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FOREWORD BY THE PRESIDENT
The fight for the elimination of HIV/AIDS is at a tipping point – we have made huge strides in
saving the lives of people with HIV, and prevented thousands from being infected. Sustained
efforts have resulted in us being able to conceive the complete elimination of the HIV
infection altogether – something we had once thought impossible.
The number of AIDS-related deaths is the lowest this century- fewer than 1 million each year
globally1 - thanks to sustained access to antiretroviral therapy. In India, service2s have scaled
up across almost all important issues –including eliminating pediatric HIV, reducing
discrimination and promoting inclusion, reaching erstwhile closed populations and improving
maternal and neonatal health.
However, the success in saving lives has not been matched with equal success in reducing
new HIV infections. Access to pre-exposure vaccines, the strong integration of HIV with work
on tuberculosis – need to increase rapidly. And unfortunately, we are still far from a cure.
Stigma and discrimination is still rampant – in families, societies and even in places that are
meant to protect and support people living with HIV or those otherwise marginalized
because of their gender and/or sexuality. This societal as well as medical negligence in turn
leads to denial of critical health care services – causing more people to suffer from the
infection. We are in need of urgent action that ensures commitment and solidarity to
universal human rights that promote inclusion for all – gay, lesbian, bisexual, transgender
and intersex people, sex workers of all genders, prisoners, orphans and more.
In dealing with these changing times, SAATHII has responded with fervor and quick action.
Where at one time our goal was to provide a ‘concerted response to the HIV epidemic in
India ‘, today we go far above and beyond and envision universal access to rights, health,
legal and social services for all marginalized communities. Our multiple programs work to
combat the HIV infection head on, while ensuring strong implementation on the ground level
alongside partner organisations. By bringing together stakeholders - from affected
communities to policy makers - we hope to eradicate discrimination at the roots, while
working towards policies that advance access to health, rights and social protection.
The HIV infection is far from over, but with the end in sight – SAATHII and all its partner
organisations are working with renewed force and vigor to turn our collective vision for an
HIV-free and just society into tomorrow’s reality.
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https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2018/july/mile
s-to-go
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A. TOWARDS AN AIDS-FREE GENERATION

A.1 ŚVETANA: Eliminating Pediatric HIV In The Private
And Public Healthcare Sector
THE PROBLEM
India has a high burden of HIV and with an estimated 2.1 million people living with
the infection, the country holds the third highest HIV positive population. Women
constitute nearly 41% of this number, and children under 15 years another 6.5%.
A major route of HIV transmission amongst children in India is from the Mother to
the Child, commonly known as MTCT (Mother to Child Transmission). This
transmission may happen anytime during pregnancy, delivery or breastfeeding. In
the absence of any intervention, the exposed child has a 20% to 45% risk of being
infected.
However, with effective and timely interventions, this risk can be brought down to
2-5%.

SOLUTION AND STRATEGY
As a signatory to the UNAIDS goal of ‘Elimination of Mother to Child Transmission
(EMTCT) of HIV and syphilis by 2020’, India has committed to accelerating
progress towards eliminating pediatric HIV. To enable progress towards this vision,
Project Svetana, funded by GFATM, is implemented by SAATHII and its partners,
working closely with the public as well as private healthcare sector to prevent and
ultimately eliminate pediatric HIV. Śvetana aims to counsel and test all pregnant
women for HIV and ensure that both the HIV positive mother and baby live healthy
lives. It is estimated that about 22,600 pregnant women living with HIV require
immediate interventions. Śvetana therefore undertakes the following measures:
1.
2.
3.
4.

To counsel and test all pregnant women for HIV
To place positive pregnant women on Antiretroviral Treatment (ART)
To test the spouses of all the HIV + women
To undertake early infant diagnosis for all children within two months of
age and follow up with them until 18 months of age.

The comprehensive services provided to the pregnant mothers identified positive is
presented in the diagram below:
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Pregnancy Phase
Early detection of HIV in pregnant women
Testing the spouse for HIV
Counselling of positive pregnant women
Linking positive people to social welfare schemes
Putting pregnant mother and spouse on ART Medication

Delivery Phase
Delivery at an HIV friendly institution
Exclusive breastfeeding facilitated
ART Adherence
Counselling for family planning

Post Delivery Phase
Monitoring the growth of the child
ARV Prophylaxis given to infant
Follow up for immunization and Early Infant Diagnosis (EID)
Early Infant Diagnosis testing the child for HIV ( witihin 2 months
Checking for and preventing opportunistic infection (such as TB)
Regular follow ups until 18 months of age.

Undertaking these interventions at both the public and private sector requires
structures that allow testing and counselling of HIV patients, quick and easy access
and availability of medication and smart reporting systems that ensure timely
follow up and redressal. It also requires a workforce that is tasked with enabling
HIV positive people to live functional and healthy lives. To this end, the Śvetana
team has undertaken the following tasks:
●
●
●
●
●
●
●

The establishment of facility integrated counselling and testing centres to
increase counselling, testing and detection of HIV positive pregnant women
Strengthening of existing centers for counselling, testing and detection of HIV
positive pregnant women
Provision of Technical Assistance(TA) to streamline service provision, improve
service quality, and enhance linkages in these centers
Engaging with professional medical associations of obstetricians/gynecologists,
pediatricians and other practitioners for partnerships and reporting
Actively engaging in outreach, advocacy and Technical Assistance to centers as
well as mother-child pairs.
Coordination between various stakeholders for effective tracking of mother-child
pairs.
Engaging and involving positive networks in contributing to the goal of
eliminating pediatric HIV.

REACH

The Phase 2 of Project Śvetana is being implemented in a total of 22 states in 361 districts
across the country, including both private and public sector intervention. The program
reached out to 16.6 million pregnant women with HIV counselling and testing services and
engaged more than 24,000 private facilities to ensure counselling, testing and reporting of
more than 3.3 million women
7

The operational locations are: Andhra Pradesh, Telangana, Karnataka, Maharashtra,
Tamil Nadu, West Bengal, Rajasthan, Kerala, Gujarat, Delhi, Goa, Puducherry, Haryana,
Uttarakhand, Punjab, Chandigarh, Himachal Pradesh, Jammu & Kashmir, Daman and Diu,
Dadra Nagar Haveli, Lakshadweep, Andaman & Nicobar Island.
Śvetana has contributed to increased HIV screening among 16.6 million pregnant women,
against the estimated 16.2 million pregnant women in the Śvetana geographies. One fifth of
the HIV screening of pregnant women (3.3 million) is reported from private sector, which is
direct contribution of the Śvetana program.
In order to assist the newly enlisted private hospitals record and report HIV testing data,
Śvetana launched HIV Pulse – a web integrated system that allows data to be reported
through an SMS, an app or the HIV Pulse website. HIV pulse helps approximately 21,000
facilities, that do not have an MoU with the government, accurately record and report HIV
testing data. During the period of January 2018 to March 2019, a total of 16,38,575 HIV
screening were reported through HIV Pulse, among them, 389 were identified HIV reactive
and linked to services to Government or private for confirmation and treatment.
Overall, the project newly registered 9,320 positive pregnant women, of which 96%were
either newly initiated on ART or continued antiretroviral treatment to reduce the risk of
transmission of the virus to the child. The project also ensured that 89% of the spouses of
the positive pregnant women were also screened for HIV, of which 62% were found positive
and referred for ART treatment.
Out of the 7877 infants eligible for testing, 66% (5207) received their first diagnosis (EID)
within two months. An additional 23% received the first test later. 48 of these infants were
HIV infected over 50% of which (26) were initiated on treatment immediately. There are
3,447 infants under follow up who were eligible to be screened for the 18th-month test, of
which 1,891 (54%) got tested and 38 were found positive and 24 were initiated on ART.
Between April 2018 and March 2019, project Śvetana has served 12,361 positive pregnant
women with services customized as per the needs, which include; health education
or counseling on positive living, importance of antenatal, intrapartum, postpartum and
newborn care, institutional delivery and antiretroviral treatment, infant feeding, early infant
diagnosis at 2, 6 -12 and 12-18 months, and cotrimoxazole prophylaxis to the infant and
linkages to socio-economic schemes; ensuring required hospitals visits; and accompanied
referrals where required. Śvetana also looked to broaden its approach and conducted over
2500 meetings at the state and district level with stakeholders, such as, National Health
Mission (NHM), State AIDS Control Society (SACS), District AIDS Programme Control Unit (
DAPCU), Federation of Obstetric and Gynecological Societies of India (FOGSI), Indian
Medical Association ( IMA), Indian Academy of Pediatrics ( IAP), Health Service Officials,
Block Medical Officers, ART, ICTC, and others for the smooth implementation of the project.
These meetings helped the program staff to receive support that helped enroll private
facilities and strengthen the general reporting system.

CASE STUDY
RELENTLESS PURSUIT: Anamika’s Story
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Five months pregnant, unmarried and orphaned - Anamika has a hard life. HIV positive since
birth (MCT), she stays with her grandmother, who works as a maid at the age of 78 but
doesn’t let Anamika take up any work. She’s worried that her granddaughter will fall sick if
she starts working.
Detected positive at one of the referral sites, she was referred to Prayas – the partner
organisation implementing Śvetana at Maharashtra. Repeated contact led to her first
counselling where she came with her grandmother. Sitting silently in the corner –she kept
her gaze down as her grandmother proceeded to narrate her story, burdened with the
pressures of society, unwed pregnancy and her HIV status.
The ultrasonography report revealed that Anamika was 24 weeks pregnant. Counselling her
on all aspects and implications of the pregnancy – the counselor suggested continuation of
the pregnancy. Reluctant to go ahead with the pregnancy, the two shared their fear of
having a child out of wedlock. Easing their fears, Prayas got in touch with an NGO that
worked with unwed mothers as well as an orphanage where the infant could be handed for
further care. After 3 counselling sessions and a lot of positive nudging – the two finally
agreed to go to the NGO. The NGO in turn agreed to manage Anamika’s stay till her delivery
– and with her consent they admitted her in the organisation. She was also registered at an
Orphanage
in
Pune
for
her
future
child.
In due time, the NGO contacted Prayas stating that Anamika’s case was delicate and that she
needed improved health care. Eventually she was shifted to another NGO in Ahmednagar
with larger facilities- where her health is being looked after by both – Prayas as well as the
healthcare workers. Currently on regular ART medicine, we hope that she has a sound and
peaceful delivery.

CONCLUSION
In the past two years, Śvetana has been able to show remarkable success in the field of
elimination of pediatric HIV, keeping both mothers and infants alive and healthy. The
programme has been able to effect a significant percentage decrease in incidents of
mortality rate in infected mothers and exposed children. For this, we would like to thank
our financial partner ‘The Global Fund to Fight AIDS, Tuberculosis and Malaria’ whose
help in terms of resources has been instrumental in the accomplishments of this project.
We would also like to thank our 7 state units and our implementation partners, without
whose relentless efforts we would not have been able to achieve success.
1.
2.
3.
4.
5.
6.
7.
8.

