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Abstract
In Pakistan, the Lady Health Workers (LHWs) a cadre of Community Health Workers
(CHWs) are providing health services to communities in rural areas and disadvantaged urban
area since 1994. Introduced to enhance women‟s access to PHC, they countered gender
barriers of segregation and restrictions on the mobility of women. Currently 100,000 LHWs
are deployed in the country. The LHW have been granted the status of regular government
employees recently following nationwide campaign including protests. Generally the interest
in the LHWs has been largely confined to monitoring and evaluation of their activities. The
perspectives of LHWs as a female workforce on the margins of formal health system within a
patriarchal context, has never been explored. This qualitative study was designed with the aim
to explore and describe how the experiences of the LHWs shape the process of their
development as female health workers in the Pakistani health system. The three objectives of
the study were to explore how the LHWs‟ life and work experiences influenced their
development as health workers, to examine the process by which LHWs constructed and
defined their personhood and to understand how community- and workplace-based gender
dynamics influenced the LHWs in the Pakistani health system. This qualitative study was
carried out two in four union councils of a district in Pakistan. It involved 32 indepth
interviews conducted with 27 LHWs, while six FGDs were conducted with this cadre of
women. Interviews were also conducted with other health professionals including eight health
managers, two medical assistants, two Lady Health Visitors (LHVs), three Lady Health
Supervisors (LHSs) and three Vaccinators. The results showed that both community and
health system were important contexts for the LHWs‟ socialisation and formation of
professional identity. The transitions, turning points and trajectories of the LHWs show that
the LHWs have used their agency to make the best use of available resources and are proud of
their achievements. The analysis of findings gave useful insights about the practices which
led to the development of identity through professional socialisation process. Gender was
pervasive in all spheres of personal and professional lives of the LHWs, and lack of health
system support such as referral rendered the LHWs‟ services ineffective. The LHWs
attributed community health improvement to their contributions, and identified with the
government health team after regularisation.
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Chapter I
1.1 Introduction
This qualitative study focuses on Lady Health Workers (LHWs), an exclusive female
cadre of Community Health Workers (CHWs) in Pakistan, a country facing acute
shortages of human resources in healthcare (WHO, 2006). The interviews and Focus
Group Discussions (FGDs) for this research were conducted during the fieldwork in
Pakistan in the study area from December, 2013 to July 2014. Pakistan has one of the
lowest densities of health workers in the region and globally (WHO, 2017), and less
than the required threshold necessary to achieve universal health coverage (WHO,
2016). Introduced in poor rural and urban areas by the National Programme for
Family Planning and Primary Health Care1 (NP) in 1994, these health workers were
expected to mitigate contextual barriers and enhance women‟s access to health
services. Currently, the number of LHWs in the country exceeds100,000 and they are
providing basic health services to the households in their catchment areas (Planning
Commission, 2010).

The LHWs working in the NP can be considered as an example of the CHWs
envisioned by WHO within the social setting of the health system (WHO., 1989).
Unlike other facility-based health workers, LHWs are socialised at the crossroads of
communities and the healthcare system, which shapes their professional trajectories
and personal identities as health workers. They work closely with the Primary Health
Care (PHC) centres, which, in the South Asian context, have been alluded to as “a
social system embedded in medical culture and responsive to an encompassing
regional social structure” (Nichter, 1986, p. 347).

In Pakistan, the overarching social structure provides a highly patriarchal context,
within which the gendered roles of LHWs are embedded. More broadly, the gendered
experience of Pakistani women is shaped by historical, socioeconomic and ethnic
factors (Donnan, 1997). This leads to differentials in access to resources for women
1 Formerly named as Prime Minister‟s Programme for Family Planning and Primary Health Care
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(Winkvist and Akhter, 2000). The gender-specific roles and available choices for
women place them at a disadvantage (Fikree and Pasha, 2004), primarily because of
their segregation and confinement to home (Khan, 1999, Shaikh et al., 2008).

This study examines the personal and professional trajectories of the LHWs, a
gendered work force, and explores how their socialisation within the Pakistani health
system affected their integration and working practices within the health system. In
light of a renewed interest in community health workers (Bangdiwala, 2011, Haines et
al., 2007b, WHO, 2010a), the LHW programme in Pakistan provides a lens to address
a broader question of central importance to global public health, namely: How and to
what extent are female lay health workers able to develop a professional identity to
improve women‟s access to health services within patriarchal settings?

The focus of my research was on the issues of LHWs and their development in the
microcosm of the district. However, when my study was being conducted a lot of
changes were taking place within the NP which greatly affected the LHWs‟ position
within the health system. These women have come a long way from being housewives
to health workers fighting for their rights. Despite representing a sizeable female
workforce working for more than two decades in a patriarchal setting, interest in the
NP has almost exclusively been confined to evaluating the LHWs‟ performance by
measuring the outputs. Despite their significant numbers and distinction from other
health professionals, the LHWs are often an overlooked health workforce. Their own
perspective, as a workforce on the margins of the health system, remains largely
unaddressed. Improving our understanding of their perspective is imperative for
providing them with an enabling environment, especially as they actually constitute
an integral part of the formal health system (Schneider and Lehmann, 2010).

Most of the studies focusing on CHWs report short-term projects, therefore, issues of
long term socialisation and negotiation of their identities remain largely unaddressed.
LHWs are positioned on a spectrum, ranging from intermediary to agents of change,
often placed somewhere in the middle as a bridge between community and formal
health care system. After more than two decades in the field, the LHWs have
socialised within their profession and as a result are expected to have developed one
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or more identities. Development of professional identity as a result of LHWs‟
practices in the field and professional socialisation process are unexplored areas of
research. The knowledge of professional socialisation and identity of LHWs as a
community-based workforce can help unpack how their effectiveness is hampered or
enhanced by the existing social stratifications, especially those based on gender.
LHWs‟ position as female health workers in communities may have enabled them to
challenge some aspects of the pervasive gender system that determines the women‟s
level of autonomy and work differentials (Khan, 2011a). Their capacity to bring about
change in their communities may, however, be limited by their own position as
women, and their conformity to gender ideals in the communities. Working in
communities that represent and adhere to societal norms, they consequently present a
particularly interesting twist to the question of how social context constrains or
enhances the development of this workforce and its ability to perform tasks?

The individual and group experiences of LHWs within the health system shape their
social as well as their professional identity. In this study, I seek to explore the
transition LHWs underwent, from entering the NP as novices to their present
positioning as community-based health workers. This transition entailed acculturation
and a change process whereby new values and norms were internalised, leading to a
professional identity and personal trajectory that consequently affected their
participation and practices as health workers. Though not classified as health
professionals, these women‟s role and status instils some semblance of professional
personhood in them, which, in turn, may also affect their motivation and performance.
Up until now the LHWs have only been evaluated for their performance, with no
consideration of how their personal and professional lives progress, for both of these
have a direct impact on the services they provide to the community at grass root level
as well as their own career development. This study aims to trace these trajectories in
order to enhance the overall understanding of this workforce which offers a huge
potential in health gains through preventive and some curative services in a resource
constrained country like Pakistan.
Generally Pakistan is a conservative society, and women live in a protective
environment. Being patriarchal, the Pakistani society places restrictions on women‟s
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movement outside their homes. The stereotypical role of women is delineated by the
concept of chadar aur char dewari, i.e. the concealment and confinement within the
four walls of the house defines a woman‟s social space and relationships within her
community. These restraints are determined by the prevalent social and religious
norms culminating in different forms of the segregation of the sexes and in the
observation of purdah. These norms also have their bearing on women working for a
living, for women are culturally regarded not as breadwinners, but as homemakers.
The LHW‟s job can be a double edged sword, for on one hand they are expected to
improve the health access of women in their communities, while on the other they
have to negotiate their own position within their homes, health centres and society at
large.

1.2 The healthcare delivery system of Pakistan
Pakistan‟s public-sector healthcare system is three-tiered, comprising primary,
secondary and tertiary level healthcare facilities. The private health sector is large,
primarily for-profit and still mainly unregulated. The Federal Ministry of Health and
provincial health departments implement many health programmes, including those
focusing on maternal and child health (MCH). At the federal level, the health ministry
played an important role in policy and planning, inter-province coordination, liaising
with international agencies and the provision of health services. The provincial health
departments also perform some of these functions at the provincial level. However,
the main impetus is on the implementation of programmes, including monitoring and
evaluation. The provinces also manage the medical and nursing educational
institutions and the provision of health services. The districts are more involved in
healthcare delivery and preventive programmes at and below the district levels within
health centres. In the year 2000, many functions were devolved to the districts.

Pakistan has 1,201 Hospitals, 683 Rural Health Centres, 5,518 Basic Health Units and
5,802 dispensaries in the public sector. However, the public system has remained
chronically underfunded, with the result that a lot of the heath infrastructure and
equipment is in a state of disrepair. The health manpower in the country comprises of
19, 5896 registered doctors, general physicians, 99,228 working nurses, 6,741 Lady
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Health Visitors and over 100,000 Lady Health Workers. (Finance, 2016-17). The
organisational setup of the public healthcare system is depicted in Fig. 1.1 below.

Figure: 1. 1 Organization of the public healthcare system in Pakistan

Source: Health System Profile, Pakistan, EMRO Health Observatory, WHO, 2007

The major change came in 2011, when the national legislature decision to devolve
health as provincial subject to the provinces due to constitutional amendments was
implemented. The Federal Ministry of Health was abolished under the 18th
Amendment on 30 June, 2011. The provinces, therefore, were given the responsibility
regarding their own health matters. At the federal level, however, a new ministry,
namely the Ministry of National Health Services, Regulations and Coordination, was
created on 4 May 2013, which performs some of the federal functions, but on a much
smaller scale. Many vertical programmes being run in the country at the federal level,
including the NP, have now been devolved to the provinces after the transfer of
powers. Therefore, the NP at federal level does not exist, and the provinces have their
own provincial LHW programmes.

1.3 Status of maternal and child health
When the NP was introduced in Pakistan, the Infant Mortality Rate (IMR) was
seventy-eight per thousand live births, while the Maternal Mortality Ratio (MMR)
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was 276 per 100,000 live births. Maternal and child health were unsatisfactory, and
the rates even higher compared to other south Asian countries. There have been many
initiatives over the decade, however, to improve the health status of vulnerable
populations, i.e. women and children, in Pakistan. A chronology of initiatives is given
below in Table 1.1.

Table 1.1 Maternal and child health services in Pakistan
Era

Area of focus

1950s

Introduction of MCH Centres, expansion of midwifery training and introduction of
Lady Health Visitors (LHVs)

1960s

Increase in the number of MCH Centres and Lady Health Visitors and
introduction of Rural Health Centres

1970s

Shift in emphasis towards training of physicians at the cost of training Lady
Health Visitors, and decision to appoint doctors in all primary health care centres

1980s

Construction of new health facilities in rural areas; training of large numbers of
traditional birth attendants in safe and clean home delivery

1990s

Introduction of community-based Lady Health Workers; increase in availability of
female healthcare providers and increase in emphasis on safe motherhood
initiatives and programmes

2000s

Attempts to improve healthcare delivery system, decentralize management and
rehabilitate the healthcare infrastructure

2010s

Introduction of Community Midwives, improvement of MNCH services quality
Source: National Maternal, Newborn and Child Health Program, Ministry of Health, 2006

1.4 The introduction of the NP into Pakistan
The NP was introduced into Pakistan as a novel initiative nearly a quarter of a century
ago. At that juncture, the country‟s PHC workforce in the districts consisted of public
health managers, doctors, Lady Health Visitors (LHVs), facility-based healthcare staff
and a few cadres of outreach staff, e.g. vaccinators. The infant and maternal mortality
rates were unacceptably high and national targets for their reduction were not being
achieved. Until that time, the main focus was on static, facility-based services,
complemented by some outreach preventive services through vaccinators and LHVs.
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A large gap existed in reaching women in their communities. In the public sector, no
health functionaries had been deployed at the community level. The activities of the
health department were mainly confined to the precincts of health facilities. There
were a few community health-worker initiatives in Pakistan, though none on a
national scale. These programmes were mostly being run by NGOs outside the ambit
of the public sector.

In 1993, Benazir Bhutto was re-elected as prime minister of Pakistan. Mother and
child health issues were high on her government‟s agenda. The turning point was
Bhutto‟s state visit to Iran in her first year of office. During this trip, she visited the
health house of an Iranian CHW, i.e. Behvarz, and received a briefing on the success
of the Behvarz Programme in Iran. She was so impressed that, upon her return, she
directed the Ministry of Health to plan a similar initiative in Pakistan. In 1994, there
was thus a paradigm shift when the Prime Minister‟s Programme for Family Planning
and Primary Health Care was launched and an innovation, the Lady Health Worker,
was introduced.
The National Programme for Family Planning and Primary Health Care 2 (NP), which
was commonly referred to as the Lady Health Workers‟ Programme, was included in
the eighth five-year plan (Pakistan, 1993). This initiative aimed at increasing access to
basic preventive healthcare services, particularly in rural areas. There are currently
around 100,000 LHWs working in almost all districts of the country and reaching
about 75 million people (Pakistan., 2005). The NP was an extension of the outreach
health services in rural and less developed urban areas (Health., 1993).

These health workers were envisaged as the linchpin for improving maternal and child
healthcare services in Pakistan in rural areas and amongst the urban poor. LHWs were
expected to be trained across the country in a phasic manner. Prior to being launched
at the national level, a pilot was conducted in 1994, followed by a scaling-up
2

Formerly named the Prime Minister‟s Programme for Family Planning and Primary Health Care, it
was renamed as the National Programme for Family Planning and Primary Health Care (NP) and is
commonly referred to as The Lady Health Worker Programme (LHWP). Throughout the rest of this
document, it will be referred to as the National Programme, or NP.
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throughout Pakistan. In the beginning, this seemed like a highly ambitious top-down
initiative with very strong political commitment, especially in light of the lack of prior
experience and any existing infrastructure in the public sector. The organisation of the
NP prior to the devolution process is shown in Fig. 1.2 below.

Figure: 1.2 Organisation of the NP in Pakistan

Source: (Hafeez et al., 2011).

Launched in 1994 to mitigate the basic health problems of women and children, the
NP aimed to address primary healthcare issues in the urban slums and rural areas of
Pakistan. The provision of promotional, preventive and curative services in addition
to family planning on the doorstep of each individual household was its main
objective. This was to be accomplished through raising awareness, changing attitudes
and mobilising the communities. The NP was a grassroots, community-based
programme designed to bridge the gap between communities and health centres and to
enhance the utilisation of available healthcare services. The LHWs deliver a range of
services related to maternal and child health, including promoting childhood
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immunization, growth monitoring, family planning, and improving the nutritional
status of women and children. They treat minor ailments and injuries, and are trained
to identify and refer more serious cases. Their family planning responsibilities include
motivating women to practice family planning, providing pills and condoms, and
referring them for injections, IUDs and sterilization (Health, 1996).

LHWs must have a minimum of eight years of education and be a resident of the
community they serve. They undergo fifteen months of training, three months fulltime followed by twelve months of in-service training. Each LHW is attached to a
government health facility, from which they receive training and medical supplies.
They serve a population of around one thousand individuals, or two hundred
households. To achieve the objectives of the programme, LHWs are recruited and
then trained and supervised according to predefined criteria. They receive an
allowance and Lady Health Worker Supervisors (LHSs) are appointed to supervise
their work in their communities. A trained LHW is supposed to provide all basic
health services to her own community. The evaluation of LHWs and supervisors is
done on monthly basis, and a final report is generated at end of the year (Health,
1996).

The Ministry of Health in Pakistan initiated the NP in 1994, with the aim of
improving maternal and child health in the country through the provision of
community-based PHC services (Ministry of Health, 2003). Since its inception, the
NP has expanded to cover the entire country and has been scaled up in phases to
bridge the gap between communities and health facilities by delivering low-cost,
essential PHC services through LHWs. These LHWs are attached to one designated
health facility located near their area of residence; their main task is to conduct
regular household visits.

In Pakistan, the NP has been working for more than two decades. The NP has so far
undergone four major evaluations. The major impetus of these evaluations has been
on understanding the macro-level issues, primarily focusing on operational,
management and supervisory aspects and emphasizing the processes and health
outcomes (Oxford Policy Management, 2002, Oxford Policy Management, 2009,

22

Government of Pakistan, 2006, Government of Pakistan, 2007). These evaluations
have shown that the programme is having a significant impact on a range of health
outcomes and that there has been improvement in the mother and child health in areas
served by LHWs. It has been suggested the LHWs are fully integrated into the
national primary healthcare system (Hafeez et al., 2011). The NP in Pakistan is a rare
example of a successful large-scale community programme using CHWs with
minimum skills, and there is some evidence that it has also had a beneficial effect on
neonatal survival (Bhutta et al., 2007).
1.5 Recent developments in the NP
In Pakistan, the LHWs were introduced in 1994, and for more than a decade LHWs
were known for their health-related tasks. They were also portrayed as such by the
media and by health departments. They were confined to their communities however;
gradually things started changing, especially in the wake of the eighteenth
constitutional amendment. Here, the government decided to devolve the health sector
to the provinces by June 2011. This was alarming and a great cause of concern among
LHWs, as the NP was a federal initiative. The provinces were shying away from its
ownership due to the huge financial implications and demanded that the federal
government assure continued financial support for the NP. Amidst these fears, in June
2010, LHWs staged a protest in the form of a two-day hunger strike outside the
country‟s parliament in Islamabad. At that juncture, the federal government agreed to
accept their demands for permanent employee status (June 4, 2010, 2010). However,
its indecisiveness, as well as that of the provincial governments, led to a further wave
of protests. In their protest campaign; LHW leaders even threatened to boycott the
upcoming polio immunization and other activities if their demands were not met.
From 2010, LHWs staged “dharnas” (protest sit-ins) in various cities including
Islamabad, to draw attention to their plight (June 4, 2010). Consequently, a
countrywide organization, the All Pakistan Lady Health Workers Association
(APLHWA), was also formed to fight for their rights. Many protests held by LHWs in
2011 and early 2012 also turned violent. The police used tear gas to disperse the
demonstrating LHWs in Karachi, resulting in physical injuries as well as the collapse
of many workers. (February 16, 2012). Meanwhile, the Health Ministry was devolved
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in 2011, and the NP was going to be transferred to the provinces. The fate of NP was
in a limbo as LHWs were not regularised, despite the protests (2012b). Although
promises were made to grant them permanent employee status in June 2010 and again
in July 2012, these were not honoured (Wasif, April 17, 2012, 2013) (Onwuegbuzie
and Leech, 2005).

On 18 April 2012, LHWs gathered in Islamabad and attempted to set themselves on
fire. One person suffered severe burns despite the police intervention. (Shahid, 2012).
Although promised, the demands of LHWs were again not met in 2013. Their protests
continued in Karachi. (Iqtidaruddin, 2012). In Lahore, the LHWs also continued their
struggle and took the matter up with higher authorities. In addition to their own
efforts, the LHWs looked to the judiciary for support. The Supreme Court initially
intervened to ensure that the LHWs were at least paid their salaries (2012a). The
Supreme Court, furthermore, took a suo motto notice of their condition and ordered
that the government apprise the court of any progress in the negotiations between the
government and the LHWs (2012c).

LHWs held a rally on 22 December, 2012, outside the Parliament in Islamabad. The
prime minister met with a delegation of LHWs on 3 January 2013, to discuss their
demands. In the same month and year, after three years of struggle, the NP was finally
regularised. Prior to this, the provincial governments had been reluctant to regularise
the services of LHWs, primarily because of the huge financial costs this would entail.
The federal government agreed to cover the cost of the regularisation for LHWs from
1 July 2012 to 2015, with funding beyond that date to be considered and debated by
the Council of Common Interests (Junaidi, 2013). The prime minister‟s orders were
not implemented immediately. On 7 March 2013, the Supreme Court ordered the
federal and provincial governments to regularise the services of the LHWs with effect
from July 2012. (2014). On 26 March 2013, Chief Justice once again took a suo motu
notice of the issue and directed the government to regularise the services of the
LHWs. The gravity of this issue can be gauged by a statement of the justice of
Supreme Court who was heading a bench on one LHW‟s petition.
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“It is just like reaching for the stars to get our orders implemented in favour of the
LHWs, who are always on the front line when it comes to extending community
services to the people at the time of natural disasters, be it floods, polio or dengue
outbreak.” (Iqbal, 2014).

