issues in five countries 
b) Planning of evidence-based advocacy, including accountability of duty-bearers at sub-national, national, regional and international levels.

Indicators for 1.2
I1. National partners and ARROW have improved capacities of evidence generation in the identified areas of work (MoV 1 and 2)
I2. Advocacy plans have been developed by national partners and ARROW that are evidence-based, relevant to the contexts and include a focus on accountability (MoV 1 and 2)
I3. Number of women in the intervention areas, including young women, marginalised women that have been mobilised to claim their right to safe abortion, and hold governments accountable in the intervention areas in the partner countries (This indicator will be further developed and refined once the country TOCs are developed and will include target numbers for each country) (MoV 3 and 4)
I4. Level of change in duty bearer’s knowledge and awareness on safe abortion in the intervention areas evident in their efforts to improve access to safe abortion services for women in their local areas in the 5 countries. (This indicator will be further developed and refined once the country TOCs are developed) (MoV 3 and 4)

In line with the above indicators, please specify: 
· Has the partner team’s capacities improved/strengthened in evidence generation? If yes, how? If not, why not? How can this be further supported? Reflect on the process thus far with the conceptualisation, engaging in the baseline research proposal, tool development, ethical review process and approval 

Yes, the draft research proposal that we prepared was first submitted to ARROW. It was reviewed by ARROW team and experts group, then based on the comments we revised and finalised it. Likewise research team members with the support of mentor developed eight types of research tools, informed consent forms and submitted to ARROW and RUWSEC’s Institutional Ethics Committee members, both the teams reviewed and provided insights and suggestions for revision. Then we incorporated these suggestions and finalised them. The final research proposal and tools were submitted to IEC and got approved. Then we started field data collection work 
· Has the partner team’s capacities improved strengthened in visioning the evidence-based advocacy focus of this project at the national level? If yes, how? If not, why not? How can this be further supported?

We have not yet completed the data collection work once it is completed we will plan advocacy activities.
· Is advocacy visioning that was done still appropriate given the national context? Please elaborate. Is it informed by evidence and the baseline completed thus far? Please elaborate. How does/can it include accountability? Please elaborate. 
We are collecting evidence of the issue and we need to analyse the data thoroughly and then only we can plan advocacy strategies based on the study results. 

Result 2: Evidence generation and creation of knowledge products/ advocacy tools at regional and national levels 

Intended Result 2.1. Development of knowledge products/advocacy tools and engaging in evidence-based advocacy at the sub-national, national, regional and international levels

I1. 7 knowledge products are produced consolidating the evidence base from 5 national baseline studies (5 national baseline reports, 1 regional briefing paper on bridging feminist discourse on rights based advocacy for safe abortion with population control discourse for safe abortion, 1 publication under the ARROW advocates guide series focusing on the human rights approaches to safe abortion to assist monitoring right-based access to safe abortion services in the five countries (MoV 1)
I2. Knowledge product are used to facilitate discourse and dialogue on the right to safe abortion at national and regional levels, and facilitate linking and learning across the partnership (MoV 2-5)
I3. National baselines in the 5 countries are used to define capacity building, accountability and advocacy trajectories on the right to safe abortion at the national level (MoV 2-5)

Result 3: National and regional advocacy 

Intended Result 3.1. To enable 5 national partner organisations to increase their impact on and influence over the implementation of abortion laws and policies as identified by country partners TOC through concerted advocacy at the national level;

Accountability and advocacy at the national level (in the intervention areas on the identified areas of work around right to safe abortion) results in incremental implementation of safe abortion legislation and access to safe abortion services as defined in respective country theory of change (please note these indicators will be developed further after the country TOCs are developed in year 1 and in line with national advocacy plans). 

Indicators for 3.1
I1. ARROW and national partners in at least 3 of the 5 countries have developed rights-based recommendations focusing on abortion issues to support advocacy efforts towards implementing country CEDAW committee recommendations/ UPR country recommendations (MoV 1)
I2. Partners in at least 3 of the 5 countries have advocated for the implementation of respective country CEDAW committee recommendations/ UPR country recommendations pertaining to right to abortion and the identified areas to policy makers at national level (MoV 2-3)
I3. ARROW and partners, if reporting to CEDAW/ UPR cycles during the project phase, have developed and/or contributed to and submitted briefing papers, shadow reports or related CSO inputs that highlight the right to safe abortion to UPR/CEDAW committee as relevant (if the reporting is after the project phase, then the evidence will be used for next cycle reporting) (MoV 2-3)

Intended Result 3.2. ARROW and partners influence norms and standards on the right to safe abortion through concerted advocacy at the regional and international advocacy spaces.