Tamil Nadu, Puducherry, and Andaman Nicobar;
Kerala, and Lakshadweep;
Telangana and Andhra Pradesh
West Bengal
Maharashtra, and Goa;
Gujarat 16 districts;
Rajasthan, Delhi, Haryana, and Uttarakhand
Gujarat state network of people living with HIV/AIDS (GSNP+), in 16 districts of
Gujarat, Daman and Diu, and Dadar and Nagar Haveli
9. PRAYAS (Initiatives in Health, Energy, Learning and Parenthood), in 6 districts of
Maharashtra
10. Swami Vivekananda Youth Movement (SVYM), in Karnataka
11. National Coalition of People Living with HIV In India (NCPI+), in Punjab, Chandigarh,
Himachal Pradesh, and Jammu and Kashmir
9
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A.2 M-MAITRI: Interactive Voice Response System To
Ensure Retention In The PPTCT Cascade
INTRODUCTION
Conventional HIV testing for infants can often give misleading results, since the test
usually screens for anti- bodies which the infant may have simply as a result of feeding on
the mother’s milk – the test can yield a false positive result, while the child may not have
the HIV infection. For a correct and thorough diagnosis - it is important that DNA
polymerase chain reaction (PCR) tests are carried out - first between 6-8 weeks, and
subsequently at the 6th and 12th month, with a final confirmatory test with antibodies at
18 months.
Over this period, an infant may actually acquire the infection, making it important to test
the child for early infant diagnosis (EID). However, the prevention of transmission of the
HIV virus can be a long and daunting process for those undertaking it. SAATHII's work
since 2002 to expand Prevention of Parent to Child Transmission (PPTCT) programs in the
private healthcare sector has drawn attention to challenges in ensuring retention of
pregnant women living with HIV, and mother-baby pairs in the PPTCT cascade. These
challenges are particularly acute when women seek antenatal care in the private
healthcare sector and need to visit multiple points of care (maternity, pediatrics, and
government integrated counseling and testing centers (ICTC) and ART centers). Here’s a
representation of the many steps for PPTCT and the sector where they most often occur.

In partnership with Janssen Pharmaceutical Companies of Johnson & Johnson, SAATHII
has launched an mHealth initiative called m-Maitri to help augment existing efforts to
ensure retention in the PPTCT cascade. The m-Maitri program delivers customized
interactive voice response (IVR) messages in Telugu and Hindi to women that were
relevant to their stage of pregnancy and/or her infant’s development. The m-Maitri
service sends a total of 350 messages to women living with HIV from their point of
enrollment until the 18th month of infant age, three messages a week. The messages
contain Information on the maternal and child health, including pregnancy, child
development, nutrition, and reminders for immunization, early infant diagnosis and
conﬁrmation.
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The data collected has so far yielded promising results. Data from 924 women who
received both m-Maitri and general outreach and 1146 women who only received
outreach were compared to check rates of completion at the 6thweek, 6th month,
12thmonth and 18thmonth mark. Statistical analysis suggested that women receiving
m-Maitri along with general outreach had significantly higher odds of getting EID
carried out in time for their infants than those receiving outreach alone. In-depth
interviews indicated that m-Maitri messages and reminders motivated women to visit
the doctor for timely antenatal consultations, prepare for institutional delivery,
complete EID, and follow recommended infant feeding practices.
The project is being implemented in partnership with Mahiti Infotech and IMI Mobile
and is currently being rolled out in Andhra Pradesh and Telangana with content in
Telugu and Hindi. It will shortly be scaled up to other states and languages as well.

CONCLUSION
The results have shown the potential for mHealth to complement on-the-ground initiatives
to increase health-seeking behavior, and these have been shared in scientific forums such as
the International AIDS Conference 2018 in Amsterdam. While the results have been
promising, we did encounter a few hurdles along the way. Challenges in internet connectivity
do affect reception in some rural areas. Further, mobile phones are often shared among
family members; this limits the women’s ability to listen to messages consistently.
We are currently working on potential solutions to address these issues, and hope to expand
the initiative which works in tandem with Project Śvetana to eliminate pediatric HIV.

TESTIMONIALS
Here’s a collection of some of the feedback received on the m-Maitri intervention:
“Messages influenced me to change my decision from not to breast feed to breast feed”.
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“Doctor does not give all the information due to paucity of time but m-Maitri is giving me the
information”.
“Reminders on baby vaccinations and baby EID testing helped me bring my baby to the clinic
on time”.
“[After listening to the messages] my husband has been more involved in caring for our
baby”.
“I am sharing the messages related to baby care with other pregnant women in my locality”.
“I am now confident that I can protect my baby from HIV”.

“I started receiving calls within a week’s time of registration. The messages I got cover many topics that
are relevant to my baby’s age.
I still remember the first message I received from m-Maitri about the 6-month EID test and reminder for
continuing breast-feeding. I was surprised to know how the system is recognizing my baby’s age and
delivering messages in accordance to my baby’s age.
As we began to listen to more messages, we found them interesting and started listening to the messages
regularly and following the suggestions.
I brought my baby for testing at 6 months’ age and was very happy to know that my baby is negative.”
Begum from Hyderabad
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A.3 COPE Complementary Project for Elimination
Post-expansion of Project Śvetana to 14 states in 2015, there was an urgent need to extend
outreach services to the newly expanded states, especially in the private health sector. In
response to this expanded geographical scope, and in the absence of outreach services,
SAATHII developed and began implementing Project COPE in September 2016.
A complimentary project to Project Śvetana – COPE (Complementary Project for Elimination)
was initiated to undertake three main objectives
1. To increase the retention of HIV positive pregnant women and mother-baby (MB)
pairs until the confirmation of the baby’s HIV status at 18 months across five high
burden geographies. This was done by providing in-depth outreach to positive
pregnant women
2. To provide technical assistance for the scale-up of outreach services in 361 districts
across 22 states/union territories, by training field coordinators.
3. To improve quality and implementation efficiency of Project Śvetana and other
programs of SAATHII through the provision of customized technical assistance as and
when needed.
SAATHII partnered with the Elizabeth Glaser Pediatric AIDS Foundation (EGPAF) to provide
technical assistance (TA) to the government and private sector and become one of the
largest supporters of prevention of mother-to-child HIV transmission (PMTCT) efforts in
India, second only to the Indian Government.
The increased scope of the project has led to the hiring and training of 233 field coordinators
throughout 22 states. The program seems to have revealed promising results. From
September 2016 to December 2017, the number of pregnant women testing positive for HIV
at district and block-level health facilities increased from 81% to 91% against the established
targets, through testing services provided at integrated counselling and testing centres
(ICTC). SAATHII also documented a significant increase in EID testing between six weeks and
two months of age (58% to 68% against the established targets) and an increase in the final
HIV test for infants at 18 months of age (44% to 67% against the established targets).
During this time, field coordinators supported over 2,000 HIV-positive pregnant women and
MB pairs to complete the cascade of HIV services. This is an impressive achievement,
especially as SAATHII recorded a 300% increase in HIV-positive pregnant women and MB
pairs eligible for follow-up services compared to the baseline of 775 HIV-positive pregnant
women and MB pairs in September 2016.
As an additional component of this capacity-building effort, the Project COPE team
developed a plan for providing onsite mentoring support and trainings for field coordinators
in order to continue to improve the delivery of follow-up services to HIV-positive pregnant
women and MB pairs at private and public health facilities in the Indian states that are
targeted under Project Śvetana.
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B. CaP TB: Eliminating Pediatric Tuberculosis
THE PROBLEM
Tuberculosis (TB) in children is a neglected aspect of the epidemic, despite it constituting
nearly 10% of all cases, globally. Infants and young children are more likely than adults to
develop life-threatening forms of TB as their immune systems are still developing, making
early diagnoses extremely important. Pediatricians still face many challenges in early TB
diagnosis.
While the Government of India has a vast and robust Revised National TB Control
Programme (RNTCP), elimination of TB requires extensive engagement with the private
healthcare sector, where a significant proportion of the country’s population seeks care. It is
here that SAATHII is leveraging experience from the private sector pediatric HIV experience,
to enhance early diagnosis and appropriate care for children with TB. The initiative, named
‘Catalysing Pediatric TB Innovations’ (CaP TB) commenced in October 2017. It has been
supported by Unitaid, and is being carried out in technical partnership with the Elizabeth
Glaser Pediatric AIDS Foundation (EGPAF), USA.

STRATEGY AND SOLUTION
Drawing on experiences and strategies from the PPTCT program, SAATHII is implementing
CaP TB in private sector facilities across six districts of Andhra Pradesh (Krishna and East
Godavari), Telangana (Nalgonda and Karimnagar) and Maharashtra (Nagpur and
Ahmednagar), with the goal of reducing pediatric TB-associated morbidity and mortality,
through a hub-and-spoke model of facility screening, diagnosis, referral and treatment.
Specific objectives include:
(a) Improving pediatric TB case detection
(b) Promoting rapid uptake of pediatric TB treatments for both active and latent TB
(c) Generating evidence for scale-up
(d) Sustaining and transitioning the efforts to the Revised National Tuberculosis Control
Programme (RNTCP).
As a starting point, CaP TB seeks to map private health care facilities across selected districts
in Andhra Pradesh, Telangana and Maharashtra. The project plans to collaborate with the
Indian Academy of Pediatrics (IAP) from national to district levels for creating training
modules, training member pediatricians, and working jointly with RNTCP (Revised National
Tuberculosis Control Program) towards elimination of TB.

REACH
Following recruitment and other start-up processes, the CaP TB team mapped 4663 private
health facilities, visited 4141 (89%) facilities, identified 1486 (42%) facilities providing
pediatric services, and assessed 1333 (90%) facilities to understand the pediatric case load
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and pediatric TB services. Subsequently, the team identified 71 facilities as suitable for hubs
and signed MoU-s with 30 hub sites who are either providing or are willing to provide
comprehensive pediatric TB case management services.
CaP TB also supported the registration of 226 new pediatric facilities with Nikshay, the
national web-enabled patient notification system for TB, used by health functionaries at
various levels across the country both in the public and private sector.
•
During the last six months, 361 pediatric TB cases were confirmed out of 835
presumptive cases from 85 private health facilities, of which 360 (99.8%) were initiated on
TB treatment. About 94% of these cases were reported in =Nikshay.Completed a policy
landscape analysis of pediatric TB programming in India and shared the findings with Central
TB Division.
•
Supported the Central TB Division (Ministry of Health and Family Welfare) in the
successful completion of national Training of Trainers on updated 2019 Pediatric TB
guidelines, by training138 IAP members, RNTCP Officers and Consultants and program
implementers across the country.
Initiated an online quiz program for IAP members across the country as part of the World TB
Day event on March 24, 2018, and supported the various awareness events hosted by State
and District TB offices across implementation geographies
Project evaluation protocol has been developed and received approval from the Institutional
Review Board (IRB): the baseline has been initiated.
The CaPTB India team also shared ideas for enhancing engagement with private sector
pediatricians, who are members of Indian Academy of Pediatrics (IAP), through various
activities around the World TB Day 2019. The activities included a quiz on the Pediatric TB
guidelines including recent updates in the program, that encouraged participating
pediatricians to take a pledge to make India TB Free by 2025
(https://pledge.mygov.in/tbday/)
The quiz saw participation from 726 IAP members, with highest participation from members
in Gujarat (19%). The other states that performed well included the three CaP TB states of
Andhra Pradesh, Telangana and Maharashtra making 24% of the total.
Besides the national quiz, the CaPTB team also participated in the World TB day activities at
the state and district level –such as rallies, sensitization sessions for health providers and
felicitation of stakeholders. This took place alongside the State and District TB offices.