1.6 Aim
The study aims to explore and describe how the experiences of the LHWs shape the
process of their development as female health workers in the Pakistani health system,
within a patriarchal context.

1.7 Objectives
1. To explore how the LHWs‟ life and work experiences influenced their
development as health workers.
2. To examine the process by which LHWs constructed and defined their
personhood
3. To understand how community- and workplace-based gender dynamics influenced
the LHWs in the Pakistani health system

1.8 Organisation of the thesis
This research study explores several key issues related to the personal and
professional development of the LHWs, including their practices, process of
socialisation and identity formation. The thesis is organised into nine chapters. The
first chapter, Chapter 1, introduces the subject matter and highlights the primary
motivation for embarking on this research. The main research gaps are also looked
into, the chapter culminating into the aims and objectives of the research towards the
end.
Chapter 2 explores the available literature, providing a review of studies conducted all
over the world, with an emphasis of the CHWs. Although not many of the studies take
up the CHW perspective, the rapid expansion of CHW programmes in the post
Primary Health Care rhetoric provides a variety of researches and issues studied. An
extensive literature review is followed by highlights of the gaps in research, which
provide a logical basis for the current research. The conceptual framework is also
presented towards the end of this chapter.
Chapter 3 delves into the methodological issues involved in this research. It provides
details of the conception of the original idea of research, as well as all the steps taken
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to convert this conceived idea into a reality. A reflexive account details my own
previous experiences and how they have a bearing on the way research is conducted
and findings interpreted. All the steps in the research process are described in detail as
well as the backstage issues, such as consent, translation and transcription. The
concurrent processes of data collection and analysis are explained too.
Chapter 4 to Chapter 8 are five chapters which describe and analyse the findings of
the research. The fourth Chapter starts off with stories of four LHWs to give a flavour
of the commonalities and differences between individual women. It then goes on to
explore how lay women decided to become LHWs and the challenges they faced to
enter this workforce, both in the health system and in the field. Individual
characteristics and circumstantial issues which impact upon the everyday functioning
of the LHW are explored in detail.
A conclusion at the end of each chapter summarises the main findings, sometimes
with the help of a diagram.
Chapter 9 discusses the findings of the study in light of the available literature.
Besides providing an overall discussion of the findings, it reflects on the strengths and
weaknesses of the study. Highlighting the current debate of LHW as a lynchpin in all
health- and community-related activities, it details the aspects of LHWs‟ lives by
using the life course perspective. The chapter concludes by outlining the
recommendations for policy, practice and future research.
Bibliography and various official documents are given as annexes at the end of the
thesis.
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Chapter II

Literature Review
2.1 Overview
This review of literature focuses on key issues and themes relevant to the
understanding of Community Health Workers (CHWs). It positions the CHWs within
their communities, overall health system and within the context in which they serve.
This review introduces the various nomenclatures of CHWs by which they are known,
through to the multitude of tasks and responsibilities assigned to and practiced by
them, to being labelled as “agents of change”. A substantial section of this chapter is
devoted to the literature exploring the historical perspectives of PHC and CHWs
including on-going debate on these issues within the health system. The CHWs‟
unique juxtaposition at the intersection of the community and formal health system is
also explored.

As most of the available literature visualises CHWs as appendages of the formal
health system, the importance of viewing things from the CHWs‟ perspective is
emphasised. Therefore, this also highlights the various processes these workers
undergo while also exploring their potential in the field. These processes include, but
are not limited to, socialisation, work practices and development of the identity. The
contextual factors play a significant role therefore, literature pertaining to these, from
individual motivation to the overall health system issues in this context, is also
included. The gender issues as a significant influence are also explored especially in
relation to the patriarchal contexts. .

Synthesising various bodies of literature has allowed me to come up with a conceptual
framework to use as scaffolding for my exploratory study. The purpose of this
literature review is to make a case for exploring LHWs‟ experiences and articulating
their personal and professional development as a community-based cadre of female
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health workers within the Pakistani health system. I conclude by highlighting the gaps
in the literature, which justify undertaking this research.

2.2 Community Health Workers: a historical trajectory
2.2.1 Evolution of Primary Health Care
Immense changes in health systems around the world can be attributed to the
changing socio-political environments. These transitions witnessed in the developing
world created a diversity of health systems, especially after the 1950s. Initially, the
rural areas comprising the majority of population had limited access, while formal
health care services were primarily available in the cities. Gradually however, the
impetus of provision of health services shifted to wider regional and national levels
(Maru, 1983), as the governments become conscious of a need for alternative models
of health service delivery especially in resource poor settings (Haliman and Williams,
1983). The introduction of the concept of PHC in the global health agenda was
considered a game changer in this regard (Bennett, 1979, Benyoussef and Christian,
1977). A historical conference was held in 1978 at Alma Ata, where the concept of
global universal health care was introduced (WHO. and UNICEF., 1978). As most of
the newly independent countries accorded high priority to healthcare services,
considering it a basic human right, this model was applauded. However, actual
implementation of PHC required a mammoth effort due to the political and historical
contexts of most developing nations (Woelk, 1994).

In response to Alma Ata Conference on PHC, and due to the inability of conventional
health services to deliver basic health care, a number of countries began to experiment
with the CHW concept (Mackay, 1982). Prior experiences were also in the CHWs
favour. In China, bare foot doctors had emerged in the mid 1950s and evolved into a
nationwide programme aimed at ensuring basic healthcare (Shi, 1993, Zhu et al.,
1989, Hsiao, 1984, Sidel, 1972a). Thailand had also made use of village health
volunteers and communicators beginning in the early 1950s (Kauffman and Myers,
1997, Sringernyuang et al., 1995). Succesful experiences of such small-scale CHW
projects (Newell, 1988) and bare foot doctors of China spurred this initiative of
developing a CHW cadre (Sidel and Sidel, 1977). National governments were also
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encouraged, pressured and guided by the international agencies to consider
community-oriented approaches in delivering services to the poor (Heggenhougen et
al., 1987, Ugalde, 1985, Werner, 1980). By the early 1970s, several countries had
initiated implementing these types of health interventions at the national level
(Ugalde, 1985). This issue will be discussed in detail later on this chapter.

2.2.2 Approaches to Primary Health Care

It has been argued that PHC began a shift in health paradigms from a definition of
health as limited to biomedical research, the provision of health services by
professionals, and institutional care in hospitals and sub health units such as health
centers to a broader focus that included the social determinants of health (Bhatia,
2014). Soon after the PHC was introduced as a new concept for health improvement
in 1978 (Rifkin, 2018a), WHO declared “Health for All by the Year 2000,” creating a
goal for national governments. Those not convinced with this approach favoured
selective rather than a comprehensive measures, prioritising combatting diseases that
were most prevalent and possible to control in developing countries (Walsh and Warren,
1980).

The global economic crisis of 1980s also paved the way for the entry of the

World Bank in health sector.

When the UN Millennium Development Goals (MDGs) were introduced in year 2000,
global health policy shifted away from a comprehensive PHC approach that took into
account social determinants to a vertical disease-focused agenda that reflected a
selective PHC approach (Newell, 1988). On the 30th anniversary of the Alma-Ata
declaration WHO once again called for reforms to achieve the PHC movement‟s
values of “equity, solidarity and social justice”

(Van Lerberghe, 2008, p 16).

Meanwhile many programs still pursued ways to significantly reduce maternal and
childhood deaths through a community-based PHC approach (Perry et al., 2017).

Right at the outset it was suggested that though the vision and values of PHC were
indisputable, translating policy into practice needed review (Walsh and Warren,
1980). The idea of “Selective primary health care” (SPHC) focusing on implementing
policy for the diseases that had the highest prevalence and morbidity, highest risk of
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mortality, and greatest possibility of control in terms of the cost and effectiveness of
the intervention was proposed. Rejecting an interpretation of health as holistic and
reflective of social justice and social determinants, SPHC put forward a view of health
as dependent on vertical delivery of health services. It challenged the alternative
“Comprehensive Primary Health Care” (CPHC) approaches to health improvements,
which included community participation, intersectoral collaboration, and appropriate
technology (Rifkin and Walt, 1986).

In this environment, a more concrete and focused policy was necessary. Universal
health coverage (UHC), the subject of WHO‟s World Health Report: Health Systems
Financing; The Path to Universal Coverage, provided that focus (WHO, 2010c).
WHO placed UHC in the context of PHC, grounded in human rights and equity.
However, it clearly addressed solutions to providing a health service based on quality
and access, focusing on the need for coverage and preventing catastrophic health
payments. Instead of placing health improvements in terms of a critical component of
development strategies, it narrowed the scope from including the social determinants
of health to actions in the health sector and in roles for both professional and lay
health-service providers. In 2015, universal health care became an indicator of
achievement of the Sustainable Development Goals (SDG).

While WHO struggled how to pursue a holistic approach to health, the debate over
SPHC versus CPHC became a consistent theme in translating PHC into practice. The
programs struggled to decide whether to focus on priority diseases (the vertical
approach) or on a broader set of conditions and activities (the horizontal approach)
and to choose between epidemiological priorities (the most frequent serious, readily
preventable or treatable conditions) and health priorities as perceived by the local
population. The difference of opinion in this regard is shown in Table 2.1 below.
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Table No. 2.1 Selective versus Comprehensive approaches Primary Health Care

Approach
Values
Concepts
Orientation and
Accountability
Time Scope

Selective PHC
Effectiveness, efficiency,
cost-effectiveness
Health as absence of
disease
Vertical, health depends
on vertical management
and support
Short-term, donor and
program manager
dependent

Comprehensive PHC
Equity, community participation,
intersectoral collaboration
Health as well-being
Success depends on links between
health and other sectors, community
support and capacity building
Long-term, population and public
health dependent

Source: (Rifkin, 2018b)

The vertical-horizontal tension (Orenstein and Seib, 2016) was often reflected in the
way health programs were established, particularly in the low and middle-income
“developing countries.” The tensions could also be seen in donor financing to these
countries (Oliveira‐Cruz et al., 2003). In sub-Saharan Africa, vertical HIV/AIDS
programs have integrated preventive programs for breast cancer and cervical cancer.
These experiences called for a “diagonal” approach to disease control by integrating
such programs into the existing health infrastructure and using people and resources
to attack several problems at the same time (Ooms et al., 2008). The call for diagonal
approaches received attention in the health literature as an argument to find ways of
integrating the CPHC and SPHC approaches.

The tension between SPHC and CPHC continues to play a critical role in health
planning. Although the vertical and horizontal approaches are often presented as
mutually exclusive, in reality, many programs are a combination of both (Msuya,
2004). In an attempt to clarify the relationship of PHC to primary care, the
Commission on the Social Determinants of Health included this statement in its 2008
report: The Alma Ata declaration promoted PHC as its central means toward good
and fair global health not simply health services at the primary care level (though that
was important), but rather a health system model that acted also on the underlying
social, economic and political causes of poor health (Marmot et al., 2008). In a recent

31

development the PHC has been rejuvenated on its 40th anniversary in 2018 (Rifkin,
2018a).

2.2.3 Perspectives on CHWs based Community Oriented Programmes
The bare foot doctors of China are generally considered precursors of CHW initiatives
globally (Sidel, 1972b). Often referred to as the cornerstones of PHC (Bender and
Pitkin, 1987), these health workers were expected to be agents of change in their
respective communities (Colvin and Swartz, 2015, Rifkin, 2008). However, it was not
long before the debate ensued regarding their position as lackies or liberators
(Werner, 1981a). While the CHWs provided basic health services to the rural and
disadvantaged population in many countries, they were also thought to empower the
communities through bringing about a change in social conditions. The emerging
evidence was also suggestive that CHWs had potential as individuals, however lacked
the needed support from the formal health system (Werner, 1978, Stark, 1985, Frankel
and Doggett, 1992, Standing and Chowdhury, 2008b). In view of lessons learnt from
past experience, new roles of community based health agents in the pluralistic
environment were being proposed (Werner, 1978, Stark, 1985, Frankel and Doggett,
1992, Standing and Chowdhury, 2008b).

Over time, most CHW initiatives were beset with problems, as programmes faltered
and faced major difficulties. A review of six large scale CHWs programs concluded
that their objectives had not been achieved due to lack of necessary support (Berman
et al., 1987, Walt, 1988, Walt et al., 1990). It was argued that CHW programmes did
not fail because of the CHWs, but due to the lack of facilitation they received
(Berman et al., 1987, Walt, 1988, Walt et al., 1990). In studies conducted in diverse
countries such as Botswana, Colombia and Sir Lanka it was observed the CHWs had
become "just another pair of hands" (Berman et al., 1987, Walt, 1988, Walt et al.,
1990).

The financial crunch in the 1980s and the accompanying structural adjustments
strained the resources required for maintaining the CHW programmes, affecting them
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adversely (Standing and Chowdhury, 2008b). When scaled up, most of these
programmes fell short in terms of finances and support (Berman et al., 1987),
therefore, many governments curtailed or ceased their CHW programmes by the late
1980s (Rifkin, 2008). Even though interest in this cadre faded gradually, in
Bangladesh, Brazil (Rice‐Marquez et al., 1988) and Nepal, large-scale CHWs
programmes not only remained on the scene, but also played an important role in
improving the health of the populations in these countries (Rohde et al., 2008). The
CHWs have often been referred to as the main strength or corner stone of PHC system
(Benyoussef and Christian, 1977). From the outset, they were envisaged not only as
healthcare providers, but also as advocates for the community, functioning as a
community mouthpiece in the fight against inequities. In Werner‟s famous words, the
health worker is a “liberator rather than lackey” (Werner, 1981b). Regardless of the
various ups and downs, the CHWs have always been in the limelight in the post Alma
Ata era of primary healthcare, their primary focus in most countries being on
increasing access to health services.

The 1990s saw a resurgence of national-scale programmes of CHWs. The World
Health Organization had identified fifty-seven countries with critical shortages of
health workers, estimating that four million more health workers were needed to
bridge the gap (WHO, 2010b). This brought about renewed interest in CHWs, with
the expectation that these health workers would help mitigate the gap in the global
human resources in health. In Pakistan, the Lady Health Workers were introduced in
1994, which now number around 100,000. Many African countries followed suit.
Uganda introduced its Village Health Team Strategy in 2003, followed by Ethiopia,
where Health Extension Workers (HEWs) started their training in 2004 and now
exceeds 30,000 in number. India also initiated a Rural Health Mission in 2005 that
involved support for more than 800,000 CHWs called Accredited Social Health
Activists (ASHAs) (Bhutta et al., 2010).

Although globally, the experience of the CHW programmes has been mixed, this
cadre was still considered a promising option, as reflected in a call by the global task
force to train one million CHWs in Africa (Singh and Sullivan, 2011). The potential
of LHWs for contributing to maternal and child health, disease control programmes
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and effectiveness in community-based interventions has already been widely
acknowledged (Haines et al., 2007b, Kerber et al., 2007, Sanders et al., 2005, WHO,
2010a, Bangdiwala, 2011, WHO, 2011). The presence of CHWs in communities
during Ebola outbreaks, earthquakes and other emergency conditions has been a rich
contribution to the overall health system (Obilade, Perry et al., 2016, Fredricks et al.,
2017). Their importance in achieving universal health coverage has also been
frequently advocated (Tulenko et al., 2013). With an estimated five million active
globally (Perry et al., 2014), the potential role of CHWs in improving health in
communities cannot be overlooked.

2.3 Community Health Workers

2.3.1 Nomenclature and definition of a CHW
The term CHWs is used for a diverse group of health workers, synonymously used
with other terms such as lay health workers, frontline health workers and close-tocommunity providers. These workers have also been described according to their
roles, tasks, training or responsibilities, and most names highlight their supportive
function in providing healthcare and health education. The World Health
Organization (WHO) and International Labour Office (ILO) define CHWs as follows,

Community health workers should be members of the communities where they
work, should be selected by the communities, should be answerable to the
communities for their activities, should be supported by the health system but
not necessarily a part of its organization, and have shorter training than
professional workers. (WHO, 1989, page 6)
Community health workers provide health education, referral and follow-up,
case management, basic preventive health care and home visiting services to
specific communities. They provide support and assistance to individuals and
families in navigating the health and social services system 3(page.192)

3

ILO. International Standard Classification of Occupations Structure, group definitions and correspondence tables;
ISCO-08, International Labour Office, Geneva. 2007.
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A recent systematic review has synthesized a more holistic definition of CHW, which
includes the training aspect.

A Community health worker is a health worker who carries out promotional,
preventive and/or curative health services and who is the first point of contact
at community level. A CHW can be based in the community or in a basic
primary facility. A CHW has at least a minimum level of training in the
context of the intervention that they carry out and not more than two or three
years of para-professional training. (Lewin et al., 2010, Olaniran et al., 2017)
A common characteristic shared by CHWs is their work outside of the health centres
and directly with people in their homes, neighbourhoods, communities, and other
nonclinical spaces where health and disease are produced (Perry et al., 2014). In many
countries, they belong to the lower social, economic and educational strata of
population. Reportedly, most CHWs are women (Maes et al., 2014, Bhatia, 2014),
some estimate their proportion to be seventy percent (Frymus et al., 2013).. In some
contexts, e.g. in Ethiopia, they are all female by policy (Theobald et al., 2015).

Globally, the nomenclature of CHWs varies. Altogether thirty-six different terms have
been published by which CHWs are known in different countries, and this is by no
means an exhaustive list (Bhattacharyya et al., 2001; Gilroy & Winch, 2006). In Table
2.2, a few titles of CHWs used in various countries with their tasks are shown.

Table 2.2 Titles of Community Health Workers

Title

Single/ Multiple tasks

Country

Accredited Social Health Activists (ASHAs)

Multiple tasks

India

Behvarz

Multiple tasks

Iran

Community Health Workers

Multiple tasks

Various countries

Lady Health Workers

Multiple tasks

Pakistan

Shasthya shebikas‟

Multiple tasks

Bangladesh

Source: (Perry et al., 2014)
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There have also been attempts to categorise CHWs into groups based on their
education and pre-service training (Olaniran et al., 2017) to improve understanding of
their function. A three-tiered hierarchy of CHWs has been proposed.
Table 2.3 Types and characteristics of Community Health Workers
Type
1. Lay health
workers
2. Level 1
paraprofessionals
3. Level 2
paraprofessionals

Characteristics
Individuals with little or no formal education who
undergo a few days to a few weeks of informal training
Individuals with some form of secondary education and
subsequent informal training
Individuals with some form of secondary education and
subsequent formal training lasting a few months to more
than a year
Source: (Olaniran et al., 2017)

The lay health workers tend to provide basic health services as unpaid volunteers
whereas level one paraprofessionals often receive an allowance and level two
paraprofessionals tend to be salaried. The relationship between the training and
remuneration is depicted below in Fig. 2.1. (Olaniran et al., 2017)
Fig. 2.1 Categorising CHWs by pre-service training and remuneration

Source: (Olaniran et al., 2017)
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2.3.2 Assigned tasks and role of CHWs
Although there is no perfect equation for the combination of CHW duties, recent
experience has highlighted the challenges surrounding the role of these community
health care providers (Ofosu-Amaah and WHO, 1983). As most national health
programs operate with financial constraints and shortage of trained staff, there is a
tendency to add tasks and functions continually to the duties of existing staff, and
CHWs are no exception. The Alma Ata Declaration however, enumerated the
following tasks expected of CHWs: “home visits, environmental sanitation, provision
of water supply, first aid and treatment of simple and common ailments, health
education, nutrition and surveillance, maternal and child health and family planning
activities, communicable disease control, community development activities,
referrals, recordkeeping, and collection of data on vital events” (Ofosu-Amaah and
WHO, 1983). This long list of responsibilities might seem unreasonable to demand
from CHWs, especially the volunteer workers.

