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Abstract

Background: Empowered women have improved decision-making capacity and can demand equal access to
health services. Community-based interventions based on building women’s groups for awareness generation on
maternal and child health (MCH) are the best and cost-effective approaches in improving their access to health
services. The present study evaluated a community-based intervention aimed at improving marginalized women'’s
awareness and utilization of MCH services, and access to livelihood and savings using the peer-led approach from
two districts of India.

Methods: We used peer educators as mediators of knowledge transfer among women and for creating a
supportive environment at the household and community levels. The intervention was implemented in two
marginalized districts of Uttar Pradesh, namely Banda and Kaushambi. Two development blocks in each of the two
districts were selected randomly, and 24 villages in each of the four blocks were selected based on the high
percentage of a marginalized population. The evaluation of the intervention involved a non-experimental, ‘post-test
analysis of the project group’ research design, in a mixed-method approach. Data were collected at two points in
time, including qualitative interviews at the end line and tracking data of the intervention population (n=37,324)
through an online management information system.

Results: Most of the women in Banda (90%) and Kaushambi (85%) attended at least 60% of the education sessions.
Around 39% of women in Banda and 35% of women in Kaushambi registered for the livelihood scheme, and 94
and 80% of them had worked under the scheme in these two places, respectively. Women's awareness about MCH
seemed to have increased post-intervention. The money earned after getting work under the livelihood scheme or
from daily savings was deposited in the bank account by the women. These savings helped the women investing
money at times of need, such as starting their work, in emergencies for the medical treatment of their family
members, education of their children, etc.

(Continued on next page)

* Correspondence: shantanusharma145@gmail.com

'Department of Clinical Sciences, Lund University, Skane University Hospital,
S-20502 Malmg, Sweden

°MAMTA Health Institute for Mother and Child, B-5, Greater Kailash Enclave-Il,
Delhi 110048, India

© The Author(s). 2020 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if

changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.


http://crossmark.crossref.org/dialog/?doi=10.1186/s12889-020-09884-y&domain=pdf
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
mailto:shantanusharma145@gmail.com

Sharma et al. BMC Public Health (2020) 20:1766

Page 2 of 16

(Continued from previous page)

Conclusion: Peer-led model of intervention can be explored to improve the combined health and economic

outcomes of marginalized women.
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Background

India achieved groundbreaking success in reducing ma-
ternal mortality by 77% from 556 (1990) to 130 per 100,
000 live births in 2016 [1, 2]. However, India is still far
from reaching the Sustainable Development Goal’s
(SDQ) target of reducing the Maternal Mortality Ratio
(MMR) to less than 70 per 100,000 live births by 2030
[1]. Only three states in India have been able to reduce
MMR to less than 70 per 100,000 live births so far [3].
In the move to accelerate the pace of achievement of the
SDG, NITI Aayog (the think tank of the Government of
India) has spearheaded the health index initiative with
the Ministry of Health and Family Welfare. Nearly half
of the Indian states or union territories had an index
score of 50 or less than 50 out of 100 in the health index
initiative [4]. This reflects poor health outcomes and
health system performance and service delivery indica-
tors across half of the states or union territories in India
[4].

The Government of India adopted multiple strategies
to improve maternal health and reduce MMR in the
Millennium Development Goals’ era. These strategies in-
cluded improving access to quality maternal health ser-
vices, introducing conditional cash transfer schemes,
such as maternity benefit scheme and cashless delivery
scheme, mitigating social determinants of maternal
health, and promoting public-private partnerships [1].
The evidence state that increased access by women to
quality maternal and perinatal health services is essential
for improving maternal and perinatal outcomes, includ-
ing reduced maternal deaths [5].

It is well known that social and structural determi-
nants of maternal health influence the access to and use
of maternal and reproductive health care services [6, 7].
Studies indicate that social and economic disparities crit-
ically affect the utilization of health services amongst
other determinants of maternal health [8, 9]. Socially
disadvantaged populations are often challenged by long
distances to health facilities, poverty, ignorance, and
poor health literacy [10, 11]. Other studies have shown
that woman’s educational attainment, age at marriage,
access to livelihood, access to savings, and decision-
making power influence the utilization of health services
[12-15].