CONCLUSION
The progress of the CaP TB thus far makes us optimistic about establishing a sustainable
model of engaging the private sector in pediatric TB care and inducting them into the RNTCP.
The partnership of EGPAF and support from Unitaid and India’s Central TB Division have
been critical to the success of the CaP TB initiative.
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C. Reducing Discrimination based on Sexual Orientation, Gender
Identity, Expression and Sex Characteristics (SOGIESC) and
Promoting Inclusion
INTRODUCTION
Individuals experience their sexual orientation, gender identity and sex characteristics as
fundamental aspects of who they are. Despite decriminalization of same-gender and trans
relationships, many LGBTIQA+ people have little or no access to health services, protection
against discrimination and violence, education and employment, and more. The lack of
information and education on LGBTIQA+ issues among health staff combined with stigma
and discrimination of LGBTIQA+ persons can have severe consequences for their rights.
Compounding the challenge are systems of patriarchy and rigidly enforced gender norms
that leave people within the community doubly repressed and at risk causing them to drop
out of school, repress their sexuality or gender identities.
Awareness of existing laws and institution of gender-inclusive policies are critical
foundations for protection of sexual and gender diversity. At the same time, a cultural shift
towards inclusion is also of acute importance as ignorance and negative public attitudes
towards homosexuality go hand in hand with a broader pattern of discrimination, violence,
hatred, and extreme prejudice.
SAATHII with its diverse and multipronged approach helps strengthen the institutional and
programmatic capacity of LGBTIQA+ groups, and advocates for their inclusion in health,
education, workplace and law and policy making institutions. Through this, it aims to
advance their access to stigma-free and inclusive services.
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C.1. Vistaara: Expanding Access to LGBTI+ Inclusion in
Gujarat, Kerala and Tamil Nadu
THE PROBLEM
LGBTIQA+ communities in India face multiple challenges in surviving and thriving in
societies rooted in homophobic and conservative attitudes that seek to preserve strict
gender roles and heteronormative binaries. Change is needed at all levels, from policies
to mindsets. Accurate information and ability to convey this to stakeholders is thus an
important prerequisite for community-led advocacy.

STRATEGY AND SOLUTION
Set up with the objective of supporting advocacy for LGBTI+ inclusion in the domains of
health, education, laws and policies – Vistaara seeks to strengthen the capacity of the
communities by drawing on experiences from previous and ongoing initiatives of
SAATHII in Odisha and Manipur.
Uniquely, Vistaara has developed a coalition that includes community groups,
education partners, technical partners and individual consultants who collectively work
to train first- and second- line LGBTIQ+ champions on areas of health, education and
national- and state- laws and policies. These champions then go on to train other
people in the community ultimately leading to a well-informed and aware system.
Besides training, individuals help practice existing policies and create room for inclusive
health, education and legal systems. Coalition members also engage in field-level
advocacy and opposed problematic policies and practices.
The implementation partners from the coalition include:
● Vikalp (Women’s Group) from Vadodara, Gujarat;
● Queerala from Kochi, Kerala;
● SIAAP’s Nirangal Project from Chennai, Tamil Nadu.
● Nirantar Trust from Delhi – (Technical Partners)
● Dr. Sameera M. Jahagirdar, MD, Mahatma Gandhi Medical College and
Research Institute (MGMCRI), Pondicherry;
● Maitreyi Gupta, consultant affiliated with the International Commission
of Jurists.

REACH
The Vistaara coalition is currently active in state-level advocacy in Gujarat, Kerala and
Tamil Nadu. An inception meeting in August 2017 laid out broad advocacy areas and
formulated strategies for the coalition, post which the first rounds of LGBTIQ+ champions
training took place covering 18 leaders.
Each implementation partner conducted at least one further round of training, bringing
the grand total to over 60 people trained by eight leaders. The coalition also developed
five policy briefs on health, education, laws and policies and nine case studies relating to
LGBTIQ+ in educational settings.
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Besides grassroots capacity building, members participated in two state-level and one
national action against the problematic Transgender Rights Bill that was extensively
covered in the media. While some ground work has begun in state level advocacy –
progress is yet to be seen.
Vistaara worked with 14 LGBTIQA+ champions nominated by the three groups to train
them on core issues of sexual and reproductive health areas, communication, consensus
building, stakeholder engagement and media tracking, punitive and protective laws and
policies, need for reform of educational and medical curriculum pertaining to LGBTI
issues. These champions went on to support the coalition and its partners to carry out
action on inclusive health care, education and law/policy, holding close to 150 meetings
with respective stakeholders, working and sensitizing over 650 individual stakeholders
with the Department of Education, schools, colleges, universities and the State Council of
Education Research. Collectively, through its training and workshops, Vistaara reached
out to a total of 2300 beneficiaries, were covered in close to 100 media publications and
reviewed and analyzed close to 16 medical textbooks across 8 disciplines for
undergraduate and post-graduate medical education.
At the national level, they helped develop policy briefs to augment policy change in the
following areas
(i) Supreme Court’s NALSA judgment and its implementation status, (ii) Section 377
Indian Penal Code, (iii) scope for inclusion of transgender women and concerns of lesbian
and bisexual women in Protection of Women from Domestic Violence Act, 2005, (iv)
scope for inclusion of gender nonconforming children in Juvenile Justice (Care and
Protection of Children) Act, 2015, (v) analysis of education programmes and policies at
secondary and higher secondary level, (vi) analysis of laws, programmes and policies
relating to health care
Besides capacity building, Vistaara and its partners were instrumental in advocacy that left to
the formation of a Transgender Welfare Board in Gujarat that was transmen inclusive.
Vistaara partner Queerala and some of its board members also filed a case with the Kerala
High Court that succeeded in getting the Government of Kerala to introduce revised
transgender identity cards in compliance with NALSA Drs. Sameera Jahagirdar (MGMCRI)
and L. Ramakrishnan (SAATHII), were successfully able to add over 30 hours of content on
sexual orientation, gender identity, expression and sex characteristics into their nursing
curriculum meant for B.Sc. (Nursing), P.B.B.Sc. (Nursing), and M.Sc. (Nursing).
The Vistaara coalition has made big strides towards LGBTIQA inclusion which in big part has
been made possible by the coalition partners. The support of AmplifyChange UK has been
critical to its success. Going down this same path, we hope to undertake and champion
more good work in the times to come.

CASE STUDY
Persecution of a gay male couple in Chennai: the family-police nexus
In early April, 2018, Siva, co-founder of Nirangal, received an urgent call from a friend and
fellow-activist, Ramki, stating that a gay male couple had been summoned to a police station
in Chennai and needed help.
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The local police had showed up at the home of Rahul* and Arun*, a gay couple in their early
30s, and brought them in for interrogation, upon receiving a complaint from Arun’s father,
who had accused Rahul of kidnapping and holding Arun against his wishes, trying to
“brainwash him into homosexuality”. Rahul is a professor and Arun an agricultural
entrepreneur, and they have been residing together for the past three years.
Siva, along with other activists from local groups such as SAATHII and Orinam, immediately
went to the police station to support the couple held at the police station. Arun’s parents
were also present in the waiting area, outside the interrogation room. Upon seeing the
group of people who had assembled, the father slandered all of them in front of all the staff
and visitors at the police station, using abusive language (referring to all of them as
ெபா$ைட (Poṭṭai), a derogatory and homophobic term) and accusing them of running a
criminal racket inducting people into homosexuality. He menacingly declared he would
destroy everyone involved in this. The police had to intervene to settle the commotion.

While this was happening, Rahul and Arun were being interrogated by a sub-inspector of
police inside. Rahul demanded to know on what grounds they were being detained, and
what proof they had of their involvement in any crime. The sub-inspector, based on the wild
allegations made by Arun’s father, said that a complaint had been filed against him for
influencing Arun, with the aid of drugs, to leave his parents. She further accused him of
drugging and sexually abusing male students in the college where he was working as a
professor and forcing them into homosexual behavior and sex work. As she was making
these allegations, other staff of the police station commenced recording the proceedings on
a camera phone. She threatened to release the video in the public domain as a means of
defaming Rahul.
Arun had prepared a letter reiterating that he had chosen to move away from his family of
his own accord. When this letter was submitted to the sub-inspector, she crumpled it up and
tossed it aside as if it were of no consequence, and continued her tirade.
The interrogation took an ugly turn when the sub-inspector snatched Rahul’s phone,
personal belongings from him, started going through the contents of his text inbox, ordered
body searching and threatened to expose him as a homosexual to his entire college. She
repeated these threats in the presence of a member of the college campus security who had
come to the police station.
The college security staff member made a statement about Rahul, saying he had already
gotten into trouble in the past when he hosted a transgender woman at his house [footnote
1]. On hearing this, the sub-inspector began abusing Rahul with renewed vigour. She used
derogatory language, an aggressive tone, and disrespectfully questioned the nature of his
relationship with Arun. She loudly declared that as he was engaging in the illegal act of
homosexuality, she would make it her personal mission to put him out of his job and get him
into jail. She commenced writing a letter to be sent to the registrar of the university where
Rahul works. While both Rahul and Arun kept requesting her to record their statements, she
refused to do so.
The team of friends and supporters who were waiting outside the interrogation room and
listening to the confrontation, realized that the staff involved in the interrogation were
impervious to reason, and that the only option was to appeal to higher authorities in the
police system. They got in touch with a senior human rights lawyer who had previously
intervened in crises brought to her by Nirangal and Orinam. Based on her guidance, they
called the commissioner - the highest police official in the city - and reported the verbal and
emotional violence being inflicted on Rahul and Arun. The commissioner, in turn, called the
chief of the police station, presumably to ask him to de-escalate the situation.
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After receiving the call from the commissioner, the chief of the police station - who had until
then not been involved in the interrogation - took direct control of the case. He asked the
sub-inspector to leave the interrogation room and not get involved any further.
The chief then called Arun in for inquiry, which he conducted in a friendly tone. Arun
restated the points he made earlier: that he was an adult and did not want to stay with his
family, having previously been subjected to harassment and violence based on his selfdeclared sexual orientation and unwillingness to enter into a marriage with a woman. Arun
reiterated that he had made his life decisions on his own, without any coercion from anyone
else.
Thaddeus Alfonso, a mental health professional, who had served as Arun’s therapist and
who had, by then, joined the group of friends and supporters gathered at the police station,
was also called in for inquiry. The therapist confirmed, from a clinical perspective, the
extreme mental distress that had been previously caused to Arun by his parents, and
confirmed that Arun’s situation had improved remarkably with the care of Rahul and the
support system around them.
Upon learning this, the police chief brought Arun’s parents into the interrogation room, and
advised them to withdraw their complaint as their allegations were not true. He expressed
empathy for their concerns about their son, but also pointed out that their son was not
under the influence of any person or substance, and was legally entitled to his choice to stay
away from the parents.
He informed Rahul and Arun that he was not going to send any communication to the
registrar of the university where Rahul was faculty, and that they need not worry about the
sub-inspector’s threats to do so.
The encounter at the police station ended on that seemingly peaceful note, with all parties
dispersing. However, the entire experience - lasting over four hours - left the couple and
their circle of supporters quite shaken. It was neither the first, nor - probably - the last time
that police would collude with family members of LGBTIQA+ individuals to try to break
relationships and/or force queer individuals into conforming to the ‘straight and narrow’
hetero-patriarchal path.
Efforts at widespread sensitization are vital, as with or without the law – there is little room
for change as long as perceived societal norms do not shift.
--------------------------------------------------------------------------------------------------------------------------Notes:
1. A few months ago, Rahul and Arun had given shelter to a trans woman after meeting
her through friends from the Orinam collective and hearing about her dire situation
at home. She was suicidal and desperately needed emotional support while she was
going through counseling for the same.
2. This case study was documented as part of Project Vistaara by Mantra Gurumurthy
(intern) and Delfina (staff) of Nirangal, based on narration from Siva and inputs from
Ramki.
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C.2 Sangraha: Promoting Access to Justice for LGBTQI+
Communities in Telangana, Manipur and Odisha
THE PROBLEM
Even today, marginalized communities (LGBTQI+) of India continue to suffer violence and
discrimination within the society. Heightened religious conservatism, social taboos and
biases contribute to escalating stigma, discrimination, and violence which then impede
access to justice, quality healthcare, education and social protection for these communities
in India. Advances in promoting the rule of law are uneven and law enforcement agencies
themselves at times are perpetrators of human rights violations, leading to limited access to
justice for marginalized communities.