The experiences in Madagascar suggests that a CHW can manage only three or four
themes at the most (Bhattacharyya et al., 2001). Apart from a consensus that no one
person can manage all the activities laid out in the Alma Ata Declaration, there is little
scientific evidence of the optimal number and mix of CHW functions and tasks.
Programs must carefully monitor CHWs‟ workloads and their effects on motivation as
additional tasks are added. Some programs have found a way around this by training
several people and dividing the functions among them. For example, in Nepal the
village health worker does the basic preventive and curative work, while the
community health leader motivates the community to participate in special campaigns
(Parlato and Favin, 1982). Other programs have trained CHWs to work in a single
area, such as diarrhea, malaria, or nutrition. For example, in many parts of Latin
America, volunteer collaborators conduct treatment and surveillance for malaria.
They make home visits to people with symptoms of malaria, complete patient reports,
take blood smears, and administer doses of chloroquine (Ruebush II et al., 1994). The
advantage of CHWs with a single focus is that they can be trained and monitored to
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perform a manageable set of tasks. The main disadvantage is frequent training and
retraining in various vertical programs, with no opportunity for integration.

2.3.3 Range of Services: Preventive versus curative role

There is a wide range of different community health workers, performing an even
wider range of tasks. In an extensive systematic review two kinds of CHWs,
generalists and specialists were proposed (Lehmann and Sanders, 2007). Generalists
performed a wide range of activities, from preventive care to first aid, covering
common health and social issues in the area, such as child and maternal care,
HIV/AIDS, nutrition and environmental sanitation. The community facing role of
CHWs means these duties are typically carried out within households, rather than in
formal medical settings. Importantly, however, generalists also act as a link between
community households and the nearest health facility. They may also organise
community development activities and collect data from the households (OfosuAmaah and WHO, 1983, Theobald et al., 2015). The roles of specialist CHWs are
different, focusing primarily on specific health issues of concern to the program they
are enrolled in such as maternal and child health, TB care, malaria control, or
HIV/AIDS care (Lehmann and Sanders, 2007).
A key tension in the conceptualization of CHWs in the post-Alma Ata period is the
range of services they are expected to provide. While developmental and educational
activities are considered important, curative services are demanded by communities
that do not have access to these services. Therefore, the roles and responsibilities of
CHWs vary depending on facility based care and available services (Love et al.,
1997). Some CHWs have only a few days of training, while others have six months or
more; some receive salaries, others volunteer; some are generalists working full time,
while others perform a narrowly defined set of interventions specific to one disease
(Perry and Zulliger, 2012).

The tasks performed by CHWs tend to fall into four broad categories: (1) assisting
individuals and communities to adopt healthy practices, (2) conducting outreach to
ensure access to care, (3) providing or supporting primary and chronic care, and (4)
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advocating structural changes related to community health needs (Perry et al., 2014).
The proportion of tasks in each category varies by location and, as suggested in a
narrative review of CHW programs, the proportion of tasks in the latter category has
declined over time. Specialization may also be a response to the difficulty
experienced in finding the optimal mix of CHW functions and tasks and the right
balance between breadth and depth of tasks (Bhattacharyya et al., 2001).

The roles of CHWs include health promotion and disease prevention, treatment of
basic medical conditions, and collection of health data. In relation to health promotion
and disease prevention, CHWs are involved in activities both within the community
and linked to the health facilities they are connected to. In the community, CHWs
provide services to promote a healthy lifestyle and prevent disease. Acting as „Patient
Navigators‟ (Gabitova and Burke, 2014), CHWs interpret health information and
provide logistical support to patients accessing healthcare within a complex healthcare
system. Some CHWs have additional roles of providing treatment for basic clinical
conditions and minor ailments such as malaria and diarrhea. CHWs also have a role in
helping to collect and report, via existing mechanisms, information on the health of
the community members (Olaniran et al., 2017). It has also been documented that if
CHW do not have curative tasks and access to drugs they are not greatly valued by
communities and their preventive role is undermined (Bhattacharyya et al., 2001). But
when they give treatment, their attention could be totally diverted and their goals
confined to the health sector as extenders of curative services (Berman et al., 1987,
Walt, 1988, Walt et al., 1990).

2.3.4 Referral: a challenge for CHW
Referral after providing initial management, or in case of complications is an integral
part of the CHWs‟ job (WHO, 2007c, WHO, 2007d, Svitone et al., 2000). A very
strong, well-functioning, upstream referral system needs to be in place using which
the health workers can refer complicated cases to nearby health care facility after
initial management (Winch et al., 2003, Kouyaté et al., 2008, Zachariah et al., 2007).
Referral is one of the four basic domains on which the CHWs are evaluated, others
being primary health care delivery, family planning services and maternal and child
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health care. Linking CHWs to a supportive and functioning referral facility is often
vital to CHW program effectiveness (Scott et al., 2018).

A study conducted in Pakistan showed that the CHWs made 76.4% successful
referrals (Afsar and Younus, 2005), however only 4% of the patients referred visited
government facilities, the rest preferred private physicians and informal practitioners.
A systematic review on the role of CHWs in malaria treatment found that a well
functioning referral system and a reliable and consistent supply chain for getting
essential medicines and equipment to the community level were instrumental for
CHW performance (Paintain et al., 2014). While a functioning and bidirectional
referral and feedback loop enhances CHW performance (Chanda et al., 2011), lack of
the same is a known barrier to CHW effectiveness (Khan, 2011b).

CHWs however, are less concerned about receiving formal feedback than with the
ability of the referral level facilities to provide the required services in a respectful
and dignified manner (Prasad and Muraleedharan, 2008). The degree to which
facility-based health workers respond to CHW referrals is taken as a sign of respect
given to the CHW by the health system. In the long term, if community members
perceive that their CHWs‟ referrals are not respected, they may lose trust in the CHW
and not seek further services (Prasad and Muraleedharan, 2008).

2.4 CHWs whether agents of change or service extenders
In developing countries, facility based approaches to health care based on western
models were increasingly unable to cater to the health issues of the majority of
population (Bryant, 1969, McKeown, 2014, Newell, 1975, Taylor, 1976). This was
evident in failure to combat specific diseases e.g. unsuccessful global malaria
eradication efforts (Cueto, 2004). This culminated in the engagement of CHWs
globally in the provision of health care (Campbell and Scott, 2011). A reduction in
urban bias of the health services provision was sought through this initiative, to
counter reliance on doctors and health care facilities through preventive and routine
curative interventions to the rural communities (Standing and Chowdhury, 2008b).
Coinciding with the philosophy of decolonization and democratization forces at full
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swing in many parts of the world at the time, many of the emerging economies
visualized CHWs not only as providers of health care, but also liberators or
indigenous agents of social change who would tackle the environmental, cultural, and
political factors and thus improve health of their communities (Ballard et al., 2018,
Campbell and Scott, 2011, Frankel and Doggett, 1992, Werner, 1978).

Being in line with the philosophy of CPHC accepted at Alma Ata (WHO. and
UNICEF., 1978), the CHWs were viewed as a cornerstone of the paradigm shift to
PHC (Lehmann et al., 2004). The PHC initially faced two challenges the first based
on realism, focused on creating low cost alternatives to existing expensive urban
biased health systems (Standing and Chowdhury, 2008b, Walt, 1988). The second
was rooted in the social determinants of health which paved the way to ill health due
to poverty and inequality. The CHWs work to influence change within communities
was readily acceptable, and adopted especially in several post colonial, socialist
countries in Latin America and sub-Saharan Africa (Frankel and Doggett, 1992,
Bennett, 1979).

The CHWs were visualized as a cadre of agents of change, who would serve as a
critical element for promoting community and individual health in addition to
contributing in progressive political consciousness. These workers were expected to
provide a strong and authentic connection to community needs, enabling people‟s
participation in health practice and policy, against the top down, technocratic
approaches in public health. This was based on the premise that mobilizing around
health and social needs leads to political change (Eng and Young, 1992).This dual
commitment of CHWs (Colvin and Swartz, 2015) fell out of favour however, as soon
as selective PHC based interventions were introduced (van Ginneken et al., 2010).

The issue of limiting the role of CHWs as service extenders or allowing them to
facilitate empowering communities to make decisions themselves about health and
healthcare was raised right at the outset by many including David Werner in his
seminal article entitled “The Village Health Worker: Lackey or Liberator?” (Werner,
1981a). CHW led empowerment of communities has been recognized as key to
sustainability of various health interventions (Black et al., 2017). However, the
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analysis of three large national programmes showed that while CHWs had been set up
to be change agents in communities, in reality they were functioning as extensions of
formal health services as auxiliaries rather than empowered agents (Gilson et al.,
1989).

Many countries initiated or scaled up national CHW programs following Alma-Ata
(Bhattacharyya et al., 2001), but lack of visible results led to a decline in interest
among various stakeholders (Berman et al., 1987, Frankel and Doggett, 1992, Walt et
al., 1990). Extrinsic factors hampering progress included the global recession of
1980s and a debt crisis in many developing countries. The World Bank structural
adjustment and reforms at various levels of health sector led the to reduction of public
sector financing in health delivery (Standing and Chowdhury, 2008b, Walt et al.,
1990) and consequently, poorly resourced CHWs programs. By the end of the 1990s
most of the national CHW programs had been disbanded (Abbatt, 2005, Schneider et
al., 2008)
Sometimes CHW programmes reflected social development policies in line with
structural and national ideologies as in Cuba, China and Nicaragua, where the CHWs
had their own significance. Other programmes were conceived as an extension of the
official health system as in Iran and Venezuela and another version was focused on
local rural development projects as in Guatemala and India (Newell, 1975). The
extension of health care to underserved populations and to involve members of the
community were common characteristics of all CHW programmes. In this sense,
CHW were largely successful in assisting an unprecedented expansion of health
services to previously neglected areas (Newell, 1975, Frankel and Doggett, 1992).
And even being simply service extenders, without accomplishing the developmental
or agent of change role, CHW were perceived as a threat to the status quo, with critics
from the conservative medical establishment (Walt et al., 1990, Werner, 1978, Wood,
1990).
The emergence of HIV/AIDS pandemic and efforts to achieve health related
Millennium Development Goals changed the global scenario. In light of the global
health workforce shortages WHO began to promote task shifting to improve coverage
and equity of care (W.H.O, 2007). The CHWs again came to limelight while
redistribution of tasks to less specialized health workers was considered for extending
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services to populations with limited access to health facilities (Perry and Zulliger,
2012, W.H.O, 2007, Chen et al., 2006, Hadley and Maher, 2000). Even though many
countries once again initiated CHW programs, this time ethos of earlier endeavours
i.e. “liberation, decolonization, democratization and self-reliance” of the 1960s were
missing (Lehmann et al., 2004). For instance, the CHWs in Latin America e.g.
promotores who had once worked at the intersection of Catholic liberation theology
and the labor rights movement, were now described primarily as health extension
workers, their role as organisers replaced by a largely technical function (Pérez and
Martinez, 2008).

In a few instances, the role of the CHW was seen as political with less emphasis on
service delivery and more on determinants of health, as health advocates who rally
their communities to tackle the determinants, even in developed countries (Baker et
al., 1997, Rodney et al., 1998). Contrary to the expectations, the “agents of change”
model appeared only in a few countries undergoing more profound political change,
or in small scale non governmental experiences; otherwise it did not go further than a
rhetorical statement.

Even though the CHWs served in large numbers and were primarily rooted in their
communities, the main emphasis was placed on their capacity to link the traditional
and the biomedical (Akintola, 2010a). Rather than partners in community
empowerment, they were considered human resources for health, and a component of
the broader health system (Colvin and Swartz, 2015). This shift in thinking about
CHWs and their role in public health not only reflects the evolution of public health
discourse and practice over the last few decades but also captures two of the distinct
ways in which CHW are categorised; either extension agent for health services in the
community or agent of change working on behalf of community health and
empowerment. The agent of change model still stands , though not seen in practice as
extension agent model predominates (Colvin and Swartz, 2015). The differences
between the two schools of thought is summarised in Table 2.3 given below.
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Table No. 2.4 CHWs as agents of change vs. extension agents

CHWs as Agents of Change

CHWs as Extension Agents

CHWs as a way of mobilizing around broad
social determinants of health and
empowering individuals and communities to
demand responsive and equitable health
services.
Primary focus on CHWs as an active agent
of change, and a catalyst for coordinating
community participation and mobilization
around health, social, and political priorities.

CHWs as a way of improving the reach and
responsiveness of health services, especially
in “community” contexts outside of health
facilities.

Often generalist in nature, with a focus on
prevention, health education, and social
support. Responsive to a wide range of
health and social needs of individuals and
families.

Often specialist in nature, with a focus on
efficiently delivering targeted interventions
for priority disease conditions (e.g., TB
DOTS supporters, lay counselors for HIV
testing, breastfeeding counseling/nutritional
supplements for “at-risk” mothers).
Seen to be motivated by an altruistic
impulse rooted in commitments to shared
moral, religious, and community values.

Seen to be motivated by both moral
principles/altruism but also by commitment
to social and political change and
empowerment.
Seen as rooted in local community but with
a desire to catalyze organic, democratic
engagement around social determinants of
health

Primary focus on CHWs as a human
resource (though often volunteer in nature)
within the health services who must be
trained,
managed,
and
incentivized
effectively.

Seen as rooted in local community, acts as a
cultural
representative/broker
between
community
perspectives/practice
and
biomedicine.

Source: (Colvin and Swartz, 2015)

At the micro-level, CHWs are in a unique position to observe and understand many of
the socio-cultural and gender factors that influence health and healthcare use within
households and communities (Khan, 2011b). This is due to their socio-cultural
embeddedness and frequent contact with individuals in their household and
community settings, as compared with relatively infrequent and brief consultations in
health facilities away from their social context. However, when CHWs are required
to act as agents of social change, they themselves need to feel empowered and
supported through enabling environments. For example, they need to be trained in soft
skills such as communication, problem-solving and assuring confidentiality at
community level (Redick and Dini, 2014). The opportunity to interact with clients at
household and community level gives them a better understanding about the broader
context of people‟s lives (Standing and Chowdhury, 2008b), however, field
experiences suggest that CHWs have to negotiate gender and power relationships
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within households and communities in their routine work (Theobald et al., 2016).
Their own work contributes towards a process of empowerment as they are
challenging social constraints and stereotypes through regular employment; being
mobile within communities; and fulfilling a socially valued role (Theobald et al.,
2016).

Both conceptual differentiations of CHW programmes, namely service extenders or
“another pair of hands”(Walt et al., 1990), and cultural mediators between the locals
and formal health system, can be used in tandem, depending on the context. While the
former approach can help overcome worker shortages and reach the underserved
(Haines et al., 2007a), the later can help bridge the gap in service provision and
improve uptake of existing services (Bhattacharyya et al., 2001). These different
approaches are all in operation to some extent. Regardless of the approach underlying
the CHW programme, it is pertinent to remember that CHWs do not work in a
vacuum, but are strongly influenced by the cultural, social and political environments
(Palazuelos et al., 2013). A better understanding of the context and conditions in
which CHWs work is essential in order to support them and help them realise their
potential (Glenton et al., 2010).It has also been reported that sometimes considerable
and contradictory pressures are placed on the CHWs so that they increasingly become
agents of the state, frequently overburdened with directives and programmes and
inadequately trained and equipped for these enhanced roles (Standing and
Chowdhury, 2008b). It has been suggested that in order to be effective, the CHWs
need to establish their legitimacy through means such as wider community
development and continuous organisational support.

2.5 CHWs‟ Motivation
Reasons for becoming a CHW varied around the globe. Reportedly, there is no single
impetus to join as CHWs. In South Africa a study observed complex motivations
underlying volunteering in AIDS care (Akintola, 2010b, Glenton et al., 2010, Kaler
and Watkins, 2001, Kironde and Klaasen, 2002, Rödlach, 2009, Swidler and Watkins,
2009). In Nepal researchers concluded it was not only the monetary incentives of
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CHWs which was important, there should be alignment between expectations of
various stakeholders (Akintola, 2010b, Glenton et al., 2010, Kaler and Watkins, 2001,
Kironde and Klaasen, 2002, Rödlach, 2009, Swidler and Watkins, 2009). In absence
of monetary incentives the attrition rates of CHWs is high therefore, it has been
suggested in a South African study incentives should be given to motivate volunteers
(Akintola, 2010b, Glenton et al., 2010, Kaler and Watkins, 2001, Kironde and
Klaasen, 2002, Rödlach, 2009, Swidler and Watkins, 2009). Some health workers
expected better job opportunities, while others wanted to alleviate the suffering of
others and serve their clients (Akintola, 2010b, Glenton et al., 2010, Kaler and
Watkins, 2001, Kironde and Klaasen, 2002, Rödlach, 2009, Swidler and Watkins,
2009). For many, this decision was value-based, as their desire to improve the lives of
others partly emanated from their religious or family values (Maes et al., 2014).

Studies also reported that CHWs joined because they wanted to increase their
knowledge and skills in order to benefit personal and family health (Ramirez-Valles,
2001). Skill improvement and self-development were expectations of joining because
CHWs perceived work as a stepping stone to greater goals and an appealing incomegenerating activity (Zulu et al., 2014). Self-motivation, autonomy, and family support
were mentioned less often as sources of recruitment motivation for CHWs. In
particular, CHWs foresaw increased credibility through affiliation with health services
and professionals (Walt et al., 1989).

Some individuals reported being victims of structural violence such as war or having
encountered issues in the health system such as epidemics, and were thus influenced
by their own experiences. The intent to improve the economic and health status of
their communities was also an impetus for some CHWs. In different countries such as
Pakistan, Ethiopia, and Mozambique, the reasons for joining were different. It has
been argued that where an individual comes from and where he or she intends to
proceed morally, socially, and economically are equally important considerations
(Maes et al., 2014).

Motivation to begin working as a CHW primarily arose from individual level
motivation. Indeed, social responsibility and altruism have been mentioned as a
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motivating factor to join by CHWs (Gopalan et al., 2012, Rahman et al., 2010).
Studies reported that CHWs were motivated to join as a way to progress community
development (Mpembeni et al., 2015, Zulu et al., 2014). Some CHWs felt obliged to
help solve community problems, often through health education (Khan et al., 1998a).
CHWs referred to their

personal experiences as motivating their work, having

witnessed preventable loss that they wanted to shield others from (Zulu et al., 2014).
Alongside their altruistic motivation, studies reported that CHWs perceived skill and
knowledge advancements, professional development opportunities, and productive
use of time as anticipated benefits of joining a CHW program (Gopalan et al., 2012,
Greenspan et al., 2013).

In many contexts, CHWs are regarded as a labour resource available within health
institutions, and not as partners (Maes et al., 2014). Many countries currently have a
mix of voluntary and paid CHWs. It has been seen that, although altruism and
intrinsic needs might have been the prime motivations behind becoming a nonpaid
CHW, with the passage of time many became dissatisfied, as their volunteer job did
not offer any financial incentives (Mpembeni et al., 2015). It was suggested that this
might be due to the time being spent or a comparison with other community-level
cadres who were being paid. In addition, the opportunity cost of this work was also a
consideration. Other individual issues of LHWs, such as gender, lack of formal
education and career enhancement opportunities, have been identified as support
needs to be addressed with a rights and gender-based perspective for the smooth
operation of large, public-sector CHW programmes (Bhatia, 2014).

A review of literature revealed that women in rural areas considered becoming a
CHW as an opportunity or a chance to empower themselves socially, personally and
financially (Willis-Shattuck et al., 2008). Some CHWs took up this job as it was the
only option available in the rural areas, often the only paid work in the communities
available that was not related with agriculture. According to health officials, in the
mid-1990s it was difficult to recruit women, but a decade later, hordes were interested
(Khan, 2011b). Generally in South Asia, household poverty forced women to enter
the workforce, a phenomenon recognised in Pakistan as well (Khan and Khan, 2009).
A recent study involving another cadre of community-based health workers, i.e.
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Community Midwives, reported that the foremost reason stated for starting the job
was financial, and families supported them in their decision because of household
poverty. In Pakistan, unemployment or underemployment of a husband or head of the
household reportedly led women to become LHWs (Khan, 2011b). Due to poverty,
the men in the households are pushed to discard gender norms and to allow women to
work as breadwinners, regardless of the status of the job (Mumtaz et al., 2015).