Community-based interventions that disseminate edu-
cation and promote awareness related to maternal and

child health care, and based on building women’s groups
(peers) are best for improving access to health services
[16]. Peers in the communities have an important role to
play in transforming the health practices of women.
Multiple studies have proven the effectiveness of peers
in community-based interventions to educate women
and improve the health status of the mothers and chil-
dren [17-19]. Community engagement is central to
community-based interventions and a cost-effective tool
for sustained behavior change [16, 20]. Community en-
gagement has been a widely used health promotion
strategy, involving communities in decision-making,
planning, and delivery of services [21]. It has been widely
used for marginalized populations as it engages with the
community at all levels, enables knowledge transfer ex-
changes, and addresses power imbalances [22].

While the effect of peer-based interventions in im-
proving awareness and utilization of maternal and child
health services has been well described, most of these in-
terventions are limited to health education approaches.
There is limited evidence for the effect of peer-based in-
terventions in jointly improving awareness and
utilization of maternal and child health services, and ac-
cess to livelihood and savings using education and liveli-
hood  promotion  approaches.  Therefore, we
implemented a peer-led community-based intervention
in a holistic approach for changing not only the know-
ledge and practices of women but also reducing the
socio-economic inequities by making the services more
inclusive and improving the livelihood opportunities in
the villages. In the three-year intervention of behavior
change, we engaged with relevant stakeholders influen-
cing the decision-making and utilization of maternal
health services, particularly husbands, mothers-in-law,
community health workers, and community gatekeepers,
besides women themselves.

We conducted the present study to identify perceived
changes in the awareness and utilization of maternal and
child health services and access to livelihood and savings
after a three-year intervention. Furthermore, we wanted
to assess the change in the perceptions and practices of
the relevant stakeholders influencing the uptake of ma-
ternal and child health services and livelihood by
women. This paper shows the mixed-method evaluation
of this community-based intervention from two districts
in India.
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Description of the intervention

Intervention settings

The project was implemented in two marginalized dis-
tricts of Uttar Pradesh, namely Banda and Kaushambi.
Uttar Pradesh, an empowered action group state, lags
behind most of the states in the country in terms of the
major indicators of health, social, and economic develop-
ment [23]. The two districts (Banda and Kaushambi)
were chosen randomly from the list of the districts in
Uttar Pradesh falling under the category of low or very
low human development index [23]. Banda is situated to
the south of the capital of Uttar Pradesh (Lucknow) and
has a population of 1.8 million, 66.6% literacy rate, and a
sex ratio of 863 [24]. Situated south-east to the capital of
Uttar Pradesh, the district Kaushambi has a population
of 1.6 million, 61% literacy rate and a sex ratio of 908,
which is lower than the state and national averages [24].
The location of the two districts in the map of Uttar
Pradesh is shown in Fig. 1. Two development blocks in
each of the two districts were selected randomly for the
intervention. All the villages in the selected blocks were
ranked based on a higher percentage of the marginalized
population (defined as population belonging to
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scheduled caste, scheduled tribe, other marginalized
classes, or below the poverty line). The top 24 villages in
the list from all the four blocks were chosen for the
intervention. In total, the intervention was conducted in
96 villages from four blocks.

Objectives of the intervention
The specific objectives of the intervention were:

a. to identify, map, and organize groups of women
(15—-35 years) from marginalized sections of society;

b. to orient community health workers, midwives, and
medical officers on segmentation and inclusive
approach [25] for delivering focused care to
marginalized populations on the issues of maternal
and child health, gender, life-skills, and savings;

c. to deliver health education sessions to women from
marginalized sections using a peer-led approach
with the support of community health workers and
midwives; and

d. to create an enabling environment for increasing
women’s access to health and livelihood by
sensitizing community leaders, employment office

Uttar Pradesh

Fig. 1 Location of the two districts of the intervention in the map of Uttar Pradesh (the state in the central zone of India). Banda is situated to
the south and Kaushambi to the south-east of the capital of Uttar Pradesh (Lucknow). The map depicted above was developed by us

Lucknow
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staff, husbands, and mothers-in-law. Access to live-
lihood was assessed by linkage with a government-
sponsored wage employment scheme, Mahatma
Gandhi National Rural Employment Guarantee Act
(MGNREGA scheme), which aims at providing live-
lihood security to the rural poor [26]. MGNREGA
scheme supports livelihoods by guaranteeing cash
payments for work. Under the scheme, every house-
hold has a legal right to access 100 days of work per
year to generate public assets, such as water har-
vesting structures, irrigation facilities, and other
livelihoods infrastructure intended to benefit com-
munities [27]. Access to savings was assessed as
having an account in a bank or in a post-office in
our study.