STRATEGY AND SOLUTION
Set up with the goal to contribute to the country’s efforts towards realizing Sustainable
Development Goal 16 of ‘promoting peaceful and inclusive societies for sustainable
development, access to justice for all and building effective, accountable and inclusive
institutions at all levels’, the project works towards reducing violence and discrimination,
and promoting access to justice for LGBTIQ+ communities in 11 districts from 3 states of
India, namely Odisha, Telangana and Manipur.
Community engagement in preventing/mitigating violence and discrimination requires a
working knowledge of applicable laws, appreciation of the need for documented evidence of
violence/discrimination, ability to track and respond to incidents of violence, and skills in
advocacy with government stakeholders to end stigma and promote inclusion. This action
proposes to address stigma, discrimination and violence among LGBTIQ+ communities at
health care and educational, legal aid and law-enforcement institutions and work towards
redressing violence and discrimination to ensure a smooth uptake of these services.
At the core of its work, Project Sangraha seeks to bring together all stakeholders –
including various government departments as well as the community at large;
thereby creating a space for the two to interact and form policies and practices that
are a true representation of the grassroots.
Project Sangraha seeks to ensure the following results:
●
●
●
●

To improve capacities of LGBTIQ+ communities to respond to violence and
discrimination and to facilitate legal gender identity change (GIC)
To enhance response of justice-enabling institutions (law, law-enforcement and
rights commissions) to redress violence and discrimination
Ensuring non-discriminatory, violence-free and inclusive law-enforcement,
healthcare and education facilities
Progress towards amendment of national punitive laws (E.g. Sec 377), domestic
violence and juvenile justice to make them LGBTIQ+ inclusive and state level
Implementation laws and policies around transgender rights
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Community Interaction
by Crisis Support Peers

Sensitization of Health and
Educational Institutes in Focal
states towards addressing
violence

Sensitization of Judiciary
and Law Enforcement in
Focal states towards access
to justice

Violence and Discrimination
– Identification and
Reporting by Communities

Next steps provided –
Redressal; either formal or
informal mechanisms

Violence and
discrimination resolved

Working with the local representatives within the community by:
●
●
●
●

Building a community that is aware of its heath, educational and legal rights
Sensitizing service providers of those rights – these include the Judiciary,
State Legal Services Authorities, Human Rights Commission and other policy
level institutions.
Providing access to justice by getting the relevant authorities to provide
support and respond to cases of discrimination.
Bringing in laws and policies that are non- discriminatory in nature

REACH
Sangraha made important strides in mobilizing, training and strategically dealing with
violence and discrimination in 11 districts in all three states. Most of the successes of the
program were possible thanks to the active integration and participation of community
members along with law enforcement, healthcare, child welfare and educational
institutions. This goes to show that it is only with coalesced and integrated efforts that one
can seek to solve the multi-pronged problem of violence and discrimination. Salient wins for
the period included the following:
● 2264 individuals, sub-groups and collectives of LGBTIQ+ communities were mobilised
to take action in all the focal districts of three states
● 75 community leaders in all 3 states were trained on SOGIESC, fundamental rights
and laws affecting the communities, addressing violence and discrimination and
reporting
● More than 300 individuals representing various departments such as Law, Law
enforcement, Juvenile Justice Board, Child Welfare Committees, Health, Education,
Women & Child Welfare, Social Security, Consumer Affairs, Corporations, and others
were sensitized
● 35 Community members were inducted as para legal volunteers in Telangana.
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● Master Trainers of NCERT were sensitised on the importance of inclusion of gender,
sex and sexuality in the school curriculum (Telangana Aug 2018)
● Community members from Manipur, Odisha and Telangana protested the
Transgender Rights Bill passed by Lok Sabha at the state level along with attending
national protest at New Delhi.
● 91 cases on violence and discrimination were reported, of which 82 were resolved
through formal and informal mechanisms
● Gender identity change was facilitated for a total of 156 trans people, 22 transmen
and 134 transwomen
● 539 community members were linked with schemes and entitlement documents like
Voter id, Aadhaar, Ration cards, Residential Certificates, PAN cards, Bank Accounts
and the like.
All of these activities are contributing towards greater understanding among stakeholders
(law, law enforcement, healthcare, education, etc.) on LGBTIQ+ issues, hopefully leading to
greater inclusion and reduced violence towards the community.

CASE STUDY
Harassment within the family: Things can change, with persistence and sensitisation.
Last among his four brothers and sisters, Raju (name changed) was a 17-year-old
transgender man, assigned female at birth. Born in east Imphal, he was the youngest child,
and was often at the receiving end of harassing and violent behaviour at home. His
expression of his gender led to constant rebuke and coercion from his parents and siblings
alike. As is often the case, the parents hoped that the persistent reproach would force their
child into surrender, hoping that they could get him to behave in ways that are expected of
girls, such as, helping in household chores.
The intimidation and harassment had been ongoing for a considerable amount of time, until
one day on 20th July 2018 his brother brutally beat him up. Feeling lost at his own home, he
ran away, looking elsewhere for support.
That is when he came in contact with ETA and SAATHII. After learning about the case, the
Sangraha team got in touch with the CHILDLINE 1098 - India's 24-hour emergency phone
service for children in need of aid and assistance. The 1098 team then visited SAATHII’s
office (after the case was also referred to them by the Child Welfare Committee). As an
immediate measure, ETA took on the responsibility of the child, undertaking his custody until
a date for counselling with the family could be set up.
In a matter of six days, the Child Welfare Committee summoned his parents in the presence
of SAATHII members. The child and the family members were both counselled on raising a
gender non-conforming child, their expression and also that the law protected their right to
express their gender and identity however an individual chooses to. The counselling seemed
to have gotten through to the family who understood and agreed not to harass Raju in the
future, along with ensuring that his needs were met and taken care of. They even signed an
undertaking letter to the same effect – leading to a significantly better life for Raju.
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CONCLUSION
SAATHII shares the success of Project Sangraha with donor European Union and
implementation partners Rural Resource Development Centre (RRDC) and Modern
Architects for Rural India (MARI). The backbone of this project; the LGBTIO+ grassroots
communities keenly contributed to the program, both formally and informally.
The project would not have been what it is without the generous knowledge and financial
capital it has received from all its partners and hopes to see bigger wins at both the
implementation and policy level in times to come.
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C.3 Empower: Enhancing Quality of Life of LGBTI Individuals
and Strengthening Community Collectives
INTRODUCTION
Evidence indicates that individuals who identify as lesbian, gay, bisexual, transgender,
intersex or otherwise queer (LGBTIQ+) are especially susceptible to socioeconomic
disadvantages. As socio-economic status is inherently related to the rights, quality of life
and general well-being, marginalized communities can suffer for even an average quality of
life. The Empower project seeks to strengthen community-based groups and collectives and
advocate for access to legal and social entitlements, stigma-free health care, documentation
and dissemination of good practices to enhance the quality of life of LGBTIQ+ individuals in
the states of Odisha and Manipur.
Project Empower aims at strengthening community collectives, individuals and activists
towards demand generation and advocacy for inclusive and barrier free access to health,
education, social security and legal services for transgender and other gender and sexual
minority populations.

Capacity Building of
CBO

Community-led
Advocacy Actions

Programmatic Aspects
Organisational Development Aspects
Hand-holding support

Organising trainings/sensitisation with social, legal, medical and educational stakeholders
Facilitating meetings between stakeholders and LGBTIQ+ community members
Follow-up actions with stakeholders, involving community members

Providing support to government departments in terms of framing/ operationalisation of friendly programmes and policies
Supporting
Government
Institutions

Documentation and
Dissemination

Documentation of human rights violation cases
Documentation of case studies
Documentation of good practices
Dissemination of learning in national and sub-national forums

Project Empower implements a series of activities that engage LGBTIQ+ communities in
advocacy for rights and access to services. These include
●
●
●

●

Capacity building and institutional strengthening of groups such as ETA
(Empowering Trans Ability in Manipur, Maa Majhi Gouri in Rayagada district of
Odisha, and emerging LBT and gay/bi men collectives in Odisha;
Partnering with LGBTIQ+ communities for advocacy towards access to social- legal
services (Odisha and Manipur) and bullying-free learning (school, college
environments) in Odisha;
Advocacy with state governments in implementing NALSA judgment (a landmark
decision by the Supreme Court of India, which declared transgender people to be a
'third gender', affirmed that the fundamental rights) in its entirety through statespecific policies and schemes;
Community-led advocacy for LGBTIQ+ inclusive mental healthcare in Manipur and
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●
●

overall (mental/physical) healthcare in Odisha with a focus on gender-affirmative
care;
Cross-movement dialogues with disability rights and other groups around
intersectional issues;
Documentation, dissemination, and scale-up of learning to other stakeholders
across existing and new states of India.