In a study conducted in Pakistan, the main reason given for joining the NP as LHW
was poverty, and their paltry monthly stipend was reportedly the only source of
income in those households and thus crucial for the family‟s survival (Khan, 2011b).
This income was spent on the family, especially the needs of children. In many cases,
an LHW‟s husband was not earning and the family was solely dependent upon her
stipend. The decision to work was partly made by the LHW herself. The in-laws, in
the case of married women, and fathers in the case of unmarried ones, encouraged
them to apply so as to supplement the family income.

2.6 Context and performance
Performance has been proposed as a complex social process in which interactions
between health workers, communities and health system result in health workers‟
sense of achievement and recognition (Franco et al., 2002). The CHWs‟ personal
knowledge and skills as well as their values and goals develop and evolve
continuously (Mlotshwa et al., 2015, Rowe et al., 2005). However, their capacity to
work and their motivation as well as performance are influenced by their
environment. A systematic review comprising 140 studies from all over the world
identified the health system factors which influence CHW performance including
supervision, incentives, training, accountability and communication structures,
logistics and supplies (Kok et al., 2014). The individual level factors included
resource availability, competence and motivation. Contextual factors included
sociocultural and gender norms and overall policies, especially those pertaining to
health (Kok et al., 2014, Kok et al., 2015, Naimoli et al., 2014).
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In addition, as social actors, health workers continue to stimulate trusting
relationships and support interactions between individuals (Okello and Gilson, 2015,
Gilson, 2003). In a study in Tanzania, good relations of the CHWs with health
workers and their communities were strongly associated with their satisfaction.
Logistic support, such as the availability of job aides and the capacity to provide
services to the community and training, also motivated the CHWs (Mpembeni et al.,
2015). Another study in Sindh, Pakistan identified the factors with the potential to
improve health workers motivation (Rabbani et al., 2016). These included
recognition, supportive supervision, training, availability of logistics and timely
salaries. The study recommended further exploration of these factors to improve
CHW performance.

2.6.1 The significance of contextual factors

Numerous contextual factors have been highlighted that influence the CHWs working
in their communities at multiple levels, pertaining to the individual, programme and
system (Naimoli et al., 2014). Experiences with CHWs in Ethiopia, Pakistan, and
Mozambique emphasise that supportive working relationships among CHWs, their
communities and the institutions are vital, although not stated as an explicit goal
(Maes et al., 2014). The concept that CHW performance is a transactional social
process recognises the importance of relationships and power between different actors
in the health system (Fig. 2.2). The following framework and its underlying
hypotheses focus on CHW performance as a social process, embedded in a health
system seen as a social construct (Sheikh et al., 2011). The CHWs are in the centre,
while the multiple layers of influencing factors, such as the health system and the
broader context, are in the outer circles. Health system-related factors are divided into
“hardware” and “software” (Sheikh et al., 2011).
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Fig 2.2 Framework of CHW transactional social process

Source: (Kok et al., 2017b)

According to this model, the performance of CHWs has been conceptualised as a
transactional social process taking place within a complex that can be described as an
adaptive health system. Two elements have been delineated, i.e. software and
hardware. System hardware is based on the WHO‟s six building blocks of the health
system framework (WHO, 2007b), while the software includes the ideas and interest,
relationships and power, values and norms of the actors in the health system and
CHW programmes (Sheikh et al., 2011). The importance of trusting relationships
between all actors as a software element has been stressed. Given the intermediary
position of CHWs between the community and health sector, both the hardware and
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software elements act in synergy and are needed to strengthen the system, as together
both can create an enabling environment. However, the intrinsic factors, such as
individual personality, can still affect the performance of CHWs (Kok et al., 2017a).

Among the contextual factors that can influence CHW performance are cultural and
gender norms at the community level, which have been highlighted in a recent review
of literature, in addition to influences at organisational and policy level (Kok et al.,
2015). Gender and power relationships have to be negotiated frequently by the CHWs
within their own households and communities, but how they deal with this at the
individual, community and health-system levels remains largely unexplored
(Theobald et al., 2015). CHWs‟ positioning in their communities in terms of their
gender and power dynamics might turn out to be a barrier in this work. In Pakistan‟s
patriarchal society, LHWs are situated within the same gender systems that
necessitate their appointment in the first place and therefore, they are disadvantaged
by the interplay of gender, class and hierarchy (Mumtaz et al., 2003a).

2.6.2 Social context of female health workers - Role of Patriarchy
The word patriarchy literally means the rule of the father or the patriarch (Bhasin,
1993). It was originally used to describe a specific type of male dominated family, in
which the male head of household had absolute power over his dependent family
members. Patriarchy has been construed as “the manifestation and institutionalization
of male dominance over women and children in the family and the extension of male
dominance over women in society in general. It implies that men hold power in all the
important institutions of society and that women are deprived of access to such power.
It does not imply that women are either totally powerless or totally deprived of rights,
influence and resources” (Lerner, 1986), p 239. The term however, is now also used
“to refer to male domination, to the power relationships by which men dominate
women, and to characterize a system whereby women are kept subordinate in a
number of ways (Bhasin, 1993).
The institution of patriarchy gives power and control to males over females culturally
and socially, creating different forms of women‟s subordination. Six structures of
patriarchy have been identified comprising paid work, housework, sexuality culture,

51

violence and the state (Walby, 1990). Social structures which contribute towards this
power and control system include household, family, state and cultural institutions
which reinforce and strengthen patriarchy at all levels (Walby, 1990) (Rawat, 2014,
Sultana, 2010). Patriarchy is created and sustained through social norms, values,
tradition and social segregation of gender roles which is infused in the family through
the lifelong process of socialisation (Bach, 1998). Patriarchy restricts women‟s
mobility, dress, behaviour and interpersonal ties, while male dominance and power in
both public and private domains of the society are ensured (Lerner, 1986).

The theories of patriarchy propose a dual system, with two distinct forms of
patriarchy i.e. private and public. The private is based in households while public
patriarchy is based in settings such as employment etc. The institution of family is the
most influencing patriarchal structure in the private domain (Walby, 1990), also
transmitting the patriarchal norms and values to the next generation (Lerner, 1986).
The principle strategy of private patriarchy is segregationist and subordinating,
resulting in women‟s subjugation within the family through gender inequalities and
specified gender roles. Males are considered as heads of their families because of their
breadwinning role, thus conferring the power to control the women in their families
(Walby, 1990). The division of roles as home maker makes the women subordinate
and dependent on male, socially, culturally and economically, making men more
powerful in the family. Restricted to their homes and required to perform household
tasks, the women have therefore, reduced access to resources (Duncan, 1991).

The public patriarchy on the other hand is viewed as controlling and limiting the
power of females as compared to males outside home. In this form of patriarchy
employment and state are most dominating social structures which influence women's
standing, by supporting gender inequality and male dominance through enhancing
their status, position, power and control within the society. In public patriarchy,
women are allowed to take employment, but still gender inequalities persist (Atwell,
2002; Walby, 1990). Patriarchy therefore, is a dynamic phenomenon which is
transformed and modified over time.
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2.6.3 Conceptualising Gender

The concept of gender gained importance in early 1970‟s in feminist writings and
sociological discourses. As a sociological concept, gender was introduced as an
analytical category that is socially constructed to differentiate the biological
difference between men and women (Oakley, 2016). The feminist argue that these
differences are not biological but are social constructions of patriarchal society
(Schwarzer, 1984). Gender analysis is a systematic way to identify and address key
issues contributing to gender inequalities; usually involving four key components i.e.
sex disaggregation, social construction, division of labour and access/control. This
analysis is mostly based on the premise that development measures often impact
women and men differently (Parker, 1993) .

A number of different frameworks for undertaking gender analysis have been
developed to study differences between men and women in a given population. The
Naila Kabeer's Social Relations Analysis (SRA) is one which follows a feminist
approach (Kabeer, 1999). A holistic framework, it considers gender power relations,
the gendered nature of institutions, and the interactions between different institutions.
The causes of gender inequality are considered across a range of institutions at all
levels i.e. micro, meso and macro levels. According to Kabeer, the institutions possess
the following five aspects of social relationships: rules, resources, people, activities
and power. This framework can be used to assess institutional gender policies and
examination of the immediate, underlying and structural causes of gender (March et
al., 1999, Kabeer, 1994).

The work of Naila Kabeer regarding gender relations in the South Asian context is
considered very important. She argues that choices open to women are often limited
compared to men of the same community as a consequence of gender inequality
(Kabeer, 1994, Kabeer, 2005). She is of the view that in some contexts women also
internalise their lesser status in society and may seem unalterable to actors in a
particular social setting. Kabeer alludes to Bourdieu‟s idea of doxa i.e. aspects of tradition
and culture which are so taken for granted that they have become naturalized (Kabeer,

1999). Therefore, available choices to the women also have the potential to counter or
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reproduce social inequalities in a given society. These life choices however, influence
and bring about transformatory changes in women. The increase in people's ability to
make strategic life choices in a context where this ability was previously denied to them
is a step towards empowerment.The ability to exercise strategic life choices can be

thought of in terms of following three dimensions during the process of social change
(Kabeer, 1999): The concept of resources, agency and achievement have also been
used to explain the multidimensional concept of empowerment by Kabeer (Kabeer,
2005, Kabeer, 1999).

resources
pre-conditions

>

agency
process

>

achievements
outcomes

In the above process role of power is equated to the ability to make choices, while
empowerment can be considered processes by which those who have been denied the
ability to make choices, acquire such ability. The concept of agency relates to the
processes by which choices are made and put into effect. This can be considered as
the ability to define one‟s goals and act upon them. Agency is viewed as more than
observable action, encompassing the meaning, motivation and purpose that
individuals bring to their activity, or what feminists have called “the power within”.
Therefore, agency is considered central to the concept of empowerment.

Agency can take a variety of other forms than decision-making. It can take the form
of bargaining and negotiation and other processes of reflection and analysis, exercised
by an individual or groups (Kabeer, 1999). The agency is considered a process by
which strategic choices are made and put into effect. Therefore, it is considered as
central to the concept of empowerment as its importance is not confined to exercising
choice, but also challenging the power relations. It is therefore, a wider concept not
confined to decision making. The meaning, motivation, and purpose that individuals
bring to their actions is also considered as their sense of agency (Kabeer, 1999).
In Kabeer‟s view resources are the medium through which agency is exercised. The
resources are unequally distributed through the various institutions and relationships
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in a society. In institutions, certain actors have a privileged position over others
concerning how rules, norms, and conventions are interpreted, as well as how they are
put into effect (Kabeer, 1999, Kabeer, 2005). Heads of households, for example, have
decision-making authority by virtue of their position. While resources are the medium
through which agency is exercised; and achievements refer to the outcomes of agency
(Kabeer, 2005). The term achievements refers to the extent to which this potential is
realised or fails to be realised; that is, to the outcomes of people's efforts. It depends
on the agency exercised and its consequences.

The resources and agency together

make up people‟s capabilities, allowing them to live the lives they want (Sen, 1987).

These three dimensions constitute the pathways through which processes of
empowerment can occur. The evidence shows that access to paid work can increase
women‟s agency in strategic ways. Studies of the impact of microcredit in societies
where women have traditionally been excluded from the cash economy have found
that women‟s access to credit led to a number of positive changes in women‟s own
perceptions of themselves, and their role in household decision making.
In health sector, there has been interest in the women autonomy in many developing
countries. It has been observed that women have limited autonomy in accessing health
care (Bloom et al., 2001, Mason and Smith, 2000, Sathar and Kazi, 2000). The
concept of autonomy has been a matter of debate being at times used as a synonym of
“empowerment”. These terms allude to women‟s „control over their lives‟. The
women‟s autonomy depends upon their decision-making authority, economic, social,
emotional and physical autonomy (Jejeebhoy, 2000). The measurement of women‟s
autonomy however is an on-going debate in the South Asian context (Agarwala and
Lynch, 2006, Kishor, 2000) (Ghuman et al., 2006, Mullany et al., 2005, Sathar and
Kazi, 1997).
The unaccompanied mobility of women is considered a reflection of women
autonomy in South Asian context but has recently been questioned arguing that it
does not explain the women‟s access issues completely (Mumtaz and Salway, 2009).
In South Asian context it has been proposed "the goals of women's empowerment are
to challenge patriarchal ideology; to transform the structures and institutions that
reinforce and perpetuate gender discrimination and social inequality and to enable
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poor women to gain access to, and control of, both material and informational
resources" (Batliwala, 1994, p 130).
in addition to empowerment of individuals empowering the communities is now being
acknowledged as an important concept underpinning CHWs‟ work (Maes et al.,
2014). In India, the CHWs explicitly testified being empowered as a result of new
gains in knowledge, freedom, and opportunity, even in the presence of managerial
barriers and authoritative control (Bhatia, 2014), which highlight the need for tackling
power differentials in organisations. Although it is challenging to cross professional
boundaries, empowerment has been considered an essential prerequisite for bringing
about a change in CHWs and their communities (Campbell et al., 2009). The
empowering experience, for example, has been instrumental in the identity formation
of voluntary peer group leaders, making them effective community health promoters
(McCreary et al., 2013). There is some evidence that women working as CHWs have
initiated a process of women‟s empowerment. They are pursuing a job and are mobile
in their communities.

2.6.4 Gender division of labour

The gender division of labour refers to the allocation of different jobs or types of
work to women and men, which has existed for a long time (Crompton, Scott, &
Lyonette, 2010). The male and female domains of work were demarcated according to
sex and each was a master of his or her own field of activity (Engels, 2010), a view
articulated by structuralisms‟ theory of origin of sexual division of labour. As
patriarchal societies emerged, socio-cultural socialisation led to this division of labour
within household and community, generally placing greater time and energy demands
on women than on men (Moser, 2012). The gender division of labor varies
significantly across societies, over time and space being constantly under negotiation.
These differences are most clearly illustrated by the vast differences in female labor
force participation in different contexts.

The traditional division of labour most often situates women in roles based on
providing emotional support and maintenance, while men are primarily responsible

56

for economic support and contact with the world outside the home. Despite their
increased labour input into paid work, women either continue to bear the main burden
of domestic work, or share it with other female members of the household. The
gender inequalities and differences can be explained by differences in cultural beliefs
about the appropriate role of women in a society (Fernández, 2007).

Social life in South Asia is characterized by the traditional patriarchal family system,
in which men are breadwinners and authorities in the household, while females are
homemakers and have lower degrees of power and autonomy (Sathar and Kazi, 1997).
Rigid division of labour is also a delineated by patriarchy in Pakistani society and
less than 35 percent women are engaged in paid work (Isran and Isran, 2013). As a
result due to the lack of access to economic resources the women‟s bargaining power
within the household is also effected and seen as low.

2.6.5 Intra household bargaining

Many household models have presented household as a sharing, altruistic and cooperative body with a unitary utility function (Ellis, 1993). This view contradicts the
possibility of intra household inequality, bargaining and conflict. However,
asymmetrical power relations often result in the discrimination of women and girls in
terms of the intra-household distribution of resources, including food, and access to
healthcare and education. The gender of the person controlling a resource appears to
have a systematic effect on patterns of resource allocation within the household
(Kabeer, 1999). Therefore, unitary model of household collectivity has been widely
criticised by feminists. Feminists argue that instead of household unity, there exist
multiple voices, gendered interests, and an unequal distribution of resources within
families and households (Wolf, 1990). In view of others household is a site of conflict
as well as co-operation (Doss, 1996).

The emergence of bargaining approach within household and family is a
comparatively new phenomenon in the literature of gender relationships. This
approach has gained importance after the writings of renowned economist Amartya
Sen, who presented a different kind of conceptualization of the relationship between
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household members. Gender relations within the household can be viewed as a
relation of cooperation (Sen, 1987). Kabeer argues household is a permeable and
variable structure, and can be considered a site of negotiation, bargaining and conflict
while considering unitary model as black box of household collectivity (Kabeer,
1994).

The study of intrahousehold decision-making concentrates firstly on intrahousehold
bargaining issues and secondly this focuses on women‟s empowerment and agency.
Many studies on women‟s within household bargaining power, and its relationship
with household level outcomes considered factors that enhance women‟s position in
the home. The women‟s contribution to household income raised her internal
autonomy in contexts where traditional, religious or cultural norms otherwise limit
female bargaining power (Anderson and Eswaran, 2009, Luke and Munshi, 2011). It
has been observed that women who gain within household autonomy contribute in
improvement of socio-economic outcomes of other members. The expenditure
patterns in the household changes especially in their children‟s interest in terms of
expenses on health and education (Doss, 1996).

2.6.6 Gender norms seclusion and mobility a reflection of patriarchy

Pakistan, like many other South Asian countries, is a strongly patriarchal society.
Pakistani society has been referred to as a “classic patriarchy” where women are
controlled by linking of family honour to female virtue(Critelli, 2012) . The complex
set of rules which governs all gender interactions, is based on an institution called
purdah4, In Urdu Purdah means “curtain” however, and it commonly refers to the
practice of gender segregation and the seclusion of women and girls, including use of
veil in public. The use of purdah is linked with segregation and seclusion of women as
“crucial characteristics of purdah observance is the limitation of interaction between
the women and men outside certain well-defined categories” (Papanek, 1982, p. 519),
aiming to “creation of separate worlds of man and women” (Papanek, 1982, p 528).
The institution of purdah is a visible form manifesting in seclusion, dress and
4

A Persian word that means curtain, cover, veil, privacy, modesty and secrecy
(Encyclopedia of Islam 1978).
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segregation of the sexes. While another invisible, is reflected in the attitudes of
society.
It has been argued “One of the most defining features of Muslim Purdah is that social
intercourse between men and women is confined to kinship. In this respect, social
access and interaction between men and women is possible only if they are related”
(Ibraz, 1993) p.no.185. A sociocultural complex namely the purdah-izzat complex has
been proposed. Purdah is an elaborate social practice that is centered on the veiling
and seclusion of women, whereas izzat refers to the honor conferred upon men by
virtue of their wives' and daughters' conforming to the rules of the purdah complex.
These rules involve the radical separation of men and women into almost mutually
exclusive arenas of social interaction. Men are associated with the public sphere and
women are almost totally excluded from this social arena. They are confined largely
to the household and the domestic roles associated with it. The purdah-izzat complex
is at the center point of an elaborate sociocultural pattern of male domination in which
women are almost totally subordinated to men (Mandelbaum, 1993).

2.7 Socio/cultural context Pakistan and South Asia
The Patriarchal values are deeply embedded in Pakistani society thus defining the
position of women in Pakistan. The Pakistani family hierarchy divests power and
control to men in the household. The Pakistani society is patrilineal in heritage and
patrilocal in residence. In fact, Pakistani society, as a whole, is built around the family
and household set up. Kinship and marriage are the basic institutions of the social
structure. The predominant force in social organisation of Pakistani society is
patriarchy, which manifests in compromising the position of women at every level
(Alavi, 1991). Pakistani women are dependent on men in every walk of life. A range
of institutional practices and structures influence female subordination and
dependency of women on men in the Pakistani society (Niazi, 2012).

The female mobility within the Pakistani sociocultural context is closely linked with
the social code of honor. Mobility is a potential risk for women as it may lead to
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undesired interactions with men and loss of honor (Papanek, 1982). Therefore, the
mobility of women is closely monitored by their families. In Pakistan female mobility
is controlled through permission, veiling, and escort (Sathar and Kazi, 2000).
Permission to leave house is usually granted mostly for subsistence activities. Purdah
is considered important for social acceptance, particularly in places dominated by
unrelated men. The Burka often worn by Muslim women serves this purpose and has
been alluded to a portable means of seclusion (Papanek, 1982). Having an escort is
important especially when the destination is outside of the local neighbourhood.
These social practices vary considerably being linked to individual, household, and
broader societal preferences (Khan et al., 1998a)(Khan, 1999).

The sexual division of labour places women in reproductive roles in the private sphere
and men in a productive role as breadwinners in the public. Over time, due to
financial needs, there is a shift in the role of women and, thus in the forms of purdah.
In urban areas, the women are more visible but the segregation of sexes in institutions
still persists (Zain, 2010). The mainstream of Pakistani women belongs to the rural
areas who work in the fields leading a hard life

for which there is neither

compensation nor gratitude. Most of these women bear the double burden of
housework and outside work. If they want to change their work they have few options
due to low literacy (Ferdoos and Zahra, 2016). In poor households where material
benefits of patriarchy are less compared with relatively rich, potential resistance to
women‟s work at times is mellowed down however there are huge variations in the
society (Ibraz, 1993).