Indicators for 3.2
I1. Recommendations are made in submissions focusing on abortion related rights, services and information are reflected in concluding observations and/or in UPR reports (MoV 1)
I2. Regional and international advocacy bodies including at the human rights advocacy spaces have adopted progressive and inclusive norms, standards and policies around the right to safe abortion and promote accountability with at least three mentions of safe abortion in the resolutions, outcome documents across the project phase (MoV 4-5)

Result 4: Strategic multi-country partnerships

Intended Result 4.1 An inclusive and strategic multi-country partnerships is in place and advocate for the right to safe abortion in Asia and at the specific country level.

I1. A regional partnership on the Claiming the Right to Safe Abortion: Strategic partnerships in Asia is established with the 5 national partners and ARROW
I2. The regional partnership includes linking and learning, capacity strengthening on the identified areas around abortion, and engages in evidence based advocacy at national level and at the regional level

In line with the above indicators, please specify: 
· Reflect on the creation of the Solidarity Alliance for the Right to Safe Abortion – the process of creation, modalities of engagement and clear identification of activities for engagement.
During the data collection process we have selected some CSO’s CBOs working on the issues, interviewed few groups and some others participated in the community level meetings; some of them  are very interested to work on the issues, expressed their interest to actively participate in advocacy work on the safe abortion as women’s right. First we can disseminate the research results with the group and plan for subnational and national advocacy activities.

· Reflect on any other aspect of partnership building and engagement and what could be done to strengthen these aspects within the partnership.  

5. Lessons Learnt

What has been the learning thus far? Please elaborate. Reflect on learning related to:
	
	Learning consolidation

	1. Evidence generation, including, 
	Community level data collection was completed smoothly in the two states, but for interviewing public health care providers and facility visits research team needed government permission; which was delayed in Tamil Nadu and refused in Bihar.

In both states, the data collection panned out very differently. The local organisations were differently placed in terms of the depth and scale of their work.

	· Stages of the baseline
	Eight different tools were development, and revised based on ARROW and IRB members suggestions. Developing tools to ensure all domains of enquiry were covered was a great learning experience as this involved both the demand and supply side dimensions.

	· Using rights-based framework and feminist principles
	As CH and research team members have experience on the rights and gender matters, the feminist principles and rights based framework were integrated in the proposal and research tools.

	2. Contractual aspects
	Research teams were constituted for both states. The two research assistants recruited, were trained on ethical issues and field data collection techniques.

	3. Government approvals 
	In the current environment, access to public health data is difficult as there is major trust deficit when it comes to NGOs. 

	4. Ethical approvals 
	Rural Women’s Social Education Centre- RUWSEC IRB reviewed the research proposal and research tools, approved the tools

	5. Putting together the research team
	CH steering committee and mentor closely followed the research team and field data collection work

	6. Managing the project within the organisation – workload and balancing work, strengthening team capacities, roles
	In Bihar, the local CSO (CommonHealth member) identified to facilitate fieldwork had no field presence. The research team were not members of CommonHealth and there were several problems in the course of fieldwork. The team was able to work around these limitations but believes that visit by a CommonHealth steering committee member would have assessed CSO’s capacity to participate in this work and avoided the problems



6. Challenges –Current and Future 

This section documents the obstacles/challenges faced so far and mechanisms used to overcome them. It also reflects on potential challenges to mitigation. 

	Challenge faced
	Was it within your control? Was it not within your control?
	How did you deal with the challenge?
	What could have been done better? What should be changed?


	Selection of partner: In Bihar, the CSO identified for supporting the fieldwork and subsequently advocacy work backed out saying that they had other commitments. It took some time to identify another organisation and begin the work.
	This was beyond our control
	CH steering committee members and coalition members in the state supported the team to select another partner.
	



What challenges could arise? How can it be mitigated?

7. Risks and Mitigation

Identified Risks 
	Identified risk and review
	Mitigation 

	Delay in getting government permission to access MTP statistics: In both the states, there was an inordinate delay in getting the permission to access government statistics on MTP.  In Tamil Nadu, team was not allowed to meet health professionals in public health facilities or to make facility visits. 