REACH
Through the Empower Project, SAATHII has directly impacted the lives of many community
members by addressing their needs.
It has enabled 13 transgender community members accessing low-interest government loans (INR
15,000 per person) by linking them with nationalized banks. It has also facilitated formation of five
self-help groups; two of which have been linked with the district administration. More than 50
community members have been trained on peer counselling, and recording and management of
human rights violation cases. Gender Identity Change affidavits have been obtained by more than
200 community people to date, through our support. Over 70 community members have been
linked with the state food security scheme. LGBTIQA+ members in distress have also been
supported by over 50 individual counselling sessions (telephonic and in-person)
Along with this there have also been policy level changes at the state level. A good example of this
is the social security scheme launched in Orissa called ‘‘Sweekruti (Recognition)’ that aims at
promoting transgender equality and justice. This scheme currently provides
a) Scholarship to pre and post matric transgender students
b) assistance to parents of transgender children up to attaining the age of 18,
c) Upgrading vocational skill training for transgenders
c)Promoting self-help groups and self-employment
d) Establishment of counselling unit to render behavioral and guidance services.
Odisha is one among few states in India to frame such a comprehensive scheme for transgender
people in line with the scheme announced by Ministry of Social Justice and Empowerment,
Government of India.
With allocation of 100% resources from state exchequer, Odisha has also led the way in state
owned food security schemes that now include transgenders as a beneficiary, as do the land and
housing schemes. With so much work going around the issues, the School and Education
department of the Government of Odisha has also requested SAATHII to verify the cases reported
as Third/ Transgender in schools’.
In Manipur, the Transgender Welfare Board constituted in previous years has not been very active,
so ETA and other groups such as AMANA, working with SAATHII, are attempting to reactivate it by
engagement with relevant government departments.
Our collective work in this field would not have been possible without the financial support of AJWS
–American Jewish World Service, USA.
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CASE STUDY

DRI LOANS – A Little Help Goes a Long Way
Sangita (Name changed), a 33 years old transwoman, had to migrate from her native town twelve
years ago. Due to social exclusion because of her preferred gender identity and no formal education
she had to opt for nothing but begging in
trains at Rayagada. In Rayagada, she resides in
Municipality area with her grandmother and
her partner in a rented property. Her partner,
Reshma (Name Changed) also needs to work
and hence, drives an auto. She says, ‘every
individual wants some work with worth and
dignity and people like us are always in the
quest to make that happen but in very rare
instances we may see it happening’. Through
the help provided her to avail the DRI loan,
she was motivated to set-up a small daily
needs shop within a budget of INR 20,000, by
adding INR 5000 from her pocket. This helped
her in getting a stable income of INR 200-300 per day, an addition to her train begging income and a
great relief to meet day-to-day family needs. While she goes in train during first half of the day,
during second half she opens her shop. She further adds that the DRI loan of INR 15,000/- may not
put a tremendous impact on her earning but it has certainly opened up a gate to think big and also
gave her an opportunity to explore her potential and confidence to manage her family situation.
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C 4. Access: Scaling Up Lessons Learned from Manipur in the
North- East to Achieve LGBTIQ+Equality
INTRODUCTION
A unique advocacy focused project, Access seeks to achieve LGBTIQ+ equality in society, with a
focus on communities in the North-East states. Specifically, the project seeks to bring about the
following changes:
●
●
●
●
●

Work towards a fully functioning Transgender Welfare Board in Manipur,
Implement the Supreme Court’s NALSA judgment (a landmark decision on
transgender rights) in the North-Eastern states of Manipur, Meghalaya, Nagaland
and Arunachal Pradesh.
Enable inclusion of transgender students and support framing of policies to ensure
bullying-free environments in schools and colleges, (both public and private) in
Manipur.
Effect positive attitudinal change among stakeholders (religious leaders, healthcare
providers, media) for LGBTIQ+-supportive environments and services in the North
East region
Contribute to national advocacy efforts to read down Section 377 of the Indian Penal
Code

The project is led by community partner All Manipur Nupi Maanbi Association (AMANA), a
collective previously incubated by SAATHII. Having prior experience of working in Manipur, Project
Access leverages these experiences to strengthen community collectives and activism in other
states such as Meghalaya and Nagaland, and other states where communities have a viable
presence and articulate the need for support.
The current phase of the project works on the following:
(i)Building capacity of community groups in Meghalaya, Nagaland and Arunachal Pradesh towards
building their organizational systems and enhancing thematic knowledge on programmatic and
technical issues for community-led advocacy actions with their respective governments,
(ii) Gathering evidence around denial of treatment and need for training of health care providers
and organizing institution-specific orientation session with healthcare providers in Meghalaya and
Nagaland, (iii) Gathering evidence around denial of educational services in Meghalaya and
Nagaland,
(iv) Carrying out advocacy actions towards implementation of NALSA judgment in Meghalaya,
Nagaland and Arunachal Pradesh,
(v) Continuation of inclusive health and education advocacy in Manipur.

REACH
Project Access has shown considerable success in the past one year with a focused approach
of working on three states. Some of the successes in the states include:
(i)
In Meghalaya and Nagaland, we reached to more than 20 transgender and other
gender and sexual minority community members associated with two CBOs. This
was reached via capacity building sessions on organizational development and
various programmatic aspects.
(ii)
Documented experiences of how the interactions among ten health care
providers and LGBTIQ+ community members in Nagaland and Meghalaya.
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(iii)
(iv)
(v)
(vi)

Another aspect touched was on how training and skills needed to ensure
provision of friendly amd clinically competent services.
Documented experiences of 20 LGBT community members from Nagaland and 20
from Meghalaya on their experiences while accessing health care services at
government health settings.
Documented experiences of bullying and violence faced at educational
institutions by ten LGBT community members from Nagaland and Meghalaya.
With reference to the Supreme Court’s verdict on Section 377, more than 20
community members participated in a dissemination workshop on understanding
Sec 377 in Imphal.
More than 30 community members were mobilized for a state-level protest
against regressive transgender bill in Imphal.

Following this, several other steps have been taken up in these states. After receiving
organizational development related capacity building support from AMANA and SAATHII, two
community-based organisations - Symphalliang Welfare Trust in Meghalaya and Good Will
Welfare Organization in Nagaland, are now set to get registered with the local authorities.
In other case, the CRP shared information on an intersex child to PC. The child was born with
ambiguous genitalia condition and the parent came for suggestion to the CRP. According to
the story shared by the CRP, the parent wanted to do corrective genital surgery for a cosmetic
condition according to the doctor advice, However PC had shared the knowledge on how to
deal with the intersex baby and sensitize the parent. PC had suggested CRP to counsel the
parent by telling to wait for the child to be fully grown and then think of corrective surgery.
PC had also suggested CRP to go and meet the doctor.
In these states, AMANA and SAATHII have engagesd constructively with the Department of
Social Welfare and State Legal Services Authority. Through this, respective departments have
progressed in taking forward the NALSA implementation in their states. This has been the
result of the concerted efforts put in during the last two years of engagement.

CASE STUDY
Abung (name changed) from Manipur is 13 years old and a fourth child to his parents. Abung
is assigned female at birth but has a strong male gender identity. The father is a carpenter
and the mother is a weaver. Abung is in VIII standard at a government school – Chingangbam
Leikai upper primary school. The parents, not having any other male child, have been
supportive of Abung’s gender expression. He used to wear boy's clothing both in school and
at home and everybody was aware of it. One day, while he was studying in class I,
suddenly he ran back home in the middle of the day and complained to her parents about
how he was issued skirt and shoes by the teacher and he refused it. (In fact, it was
distributed, under Right to Education Act by SSA).
On the same day, the Headmaster of that school came to their home and asked him the
reason for leaving the school. Abung’s mother revealed that he did not like to wear skirts.
While the head master and parents further discussed the issue, they discussed about the
child’s male behavior and character, that have been associated with him since childhood.
After listening to the entire story, the Headmaster was convinced enough and provided him
male attire. From that day onward he resumed going to school.
He also said that Abung has been behaving like a boy since he was known in the school and
the school authorities expected he would behave like a girl when he grew up. It was the day
when he ran away from school when the female uniforms were distributed; that they realized
he couldn’t be changed to wear different dresses. The Head Master also expressed that losing
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a child from our society just for such petty reason is a big loss of our society. Hence, the he
sent one teacher to bring Abung back and offered pants along with other support. When
asking about SC NALSA judgment, the headmaster was not aware of the judgment.
While asking about the toilet and other accessible facilities, which is available at the school,
the headmaster said that there was no issue with Abung. He has also oriented other teachers
to treat him the same as other the students, and so far there was no complaint from Abung
and also from other students because of him.

CONCLUSION
The Project AMANA team members played a vital role in reaching out to the parents and school
officials and discussing these issues. It was a commendable achievement to provide
opportunities to everyone. Project Access has been made possible through the generous
support provided by Astraea Lesbian Foundation for Justice, USA.
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D. Other At-Risk Groups

D.1 Subhiksha: Increasing HIV and TB Interventions in Prisons
and Other Closed Settings
THE PROBLEM
Prison inmates or people living in other closed settings (such as state run homes for women) are
often at an increased risk of many communicable diseases, such as, HIV and TB due to reasons
ranging from illegal drug use, sharing needles, unprotected sex to a genuine lack of access to
education and preventive health care services.
Additionally, many prison inmates are incarcerated for only a few months before returning to
the community, making it important to learn their HIV status and continue treatment, so as to
not spread the infection further. The solution requires an integrated approach involving
educators, prisons, medical service providers, and multiple state departments – which is often
complex and difficult.
It is impossible to achieve the HIV elimination goal in the country without including the prison
population, which runs to over 4 lakhs in a given point of time, in the HIV Intervention.

SOLUTION AND STRATEGY
With the realization the HIV infection is being increasingly detected in communities that are not
part of the conventional ‘core groups’, the National AIDS Control Programme, in its National
Strategic Plan, has expanded focus to include other at-risk and high-risk group, not covered by
existing targeted interventions. The National AIDS Control Organization (NACO), under its
National AIDS Control Programme, categorizes prison inmates as one of the “special groups” to
be included in prison HIV interventions in its National Strategic Plan for HIV/AIDS and STI
(2017–2024).
SAATHII, supported by EJAF, through its project titled “Subhiksha” is complementing the
ongoing efforts of National AIDS Control Program in scaling up prison HIV and TB Intervention
and contributes towards reaching the goals of 90-90-90 by enhancing HIV prevention-to-care
services for prison population in India.
The project is being implemented in close coordination with State AIDS Control Societies (SACS),
Directorate of Correctional Services and Department of Women and Child Development and Social
Welfare, TB departments, and NGOs that take part in HIV Targeted Intervention (TI) and care,
support and treatment (CST) projects in 12 states across the country
Subhkisha aims to fulfill four objectives
a) To scale up HIV counselling and testing of all prisoners
b) To ensure linkage to treatment for inmates identified HIV positive
c) To ensure post –release follow of inmates and social protection services for family members
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d) To ensure the sustainability of the programme
To this end, Subhiksha seeks to undertake a multi stakeholder integrated approach that
involves prisons, state TB and HIV/AIDS departments, the Ministry of Women and Child
Development and social justice and empowerment departments.