2.7.1 Social context of female healthcare workers

The gender prescribed roles have been known to impinge on the socialisation of
female health workers in their communities. These workers have to face gender-based
power differentials, which lead to barriers of segregation and marginalisation in
dominant gender ideologies as suggested for Pakistan and Iran (Mumtaz et al., 2003b,
Javanparast et al., 2011, Khan et al., 1998b). The female cadres in a conservative
society may find it easier to gain access to women and children, but they may be more
disadvantaged by their gender, having less access to social and public spaces
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(Standing and Chowdhury, 2008a). As an implication, “Female CHWs also struggle
to be recognized as skilled workers, in addition to defending at a personal level the
legitimacy of their work, as it transgresses traditional norms proscribing morality and
the place of women in society” p.75 (George, 2008). Thus, gender affects the social
relationships and places cadres like the LHWs in a disadvantaged position. This is
truer of countries like Pakistan, where a conservative patriarchal society exists.

The beliefs, values and barriers are not confined to the women in households, but also
to those working in gendered professions. Many studies have been conducted in
Pakistan focusing on female health workers. Contrary to nurses, who were considered
to be a low-status occupation which adversely affected the status of their families
(French et al., 1994), a cadre of female health workers, Lady Health Visitors (LHVs),
working in the field were of the view they enjoyed respect in their communities
(Upvall et al., 2002). No explanation of this disparity has been published. In another
study, “disrespect from male colleagues; lack of sensitivity to women‟s gender based
cultural constraints; conflict between domestic and work responsibilities” were
observed. (Mumtaz et al., 2003a). This study included female health workers from
various cadres, including LHWs. The perspectives regarding LHWs might have
changed over the years as these concerns have not been validated by the success of
the LHW Programme in Pakistan (Hafeez et al., 2011). These inconsistencies may be
due to the different contexts where these studies were carried out or the positioning of
the different cadres of health workers or researchers.

The embeddedness of gender in the rural communities in Pakistan is complex
(Mumtaz and Salway, 2009). LHWs face the challenge of balancing their roles as
members of community on the one hand and as health workers in a social system
where gender is an important contextual factor, on the other. The mobility of the
women in communities is based on socioeconomic differentials (Mumtaz and Salway,
2005). Together, class and gender hierarchies interact to shape women‟s experiences
in rural areas.
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2.8 Health System challenges: supervision and motivation
The performance of CHWs is shaped by transactional social processes between
CHWs and their environment both at the community level and in interactions with
colleagues within health service delivery (Franco et al., 2002). It depends on trusting
relationships among different actors, as well as experiences regarding power and
hierarchy (Kok et al., 2017b). As an essential group of health workers in low and
middle income countries, contributing to improved health of rural and poor
communities (Perry et al., 2014), CHWs are often constrained by the plurality of tasks
assigned to them and the limited support they receive from the health sector (Glenton
et al., 2013). Within available support systems, supervision is often mentioned as an
important programme element to increase CHW motivation and performance (Perry et
al., 2014, Bhutta et al., 2010).
2.8.1 Supervision

Definitions of and approaches to implementing supervision, however, vary within the
health system and across different contexts. Generally, supervision involves processes
of „directing and supporting staff so that they may effectively perform their duties‟
(Marquez and Kean, 2002). Recent emphasis on the importance of „supportive
supervision‟ (Bailey et al., 2016), described as a “process that promotes quality at all
levels of the health system by strengthening relationships within the system, focusing
on the identification and the resolution of problems and helping to optimize the
allocation of resources” (Marquez and Kean, 2002page 12), stresses that it can be
distinguished from „traditional‟ supervision as it contains the notion of humanized
support, as opposed to managerial control in the latter (Hernández et al., 2014). This
supervision can provide legitimacy to CHWs in the eyes of their communities
(Roberton et al., 2015), and can be tailored to the local context according to the
diverse capacities and needs of communities.
Supervision is an important influence on CHWs‟ performance. A comparative study
of four countries demonstrated a complex interplay of factors between the multiple
actors involved. i.e. CHWs, supervisors and the community (Kok et al., 2017b).
Firstly, the relationships among different actors, a key factor in CHW performance,
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were either trusting or reflected in feelings of (dis)connectedness, (un)familiarity, and
self-fulfilment. These were often related to power and hierarchy. Secondly, supportive
supervision was considered a source of support, respect, competence, honesty,
fairness and recognition. Thirdly, community characteristics, such as its
socioeconomic situation, participation and the role of traditional leaders, influenced
relationships. Lastly, the programme context included selection, recruitment and
supervisory systems. Challenges faced by the large-scale CHW programmes include
lack of funding, supervision and logistical support, which lead to high attrition rates
of the CHWs (Perry et al., 2014).

The role of supportive supervision has been appreciated and recognized at various
levels. CHWs in Ethiopia and Kenya felt that supervision added to their credibility.
Their communities also favoured the supervision of CHWs. In Malawi and
Mozambique, the community members believed that supervision was an important
and visible form of support from supervisors towards CHWs, and looks that good
relationships between these two cadres were important for quality assurance (Kok et
al., 2017b).

In Mozambique, it was observed that supervision of CHWs in their communities was
irregular and focused on finding fault (Ndima et al., 2015). At the Supervisors‟ end,
reasons included high workloads as well as administrative difficulties due to higher
rank in the hierarchy. Lack of training in supervision also caused problems. In Kenya,
older CHWs at times refused to accept feedback from younger supervisors. In
Malawi, the CHWs wanted more frequent supervisory visits. Lack of trust between
CHWs and supervisors was also an issue (Kok et al., 2017b).
Evidence suggests that CHW programmes require regular and reliable support and
supervision in order to be successful (Ofosu-Amaah and WHO, 1983, Bhattacharyya
et al., 2001). Many policy analysts have reiterated the fact that in most of the
countries, the CHW programmes are bound to fail because they are being
implemented as vertical programmes, without the essential support of corresponding
structural adjustments and policy measures (Walt, 1988).

63

2.8.2 Motivation

Motivation has been defined as “an individual‟s degree of willingness to exert and
maintain an effort towards an organisation‟s goals” (Franco et al., 2002), and is
considered vital for performance (Chen et al., 2004), increases motivation and job
satisfaction (Rowe et al., 2005), The sources of motivation can be internal to the
health workers or they can be attributed to factors in their work and social
environment. In developing countries, studies on motivation are rarely conducted and
are predominantly qualitative (Greenspan et al., 2013, Lindelow and Serneels, 2006).
There is a need for better understanding of what motivates individuals to become and
remain CHWs, however, factors contributing to motivation of CHWs are different
from other health staff due to the fact that they are often not salaried, do not have
prior training on community health, and constitute the outreach workforce directly
linking the community with the formal health care (Gopalan et al., 2012).

Motivators are often categorized as either intrinsic or extrinsic (Franco et al., 2002,
Bhattacharyya et al., 2001, Robinson and Larsen, 1990). Intrinsic motivators exist
without regard to external rewards and align with personal motives and values. These
motivators include empathy, altruism, pride, and a desire for self-fulfillment. Extrinsic
motivators are generated from external rewards and include money and opportunities
for employment, non-monetary and non-material rewards, such as heightened social
status and increased knowledge. A combination of intrinsic and extrinsic motivators
has been recommended to prevent CHW attrition (Bhattacharyya et al., 2001).

Motivation of CHWs studies show that the performance of CHWs improves when
they receive both financial and nonfinancial incentives (Glenton et al., 2013). Lack of
motivation is a known predictor of turnover and absenteeism (Dieleman and
Harnmeijer, 2006). Well performing CHWs work in ways that are responsive, fair and
efficient to achieve the best health outcomes possible for their clients and
communities within the constraints of the resources at their disposal (Guilbert, 2006).
As CHWs are situated at the interface between the health sector and communities, not
only the organizational commitment but also the commitment towards the community
should be looked at when assessing motivation as a determinant of performance
(Naimoli et al., 2014, Kok et al., 2017a). Community context has been reported to
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influence the CHW performance and programme outcomes more than in case of any
other health care worker (Strachan et al., 2015).

The motivation helps retain CHWs in different settings. (Strachan et al., 2012,
Glenton et al., 2013, Kok et al., 2014),(Ndima et al., 2015). In a recent review,
community monitoring, quality assurance and problem-solving were acknowledged as
positive attributes (Hill et al., 2014). A lack of supervision due to a lack of resources,
or poorly resourced and inadequate supervisory activities (Teklehaimanot and
Teklehaimanot, 2013, Sarfraz and Hamid, 2014) created a barrier in many cases
(Nsabagasani et al., 2007, Smith et al., 2014, Suri et al., 2007, Scott and Shanker,
2010)
The families have also been found to be a source of motivation (Greenspan et al.,
2013). the financial incentives can increase CHW motivation by contributing to
financial stability (Rahman et al., 2010), and raising the status of CHWs among
formally employed health worker cadres (Hafeez et al., 2011). Financial incentives in
the form of salary or stipends can motivate and lead to job satisfaction and thus
reduce attrition of CHW (Mpembeni et al., 2015). Remuneration can increase
credibility and community trust in CHWs. The challenge, however, remains to
distribute financial incentives to CHWs in an equitable and reliable way (Strachan et
al., 2012).
CHWs‟ motivation and the status of the healthcare system appeared to be strongly
linked in a study where a lack of resources and logistic issues reduced the
community‟s trust in the CHWs (Baker et al., 2007), and affects the provision of
health services to the poor vulnerable population adversely (Gopalan et al., 2012). In
another study, it was observed that ASHAs were linked with a health centre lacking
both infrastructure and health staff and therefore, unable to stay open twenty-four
hours a day. This affected CHWs‟ work outcomes as this centre was being promoted
for performing deliveries (Scott and Shanker, 2010).

In India, the Accredited Social and Health Activist (ASHA) workers perceived
increased status in their community, but still felt that their contribution as social
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change agents was not being appreciated (Scott and Shanker, 2010). Similarly, the
Behvarzes in Iran, and LHWs in Pakistan perceived that they were being neglected by
the health system, resulting in high job pressure (Haq et al., 2008, Javanparast et al.,
2011). The conflict between expectations of the CHWs and the response of the health
system in this regard influences their trajectories.

2.9 CHWs‟ work practices
Working in health systems where there is generally a shortage of human resources,
the CHWs frequently encounter a heavy workload and changing tasks, outside their
normal job description. This workload reportedly stems from unrealistic expectations
from the CHWs and/or from the large number of accountable households (Suri et al.,
2007) and areas to be covered (Kalyango et al., 2012). In a study in South Africa,
forty-three percent of CHWs considered the large number of assigned households a
barrier to their work (Suri et al., 2007). In India, female health workers felt their
monthly targets were unrealistic (Iyer, 2013). In Uganda, ninety-two percent of
CHWs working in a follow-up programme felt reducing the workload would improve
the programme‟s performance (Alamo et al., 2012). LHWs in Pakistan complained
that they had to carry out duties that were not included in their job descriptions, e.g.
loading and unloading medicine, instead of their own duties (Afsar and Younus,
2005). Increase in community-based initiatives (Gopalan et al., 2012), and taskshifting caused confusion regarding preventive or curative services (Smith et al.,
2014). CHWs in Iran considered paperwork as an impediment because this increased
their workload (Smith et al., 2014, Perry et al., 2013).

CHWs also reported feeling a lack of respect and support, which hindered their
motivation and performance (Glenton et al., 2013). CHW programmes need support
in training, supervision, and logistic issues by the health system (Perry et al., 2014). It
is suggested that CHWs can only play their important role as change agents when
associated with a supportive health system (Scott and Shanker, 2010).
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2.9.1 Changes in Community Health Workers
A review of published and unpublished literature on CHW programmes mainly found
descriptive studies focusing on functions, performance and factors influencing the
success and impact of CHWs activities. The impetus in the studies reviewed has been
on finding mechanisms of CHWs programmes that work (Ramirez-Valles, 1998b).
The results were no different in more recent reviews of CHWs (WHO, 2010a, WHO,
2007a). Therefore, very few studies have explored CHWs‟ career pathways, leaving
gaps in understanding CHWs‟ perspectives.

A few of the available studies examining this topic are reviewed in the following
section. A prospective study was carried out in a Village Health Worker project in
Michigan. The experiences of CHWs across individual, organisational and
community levels were explored. It was observed that these workers developed
identities over time as they became increasingly engaged in the community project.
These workers spoke of personal and collective accomplishments, but at the same
time, they juggled many competing roles. There was, however, evidence of their
personal development after they joined community work (Schulz et al., 1997). This
was consistent with the ecological intervention approach of the project, as it addressed
different levels. Multiple methods for data collection were used, but there was no
mention of the number of respondents interviewed or participation observations
conducted, and only one FGD session was held. In total, fifty Village Health Workers
were trained, but at the end of four years, less than half of those trained were still
actively working. The high attrition rate was not explained or mentioned. The authors
were part of the project and their reflexivity in the process was not been made
explicit.

The CHWs taking part in a long-term female CHWs project in Mexico since the
1970s were part of case studies published in three separate peer-reviewed articles.
These studies dwelled on their personal experiences. The CHWs‟ narratives were
suggestive of changes in their lives as a result of their adopted role. The two major
categories of change narratives that emerged were polarized i.e. change in the self and
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little or no change. However, within these major categories, there were slight
variations regarding the type of change. It was reported that adopting the role of CHW
changed these women‟s self-concepts and views on life (Ramirez-Valles, 1999).

In the above study, it was observed CHWs reinterpreted old and new behaviours and
built an identity based on group culture. It has consequently been argued that the
acquisition of a new set of meanings are created and shared by the group. These
changes of the self are defined by women‟s narratives in terms of a development of
self, becoming a new and different person, and an actualisation of the self. It has been
suggested that the changes CHW undergo are qualitatively significant; however, they
are not radical transformations of women‟s sense of themselves. The narratives of
change are constructed in terms of a regeneration paradigm based on how life before
and after working as a CHW is described and evaluated. The act of becoming a CHW
is an “epiphany” that produces this transformation. The life after transformation is
change or a struggle to shape one‟s actions according to the new self (Ramirez-Valles,
1999). The two ethnographic methods employed in this study, i.e. in-depth semistructured interviews and participant observation, were relevant to eliciting CHWs‟
perspectives. However, the researcher‟s interpretations are given as valid explanations
of reality without involving informants in the interpretive process, which is also
acknowledged by the author. This might have affected the rigour of this study,
especially as the researcher had nine years of experience working with the
respondents, which might have influenced his interpretations.

Another study in the same location in Mexico aimed to identify and explore the
motives of women for becoming CHWs. This study was informed by feminist and
social constructivist insights. Women‟s motives for their decision fell into four
categories, i.e. getting out, serving, learning, and women‟s betterment. These motives
were not mutually exclusive, and some women used all of them. Some women
became CHWs because of personal benefit, to escape seclusion of their home or to
change traditional concepts of femininity and enhance opportunities for women
outside the home, while others entered this field to change women and their
communities. The diverse reasons and motives for becoming a CHW were
constructed in an interactional and interpretative process (Ramirez-Valles, 2001). In
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this study, the author did not include deviant and negative cases, which might have
better delineated the categories that were generated. The exclusion of workers with
less than five years of experience resulted in the study‟s missing some vital
information, especially which on the temporal trends of change in the CHWs. The
study does not probe beyond the women‟s motives for joining the CHW workforce,
and other key issues like negotiation of their identities, the length of time they
continued in their jobs and their positioning in the health system have not been
addressed.
Most of the CHWs‟ projects are short-term; therefore issues of socialisation and
negotiation of their identities remain largely unaddressed. Taking advantage of the
long-term project in Mexico, the micro-processes of women CHWs involvement in
community work were studied, linking individual and organisational interpretive
frames. The alignment was observed to be either bridging or transformational, based
on living conditions within their communities. The contextual factors, therefore,
delineated the alignment process, and it was hypothesised that restrictions on
women‟s mobility lead to a lengthy transformation process. The collective identity of
CHWs was created through interactions during the frame alignment process, whereby
CHWs define a common frame or orientation for their actions as a group. The
creation of a common frame and a collective identity is experienced as the product of
an interactive process. Women become community health workers within broader
organisational and individual contexts during the course of their work (RamirezValles, 2003). The study included a document review of the NGO, and views of the
organisation were sought in addition to those of the women interviewed. The CHWs
participated in the interview guide development, and the author was more reflexive in
this study as compared to the two studies discussed earlier. The evidence in the above
literature comes mainly from CHWs working in the USA and Mexico and pertains to
volunteers working with non-government organizations. In other contexts, the reasons
for volunteering or working may be different. There may be more than one reason for
serving as a CHW; however, financial incentives are a major concern alluded to in the
grey literature.
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A study in South Africa explored experiences of farm Lay Health Workers in their
role as health workers. The respondents‟ views suggested that their work had served
to open up space for them to access resources and attain dreams they may never have
been able to realise before. But, on the other hand, becoming an LHW may have
further entrenched them in the traditional caring roles they were ascribed to. The extra
responsibility outside of the home, without taking away any of those already expected
of them inside the home, made their life difficult. The authors conclude by asserting
that, if women are the majority of people doing various forms of informal community
care, it might impinge upon the gender inequalities that already exist in their social
settings (Daniels et al., 2005). The individual perspective in the study is lacking as no
individual interviews were conducted. The respondents were working with a specific
disease, i.e. tuberculosis; therefore their experiences might differ from that of other
CHWs working on several issues.

A qualitative study exploring the pathways of LHWs and changes in their status
observed diverse trajectories in their discourses based on their individual
circumstances (Khan, 2008). This unpublished study was conducted in Pakistan and
consisted of life histories and focus group discussions exploring why women opted to
become LHWs and how empowered they were in their households. However, the way
these women were situated in the health system or their interactions within it was not
explored.

The double burden of CHWs, i.e. having to work in both their community and their
own home, is referred to in the above studies. This dual responsibility is a major
concern. The multiple roles are challenging, described by one CHW in a study carried
out in Oregon as “sitting in different chairs” (Farquhar et al., 2008). Although this
study was carried out on a small sample, the findings point towards an important issue
of balancing life between home and work, further augmented by the fact that in many
CHW programmes, married women are preferred. CHWs mostly work in their areas
of residence, which might have implications for this cadre of health workers.
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2.10 Positioning of the LHW
2.10.1 Intermediary

CHWs act as conduits between the health system and communities. Located at the
margins of the formal health system, they face challenges to be recognised as health
workers within primary healthcare teams. At times, their interactions pose problems,
especially the relationships with health professionals in the facilities they liaise with
(Schneider et al., 2008). The interactions between the CHWs and nurses has been
considered a process consisting of an initiation, mutual understanding and then uneasy
cooperation (Doherty and Coetzee, 2005).

By virtue of being closer to the communities, CHWs are sometimes considered as
“cultural brokers”. Familiarity with the norms of their communities places them in a
unique position as an intermediary between community and health system (Maes and
Kalofonos, 2013), able to move within and between both. Within their communities,
they enjoy a certain status due to their work, while in the health centres, they remain
marginal and insecure due to their lesser skills. In cases where their work is
challenged, CHWs approach the power and authority structures in their communities,
who usually support them. In the case of the health services, however, they might be
questioned about their performance and manner (Oliver et al., 2015).