The theory of change for the intervention based on
the community engagement model is shown in Fig. 2.
The proposed theory of change in our intervention was
to improve awareness and utilization of maternal and
child health services, and access to livelihood (MGNR
EGA) and savings by the marginalized women. In the
community engagement approach, we used peer educa-
tors as mediators of knowledge transfer and created a

Page 4 of 16

supportive environment at the household and commu-
nity level. In addition, to make this entire change sus-
tainable, the strengthening of Village Health, Sanitation,
and Nutrition Committees (VHSNC) was done. VHSNC
are entrusted as a key mechanism for community health
governance to ensure community participation in moni-
toring and quality delivery of health and nutrition ser-
vices. Strengthening VHSNC is a step towards ensuring
community engagement and sustainability in the change
process of the community [28].

Intervention activities

The sequential flow of the intervention activities is
shown in Table 1. The project aimed to reach up to a
total of 37,324 marginalized women from the two dis-
tricts. The groups of identified women were formed with
each group containing 23-27 women. From within the
group, one woman was selected as a peer educator, edu-
cated up to high school (minimum qualification) and
had leadership skills (assessed by outreach worker).
There were 1500 peer educators across both districts.
Outreach workers trained all the peer educators on a
four-day module covering ten topics. These ten topics
were related to maternal and child health and financial

Inputs

Trainings of project
staff and peer
educators

Development of IEC
materials such as
flipbook, modules,
and posters

Conduct of Rapid
assessment survey,
end line assessment
and development of

MIS system

Human resource
management and
financial flows

‘ Activities

’ Outputs ‘

Peer-led group sessions
on different aspects of
MCH and financial
literacy

Orientation and capacity
building workshops for
community health
workers on segmentation
and inclusive approaches

Women-group leaders have the
knowledge and skills to promote
essential MCH services and
increase MCH knowledge in the
target groups

Orientation meetings
with community
institutions (VHSNC)
on focusing MCH in
village health plans

Capacity of health workers
strengthened to provide equitable
MCH services to the target
communities

Mobilization and
orientation of
MGNREGA staff for
knowledge transfer

Strengthened community
institutions advocating for better
and more equitable services

Networking and
liaising with
different
stakeholders

Community-based events
to engage families (men
and mothers-in-law of
women)

)
!

Women from marginalized
families have increased
awareness of and ability to
access economic entitlements

Outcomes

Improved
utilization of
reproductive and
maternal health
services and access
to livelihood
opportunities and
savings for 37,324
marginalized
women in Banda
and Kaushambi
Districts of Uttar
Pradesh, India

Improved
Maternal and
Child Health

and reduced
Poverty in Uttar
Pradesh, India

and nutrition committee

Fig. 2 Theory of change for the community-based intervention across two districts of Uttar Pradesh, India. The theory of change model illustrates
how the desired outcome of improved utilization of reproductive and maternal health services and access to livelihood opportunities and savings
for 37,324 marginalized women in Banda and Kaushambi Districts of Uttar Pradesh, India was achieved through precise link of inputs, activities,
and outputs. Abbreviations: IEC: Information, education, and communication, MIS: Management information system; MCH: Maternal and child
health; MGNREGA: Mahatma Gandhi National Rural Employment Guarantee Act; MCH: Maternal and child health; VHSNC: Village health, sanitation,
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Table 1 Sequential flow of the implementation activities
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Phases of
Implementation

Implementation activities

Pre-intervention 1. Rapid assessment survey at the baseline

2. Mobilization of marginalized women from the communities and formation of groups by outreach workers
3. Identification of peer educators from within the groups and training of peer educators by outreach workers

Intervention

1. Education sessions on maternal and childcare and financial literacy by peer educators

2. Community-based events and meetings to engage community leaders, husbands, and mothers-in-law of young married

women

3. Active participation in the village health sanitation and nutrition committees’ meetings
4. Capacity building of community health workers and midwives on segmentation and inclusive approach for delivering

services related to sexual and reproductive health

5. Linking marginalized women with MGNREGA schemes, and running a campaign of ‘kaam mango abhiyan’ (Work

demand campaign).