Counselling and Testing
Advocate and bring on board various depts. involved, such as, SACS, State Prison
Authority, WCD, and the TB dept at the state level.
Advocate for the formation of Faciltiy Integrated Counselling and Testing
Centres(FICTC) within prisons or set up camps on a fortnightly basis.
Undertake testing and counselling at prisons for HIV, TB, STIs and Hepatitis B and C.
Cultivate Prison Peer Volunteers to educate all inmates on a regular basis

Treatment
Create linkage between prisons and ART centres for seemless tretment services for
positive inmates
Set up Link ART Centres in prisons where there are more than 10 HIV positive inmates
and DOTS providers for TB treatment adherence tracking

Follow up Care and Sustainability
Ensure strong post release linkages with people who leave prisons by linking them to
Care Support Centres (CSC) so that they can continue treatment outside of prisons.
Link positive people to District Level Networks for people living with HIV for care,
support and post-release follow up and family outreach
Actively undertake multi-stakeholder meetings to get departments to collaborate and
execute the programme in place.

REACH
Subhiksha has so far been successfully scaled up to 12 states, namely Jammu and Kashmir,
Himachal Pradesh, Rajasthan, Madhya Pradesh, Chhattisgarh, Jharkhand, Odisha, West Bengal,
Karnataka, Telangana, Tamil Nadu and Andhra Pradesh.
Some of the salient wins of the campaign include:
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To achieve this, 1715 medical and Para-Medical staff was trained and oriented on provision of
stigma free HIV services. HIV intervention has been successfully initiated in 502 Prisons and 165
OCSs of twelve state of India. After screening, 571 or 88% inmates were put on ART and 229 or
97% TB positive inmates were put on DOTs. For proper support some 450 (31%) consenting family
members of HIV positive inmates were provided with information on benefit of early testing and
treatment, information on socio-legal protection schemes and services.
The project has strengthened institutional capacities of prisons and other closed settings through
training of staff, training PPVs to play supportive role, establishment of functional FICTCs and link
ART centres, Sputum Collection centres, DOTS and OST Centers to continue interventions postexit. Long term convicts as PPVs will support in improved knowledge, skills and experience to
continue health-literacy and promote risk reduction and service uptake.
Motivated and trained project personnel, supportive government officials of SACS and prisons and
coordination with the district health teams have played facilitative role in scaling up the
intervention rapidly in vast geography in a short span of time.

CASE STUDY

.
Mr. Sujit Naag, PPM of Odisha state, organized two days screening camp in Sambalpur Central
Prison in January 2019. In the first day of camp, one inmate named, Mr. Manil Singh (name
changed), age 46 years, refused for HIV testing. PPM, with the support of ICTC Counsellor,
counselled Manil to get tested. He was later detected HIV positive. For a brief time, Manil was
shocked and was not ready to accept his HIV positive status report.
PPM educated and counseled Manil with the support of other HIV positive PPEs on basics of
HIV/AIDS and tried to dispel misconceptions from his mind. Finally, Manil was ready to registered at
the ART Centre for treatment.
The next day, PPM conducted a follow up visit to Sambalpur Central jail and took update on drug
adherence among all seven HIV positive inmates including Manil. Manil also shared the status of his
wife, sexual partner and children. He told that his wife has been sick since the last two months and
requested the PPM for attention and facilitate better treatment for his wife.
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In January 2019, with the support of the members of District Level Network (DLN) and the staff of TI
project, PPM conducted home visits and met Manil’s wife, Mrs. Reena Singh (name changed) and
his children. PPM checked the doctor’s prescription and found that Manil’s wife is taking treatment
from private hospital since last two months. She had invested large sum of money in several types
of test and costly medicine, rather than STI and HIV testing.
Based on her signs and symptoms, Reena was tested for HIV and STI. She was found to be both HIV
as well as STI positive. Seeing the poor health condition of Reena, treatment of STI was started
immediately in Jharsugodda PHC and she was advised to come to Sundargarh ARTC for initiating
ART.
With the support of the team, Reena was linked with Sundargarh ARTC to initiate the ART
treatment in February 2019.
PPM had a meeting with members of DLN, TI staff and staff of Jharsugodda ICTC for providing sociolegal protection schemes and services to Manil and Reena. With the support of NGOs / CBOs who
are working on HIV / AIDS, Reena was linked under Madhu Babu Pension Yojana in March 2019.
Such efforts by PPMs with support of NGOs / CBOs have been carried out for bringing health and
happy life in family members of positive inmates.

CONCLUSION

Over the past one and half years, Subhiksha has proved to be a remarkably successful program due
to strong facilitation of the multi stakeholder collaboration that has enabled institutionalizing
comprehensive services for the inmates of prisons. While in the initial stage the dependency for
screening of the inmates was on the external sources through testing camps, the last six months
have seen a clear shift towards regular on entry screening by training the existing medical and paramedical staff within prisons. The states of Rajasthan and Madhya Pradesh are emerging as
trendsetters for systems establishment using innovative approaches to overcome challenges.
Another initiative that has been a game changer is the involvement of Prison Peer Volunteers or
PPV in carrying out the prevention and screening activities. They mobilise and motivate prison
inmates to learn new information, support the medical personnel in the daily screening process
and help the project team in filling up the intake form of the inmates. The model of involving PPVs
as change agents within the prison has a great potential for sharing at the national level to
effectively utilise the existing human resource to reach out with services. The linking of positive
inmates with the district network has also helped in reaching out to family members. For this, we
would like to thank our financial partner ‘Elton John AIDS Foundation’ whose help has been
instrumental in the accomplishments of this programme.
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D.2 Sahay: Expanding HIV interventions among hard-to-reach
and at-risk populations
THE PROBLEM
Certain communities are at higher risk of being infected with the HIV virus – these include men who
have sex with men, female sex workers, transgenders, young adults, industrial and migrant workers,
and sexual partners of all these individuals. Due to social stigma and lack of awareness- these
populations can be hard to reach. However, to fulfill the national fast track targets of 90-90-90 by
2020 (ensuring 90% of people living with HIV know their status; of whom 90% are on treatment; of
whom 90% adhere to treatment and achieve viral suppression) it is crucial to reach out to this
population.
Of all people recently infected with the HIV virus (as per the ICTC data of 2016-17 and 2017-18),
about 84% percent are from within these undefined at-risk groups – it is therefore imperative to
reach out, screen and provide treatment to these specific communities.

SOLUTION AND STRATEGY
Understanding the limitation in reaching out to all communities using existing platforms – SAATHII
launched the SAHAY program to provide HIV screening services to unreached and uncovered at-risk
population. Since its inception, SAHAY has used diverse and multipronged strategies to reach out to
targeted populations. Apart from field intervention through Community Based Screening (CBS)
camps the project, through its technology based intervention, seeks to reach out to and link the
discreet LGBTIQA+ individuals to the different service providers by facilitating information and
referrals. It envisions to fulfill the following objectives:

Expand HIV screening among hard to reach and at risk populations

Identify and initiate early treatment for those affected by linking them to
service providers

Enhance uptake of services (HIV. STI , reproductive) amongst partners of at
risk poplulations.

SAHAY seeks to reach target communities with a diverse and multi-pronged approach by:
Organizing community-based screening (CBS) camps in vulnerable and unreached
pockets, such as mines, mills, factories, construction sites, social gatherings, and mass
events;
One-to-one outreach and HIV testing of HRG where one to many approach is not feasible
due to stigma and accessibility issues
Technology Based Intervention (TBI) comprising of a three-pronged approach of a
website (www.sahay-india.org), smartphone application (phone-app), and a SMS-based
application (SMS-app), for LGBTQ+ populations who remain discreet and use online
platforms for sexual and social networking
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REACH
SAHAY has so far been successful in reaching out to at-risk and uncovered high risk populations
of 41districts in seven states, including nine districts in Madhya Pradesh (MP), four in Odisha
(OD), six in Rajasthan (RJ), three in Telangana (TS), nine West Bengal (WB), five in Uttar Pradesh
(UP), and five districts in Punjab(PJ).
Over 37,500 people were screened in 790 camps in the last year, more than 84 % of those screened
belonging to at-risk population. The prevalence of HIV in these was found to be as high as .044 %,
which is double the national average of .022%.
Besides screening individuals for HIV, the program was able to
a) Successfully involve the State Aids Control Societies (SACS) to take ownership towards
training field workers in HIV screening through Whole Blood Finger Prick Test (WBFPT) as
well as getting them to supply the test kits for testing.
b) Mobilize community with help of the front line health workers. Purposeful inclusion of the
front line health workers such as ASHAs/ AWWs also proved to be a rewarding strategy.
This ensured focused intervention in terms of identifying people who were not at risk and
could be eliminated from the screening process.
c) Customize the way the CBS camps were conducted – this translated to conducting camps in
health camp mode in villages, distribution of condoms at trucker’s point and customizing
communication materials as per the target population
Overall, the project has been successful in reaching individuals hitherto unreached by the
current national HIV prevention program, track back clients lost to follow-up, reach young
population, ensure partner and family member testing, and enable immediate linkages to
life saving treatment for those detected HIV positive. These interventions were rolled out
with complete ownership and resource sharing by the national and state governments,
resulting in provisions of free test kits, commodities and supplementary human resource
support for counseling and testing.
The success of this program is also credited to the TIDES Foundation whose generous
resources have been utilised in the effective implementation of this programme.
Partners:
1. Badlav Samity – Madhya Pradesh – Balaghat, Dindori, Gwalior, Hoshangabad, Indore,
Jabalpur, Khandwa- Burhanpur, Mandla & Seoni
2. Jan Vikas Samity – Uttar Pradesh – Varanasi, Allahbad, Siddharthnangar
3. Disha-Roman Catholic Diocesan Social Service Society (RCDSSS) – Rajasthan – Chittorgarh,
Sirohi, Dungarpur, Bhilwara, Sawai Madhopur & Jalore
4. Amitie Trust – West Bengal – Howrah, Malda, Nadia
5. Modern Architect of Rural India (MARI) – Telangana – Warangal, Rangareddy & Medak
(the project was implemented by SAATHII directly till Dec-18)
6. Mansa Foundation – Punjab-Firozpur, Moga, Taran Taran, Bathinda, Faridkot
7. SAATHII – West Bengal – Jalpaiguri, East Midnapur, Uttar Dinajpur, Dakshin Dinajpur,
Coochbehar and Alipurduar
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CASE STUDY
REUNIFICATION OF AN ABANDONED HIV+ PERSON LIVING WITH MENTAL ILLNESS WITH
HIVFAMILY
On 19th February 2018, a community based HIV screening camp was organised at Keolari
village in Seoni district of Madhya Pradesh. Out of the 19 people who were screened at the
camp, a casual farm laborer Ramkishore aged 45 years; was detected to be HIV reactive.
During post-test counseling, it was found out that he lives alone as his wife had abandoned him
years ago. The Sahay field staff realized that he was not mentally stable and found it difficult to
recall things or narrate incidents coherently. He also revealed that he was detected with TB a
year back but didn’t complete the treatment then. Things became more challenging for the
field staff as he didn’t even have a phone of his own. The only way of communicating with him
was through his neighbors’ number. After repeated personal visits to Ramkishore’s home and
constant follow-up, the field staff accompanied Ramkishore to nearest ICTC for HIV status
confirmation. He was found to be HIV positive. Subsequently, he was taken to ART center and
he was tested for TB again and was found to be non-reactive for TB. At present, he is on ART
and is continuing his treatment.
To ensure his proper treatment, field staff visited and counseled the family of Ramkishore’s
elder brother and requested them to take care of him. After few visits and persuasive
discussions, they agreed. He is now staying with his elder brother’s family and his mental
instability is no more a hindrance in his treatment. His family members ensure that he visits the
hospital regularly for health check-up and receives ART drugs every month. Now his nutritional
and emotional needs are being taken care of properly.
Through the consistent efforts of the staff involved in the case, Ramkishore was brought back
into the cascade of care and treatment services for PLHIVs and is now getting proper and
regular health services with the support of his family.
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E. Sambhuya: Technical Assistance to Strengthen RMNCH+A
Initiatives in India
THE● PROBLEM
Every day, approximately 830 women die from preventable causes related to pregnancy and
childbirth, with nearly all of these deaths taking place in developing countries. The major
complications that account for nearly 75% of all maternal deaths are severe bleeding, infections,
eclampsia, and complications arising from unsafe abortions. Most complications that develop
during pregnancy can be prevented or managed. Certain pre-existing conditions may be aggravated
during pregnancy, especially if not managed.
Further, maternal health and newborn health are closely linked with each other. Hypertensive
diseases, prolonged labor, and umbilical cord accidents are often precursors of this type of
mortality. Deaths often result from poor access to quality health care services.