Pakistan has stepped up its efforts to eradicate polio in the country. One of the key
players involved in achieving this objective are the LHWs. It is believed that without
their support polio eradication would be difficult. It has been suggested that there
should be a change in thinking. Instead of treating the LHWs as disposable labour,
efforts should be made to support and engage them as active partners in improving
community health (Closser and Jooma, 2013). The LHWs involved in polio
eradication campaigns in Pakistan are presented as selfless and extremely moral.
Although referred to as volunteers, they are paid staff with designated duties. They
are portrayed to donors as inspirational models of commitment to children and
described as heroes (Closser, 2015).
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2.10.2 Bridge between community and health centres

All close to community providers, including CHWs, act as a bridge between the
health system and their communities. They are situated at the interface of these two
systems and need support for engaging with communities and strengthening the health
system. To meet these challenges, the need for innovative mechanisms has been
identified, to support the embeddedness of the CHWs at multiple levels, as well as
enabling them to deliver quality services (Theobald et al., 2016). CHWs‟ important
role as gatekeepers or negotiators of health services is often neglected (Braun et al.,
2013).
CHWs‟ relationship with the health sector and their communities is an intricate
interplay of the various stakeholders. Sometimes, the CHWs face rigid hierarchal
structures in the health system (Scott and Shanker, 2010) due to the power and
accountability differentials, as the say of the communities is inadequate in terms of
influencing the ownership and responsiveness of CHW programmes (Kok et al.,
2017b). When health systems are seen as social institutions, the hardware, namely
money, material and manpower and management issues, are important but software
issues, especially norms, culture and relationships including power and being part of
the health system, are equally important for health workers‟ performance (Sheikh et
al., 2011, Sheikh et al., 2014).

In many studies, the trusting and personal relationships CHWs maintain with their
clients have been termed as vital for enhancing the effectiveness of their interventions
(Alamo et al., 2012, Javanparast et al., 2011).In Uganda, the gender of CHWs was an
important consideration and female health workers were valued by the communities
for their links to the patients (Alamo et al., 2012). In Pakistan, LHWs were considered
trustworthy, and relatively more acceptable to the community than other health
professionals (Afsar and Younus, 2005). In Iran, CHWs forged strong and sustainable
relationships with their community, leading to recognition and enhanced contributions
as health workers (Javanparast et al., 2011).
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If CHWs already exist in a health system, this paves the way for new entrants since
both the health system and the communities are accustomed to their presence (de
Regt, 2007). Similarly, the existence of a CHW programme has implications for the
CHWs as local expectations and positioning are based upon already established
models (Maupin, 2011). In these circumstances, the CHWs‟ socialisation may be
different than their earlier counterparts.

2.10.3 Agents of change

The CHWs were envisioned to act as agents of change over and above the expectation
to provide health care to their communities as another pair of hands (Walt et al.,
1990). Considered a means of enhancing the access of health services in a costeffective manner, they were important workers in resource poor settings (Haines et
al., 2007a, Ronaghy et al., 1976, WHO, 2007d). While improving the health of the
communities (Bhattacharyya et al., 2001, Kahssay et al., 1998, Witmer et al., 1995),
in addition to acting as agents of social change (Lehmann et al., 2004). As
intermediaries, the CHWs were expected to bridge the gap between communities and
health, and support the marginalized population (Witmer et al., 1995). As agents of
social change, CHWs were supposed to involve the community and solve social
problems affecting health (Witmer et al., 1995). As a vast majority are women, these
CHWs could also serve as a symbol of social change and empowerment in their
communities (Rifkin, 2008).

The CHWs are socio-culturally embedded in their own community settings as they
spend most of their time there, with lesser time spent at health centres. Working at the
interface of health system and community, these health workers were facilitated by
familiarity with the community‟s cultural norms (Lehmann et al., 2004). Due to their
strategic location, they are thought to be in a position to help bring about a change in
the community while addressing the health issues. Their knowledge and
understanding of the cultural milieu and contextual factors affecting health, e.g.
gender, also places them in a unique position (Khan, 2011b). CHWs‟ positioning has
been acknowledged in the literature, and in the national policies of many countries.
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In India, ASHAs are considered as agents of social change, over and above their
prime commitment to improving mother and child health (NHSRC, 2010), not
without encountering challenges (Scott and Shanker, 2010). It has been argued that
structural impediments like community preferences and poor health infrastructure
have hindered these CHWs from bridging the gap between health services and
community needs, thus compromising their role as agents of social change (Scott and
Shanker, 2010). Working in pluralistic health systems, the socialisation process of the
CHWs continues within communities and health centres, and contributes towards the
on going process of their own development as health workers.

2.10.4 Integration into formal health systems

Integration into the formal health system implies clearly delineated responsibilities
within the health system, fair remuneration, and in some cases, the possibility of a
career path (Singh and Sullivan, 2011). Even though it has been repeatedly labelled as
an enabler in various reviews (Jaskiewicz and Tulenko, 2012, Kok et al., 2014,
Glenton et al., 2013), there is an ongoing debate about whether CHWs should be
formally integrated in the health sector (Tulenko et al., 2013, Zulu et al., 2014). The
current level of integration in most countries can be likened to a „mosaic‟ which
makes it a complex, multi-functional and dynamic. It promotes accountability towards
the system, while providing a sense of credibility and legitimacy to the CHWs (Kane
et al., 2010). Benefits include bringing the programmes within the agendas of the
ministry of health, NGOs, and international donors which leads to strengthening and
sustainability (Pallas et al., 2013). Fostering respectful collaboration and
communication between CHWs and higher-level staff can be mutually beneficial,
increasing CHW credibility and retention (Jaskiewicz and Tulenko, 2012, Kok et al.,
2015, Zulu et al., 2014). However, putting more emphasis on placing CHWs in the
civil service structure or promoting community connectedness may affect the CHWs
adversely and a stepwise approach has been recommended (Zulu et al., 2014).

Another facet is integration with the community (community connectedness) (Liu et
al., 2011, Macinko et al., 2007) which demonstrates better outcomes due to regular
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contact, consequently leading to program outcomes addressing perceived local needs
(Lehmann et al., 2004). However, the gains from both types of integration are highly
dependent on the strength of the health system supporting the CHW (Johnson et al.,
2013). A lack of curative skills might compromise the CHWs‟ standing in the
community (Gilson et al., 1989), as curative care is much more in demand as
compared to preventive care (Walt et al., 1990). Often the relationship between the
CHWs and the community suffers due to this reason.

2.11 Socialisation/Professional socialisation
A person is influenced by the social systems to which they belong, whether familial or
organisational, and thus socialisation is considered a lifelong learning process which
enables a person to become part of a certain group.

Conceptualised as a

developmental process resulting from interaction between the person and the
environment (Conway, 1984), socialisation is not always harmonious as there might
be a disparity between expectations and real experiences (Kiger, 1993). Furthermore,
power structures and social relationships in a pluralistic health care environment are
also influential factors throughout the process of socialisation (Maupin, 2011,
Standing and Chowdhury, 2008a).

Socialisation has been viewed as a process around and through multiple social
contexts (Cohen, 1981a). The role of interaction in professional socialisation is
paramount. According to many researchers, examining socialisation from a purely
structural or agency perspective does not suffice; they consequently see socialisation
as a dialectical process that is interactive and nonlinear, taking place between two sets
of actors, i.e. those being socialised and the agents of socialisation (Kalmus, 2006).
Several social theorists adhere to this view of socialisation (Berger and Luckmann,
1991, Giddens, 1984, Tierney, 1997).

The two main aspects of socialisation are the individual and society. At the macro
level, socialisation occurs through a set of institutional practices, which are
predominately guided by the beliefs and values of the society and organisation to
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which a particular socialising agent belongs. Secondly, socialisation occurs at the
micro level, i.e. the individual process relates to the daily practices of social
interaction between the individuals being socialized and the socializing agent(s)
(Kalmus, 2006).
The new entrants to a profession undergo a “complex process by which a person
acquires the knowledge, skills, and sense of occupational identity that are
characteristic of a member of that profession involving the internalization of the
values and norms of the group into the person‟s own behaviour and self-conception”
(Cohen, 1981b). Individuals socialise and adjust when they join new jobs, groups, and
organisations (Ashforth et al., 2007, Fisher, 1986). Socialisation is not a unilateral
process imposing conformity on the individuals, but a negotiated adaptation by which
people strive to improve the fit between themselves and their work environment
(Schein, 1978, Nicholson, 1984). Linked to a number of personal, situational and
organisational factors (Ashforth and Saks, 1995), socialisation also enables
newcomers‟ understanding of their new role and refines their emerging notions of
who they want to be in that role (Bandura, 1977, Weick and Westley, 1996).

There is a direction of growth in the process of occupational socialisation, with four
specific phases: career choice, anticipatory socialisation, conditioning and continuous
commitment. (Moore, 1969). This process of nonlinear socialisation has been studied
in nurses, teachers and many other professionals. A grounded theory study, for
example, explored baccalaureate nursing students‟ personal views on the process of
professional socialisation, observing that nurses‟ socialisation may even begin before
they enter nursing education (Ware, 2008b). In a meta analysis of studies on early
professional socialisation and career choice in nursing, it was concluded that many
previously held assumptions and expectations change after working as a nurse,
leading to an individually constructed reality as a nurse due to the socialisation
process (Price, 2009). Being an interactional process, the socialisation of nurses
influences individuals as they internalise the values, beliefs and behaviours of the
nursing culture, which contribute to the development of the nurse‟s identity (Hinds
and Harley, 2001).
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Professional socialisation has been described as a process in which the individuals
develop the needed skills and adapt and adjust to their role within an organisation
(Fisher, 1985, Feldman, 1981, Mackintosh, 2006). During this process, a person gives
up the societal and media stereotypes prevalent in the culture and adopts those held by
the members of that profession (Cohen, 1981a). In nurses, it manifests itself as a
three-stage process consisting of a stage of pre-socialisation, formal socialisation and
post-socialisation, which includes the career until retirement (Toit, 1995). It has been
argued that professional socialisation also involves acquiring a sense of occupational
identity and an internalisation of the occupational norms typical of the fully qualified
practitioner (Moore, 1970).

In the 1950s, professional socialisation emerged as an area of inquiry because of two
publications. One was book by Merton et al, The Student-Physician: Introductory
Studies in the Sociology of Medical Education. (Merton et al., 1957). This work
included a series of studies on professional socialisation. The other book was Boys in
White: Student Culture in Medical School (Becker, 2002). Although both authors
shared the same terminology, they explored different parts of the larger whole
(Simpson and Back, 1979). Taking a structural functionalist perspective, Merton et al
defined socialisation as “the processes by which people selectively acquire the values
and attitudes, the interests, skills, and knowledge; in short, the culture current in the
groups of which they are, or seek to become, a member‟‟ (Merton et al., 1957, p.
287). Thus the new entrants are inducted into a „„common core of relatively
homogeneous professional values, norms, and role definitions‟‟ (Shuval, 1980, p. 7).
In contrast, the symbolic interactionist perspective focuses on the motivation,
identities, and commitment of the students themselves. Socialisation is an adaptive,
interactive process, in which professional norms and values are learned as during the
course of professional education (Miller, 2010).
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2.12. Development of professional identity of health workers

2.12.1 Identity

Identity is a multidimensional concept and refers to various meanings attached to a
person in the development of identity, i.e. self and others. These meanings, or selfconceptions, are based on people‟s social roles and group memberships, as well as on

the personal character traits they display, and others attribute to them, based on their
conduct (Gecas, 1982). The term professional identity is not always clearly defined in
the literature and is sometimes combined with the construct of self-concept, which is
defined as “one‟s self-identity, a schema, consisting of an organized collection of
beliefs and feelings about oneself” (Baron and Byrne, 1997).

For most professions, professional identities develop through socialisation, which is
considered to be a complex, lifelong process which continues to evolve (Johnson et
al., 2012, Ware, 2008a). In any setting, a newcomer joins an organisation with an
existing identity (Michael, 1996), and constructs a new one as a result of social and
cultural practices, finding their own way of becoming a professional (Michael, 1996).
It has been suggested that parts of the pre-existing identities contribute to the
construction of newer identities, as a relational process. As individuals move between
different communities (Michael, 1996), they negotiate their position in relation to
others, resulting in the construction of identity (Blåka and Filstad, 2007).

Identity is a dynamic process, in a constant state of flux as individuals continually
negotiate and renegotiate the boundaries of their sense of self. Therefore, it has been
argued “perhaps instead of thinking of identity as an already accomplished fact, which
the new cultural practices then represent, we should think, instead, of identity as „a
production‟ which is never complete, always in process” (Hall and Sakai, 1998).
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Another argument asserts that “… identity is a construction, a consequence of a
process of interaction between people, institutions and practices” (Sarup, 1996).

2.12.2 Professional identity

Professional identity is result of a socialisation process (Hall, 1987) augmented by the
“position within society”, “interactions with others” and “interpretations of
experiences” (Sutherland et al., 2010). Professional identity is also influenced by
relational and social influences within and beyond the individual‟s present occupation
or organisation, including social positioning (Gregg and Magilvy, 2001, Dombeck,
2003, MacIntosh, 2003). It takes time to acquire, and takes shape through significant
interpersonal relationships (Skorikov and Vondracek, 2011a). For instance, in
nursing, this lifelong process starts prior to one‟s entry into nursing education,
continues during training and the completion of studies to one‟s becoming a member
of the collective.

Training plays a key role in development of professional identity (Johnson et al.,
2012), for instance nurses learn the culture of the profession which they seek to join
(Serra, 2008). Although occupational choice and commitment are the core attributes
of identity (Kroger and Marcia, 2011), professional identity might not always be the
foremost identity, as there are many other socioeconomic factors that shape the
occupational appeal (Skorikov and Vondracek, 2011a). People may choose to pursue
a career or work to suit their own perception of themselves, as they “ tend to view a
vocation as favourable or unfavourable for them because their ideas of that occupation
either do or do not fit into their concept of themselves” (Davis, 1969). The dwindling
numbers of nurse recruitments as well as the high attrition rates at entry levels reflect
the career‟s lack of a desirable image (Donaldson et al., 2010).
Professional identity is a relatively stable and enduring constellation of attributes,
beliefs, values, motives, and experiences in terms of which people position
themselves in a professional role (Schein, 1978, Ibarra, 1999). It is also referred to as
career, occupational or even vocational identity (Holland et al., 1993, Skorikov and
Vondracek, 2011b). A study based on grounded theory explored the identity
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development process of nurses and suggested that this is not static. Experienced
nurses reported they rework their professional identities in response to changes in
their professional lives. This process of reworking professional identity contains three
stages: assuming adequacy, realising practice and developing a reputation
(MacIntosh, 2003).

Another paradigm is the development of identity in non-formal settings. It has been
argued that level of participation delineates identity, and some individuals may remain
on the periphery, while others become embedded in the core (Lave and Wenger,
1991a). As an essential process for fulfilling professional roles, attributes acquired
during socialisation should be appropriate and acceptable to the profession
(Pilhammar Andersson, 1993). With time, as participants successfully enact the
practices of their profession, they are identified as members of the respective
profession (Wenger, 1998).

Professional identity is a form of social identity. It emerges through the social
interaction between and among individuals in a professional setting. Social identity
relates to the ways people compare and differentiate themselves from other
professional groups (Turner, 1999). As individuals gain greater degrees of insight into
professional practices and internalise the beliefs and norms of the professional group
they want to join, their professional identity gradually emerges. Professional identity
can be described as the attitudes, values, knowledge, beliefs and skills that are shared
within a professional group. These specifically relate to the intellectual internalisation
of the values, attitudes and beliefs of the professional the individual is preparing to be
(Richardson, 1999).
A person‟s identity is portrayed and reflected in his or her narrative or story (Ricoeur,
1992). CHWs consider their relationship with their communities as important
component of their own identities, even though they do not enjoy close relationships
with all their clients (Maes et al., 2014). In Pakistan, the LHWs are important
community-based workers, divested with many responsibilities in addition to their
primary tasks. Being forerunners in repeated measles and polio immunisation
campaigns (Afzal et al., 2016, Bahar et al., 2017), they are increasingly identified as
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“polio workers” instead of community health workers in their communities (Fauziah
et al., 2016).
2.13 Life course Perspective

The life course approach studies interaction between individual lives and social
change. The life course perspective provides a framework for studying phenomena at
the nexus of social pathways, developmental trajectories, and social change (Elder et
al., 2003). During the course of their professional life, CHWs undergo multiple
transitions. These transitions encompass multiple processes including development of
professional identity as a result of professional socialisation and work practices.
Constructs from the life course perspective (Elder et al., 2003) can help in
understanding and categorising these transitions. The three principles/constructs
underlying this theory that can be used in context of my study include Trajectories,
Transitions, and Turning points.

The first component of the original theory of Life Course perspective focuses on time
and timing. The underlying element of temporality include patterns of stability and
change, which are collectively conceptualized as trajectories (George, 2003). The
second principle focuses on change, including its timing and sequence, and is
encompassed by the term transitions. The third one involves abrupt and substantial
change from one state to another (Cairns and Rodkin, 1998), and is labelled as turning
point. This life course perspective is also pertinent as it focuses on the intersection of
social context and personal biography, the former ranging from immediate social
environment to wider culture while the latter concerned with personal attributes,
motivations and life skills. Hence, this perspective can be a useful for unpacking the
various dimensions of development of CHWs.

2.14 Gaps in research
Articles about socialisation and identity formation have been published in many
health-related fields, but primarily for nurses and other trained health professionals.
Although there is an increasing body of literature on factors influencing CHW
motivation from the perspective of the health sector, the CHWs‟ perspective on their
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own professional socialisation and identity has largely been ignored. Studying
enabling and disabling environments that shape CHW performance could also yield
evidence on specific ways to positively influence transactional social processes (Kok
et al., 2017a). A lack of understanding exists about individual CHWs themselves and
the contexts in which they work (Maes et al., 2014, Braun et al., 2013, Maes, 2015).
In light of the importance of people-centred health systems, this lack of evidence
warrants research in this area to decipher complex and adaptive health systems (Paina
and Peters, 2011). The latter entails on a more holistic view of the nature of, and
relationships between, all health-system stakeholders (Sheikh et al., 2014).
Most of the current probes of CHWs‟ work are confined to the health sector point of
view. This needs to be accompanied by the voices of CHWs, which can furnish
evidence about the underlying factors affecting their performance. The benefit of
CHWs‟ unique intermediary position between communities and the health sector also
need to be examined, something that ultimately could facilitate the CHWs‟ envisaged
role in helping to achieve universal health coverage (Kok et al., 2017a). Thus, paying
attention to the narratives of CHWs has been advocated as an important way of
recognising the CHWs‟ long-term role in policy change and implementation (Maes et
al., 2014).

2.15 Conceptual framework
As elaborated in my constructivist epistemological position, I was interested in
examining the meanings that individuals assigned to their experiences as LHWs.
Whether it is through socialisation or identity, the constructivist approach
acknowledges that meanings are continually being formulated. It is a perspective that
permits new explanations and constructions to emerge over time (Guba and Lincoln,
1994). My study was an exploratory one based on a qualitative methodology. While I
was developing it, I reviewed the literature in many disciplines, especially that in the
health sector. However, the evidence on CHWs was rather scanty. During the course
of this literature review and the subsequent formative part, I found that three areas
were important as far as my research questions were concerned. These were the issues
around the professional socialisation, practices and identity of LHWs, which are all
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influenced by many overarching contextual factors, particularly that of gender. The
conceptual framework was developed as a way to keep these three constructs at the
forefront of my investigation.

I considered existing models and frameworks, but it was challenging to find one that
fit the LHWs‟ context. One model that did circumscribe all of these constructs was
the situated learning theory, which looks at learning as a social practice. According to
this theory, learning is a process that is embedded in the workplace, family and other
social settings and is continually developing renewed set of relations consistent with a
relational view of individuals, their actions, and the world (Lave and Wenger, 1991b).
In situated learning, the development of identity is central to the career of any
individual. Initially, participation was considered a process on a continuum and
described as peripheral or core (Lave and Wenger, 1991b); however, the theory‟s
proponents later added a marginal dimension, followed by the notion of legitimate
forms of participation (Wenger, 1998). Some participants take on the identity of the
wider community, while others choose to stay on its periphery. In the socialisation
process, as participants successfully enact the practices of their profession, they
become recognised as members of the profession as their participation is legitimised
(Wenger, 1998).

The concept of situated learning has been developed further in the allied concept of
Communities of Practice (CoP) (Brown and Duguid, 1998, Lave and Wenger, 1991b,
Wenger, 1998). CoP are tightly knit groups that have been practicing long enough to
constitute a cohesive community that provides a sense of belonging and commitment
(Brown and Duguid, 1998, Lave and Wenger, 1991b), where meaning is negotiated
and practices are developed (Lave and Wenger, 1991b, Wenger, 1998). The LHWs
can therefore considered as also CoPs, but different from the textbook definition.