Post-intervention End line assessment

Abbreviations: MGNREGA Mahatma Gandhi National Rural Employment Guarantee Act

literacy (saving money, managing household expend-
iture, and opening an account). Similarly, peer educators
conducted sessions with women in the community on
these ten topics. Peer educators paid home visits to
women at the time of recruitment and in case of drop-
outs during the intervention. Since peer educators
belonged to the same community, they had access to ap-
proach these women anytime (the exact number of
home visits not recorded). Based on the intervention
model, the various implementation actors were assigned
their roles (Table 2).

Various information, education, and communication
tools were developed and used in the intervention: a flip-
book with illustrations and key messages, a training
module of ten chapters, and ten posters on maternal and
child health [29]. All the education tools were in the
local language (Hindi). The cover page and table of con-
tents’ page of the flipbook and module are shown as
supplementary Figures 1 and 2 (Supplementary file 1),
respectively. All the education tools were tested for rele-
vance, face, content, and construct validity; the mention
of those is beyond the scope of this paper. The sessions
in flipbooks or chapters in the module included informa-
tion on pre-pregnancy, antenatal, postnatal, and new-
born care, child immunization, nutrition and growth,
family planning, and financial literacy. The modules
were meant for training of peer educators by outreach
workers, and flipbooks were intended for use by the peer
educators in the field while taking group sessions. The

Table 2 Implementation actors and their roles

posters were intended to be used during community-
based events. MAMTA'’s technical committee reviewed
the educational tools.

The duration of each session by a peer educator in the
field was 2h. The sessions began with a 20-minute-
discussion on the pictures shown in the flipbook
followed by 60—80 min of discussion on the key mes-
sages related to the topic, and in the end, participants
could ask queries. A question box was also kept in each
session for the participants hesitant to discuss their is-
sues in front of their peers. Women were advised to save
money monthly in a piggy bank so that the saved money
could be used for meeting the expenditures during deliv-
ery and the postnatal period.

The outreach workers facilitated the linkages of these
women with the MGNREGA scheme. The community
health workers, midwives, and MGNREGA staff were
mobilized and oriented to sustain the process of know-
ledge transfer among marginalized communities as well
as increased mobilization towards a better uptake of
social-welfare schemes. The medical officers in the inter-
vention areas were sensitized on an inclusive approach
to delivering appropriate and quality maternal and child
health services. The members of VHSNC were oriented
and engaged for better coordination between community
and health systems in addressing the needs of marginal-
ized populations. Further, VHSNC were strengthened to
prioritize the issues related to maternal and child health
in their village health plans.

Implementation actors Roles

State Manager and District
coordinators

Outreach workers

Effective liaising with government, and other relevant stakeholders, monitoring the activities, reviewing the progress
of the intervention and managing the challenges and risks at the local level

Conducting the training and providing mentoring support to the peer educators, handholding support and liaising

with community health workers, VHSNC members, and monitoring the activities of peer educators

Peer educators
problems

Conducting education sessions for peers in the communities, handling problems, and providing solutions to their

Abbreviations: VHSNC Village health sanitation and nutrition committee



Sharma et al. BMC Public Health (2020) 20:1766

Rapid assessment at baseline

We conducted a mixed-method rapid assessment at the
baseline to explore maternal and child health-related
awareness and service utilization (antenatal, intra-natal,
and postnatal) among marginalized women. The data
were collected at baseline from January to March 2013.
The data collection was done on a sample of the popula-
tion from the intervention sites by outreach workers of
the project.

The pre-validated questionnaire used for the quantita-
tive survey among young women (15-35 years) included
questions on their socio-demographic characteristics,
awareness on maternal and child health care (antenatal
care, anemia, maternity benefit scheme, postnatal care,
family planning methods, home-based care for diarrhea in
new born, symptoms of pneumonia, child immunization,
and safe abortion), awareness on national health insurance
and MGNREGA schemes. Further, information on the
possession of bank or post-office account and work par-
ticipation by the women under the major income-
generating scheme of the government of India (MGNR
EGA) was collected. In addition, we asked about the
utilization of maternal and child health services (antenatal
care, institutional delivery, postnatal care, early breastfeed-
ing, child immunization, abortion, and family planning
methods).