STRATEGY
Seeing that it is possible to accelerate the decline of maternal and natal mortality - SAATHII
undertook a four-year co-operative agreement (June 2015- May 2019) with the United States
Agency for International Development (USAID), named Sambhuya. The goal of the project is to
reduce maternal and neonatal mortality through
●

Strengthening of the government and private sector stewardship,

●

Improving the quality of family health services in the public and private sectors,

●

Increasing private sector engagement for service delivery,

Enhancing community access to services and increasing efficient use of available resources
for family health programming thereby reducing maternal and neonatal mortality and increasing
uptake of modern contraceptives.
●

To achieve these, Sambhuya project has implemented four sub-projects namely,
●

i) Mera Aspataal,

●

ii) Pradhan Mantri Surakshit Matritva Abhiyan (PMSMA),

●

iii) Assam Tea Gardens, and

●

iv) Project Implementation Planning Software Development

A brief description of each sub-project is given below.
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E.1 Mera Aspataal
INTRODUCTION
Quality healthcare is an articulated commitment of Ministry of Health and Family Welfare
(MOHFW). The level of patient satisfaction is the litmus test for assessing quality of services
provided by a healthcare facility. Enabling patients to provide feedback empowers them to make
their voices heard, involving them in making the health care system more accountable to their
needs.
Set up with the intention to improve the quality of Family Health services at public and private
health facilities, SAATHII in collaboration with USAID and the Government of India, developed an
open -channel multi-lingual, simple and intuitive patient feedback system titled Mera-Aspataal (My
Hospital) that allows patients to share feedback on the services received through multiple userfriendly channels such as Short Message Service (SMS), Outbound Dialing (OBD) mobile application
and web portal. The patient can submit the feedback in seven different languages on mobile app
and web portal; for the hospitals visited in last 7 days
Flow of work:

The project is currently implemented in 24 states and 5 UTs including Assam, Bihar, Chandigarh,
Chhattisgarh, Dadra & Nagar Haveli, Delhi, Goa, Haryana, Himachal Pradesh, Jammu & Kashmir,
Jharkhand, Karnataka, Madhya Pradesh, Maharashtra, Meghalaya, Odisha, Puducherry,
Uttarakhand, Rajasthan, Tamil Nadu, Telangana, Uttar Pradesh, Punjab and West Bengal.
Initiated in Aug 2016, Mera-Aspataal was scaled-up to 2,634 facilities (2085 public health facilities
and 549 empaneled public and private health facilities), reaching out to 22.5 million patients with
SMS and OBD calls seeking feedback. Of these, 1.6 million patients provided feedback in the
financial year 2018-19.
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Nearly 75% of the respondents were either very satisfied or satisfied with the services they
received, while rest were not satisfied. Staff behaviour (39%) was the leading cause of
dissatisfaction, followed by the cost of treatment (17%), cleanliness (13%), and others (31%). Long
waiting time was the leading cause of “other reasons” for patient dissatisfaction.
To enable the use of feedback data for quality improvement, a dashboard with data analytics has
been made available to all stakeholders at the national, state, district and facility levels. Officers
responsible for Mera-Aspataal and Quality Improvement were also oriented on use of feedback
data for quality improvement at the state, district and facility levels.
However, the biggest success of the project lay in the successful advocacy and a complete transfer
of responsibility with the Government of India in 2018. Additionally, Patient Satisfaction Score (PSS)
computed from Mera Aspataal is now used as one of the nine indicators for the District Hospital
Ranking System of the Ministry of health and Family Welfare (MOHFW) and NITI Aayog; making
Patient Satisfaction Score (PSS) a requirement for National Quality Assurance Standards (NQAS)
certification.
Mera-Aspataal is now in the process of integrating with other programs like PM-JAY, Tuberculosis,
HIV and Maternal and Child health to capture program specific feedback and thereby improve their
quality of services.

CASE STUDY
:
Smt. Suchitra Kriplani Hospital (SSKH) is a multi-specialty hospital associated with the Lady Hardinge
Medical College (LHMC), New Delhi. It also provides teaching and training to medical students.
The hospital administration is making extensive efforts to make registration process hassle-free and
smooth for the patients who wait for hours to get treated. The use of electronic token management
system is a relatively new intervention, which is now being used in the OPD area for the registration
purpose. This practice has been very successful in reducing the waiting time and avoiding overcrowding at the registration counter.
The stakeholders involved in this process are hospital authority, front office staff and additional MS
(also the nodal officer for Mera Aspataal).
In addition to this, the facility has ensured comfortable seating arrangement for the pregnant
women and senior citizens which enable the patients to avoid standing in queues for a long time.
The effective crowd management facilitates service providers like doctors, technicians and other
support staff to provide services more efficiently without any disturbance.
Token system, thus ensures that the patients are not deprived of any services due to overcrowding
or long queues. Each patient is given a token number at the time of registration and they are asked
to wait for their turn. The token number can be seen on the electronic display board and patients
are called for the consultation in a proper sequence. It has resulted in an organized and effective
delivery of medical services at the facility. It also helps in managing a seamless flow of patient’s
right from an initial entry point to check out. It facilitates process efficiency and improves overall
operational excellence in healthcare facilities by enhancing the patient experience. The leadership
of hospital staff and facility-in-charge is necessary for effective management of medical services.
The replication of this model needs minimal resources like availability of one or two hospital staff
and a good seating arrangement. The practice is scalable as the need for crowd management and
organized site preparedness is felt across all the government hospitals. Having an efficient queue
management is a must at healthcare institutions especially when the patients visiting the facility are
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either in pain or frail health, making it difficult for them to stand in queue for long periods of time
until a medical practitioner is available to treat them.
SSKH has also started distributing paper slips to the patients while they are waiting in the queue for
their registration process. Patients are asked to fill their basic demographic details like name, age
and mobile number so at the registration counter the data entry operators doesn’t make any error
while noting their mobile numbers. This practice will definitely help in increasing valid mobile
number percentage of patients for Mera Aspataal application. This will further help the
stakeholders to take corrective and preventive actions based on the feedback provided by the
patients on the services received at the facility. Out-patient consultation timings have also been
changed in the hospital. Earlier, the timings were 9 am to 1 pm, now 8 am to 2 pm to avoid
overcrowding in the OPD area.
SAATHII team has advised the hospital authority to replicate this model in Kalawati Saran Children
Hospital to overcome challenges related to overcrowding and waiting time. Proposal for installation
of the two-way communication channel at the OPD counter has also been passed and it will be
installed soon in the SSKH.
This initiative will help in effective and efficient functioning in various health centers by which we
will be able to help more number of patients.
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E.2 Technical Support to National Safe Motherhood Initiative
(PMSMA)
INTRODUCTION
High rates of maternal morbidity and mortality are often a result of a failure to identify and
manage high-risk pregnancies in a timely manner. To address this issue, the Government of India
launched an initiative called the Pradhan Mantri Surakshit Matritva Abhiyan (PMSMA) in July
2016. The program offers at least one assured, comprehensive and quality antenatal care, free of
cost, universally to all pregnant women in their 2nd/3rd trimester on the 9thof every month at
public health facilities across India to avert maternal deaths due to preventable causes.
There is a two pronged strategy for providing technical assistance in PMSMA. At the national
level, assistance is provided for formalization of strategy and guidelines while at the state level
implementation support is provided.

Observed gaps in
PMSMA

Formalization of strategy
and guidelines at national
level

Scale up the
good/promising
practices

Implementation support
at state and district level

Improve the impact of
PMSMA

SAATHII has been supporting the Ministry of Health and Family Welfare (MOHFW) to strengthen
the capacity to engage the private sector for PMSMA since November 2016 at the national level
and in the state of Madhya Pradesh. For this, SAATHII has undertaken the following work:
(i) Evaluation of the governments’ PMSMA initiative: The goal of this evaluation was to identify
promising practices as well as gaps and offer mid-course correction on the basis of the evaluation.
Data was collected from 69 facilities 18 districts (9 states) and analyzed. Subsequent to which,
MoHFW and SAATHII organized a consultation with participants from state health departments and
development partners. This consultation helped identify twenty-seven key recommendations to aid
mid-course correction. A detailed report and a roadmap for the future direction of PMSMA were
also prepared taking into account the status of various antenatal care indicators in different states
of India and the key recommendations.
(ii) Documenting and dissemination of good practices: Promising practices from 12 states with
potential for scale-up were documented, and disseminated in the form of a video and a brochure
during the National MMR (Maternal Mortality Ratio) Reduction and ‘IPledgeFor9’ awards
ceremony on 29th June 2018 in the presence of Hon’ble HFM and the USAID Mission Director.
SAATHII’s staff collected video, photographic and documentary evidence on over 50 promising
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practices with the potential to strengthen PMSMA, through facility visits in 12 states. The
implementation of these practices can improve the impact of the PMSMA program significantly.
(iii) Technical assistance to engage the private sector: Ultrasonography services are an important
component of the comprehensive services envisaged under the PMSMA. However, shortages in
manpower and equipment in the public sector, and the lack of ‘know how’ on partnering with the
private sector leave these services underprovided. To this end, the MoHFW had sought support
from SAATHII to develop guidance documents for partnering with the private sector to provide
Ultrasonography services at PMSMA sites. These documents were created by SAATHII and shared
with multiple stakeholders and leading Obstetricians and Gynaecologists in the country for
feedback. Once approved, they will form part of national guidelines for USG on public-private
partnership
mode.
Playing an advocacy role at the national level, SAATHII was working more closely towards
implementation at the state level
(i)

Development of state specific strategy for strengthening tracking and follow-up of highrisk pregnant women: At the state level in Madhya Pradesh, SAATHII played a catalytic role
in the development of a state-specific strategy for the tracking and follow-up of high-risk
pregnant women and provided support to build the capacity of healthcare personnel across
14 districts in the state by training 3,300 people.