The situated learning theory has been utilised in studies examining vocations and
related professions as wells as being adapted for use in different settings (Handley et
al., 2007). The constructs of theory informs the conceptual framework of this study,
as shown in Fig. 2.3. In addition I have drawn upon the concepts of life course
perspective and Naila Kabeer‟s triad of resources, agency and achievements. Given its
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exploratory and inductive nature, this study allowed for certain changes in and
modifications to the conceptual framework based on collected data, on-going analysis
and reflexivity. As such, this conceptual framework worked as a „scaffold‟, with the
caveat that it would be modified or even changed altogether during the course of
research (Walsham, 1995).

Figure 2.3.Conceptual framework for the study

I chose this this conceptual framework because it seemed a pertinent tool for
addressing the professional socialisation and identity of lay health workers like the
LHWs. In this study, the operational definition of professional identity is “what it
means to be and act as an LHW”; professional socialization refers to the “socialisation
of LHWs through interaction and relationships” and practice is the “engagement of
LHWs with their designated tasks”. The framework is in the shape of a Venn diagram
representing three overlapping spheres of constructs: socialisation, practice and
identity. As the extent and size of each sphere was yet to be explored, all were
assigned equal sizes. At the formative stage of research, the relationships and
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influences of the various constructs were not highlighted. This primary framework
underwent many changes based on the evidence, which will be discussed in a later
chapter.
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Chapter III
Methodology
3.1 Introduction
This chapter outlines the methodological issues that arose during my research. The
methodological considerations were of the utmost importance throughout the entire
process, from conceptualising my research questions right through to writing this
thesis. I begin this chapter by sharing my insights as to how I conceived this project.
Who I am, I believe, has influenced each and every step of this research process;
hence a large part of this chapter explains how my background and work experience
helped me to shape the original concept of my research enquiry and the overall
process of its exploration. Reflexivity has thus been a valuable tool for my positioning
as a researcher throughout the research process, and continuous critical self-scrutiny
has enriched all of my experiences.

I then explain the reasons I chose qualitative research methodology as well as the
philosophical assumptions and theoretical influences that this research, including the
manner in which these informed the decision-making around the research design. The
conceptual framework of this study is also presented. I then discuss the ethical
considerations unique to my study context, particularly how these informed my
approach to recruiting research participants.

A description of the research participants is followed by an elaboration of data
collection procedures including details of scheduling, influencing factors and my own
personal efforts to make it a robust, informative and useful exercise. A detailed
account of the way I organised my research data and analysed it, both manually as
well as through use of NVivo software, is also presented. After this, I turn to the
issues I encountered during data analysis and how I addressed these. Throughout this
chapter, I refer to my own stance as a researcher and reflect upon the research
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journey, which differentiates this chapter so that it is not simply a commentary on
methodological issues.

3.2 Philosophical assumptions and theoretical underpinnings
In this section, I will discuss the philosophical and theoretical underpinnings
informing my research. I mainly kept three types of considerations in mind while
outlining my research methodology. The first and foremost were the ontological and
epistemological considerations about situating my overall research process. Second
was the way these supported and led to the selection of the most appropriate
methodology for examining my research questions. Last but not the least, was the
choice of methods used to collect data; it was important that these aligned with the
objectives of my study.

As mentioned, my first thoughts were on the ontological and epistemological issues
concerning my study. Ontology refers to the nature of social world and what there is
to know about it, while epistemology explains how we can learn about the social
world and what the basis of our knowledge is (Ritchie et al., 2013). These key issues
were important to plan, conduct and complete my research with clarity and on a sound
footing.

Ontology is considered the study of being by Crotty (Crotty, 1998). The two main
ontological stances in social research are realism and relativism. These two
perspectives are on a continuum, but polarized between objective reality at one end
and multiple realities at the other. Realism contemplates that external reality exists
independent of people‟s beliefs about or understanding of it. This means that there is a
distinction between how individuals interpret the world and how it actually is.
Realism espouses the view that objects have an existence independent of the knower
(Cohen et al., 2013). Relativism posits that reality is fundamentally dependent on the
mind. Reality does not exist independently and depends upon the human mind and its
socially constructed meanings (Ritchie et al., 2013) In terms of ontological stance, my
study was closer to relativism. I was exploring trajectories of the LHWs and my
inquiry could be better addressed by a relativistic approach.
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The next challenge was to look for approaches appropriate to study my research
questions. I wanted to examine the perspectives of the women working as health
workers and give meaning to their shared experiences. I needed approaches that
purported to create reality. I found interpretivism compatible with my philosophical
stance. The ontological position of interpretivism is relativism, the latter being the
view that reality is subjective and differs from person to person (Guba and Lincoln,
1994). Reality is individually constructed and thus there are as many realities as there
are individuals. The interpretive epistemology is based on real world phenomena and
states that the world does not exist independent of our knowledge (Grix, 2010). This
way of thinking acknowledges that different people may construct meaning in
different ways for the same phenomena (Crotty, 1998). This was very pertinent in my
research as my focus was on individual LHWs and the perspectives of others around
them.

The agreement of the co-constructors of research leads to truth and meanings (Pring,
2000).

The role of contextual factors, including cultural and historical ones, in

influencing the knowledge and construction of meaningful reality is widely
acknowledged. In this regard, the interaction between humans and their world is
important. It has been argued that the social world can only be understood from the
standpoint of individuals who are actually participating in it (Cohen et al., 2013).
Interpretive methodology is directed at understanding phenomenon from an
individual‟s perspective, investigating the interaction between individuals as well as
the historical and cultural contexts in which they live (Creswell and Creswell, 2017).
This approach was consonant with my research areas of inquiry. As I was interested
in exploring the perspectives of LHWs and then intended to expand the findings
holistically into a meaningful reality, this stance was very pertinent.

My approach opposed the positivistic paradigm. I was framing my study on the
assumption that individual constructs can be elicited and understood through the
interaction between researchers and participants (Guba and Lincoln, 1994), with
participants being relied on as much as possible (Creswell and Creswell, 2017).
Interpretive theory is usually inductive, being generated from the data, not preceding
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it (Cohen et al., 2013). My research questions were broad, and I did not envisage
value-free knowledge, for as researchers, we define and choose what research is to be
conducted and how to collect and interpret data (Edge and Richards, 1998). This
approach was useful as it helped me gain understanding and explain the LHWs‟
perspective. Different methodological approaches are informed by specific
philosophical or theoretical assumptions; therefore, maintaining consistency in the
philosophical beginning and subsequent use of methods increases the validity of
findings (Morse et al., 2001). In my case, using this approach gave me an edge
because it meant that the theoretical underpinnings, methodology and methods could
be aligned and interpreted in congruence. My study was also influenced and shaped
by my overall constructivist approach.

During the last few decades, constructivism has emerged as a paradigm for explaining
how knowledge is created (Gordon, 2009). Constructivists try to explain phenomena
after studying the dynamics and social relationships between individuals (Burr, 2003).
Their methodology is concerned with “interpretation, multiplicity, context, depth, and
local knowledge” (Ramey and Grubb, 2009). Human meanings are therefore believed
to be constructed rather than direct reflections of the actual (Raskin, 2008). This way
of thinking does not consider people as creatures of determinism, but they are seen as
being “socially constructed and constructing” (Sayer, 1997). The constructivist
paradigm described above possessed all the characteristics that I needed to inform my
research. As I was not looking for causality and my focus was on exploring and trying
to give meaning to the LHWs‟ perspectives, my research path was delineated to
justify my methodology and methods.

My research questions were exploratory, and I was not testing a hypothesis;
consequently I was looking for a flexible, but still robust methodological approach.
Constructivism reasons that knowledge does not exist in a form awaiting discovery
(Gordon, 2009). Instead, knowledge is constructed by the humans through their
interaction with the world (Morçöl, 2001). As such, there can be no objective,
predetermined views and all truth is socially conditioned (Schmidt, 2001). In the
opinion of many, the viewpoints expressed during research are value-laden (Gordon,
2009). It has been argued that human understanding is not based on a given
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perception or observation, but on an interpretive element that determines how these
elements, i.e. perceptions and observations, are understood by the researcher (Carr,
2006).
3.2.1 Epistemological concerns
Another major concern for me as a researcher was to understand the epistemological
issues in my study. Epistemology is defined as “the study of the nature of knowledge
and justification” (Schwandt, 2001, Page 71). Epistemological issues are important
considerations in the research process as these point towards the “issues about an
adequate theory of knowledge or justificatory strategy” (Harding, 1987). In brief,
epistemology can be considered as a justification of knowledge and the nature and
forms of knowledge (Cohen et al., 2013). One of the main epistemological concerns is
the quest for the best way to acquire knowledge.
One view holds that knowledge is based on induction, a “bottom-up” process
through which patterns are derived from observations of the world. In
contrast, those who argue that knowledge is acquired through deduction view
knowledge acquisition as a “top-down” process, whereby logically derived
propositions or hypotheses are tested against observations (Ritchie et al.,
2013, Page 6).
The authors quoted above identify as positivists; their opponents comprehend
knowledge based on their own perspectives and perceptions (Onwuegbuzie and
Leech, 2005). If we accept the argument that knowledge is created by analysing the
collected data (Carter and Little, 2007), then both types of the researchers are laying
claim to truth after collecting and interpreting different types of data. It also leads
many to define knowledge as a particular construction of a phenomenon (Burr, 2003).
Like the diverse views in ontology, a schism exists in epistemology. The positivists
and interpretivists situate themselves at different ends of the same continuum. In my
study, I was exploring and as my approach was inductive rather than deductive, which
in agreement with my constructivist and interpretative stance, and therefore, best
suited to answer my research questions.
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The epistemological considerations are important during the research process.
Epistemology influences the methods of research in three ways. The influence of
epistemology on the research process has been specially recognised in qualitative
research. In qualitative research there is more interaction between the researchers and
research participants therefore, these relationships are an important consideration. The
interaction is variable participants might be considered as active contributors or as
mere participants of study (Carter and Little, 2007). Epistemology also affects how
data is collected, quality of methods is ensured and analysis is delineated (Angen,
2000). It plays an important role in the way the researcher conceptualizes,
and communicates

with,

their

audience.

Therefore,

the

researcher‟s epistemological stance plays a key role in the research inquiry and thus
affects many facets of the research process (Mantzoukas, 2004). In view of these
considerations, adopting an epistemological stance is one of the first decisions to be
taken when shaping methodology.

The epistemological aspects of an inquiry should be explicitly expressed while
studying a phenomena, as there are some philosophical assumptions, even in the
absence of explicit statements (Scott, 2005). However, using a research method as an
antecedent, stand-alone activity free of any underpinning theory also occurs at times
(Gee, 2005). It has been argued that it is difficult to comprehend how a researcher
could collect data, for example by conducting interviews, without envisioning the
nature and status of the knowledge likely to be produced about the interviewees‟
world. In this context, some researchers assert, it is impossible to create knowledge
“without at least tacit assumptions about what knowledge is and how it is
constructed” (Carter and Little, 2007, Page 1319). It should also be clear that the
epistemological assumptions adopted either explicitly or implicitly will have a
profound impact upon the type of data collected and the type of analysis to which it
will be subjected. Within the research process, epistemology is therefore inescapable
(Carter and Little, 2007). From the repertoire of methodologies, the best one for
searching for answers to my study questions was the qualitative methodology.
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3.3 Reflections on the overall research process
This study is informed by a social constructionist approach, which means that reality
is socially constructed and that different vantage points elicit different views. I
explored the realities of the LHWs experience through a subjective lens, favouring an
inductive approach in which the findings are derived from the data itself. Reflexivity
in research acknowledges a researcher‟s positioning within the research process, using
insights to critically examine the entire course of research.

After my degree in medicine, I acquired ten years of primary-care experience in a
district in Pakistan. I pursued my postgraduate education in public health in 1994-95
overseas. I came across NP for the first time in November 1995 on my return home.
In my district, the NP was launched in early 1995; I thus missed its formative phase
and was not involved in the recruitment or training of LHWs. I was, however,
subsequently involved in the activities of the NP, beginning in March 1996. Prior to
this, I was curious about LHWs and observed them from the side lines. I spent the
following five years, however, contributing to the NP in various capacities, including
as a master trainer for health-centre-based training and as an LHW supervisor while in
charge of a health centre. I was also overseeing their work in vaccination campaigns
for polio eradication.

I was fascinated by the introduction of this new cadre of women expected to serve as
a link between the formal health system and the community, and my interest
continued even when my own link to the LHWs was broken when I began teaching in
a public health institution in 2000. Over the last two decades, the NP, including its
LHWs, has come a long way. The LHWs‟ performance has always been in the
limelight; however, their own perspectives on their personal and professional
identities are largely neglected as area of inquiry. Given my long-time interest in
humanistic approaches to human resource development within organisations, I was
keen to explore where the LHWs were situated after all these years. Although LHWs
were proving to be a “linchpin” in the district health system based on forthcoming
evidence, their own voices were still unheard. Occasionally I got the opportunity to
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meet health managers working with the NP and share my concerns with them.
However, they were mainly concerned with the work outputs of LHWs and their
interest did not go beyond viewing LHWs as a tool for achieving public health targets.

A lot of my questions remained unanswered, and seemingly the LHW as a person was
not a research priority among public-health researchers in general and the NP in
particular. The impetus was mainly on programmatic evaluations of NP performance
and outputs. Additionally, when I first embarked on this journey, there were not many
clues forthcoming in the literature. My prime motivation here was to understand how
LHWs developed their professional identities within the health system after decades
of work. I wanted to know how they positioned themselves in their places of work,
both in their health centre and in their community, and how they negotiated their
position over time. This research is the culmination of a desire to know more about
this cadre and to explore who they are now and how they reached their current
standing after facing many contextual barriers. Another of my concerns was to what
extent the LHWs are integrated into the district health system and whether they are
now considered an asset or a liability.

3.4 Choosing Qualitative Research
Qualitative research is seen mostly as a naturalistic, interpretative approach,
concerned with exploring phenomena “from the interior” (Flick, 2009). One key
element, namely the perspectives and accounts of research participants, exists as the
starting point for this research. It has been argued the implicit diversity in qualitative
research adds to its utility.

A set of interpretive, material practices that make the world visible... These
practices transform the world. They turn the world into a series of
representations, including field notes, interviews, conversations, photographs,
recordings and memos to self … qualitative researchers study things in their
natural settings, attempting to make sense of or interpret phenomena in terms
of the meanings people bring to them.
(Denzin and Lincoln, 2011, Page 3).
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Understanding the background of qualitative research guided me to use it to justify
the methodology of this study. Qualitative research is often seen as a methodology
opposed to the quantitative methods; however, its own characteristics and patterns
have been the subject of debate. Qualitative studies are concerned with what, why and
how questions, rather than with counting numbers. It is flexible, focusing more on the
process, and its data collection methods include observations, interviews, and focus
groups. Different qualitative researchers have used these methods with some
variations (Ritchie et al., 2013). A distinct feature of qualitative research is that the
hypotheses are commonly generated from an analysis of the data rather than stated at
the outset (Silverman, 2015). My own study shares many common characteristics
with qualitative research, from its aims and objectives to the analysis and
interpretation, including a strong element of reflexivity.

I considered the theoretical tradition, school of thought, or paradigm I would use in
my research. I made an effort to understand the different epistemologies, paradigms
and approaches available. In particular, I wanted a flexible approach that took account
of the aims and context of my study. It has been asserted that it is important to choose
the appropriate method or methods for addressing specific research questions, rather
than aligning oneself with a specific epistemological stance. I choose the social
constructionist approach as this was suitable to my study.

Based on my research questions, I was in no doubt that qualitative research was the
methodology of choice, for it not only recognises the existence of multiple realities,
but also favours inductive reasoning. In addition to offering open-ended avenues for
exploration, the inductive method of reasoning is flexible, providing the researcher
with an opportunity to rethink and revise some aspects of the research throughout the
process. The meanings and interpretations that people attach to something are
valuable assets in a qualitative paradigm, informed by context, culture and personal
circumstances. This methodology was the right choice to understand social
phenomenon in a natural setting, giving due emphasis to participants‟ meanings,
views and experiences. Based on the nature of the problem, my quest to explore
unchartered waters and the level of explanation required, I envisaged considerable
complexity. Thus, rather than predicting my results in advance, I kept an open mind
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right from the outset and planned to use the data to generate explanations about the
respondents‟ view of the world, rather than my own. Qualitative research provided me
with the unique tools and analytical frames necessary to embark on my journey.

3.5 My reflexive positioning during the course of the study
Reflexivity in research acknowledges a researcher‟s positioning in the research
process, using insights to critically examine the entire process. A thorough “think
through” even before I formally embarked on the process of research led me to
recognise my own role her. This critical self-scrutiny enabled me to understand that
no research can be value-free, and that the impact of the researcher on the research
needs to be taken into account every step of the way. Reflexivity and empathic
neutrality are important considerations during the course of study (Draper and Swift,
2011), the latter advocates that researchers should make the assumptions arising from
their own culture, background and experience transparent. As the impact of the
researcher on research settings cannot be ignored, the central role of the researcher is
acknowledged in qualitative research, thus transforming subjectivity from a problem
into an opportunity.

The amalgam of my formal biomedical training, education in the social sciences and
exposure to public health philosophy has played an important role in my personal and
professional development. I had also been fortunate enough to be able to follow the
evolution of the NP, having worked in the district health system in different
capacities. In my current position as a researcher familiar with the NP, I have
primarily focused on the LHWs‟ experiences. Although it was not possible to
completely separate my own beliefs and perspectives from those of the respondents, I
documented my own feelings or views during my interviews and informal
observations in a reflexive diary in an effort to make things transparent.

As my research involved female respondents, data collection by me, a middle-aged,
male, doctor, was not without its problems. However, I was accepted as an
interviewer without reservations because the topic was not sensitive. One remarkable
thing was the ease with which the LHWs were able to express their feelings. I found
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out that they did not need much prompting from my side, as they valued this
opportunity to share their experiences. Most of my time was spent in avid listening.
Seemingly, nobody had ever been interested in them as people, and that was probably
another reason that lowered the power or gender differentials. Therefore, my own
comfort level also improved with every additional interview.

3.6 Reflexivity
I used a number of carefully planned strategies to mitigate the expected barriers
during data collection. Bracketing was one such strategy, which meant suspending or
holding in abeyance my own presuppositions, biases, assumptions, theories, or
previous experiences, in order to see and describe the phenomenon from the
respondents‟ perspectives (Gearing, 2004). There is no singular approach to or
method for bracketing within inductive research (Tufford and Newman, 2012). By
using this approach, I was able to enhance reflexivity during the course of my study,
and to reduce the potential effects of my preconceptions based on my previous
experiences with LHWs and the overall health system. I was keen to reflect upon how
these experiences that might have shaped my interpretations as the study proceeded
(Creswell and Miller, 2000).

Another strategy was maintaining a reflexive journal of my ongoing analysis of my
personal experiences of and involvement in the project to keep the process more open
and transparent. It also enabled me to reflect on my views, relationships and influence
with respect to the participants and vice versa. I was open to the reciprocal influence
of my research participants during the research process, conscious of my own and
their sensitivities. I also used reflexive analysis for my field notes before and after
interviews and FGDs. To enhance credibility, I used information obtained from field
notes for recording observations and communication not captured by the recorder
(Eisenhardt, 1989). I considered this important so that I might get a fuller, if not
necessarily more concordant or truthful picture (Fade, 2003). Field notes about the
overall environment in the house or office can contribute to furthering understanding,
or to adding depth and breadth to the analysis of findings (Ritchie and Lewis, 2003).
These notes also provide an indirect form of observational data that can complement
formal methods (Berger and Luckmann, 1967).
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Clarity of ideas before and after data collection facilitated the analysis stage and is
documented in detail in this chapter on methodology. Regularly updating my reflexive
journal facilitated my use of bracketing throughout the research process. Other
strategies of positioning and building rapport with the participants to counter the
hierarchical differences are explained in the section on ethical considerations, later in
the chapter. A conceptual framework was developed to explore the various
dimensions of my work study follows in next section.