Qualitative interviews were conducted to gain our un-
derstanding of the needs and perceptions of young mar-
ried women (15-35 years) and the service providers on
maternal and child health and family planning. In each
district, one focus group discussion (FGD) was con-
ducted, each with pregnant women, lactating women,
and community health workers, and one in-depth inter-
view (IDI) was performed with a medical officer. In
addition, two IDI were done with the staff of the
MGNREGA scheme to understand their perceptions
about women’s participation in MGNREGA (one in each
district).

We employed multi-stage random and purposive sam-
pling techniques to recruit participants for the quantita-
tive survey and qualitative interviews, respectively, in the
rapid assessment survey. Based on the data from this as-
sessment of 3 months, we developed the intervention
protocol and set a list of activities that were potentially
effective and required to achieve the objectives. The
mean number of participants in the focus groups was
10-15.

Findings of the rapid assessment study

Of 476 young married women, 240 from Banda and 236
from Kaushambi, who were pregnant or had a child less
than 3 years of age, responded to the quantitative ques-
tionnaire. The mean age of the women was 27 years. Ap-
proximately 66 and 81% of the women were illiterate
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(could not read and write) in Banda and Kaushambi, re-
spectively (Supplementary Table 1; Supplementary file 2).
Overall, the socio-economic and demographic character-
istics of the women were poor. Less than 50% of the
women were aware of anemia, maternity benefit
schemes, postnatal care, safe places for abortion, and the
MGNREGA scheme (Supplementary Table 2; Supple-
mentary file 2). More than three-fourths of the women
did not receive three or more antenatal check-ups in
both districts. The institutional delivery rate was 78 and
64% in Banda and Kaushambi, respectively. Only 23% of
women in Banda and 13% in Kaushambi were using any
family planning method at the time of the survey.
Around 40-46% of women had bank accounts, and less
than one-third of the women were registered for the
MGNREGA scheme. Only 13% of women in both dis-
tricts had ever worked under the MGNREGA scheme.

Although both districts had poor socio-economic indi-
cators, Kaushambi was found to have a higher burden of
poverty, illiteracy, and unemployment than Banda. The
qualitative analysis was broadly divided into three key
themes, namely, perceived awareness and utilization of
maternal and child health services, perceived support
from family (husbands or mothers-in-law), and
utilization of the MGNREGA scheme by women
(Table 3). Some of the key issues highlighted during
qualitative analysis were perceived poor knowledge
about the importance of antenatal check-ups, family
planning methods, newborn and childcare, perceived
dissatisfaction with the government health services, and
limited access to the MGNREGA scheme among
women.

Methods

Evaluation design

The evaluation of the intervention involved a non-
experimental ‘post-test analysis of the project group’ re-
search design in community settings, in a mixed-method
approach. No control group was present. The interven-
tion was delivered over 30-months from the start of
April 2013 until the end of September 2015. The post-
intervention qualitative data were collected and analyzed
at the end of the intervention in October and November
2015.

Data collection

The end line data collection was done on a sample of
the population from the intervention sites. In addition,
we tracked the intervention population (n=37,324) on
certain quantitative indicators, and their data were cap-
tured in the routine management information system.
The evaluation was conducted on all the relevant stake-
holders engaged in the intervention, who provided con-
sent and were available for the interviews. The
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Table 3 Qualitative data analysis from the rapid assessment at baseline

Themes

Responses obtained from the interviewees

Perceived awareness and utilization of MCH services
by women

Perceived support from family (husbands or mothers-
in-law) for accessing MCH services

Perceived utilization of the MGNREGA scheme by
women

a. From the discussions with women

Women appeared to have little information on newborn and child care practices, including
breastfeeding, and newborn hygiene. Their utilization of antenatal services was perceived
poor. Most of the women seemed to have been dependent on mothers-in-law for any
health-related problem of their children.

We visit doctors only in case of acute illness and not routinely for an antenatal check-up during
pregnancy.