(ii)

Leveraging funds for scale up of good practices: At the state level, SAATHII has helped
distribute 12.8 million INR (approved by NHM, GoI) toward scaling up certain good practices
to strengthen the implementation of PMSMA in the FY 2018-2019. These include a token
system, a public address system, customized PMSMA registers, and the provisioning of iron
and protein-rich supplements to pregnant women on PMSMA day. Additionally, SAATHII
has also provided technical inputs to facilitate the allocation of a budget of INR 1.00 Crore
(INR 10 million) toward incentives to ANMs for visiting the homes of HRPW, and INR 18.4
lakhs (INR 1.84 million) toward mobility support to private sector providers in the periphery
for FY 2019 - 2020.

44

E.3 Assam Tea Gardens
INTRODUCTION.3 Assam Tea Gardens
The issue of maternal deaths associated with pregnancy is an issue of considerable concern in the
state of Assam. While the national average for Maternal Mortality stands at 130 for one lakh births,
it nearly doubles itself at of 2373 per lakh live births in Assam, making it the highest in the country.
A collective lack of trained health care providers, poorly equipped hospital facilities and an unaware
community in the Upper Assam region in particular have led to even higher rates of maternal
mortality – with figures hitting as high as 404 deaths per one lakh women (AHS2012-13),
contributing 24% of the state’s maternal deaths with 19% of the state’s population. The same
region also reports 27% of the state’s tuberculosis (TB) cases. The quality of maternal and child
health services provided by the tea garden hospitals is sub-optimal while government services in
many of these geographies are far flung and may be inaccessible to the tea garden community.
Further, there is a lack of awareness related to maternal and newborn care, family planning
methods and myths related to tuberculosis among the tea garden communities.
To address these gaps and improve access to quality family health services, including antenatal,
intrapartum, newborn and postpartum care and family planning services in a group of tea garden
facilities in Assam, SAATHII entered into a partnership with APPL and APPL Foundation to
demonstrate a sustainable model of improving access to quality family health services in its first
phase.
The second phase of the project in 2019 to 2020 aims to increase access to and uptake of quality
family health and tuberculosis services in Upper Assam tea gardens through scaled up interventions
which will be implemented in partnership with the National Health Mission (NHM) Assam.
Intervention Strategies
During the first phase in 2017 and 2018, Project Sambhuya focused on improvement of the capacity
of health care providers conducting deliveries through skills building and knowledge enhancement,
strengthening quality improvement (QI) mechanisms through formation and activation of Hospital
Management Committees (HMCs) and improving health seeking behavior and practices of
community members at 22 APPL tea gardens across Assam.
During the second phase in 2019 and 2020, the interventions will be scaled up across the tea
gardens of five districts in Upper Assam, in partnership with NHM Assam. Interventions will be
based on the pattern of the APPL pilot and will involve strengthening tea garden hospitals in 150
public and private tea gardens and Mobile Medical Units that support another 200 tea gardens.

3

Source: MMR Bulletin 2014-16. RGI.
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Model of interventions in APPL tea gardens (2017-2018)

●

●

●
●

With a strong focus on training and mentorship, the program provided skill based training
to 12 healthcare service providers at six of the APPL health facilities, while continuous
handholding support was provided to 62 Healthcare service providers of 23 tea garden
health facilities. This resulted in a 35% increase in knowledge and 42% increase in skills has
been observed among these service providers
leading to higher standards of service in the region.
However, one of the biggest wins came from the health facilities’ ability to respond to
medical emergencies with 90% being prepared to handle emergencies with availability of
trained staff and with emergency medicines (such as Inj. Magsulf) in the labour room. The
figure lay at 45% during out baseline assessment.
Hospital Management Committees (HMC) were established in 16 Tea Garden Health
Facilities during the year, and Quality Improvement processes were established with
regular HMC meetings and reviews.
To raise awareness on maternal health, mother and adolescent groups underwent
orientation in 21 tea gardens on different maternal health topics through Participatory
Learning in Action techniques.

CASE STUDY
Skills learned from Project Sambhuya training that helped save lives
‘After the 3 days’ skill based training by SAATHII, I got the opportunity to implement the skills in
case of a pre-eclampsia patient, and saved lives of both mother and baby”
Dr. Lopa Das,
Senior Medical Officer in APPL at Kakajan tea garden health facility, Jorhat district.
On 5th May, 2018 Bhagyavati (name changed) was rushed to the hospital in the last trimester of her
pregnancy. Unconscious and suffering from high BP (200/120 mmHg) she was in need of immediate
medical treatment. Dr. Lopa Das, having undergone the skill based training by SAATHII took the
lead, providing her with the immediate management for eclampsia, injecting Bhagyavati with 5 amp
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Magsulf injections while preparing an ambulance and asking the attendants to get ready for
referral.
However, thanks to Dr. Das, Bhagyavati recovered, gained consciousness within 10 minutes, and
delivered a baby at the tea garden hospital itself.
Dr. Lopa Das is one of the many healthcare service providers who have undergone the training that
includes sessions on technical content and methodology using videos and practical demonstrations.
The training also simulates a real life environment allowing doctors and practitioners to test their
skills on mannequins.
The training was well received by all and we hope that it has a positive effect on the lives of
mothers and infants across Assam.
Partnerships
• In phase 1: APPL and APPL Foundation for interventions in APPL tea gardens
• In phase 2:
- NHM for guidance, linkages, policy changes
- Tea Associations for policy changes
- HLPPT for MMU strengthening
- For behaviour change interventions
• Digital Green for community video
• C-NES for Community radio
- For referral services
• Faith based organisations including Emanuel Health Association, Diocesan
Society, St. Luke’s Hospital
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E.4: PIP Software Development
INTRODUCTION

i

In India, the state governments fund majority of the health services through their revenue.
However, a significant portion is also funded by the National Health Mission (NHM), with an
annual budget of 4 billion dollars. The NHM disburses the funds to the State Health Societies
(SHS) annually, upon approval of the Program Implementation Plans (PIP) submitted by the
states. The plans spell out the key strategies, activities to be undertaken, budgetary
requirements and key health outputs and outcomes at the district and state levels.
However, the existing PIP development process is tedious, complex and prone to errors in data
entry and calculation, making it hard to produce accurate, implementation friendly plans.
Some of the issues with the current planning process are enlisted below:
i.

With less time for rich consultation at the district level, target-setting and unit cost
estimations are often inaccurate.

ii.

The purpose of decentralized planning at the district and block level as envisioned by
MOHFW remains unfulfilled, with submitted plans often being aligned with state and
national priorities.

iii.

Previous data on physical and financial progress is not readily available in the desired
format. This results in loss of time of the district and state level officials, due to the
cumbersome processes of collecting these datasets from multiple departments.

iv.

Manual compilation of data at the regional and state level is a tedious and error prone
process, and does not permit coordinated review across multiple departments.
Similarly, at the national level, appraisal and approvals using manual processes across
multiple departments and stakeholders is difficult and unreliable.

REACH
To improve the current manually operated planning and monitoring processes for public
health programs,
SAATHII began to develop robust, scalable, and user-friendly software that would enable
evidence-based planning; that would further expedite the development, appraisal and
approval of program implement plans at the state and central levels; and improve monitoring
of the both physical and financial progress made by states against the targets.
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Flowchart for the PIP Software
It was decided that the PIP software will be built on the Microsoft Project Server and SharePoint
technology having workflow driven user-friendly features such as:
●
●
●
●
●

Pre-populated databases through integration with other software,
Use of extensive analytics including alerts and notifications at various levels,
Checks and balances to reduce errors and improve accuracy,
Complete audit trail to record each user’s transaction and comments and;
Detailed reporting with standard and customized reports, co-authoring and instant
messaging.

The project has so far, hired MMAD Apps Pvt. Ltd as a technological partner to develop,
implement and maintain PIP software. They were then provided with a detailed Software
Requirement Specification (SRS) document covering all functional aspects of the PIP software
that was approved by the MOHFW.
So far, the state level data entry module of the software has gone live, and training has been
undertaken by users from all 36 states. The success of this software is apparent from three
states having completed all the data entry in the software, while 16 others completed more than
3/4th of the data entry in the software.
The national level module of the software is currently under development after feedback from
the Ministry of Health and Family Welfare. We hope to launch the software by within the year.
Once again, we would like to thank our technical partners MMAD Apps India Pvt. Ltd and our
Microsoft Licenses selling Partner Comparex India Pvt. Ltd. Without whose assistance we would
have been unable to develop robust and scalable software. A special thank you also goes out to
USAID for seeing the tremendous value in this project and providing the financial resources
necessary for its implementation.
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F. OTHER INITIATIVES

F.1 Sisu Raksha (Phase-IV): Technical Support for System
Strengthening in Key Population Interventions
INTRODUCTION
Set up with the aim of strengthening the flagship Śvetana project – the Sisu Raksha project
helped build the capacity of the Śvetana team on techno-managerial, administrative and
financial systems. The project helped Śvetana expand smoothly from 14 states to 22 states,
strengthened programmatic and financial oversight, human resource management and internal
auditing across 13 offices of SAATHII that are responsible for operations across 32 states/UTs
across India.
Besides these, the project also supported the development of new projects for scaling up of
sexual and reproductive health, education, social welfare, and legal services for Most-at-riskpopulations (MARPs) / Key Populations (KPs) (such as MSM, FSW, IDU, Prisoners, migrants,
truckers, adolescents) and LGBTIQ+ populations across India. This helped mobilize funding from
Elton John AIDS Foundation for expansion of HIV Services to prisons across 11 states of India, and
from Amplify Change and European Union for reducing violence and discrimination by ensuring
inclusive health, education services, and laws among LGBTIQ+ communities in six states of India.
This project has been successful in part, thanks to the generous contribution of the M•A•C AIDS
Fund through Tides Foundation, we thank them for their continuous support.

F.2 Medical support to People with Thalassemia
INTRODUCTION
A unique project set up in association with the Thalassemia Welfare Association in Tamil Nadu,
the project secures funding for the treatment of people living with Thalassemia.
These generally include the cost of treatment, chelation medicines (that help bind blood) and
hemofilter to manage the side-effects faced by patients on lifelong blood transfusions. The
project has thus far benefitted 100 Thalassemia patients for a month. We thank the numerous
donors who helped steer our medical work towards helping those who in need.
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