Two letters were issues. First letter was sent to the State Health Secretary, who forwarded it to two Directorates. On receiving it the Family welfare Directorate, directed relevant district official to check the credentials of the organisation and research team. The district team made an inspection visits and submitted its report to government. The ‘official’ pathway to obtain permission is circuitous and time  consuming. This time has to be built into the research timeline.

There is likelihood of opposition from a few groups which work on PCPNDT and sex determination issyes. Even during the data collection process two network groups in Tamil Nadu, declined to participate in the research saying the research and advocacy objectives were against their network ideology. Their sustained objection to wider research dissemination and advocacy work is a distinct possibility.

The non-engagement of State governments due to delayed or non-availability of permission for the research and the trust deficit between the government and NGOs has implications for subsequent advocacy work with the potentially largest safe abortion service provider – i.e. the government.
	CommonHealth team members repeatedly met the directors and officials of the state health departments. Following this, in Tamil Nadu the district official made an inspection visit to RUWSEC and interacted with the research team. Based on this visit a report was submitted to the state government.  But the permission was delayed as moving letters from one department to another department takes long time. In Bihar, the government explicitly refused to share the data citing confidentiality concerns and legal implications. Despite providing rationale arguments about safeguarding measures for maintaining confidentiality, permission was denied. In both States therefore, the team used HMIS data available in public domain and State reports of Guttmacher study. 



There are some individuals in the network who support CommonHealth’s initiative to promote access to safe abortion as women’s right. Using their support and strength it form an alliance and get the solidarity from networks. Also, the campaign against sex selection is not very strong in Bihar and Tamil Nadu.



In both States, the findings were shared with government officials. They were also invited to the dissemination meeting. In Bihar, representative of the State Technical Support Unit for Family Welfare attended the meeting and was convinced that the findings were useful for designing safe abortion services in the State
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Annexure 5
Dissemination Meeting Reports

Bihar Dissemination Meeting

The study findings for Bihar were shared at a dissemination meeting held in Patna on February 15th, 2019. The meeting was well attended with a total of 54 participants representing diverse constituencies such as State technical Support Unit (TSU) or Government of Bihar, Jan Swaasthya Abhiyan, International NGOs, local NGOs, CSOs, frontline workers, academic institutions, medical students, professional organisations such as FOGSI and IMA and youth organisations from across the state. The meeting was held in the local language, Hindi, in order to facilitate maximum participation. 

After introduction of participants and a brief introduction of CommonHealth, its mission, vision and current activities, the baseline research and its findings were presented. There were intense, detailed discussions in the context of the findings. JSA Bihar representative shared his view that somebody has to take responsibility of abortion related deaths and that every woman should have the right to reject a pregnancy she did not want. There was consensus on the view that  CommonHealth should make efforts in engaging with the policymakers and negotiate with the government to bring changes in the policy through its advocacy to provide safe abortion services from lens of reproductive health rights and entitlement. Participants said that if India wants to achieve that target, it is essential that Bihar also reaches that target. Grassroot workers talked about the incidence of unwanted pregnancies among the unmarried girls and informed there was no provision in the public health sector where these girls can be taken for abortion. Hence they have to seek help from private facilities and spend money that they cannot afford. These workers insisted that there is a need to work more with the young girls than married women and mothers. In their opinion, if at the young stage these girls are made aware of reproductive health issues and rights then they would benefit in future. 

There was a question and answer session during the course of which there were questions about the research data being analysed as per marital status and age groups. They were told about the small, purposive sample with which the study team worked. Other participants asked about the tools used, the process of bringing women respondents on board for interviews on such sensitive topic and the possibility of sharing the tools. All the queries were responded to. The subsequent discussions were on the funds available for safe abortions services in the State Project Implementation Plan, the Yukti Yojana the Public Private Partnership launched by Government of Bihar to provide safe abortions services at private facilities and the reasons for its gradual unpopularity among private providers. IDF representative informed the participants that CAC PIP budget utilization was above 70 per cent in the State and it covers training of service providers. The 12 days training module on comprehensive abortion services covers post abortion family planning and includes hands-on trainings More than 1000 private facilities have been accredited under Yukti Yojana and providers have been trained to provide standardised services. Under the Yojana, all training targets have been achieved and more than 1500 doctors have been trained. The problem according to participants was is that doctors are not in place of posting and most women do not want to avail of services provided by male doctors. Also, many private providers are abandoning the Yojana as they make more money without being enrolled in Yukti Yojana. 