We are poor and illiterate women who do not know about medical check-ups during pregnancy.
| have not been told or asked by anyone to go to the doctor for a check-up. (Women during
FGD)

There is an exploitation of poor people at the PHCs. The medicines prescribed need to be
purchased from private medical stores. If there are good medicines at PHC, we will surely buy
from there for our treatment. (Women during FGD)

My child suffered from pneumonia, and | took him to the government hospital, but there was
no relief. Then, | took my child to a private hospital where my child fully recovered. (Women
during FGD)

A few women seemed to know about family planning methods. However, the uptake of
contraceptives was perceived poor because women were hesitant to talk about them, they
appeared to have limited knowledge about them, a lot of misconceptions about their side
effects prevail in the society, women seemed to lack negotiation skills, non-cooperating atti-
tude of husbands, and unavailability of contraceptives at health facilities.

b. From the interviews with healthcare providers

Medical officers revealed that the institutional delivery rate has improved in their areas,
which might be due to the launch of the maternity benefit scheme (Janani Suraksha Yojna;
JSY). Community health workers informed that women preferred to deliver in a district-level
hospital instead of a PHC because of a lack of adequate facilities and pediatricians for the
care of the newborn in PHCs.

JSY has a big role in promoting institutional delivery at government service centers. (A medical
officer during IDI)

Women in some of the FGD reported a lack of support from husbands for institutional
delivery or to work outside their homes.

Husbands denied permission for delivery at PHC and did not want money given under the JSY
scheme. (Women during FGD; JSY is maternity benefit scheme)

Men in the community wanted delivery to happen at home. They went to doctors only if their
wives developed some problems after delivery. \(Women during FGD)

Qur society is a male-dominated society. In some cases, it's a male’s ego, which does not allow
men to let their wives work outside their home and earn some money. (Women during FGD)

A fewer number of women went to work under MGNREGA. Many women who started
working under MGNREGA left it once they became pregnant. The MGNREGA staff
mentioned that various services were provided to pregnant women at the worksites such as
drinking water and medicines, a shed to feed their children. However, most of the women
did not continue for a very long time.

Yes, the women may feel difficult to work at MGNREGA sites because of their pregnancy or
because they had delivered a baby. Repeated childbirths deprive them of good health and
stamina, and the mothers are not able to produce output at the work sites. (A MGNREGA staff)

Abbreviations: FGD Focus group discussion, IDI In-depth interviews, JSY Janani Suraksha Yojna, MGNREGA Mahatma Gandhi National Rural Employment Guarantee
Act, MCH Maternal and child health, PHC Primary health centers

stakeholders included young married women (15-35
years), peer educators, husbands and mothers-in-law of
women, community health workers, midwives, medical
officers, VHSNC members, and MGNREGA staff. Out-
reach workers of the project collected the routine moni-
toring data. However, the end line qualitative research
was done by a team from the Department of Community
Medicine, Institute of Medical Sciences, Banaras Hindu
University, Varanasi.

Management information system data

An online management information system was estab-
lished. Young married women (n = 37,324) were tracked
for selected indicators, including socio-demographic

variables (age at enrollment in the study, age at mar-
riage, education, religion, social class, and possession of
below poverty line card) and attendance in group educa-
tion sessions. Five outcomes obtained through the man-
agement information system were compared with the
baseline data. These included a) status of the last deliv-
ery (institutional), b) if women had received postnatal
care within 48 h of delivery, c) if women had an account
in a bank or in a post-office, d) if women registered to
work under MGNREGA scheme, and e) if women uti-
lized the MGNREGA scheme. All the data collected on
papers by the outreach workers during the intervention
were entered regularly into the management information
system. The intervention progress was monitored at
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three-time intervals (after the first 15 months, during the
middle 12 months, and in the last 8 months) using four
indicators, including the percentage of women identified,
women groups formed, peer educators trained, and
women accessed by community health workers or mid-
wives. The progress was monitored based on the data
entered into the information system online on a routine
basis.

End line assessment

We conducted qualitative research at the end line to ob-
serve perceived changes in the outcomes of the project.
Purposive sampling was done to recruit participants.
FGD and IDI were the primary data sources. A total of
12 FGD were conducted with women (n = 4), peer edu-
cators 