Recommendations for advocacy with the State government included training / sensitisation of service providers about legality, values clarification and abortion as a gender-issue; a long-term strategy in the form of training medical and nursing students; making abortion services available in all relevant government facilities, making 2nd trimester abortion services available at First Referral Units and providing “respectful abortion services” and not just respectful maternity care. In Bihar, for awareness creation there are efforts made such as the toll free number (18001028464), radio clippings, Jagrukti van announcements. These platforms need to be strengthened and utilised in a more structured way. 
The event was covered by the local Hindi print media

Tamil Nadu Dissemination Meeting

The study findings from the state of Tamil Nadu were shared at a dissemination meeting held in Chennai on February 27th, 2019. The meeting was well attended with a total of 58 participants representing diverse constituencies from across the state.  These included civil society members and networks working on health issues, a network of HIV+ve women, activists working on LGBTQI issues, a representative of the local obstetrics and gynaecology society, representatives from the government Auxiliary Nurse Midwives union, medical students, lawyers working on reproductive health issues, researchers, and representatives from the media. The meeting was held in the local language, Tamil, in order to facilitate maximum participation.

After an initial presentation on the context of reproductive health in the state, especially as related to abortion services, the study findings were presented in detail. These presentations highlighted the fact that in spite of being seen as a pioneer in providing public health services, the state of Tamil Nadu did not fare well as regards provision of safe abortion services through the public health system. Another key highlight was the lack of data in the public domain on abortion services in the state.

Following the presentations, there was a lot of interactive discussion. Small group discussions were held with members from different constituencies to highlight the specific issues faced by the group and to plan possible further action by the group to improve safe abortion services. Some of the key issues that came up during these discussions included stigma faced by women from vulnerable groups such as young women/women with HIV when accessing safe abortion services from public health facilities, the effect of campaigns on declining sex ratio in affecting access to safe abortion, the need for inclusion of rights and public health perspectives on safe abortion services in medical education, the need for wider dissemination of information on the legality of abortion services.

The event was covered by both the English and Tamil print media. (https://www.thehindu.com/news/cities/chennai/access-to-safe-abortion-remains-a-challenge-says-study/article26392031.ece)

National Dissemination Meeting 

A national level dissemination meeting was organised by CommonHealth to share the findings of the studies conducted in Tamil Nadu and Bihar in Mumbai on 23rd March 2019. The meeting drew good mix of a total 32 participants representing diverse group of participants across states. These included civil society members and networks working on the issues of maternal health, reproductive health and safe abortion, women’s right, gender issues in health, lawyers working on medico-legal cases of abortion, researchers, academicians and INGO members. 

The meeting began by presentation on the background of the study giving an overview of its genesis and design followed by detailed presentation on the findings of the study at the two sites. While the Bihar data suggested lack of availability of abortion services in public health facilities, it also highlighted the need to address the attitude of providers towards women seeking MTP and creating awareness about the MTP law. The Tamil Nadu findings similarly highlighted the lack of availability and accessibility of abortion services in the public health along with the negative attitude towards abortion as a result of stigma and low awareness about the MTP law. Additionally it also pointed for the need for data in the public domain on abortion services and availability of respectful abortion services for women. Another striking finding was under reported abortions by the public sector as compared to the actual estimates made by the Guttamacher study.  

After the discussion on the study findings, to deliberate the issue of safe abortion services, presentations were made on the legal and policy and programmatic context of abortion to reflect upon the gaps that exist and the context in which issue of abortion rights should be looked at. Following the presentations there were interactive discussions on amending the MTP Act and the need for legal advocacy around decriminalising abortion. There was also dialogue between participants on lack of coverage of abortion as a health issue among the various celebrated government programmes. 

Post this the participants had a discussion in groups on priority areas for advocacy on themes such as policy and programme, legality, health system and community. The idea was to brainstorm the advocacy issues from these different perspectives, identify priorities and the possible strategies for addressing these identified priorities. Each group made a presentation on their group work and the exercise was helpful in identifying the key issues and strategies. The next step would be to follow these ideas and come up with concrete plans and strategies to advocate for safe abortion with likeminded groups/ organisations to create Common Ground for advocacy and synergized efforts to advocate effectively for Safe abortion from women’s right perspective. 

Presentations made all the meetings are available on request. Detailed dissemination reports for both State and National level meetings would be made available soon.
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