3.7 Study Methodology
3.7.1 Study Design

This was a qualitative study with a qualitative case study design (Baxter and Jack,
2008). This design allows researchers to study complex phenomenon within their
context. The district was taken as a single case for this method and two methods used
include Focus Group Discussions and In-depth Interviews. This approach proved to
be very helpful in exploration of my phenomenon of interest, providing multiple lens
to study various issues and understand these. Case study approach is based on a
constructivist paradigm, which was in line with the epistemology of my study (Baxter
and Jack, 2008). It also allows exploration of how and why questions without
manipulating the behaviour of those involved in the study.
3.7.2 Study Area

This study was carried out in the rural outskirts of Islamabad, the national capital of
Pakistan. The Islamabad Capital Territory is spread over an area of 906 square
kilometres; about half of this area is classified as rural. According to the recently held
census, the total population is 200, 6572 (Census, 2017). This population is almost
equally divided between urban and rural areas. The rural areas included in this study
come under the ambit of the health department of the Islamabad Capital Territory.
The district health officer is responsible for managing the public-sector health centres
in the rural areas of Islamabad.
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The rural area is divided into administrative units, i.e. the Union Councils, and each of
these has one public-sector health centre, either a Rural Health Centre (RHC) or a
Basic Health Unit (BHU). These health centres mainly offer primary healthcare
services. The RHCs are better equipped in terms of human resources and
infrastructure and are designated as referral hubs for the BHUs. Therefore, based on
the geographic contiguousness of health facilities or logistic feasibility, several BHUs
are attached to each RHC for referrals and support. At present, there are eighteen
health centres in the study area, including three RHCs and fifteen BHUs. All these
health centres were involved with the NP, and currently 350 LHWs are working in the
area.

I specifically chose this district because it was a pioneer district for the launch of the
NP in 1995. The LHWs were inducted in phases and in this district all phases were
represented and still working. This district enjoyed a unique position, being near a
major city, rapidly emerging peri-urban settlements as well as rural areas on the
outskirts. The NP in the district was preforming well according to many evaluations
undertaken over the years; therefore, this area seemed to be a better setting for my
queries. Being close to Islamabad, this district also fared well in terms of logistics and
support from the NP. The health centres, however, were not much different from
remoter districts in terms of their functioning and infrastructure. Compared with many
large districts, this area was a compact unit with diversity in terms of geography,
communities, the healthcare system and even the LHWs. Thus, this study area
provided a suitable microcosm where I could expect to find answers to my questions

The union councils in the district are diverse in terms of geography, demographic
changes and development. However, they can be divided into two broad categories:
rural and peri-urban, which, located nearer to the city, are rapidly transforming into
urban settlements. I purposively selected four union councils, keeping in mind the
visible variations in the study area. Therefore, two of the union councils represented
mainly the rural outskirts, while other two were peri-urban areas. Each has a health
centre serving its community, either an RHC or a BHU depending on whether the area
was peri-urban or rural, respectively. LHWs were trained in each of the selected union
councils in the initial cohorts of 1995-96, and many of the pioneers were still
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working. The peri-urban settlements when NP was launched in 1995 were primarily
rural areas. These areas were included in this study because, in addition to local
women, migrant women were working as health workers in the newer settlements. To
gain a better understanding of the LHWs‟ experiences and trajectories, both old and
new LHWs were included. I specifically chose rural settings to explore how the
context impinges on the LHWs‟ experiences. These four union councils were
consequently selected because they facilitated the exploration of LHWs‟ different
perspectives in terms of my research questions. This mix of rural and peri-urban union
councils provided a good selection of LHWs, with their own unique experiences,
problems and challenges.

Fig. 3.1 Map of study area

The context and settings of these locations are important for better understanding the
narratives and perspectives of LHWs in this study. The four union councils were
selected, and as each union council had a health centre, this was self-selected. A brief
introduction of each of these union councils follows in order to give an idea of their
locale and context.
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Union Council A is located 15 kilometres from the city centre. Two
decades ago, the catchment area contained agricultural farms and brick
kilns, most of which have since been converted into residential land, thus
turning this area into a thriving suburb. In recent years, there has been an
influx of lower- and lower-middle-class workers, employed in the nearby
city. The RHC A is located in this union council. When the pioneer group
of LHWs was introduced in 1995, this area was primarily rural. In the later
cohorts, mostly migrants were inducted in the newer settlements, which
were inhabited by recent arrivals to the area.



Union Council B is only twelve kilometres from the city centre. It has been
transformed from scattered hamlets surrounded by farmland to a densely
populated suburb in the last two decades. The agricultural fields have been
converted into residential areas, though not into a well-planned manner.
What used to be a sleepy outskirt of the metropolis is now a bustling
community. The RHC B is located in this union council. There are LHWs
from the batch of 1995 to the most recent induction in 2009. This has the
highest number of LHWs attached to a health centre in the district, i.e.
forty.



Union Council C is an old rural settlement and the majority of population
is local. It is well connected to the city centre twenty-five kilometres away.
It is comprised of hamlets surrounded by agricultural fields and
interspersed with small hills. A river flows through this union council.
The BHU C is located in this union council. The LHWs were first
introduced in 1995 and subsequently in different phases.



Union Council D is a sub-mountainous area twenty-eight kilometres from
the city centre. Farmlands, interspersed with homes, are spread over hills.
The diverse terrain also includes relatively remote areas as compared to
the other areas in the study. The area boasts a river with a large dam and a
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few seasonal streams. The BHU D is located in this union council. There
are only twelve LHWs working here.
3.7.3 Study Population
It is necessary to identify the research respondents who are able to provide the most
relevant, comprehensive and richest information, by virtue of their relationship to the
research question (Ritchie and Lewis, 2003). The LHWs were the primary focus of
this study, while other respondents (LHS, NP managers, medical assistants, LHVs,
and vaccinators) were specifically selected to furnish the context. The communitybased health workers, i.e. Community Midwives (CMWs), and Dais, i.e. traditional
birth attendants, were also included in the initial plan, but later dropped as the CMWs
were non-existent as a cadre, and the interaction of LHWs with other private health
practitioners including Dais was not being encouraged by current government policy.
Hence, the relationships of LHWs and private-sector health workers were explored
only from the LHWs‟ perspectives.
3.7.4 Research Participants

The four union councils described above were specifically selected to ensure the
inclusion of both rural and peri-urban LHWs in the study. Once the BHUs and RHCs
were selected, the sample of LHWs attached to these health centres was carefully
chosen, with the intention of exploring diversity in rural and peri-urban areas and
finding answers to my study questions. The LHWs were identified from the list
maintained by the health centres and selected for participation in interviews and FGDs
based on the considerations listed below. I selected the LHWs; the role of the health
centre was minimal here except for sharing and furnishing information. With the goal
of obtaining a sample of maximum variation, I kept the following key considerations
in mind.


Age (at joining the NP, current )



Marital status (Married / unmarried / divorced / widow)



Educational level (middle, Matric, higher education)



Residential status (rented accommodation / self-owned house)



Family circumstances (joint / nuclear family setup)
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Work experience (prior to the NP, working in the NP, induction phase)

Programme managers who had been involved in the NP at the national, provincial or
district level were included to gain information about the context. The perspectives of
these officials provided the necessary backdrop to the variety of changes occurring at
programmatic level over time, which had their impact on the LHWs‟ functioning at
health centres and in the community. These officials were individuals who had firsthand knowledge about the experiences of the LHWs and the NP and were in a
position to comment on the issues being explored in this study. It is pertinent to note
that not all designated seats were filled at the time of study. Furthermore, a careful
selection process ensured that only those individuals participated in the study who had
at least three years of experience and could contribute meaningful information
towards LHWs‟ practices and understandings.

The fact that different tiers of

managerial staff existed was also taken into account, so that the basic philosophy of
maximum variation sampling was not undermined. A variety of NP managers and
staff, including the district coordinator, assistant district coordinator and LHS
deployed in the field for supervising LHWs, were included from the four study areas.
The first tier was the district health team deputed at the district health office; the
views of the district health officer who heads the team as well as those of assistant
district health officers, were sought. Secondly, the health personnel working in public
health facilities, including medical officers, medical assistants and the Lady Health
Visitors comprised respondents from the second tier. Lastly, the vaccinators and field
supervisors were also included as they were working in close contact with LHWs in
health centres and in communities. However, those currently working in some
designated position but without any experience of the NP were excluded. A list of the
various cohorts of LHWs and types of health professionals along with their numbers
is given in Section 3.7.6 on sample size.
3.7.5 Sampling Process
The four union councils of Islamabad Capital Territory were purposely selected as
described earlier. The number of LHWs in the four union councils ranged from twelve
to forty. Out of the 115 LHWs attached to the selected four health centres, twenty
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seven LHWs were selected for interview, keeping in view maximum variation
sampling process, while forty-six were invited to participate in the FGDs. The LHWs
are functionaries of the health department; once I had the lists, I consequently
approached them through the health department for inclusion in the study. I then
sought, and obtained, permission from the district health officer of the Islamabad
Capital Territory to this end. I commenced my study by visiting the office of the
district health officer, where I briefed the district health team about the main purpose
of my study and what it entailed. Following my visits to the district health office, I
visited all four health centres and met the respective individuals in charge, sharing
relevant information with them and apprising their staff about my study and the
related logistics.

In this study, the sampling of the study sites was purposive. Qualitative researchers
have been encouraged to be creative in designing sample strategies that are responsive
to real-life conditions while meeting the information needs of the study; the ultimate
aim is to address the problem identified for research (Coyne, 1997). The LHWs were
recruited from all four health centres, using the maximum variation strategy of
purposeful sampling (Etikan et al., 2016), with a view to locate and include
information-rich individuals from all cohorts. This type of sampling was considered
suitable due to the availability of a broad spectrum of LHWs, requiring a look at all
angles for greater understanding (Etikan et al., 2016).

Due to their social skills and interactive nature, some LHWs were invited to attend
more than one activity, and thus a few LHWs consequently participated both in
interviews and FGDs. Similarly, some LHWs were interviewed more than once to
clarify a certain point or for further elaboration of the issues raised during their initial
interview (Polkinghorne, 2005)..
3.7.6 Sample size
I envisaged a smaller sample size, as more than one method was being employed. I
expected a point of diminishing returns with a much larger sample (Ritchie and
Lewis, 2003). The sample size changed during the course of my study as I followed
an iterative approach. The consideration of sample size in qualitative research is
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guided by reaching data saturation, theoretical saturation, or informational
redundancy (Onwuegbuzie and Leech, 2007). The distribution of the sixty-nine
LHWs across the areas included in the study is given in Table 3.1.
Table 3.1: Details of LHWs and the health facilities

Name

of Type of Area

Union Council

Type of Health Total
Facility

LHWs Included

attached

in

to study

Health Facility

n (%)

1. A

Peri-urban

RHC

37

23 (62)

2. B

Peri-urban

RHC

40

13 (33)

3. C

Rural

BHU

26

21 (81)

4. D

Rural

BHU

12

12 (100)

The numbers of respondent included in this study along with their designations is
given in Table 3.2.

Table 3.2: Details of LHWs working at health facilities
Sr.

Designation of the respondent

Number

No
1

Lady Health Workers (LHW)

69

2

District Health Programme Managers (DHP Managers)

5

3

National Programme Managers (NP Managers)

5

4

Lady Health Supervisor (LHS)

5

5

Health Facility Staff

5

6

Vaccinators

3

Nine respondents were interviewed more than once, either to obtain some
clarification, or when some unanticipated issue arose during the research process that
needed further exploration.
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3.8 Ethical considerations
Ethical clearance for the research project was obtained from Ethical Review Board of
the Queen Margaret University, Edinburgh, UK, after furnishing the prerequisite
information such as the permission from the concerned authorities in Pakistan. The
letter of Ethical Approval is given at Annex 1.
3.8.1 Trust and confidentiality
I was a medical doctor and might be considered a bit too old to be a student
conducting research in a rural community setting. This was challenging, indeed, as it
was not possible for me to conceal my identity as a doctor or my experience. I had to
justify my student status, particularly since a few LHWs who had been part of
external evaluations in the past initially took me for a consultant. Therefore, I had to
give due consideration to the power imbalance between me as a researcher and the
LHWs as participants. I was also slightly apprehensive that they might consider me a
representative of the supervisory hierarchy, and would therefore be cautious when
responding to my questions. I was wary of this concern throughout, and I put in a lot
of effort into building and maintaining rapport with the respondents. I had to spend a
lot of time allaying their fears. I was open to their questions and provided clarification
if necessary as well as emphasising that I was only interested in hearing their stories.
This generated a lot of interest on their part, and as my focus was not on evaluating
their knowledge or skills, this also helped me to play down my medical background. I
refrained from discussing such issues as this might have given the impression that
they were being examined or have distracted them. I had some informal interaction
with LHWs not included in interviews or FGDs as I believed this would allay some of
the LHWs‟ initial fears.

These issues were not confined to LHWs. Other respondents also expressed some
concerns initially. They were more worried about programmatic issues and since my
focus was not on evaluating the NP but on learning about LHWs‟ personal
experiences, this mitigated their concerns. I had expected the LHWs to be challenging
and was surprised that other respondents higher up in the district hierarchy were also a
bit hesitant in the beginning. Almost equal persuasive effort was needed, even where
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the medical background differentials did not exist, because the curiosity about my
student status persisted in many cases. Some LHWs usually spent the first few
minutes justifying their performance and their contribution towards the betterment of
the community. This is by no means unusual, as respondents have been known to
make all kinds of effort to be seen in a positive light. The managers and many health
centre staff followed suit.

Data collection from primarily female respondents (LHWs) by a male researcher in
such a patriarchal setting as Pakistan was also a genuine concern. This did not pose as
great a barrier to gaining access and interviewing female research participants as I had
feared. The LHW are accustomed to encounters with males outside their households
as part of their work and the areas of my inquiry did not infringe upon any local
cultural sensitivity. Continuous reflection and rapport building also helped to mitigate
this barrier, and my age and my status as a medical doctor, moreover, worked in my
favour in this respect.

All the names of the respondents were changed to pseudonyms for reporting purposes.
The data was kept securely, and only I had access to the complete set, with my
supervisors knowing the bits I reported in write-ups. The participants were also
informed through the participant information sheet about how I planned to ensure
both their confidentiality and their anonymity throughout the research process.
3.8.2 Cultural norms and values
I spent about two weeks on the initial reconnaissance. I visited the four union councils
and their health centres and took this opportunity to address the apprehensions and
anxieties of the various actors regarding my subsequent data collection. I
acknowledged and identified my place and presence in the research process as a male
researcher working in a patriarchal context conducting research on a female cadre of
LHWs. I carefully scheduled my data collection so that ample time was spent on
building rapport to reduce potential barriers, including those posed by gender.

To minimise the power differential, I wore the local dress during my field visits for
interviews, instead of the western attire favoured by officials higher up in the
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hierarchy. I made a conscious effort to use Urdu or the local dialect to communicate
with the participants, without using English phrases, which might impeded
communication. I also chose their respective health centre as a convenient and
familiar venue for data collection, and refrained from making direct contact with the
LHWs for recruitment purposes.

I asked the health centre staff to introduce me to the LHWs attached to their facility,
preferably when the latter visited for their routine monthly meeting. I attended these
monthly meetings in the four health centres, since this was the best way to meet all of
the LHWs simultaneously. I informed them about my research project with an
invitation to join. The LHWs showed their willingness to be interviewed in their
health houses, i.e. their homes. As district policy discouraged visits by men to the
houses of LHWs, I did not accept this offer. As mentioned, the fact that I was older,
male, and a medical doctor clearly in a position of authority (both from a patriarchal
as well as a professional perspective) had to be addressed fully so that it did not
impinge on the quality of the data obtained or the willingness of the respondents to
share information.
3.8.3 Obtaining informed consent
Information sheets (Annex 2-7) were developed to introduce the salient features of my
research, and translated, so that the participants read through it before giving their
verbal consent and then signing the consent form (Annex 8-13). These consent forms
were also translated to enhance understanding. The respondents who volunteered to
be included in the project read and signed these forms. In order to break the ice and
allay any fears, I engaged the respondents in conversation before and after the
interviews and FGDs. As expected, I often needed often extra time to clarify the
concerns of respondents and discuss emerging themes with them.

3.9. Data Collection Methods
I conducted both interviews and FGDs as these enabled me to explore the different
“phases” of the LHWs‟ lives. The individual interviews were mainly intended to
probe in-depth into the respondents‟ unique trajectories and career paths. The focus
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was on their life experiences, education, upbringing, and the social context of the
decisions and events that led them to become LHWs. The interviews generated data
that was useful for examining how these women‟s personal and professional identities
were shaped.

As a method that elicits more normative and consensual qualitative data, the FGDs
focused on women‟s shared experience once they become LHWs; this included, for
example, their professional socialisation as a work cadre through training, mentoring,
supervision, field tasks, interaction with each other and with their superiors etc. The
FGDs were particularly useful in generating data that helped address how communityand workplace-based gender dynamics influenced the LHWs‟ working practices.
3.9.1 Interviews
Interviews are one of the most widely used data collection methods in qualitative
research (Sandelowski, 2002, Fern, 1982). These are employed to collect detailed
accounts of the participants‟ thoughts, attitudes, beliefs and knowledge pertaining to a
given phenomenon (DiCicco-Bloom and Crabtree, 2006). The interviews are
therefore suitable for gaining insight into the respondents‟ experiences (Silverman,
1993). It is assumed that the participants‟ statements about their experiences will
reflect their reality if the questions are asked correctly (Morse, 2000) and that
participants are able to answer them. Individual interviews contribute to eliciting indepth data; however, at times the interviewee may withhold information or embellish
if they wish to impress the interviewer (Fielding, 1994) or may volunteer information
even though not asked for it (Padfield and Proctor, 1996).The social structural factors
also influence the course and content of interviews (Manderson et al., 2006).
3.9.2 FGDs
FGDs are an important qualitative data-gathering technique whereby data is collected
through group interaction on a topic determined by the researcher (Hollander, 2004,
Macdonald et al., 1997, Morgan, 1996). Since FGDs rely on interpersonal
communication rather than one-to-one interaction, they can enable the identification
of shared cultural values or group norms (Hughes and Dumont, 1993, Duggleby,
2005, Freeman, 2006).
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FGDs have the advantage of providing each individual with an opportunity to respond
to a question and share his or her experiences and point of view (Kitzinger, 1994),
thereby enabling people to explore and clarify their views in a better manner than in
one-to-one interviews (Kitzinger, 1995). It has been observed, however, that a group
member‟s contribution to an FGD can be influenced by the views of other group
members and the group effect (Carey, 1994, Carey and Smith, 1994). One advantage
of this technique is that it offers valuable data about the extent of consensus and
diversity among the participants (Krueger, 1993). Homogeneous groups are often
considered a relatively safe environment in which to share experiences (Barbour,
2005).
3.9.3 Rationale for choice of methods: Interviews and focus group
discussions
The aim of including FGDs and interviews was not to cross-validate the information,
but rather to illuminate different dimensions of women‟s experience as LHWs. The
two methods were combined for data completeness and not for confirmation, as there
is no implicit hierarchy of evidence, i.e. one method is not better than the other
(Barbour, 1998). The rationale for combining the qualitative research methods is often
for pragmatic reasons, namely having the ability to compare and contrast, and for data
completeness and/or confirmation (Lambert and Loiselle, 2008). The data obtained
through FGDs is different from that elicited during interviews. In individual
interviews, each participant has one-to-one contact with the researcher, and thus there
is no possibility of the other respondents influencing his or her answers or of the
interviewee feeling the need to conform to the group.
Individual interviews also enable a more in-depth understanding of the participants‟
experiences. Unlike interviews, FGDs are limited in their potential for understanding
individual thoughts, feelings and experiences, but are excellent for analysing the
processes of group interaction. These processes stimulate memories, discussion,
debate and disclosure in a way that is less likely in a one-to-one interview. In FGDs,
the participants share views with each other; therefore, the type of information elicited
is diverse.
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Interviews allow more questions to be explored than FGDs, where fewer questions are
discussed and the group co-constructs the meaning of phenomena. As the information
in the FGDs is collaboratively produced, the group process and content around which
this process is organised furnishes evidence at both the intrapersonal and intra-group
level (Breakwell, 2006).

I was cognisant of the fact that individual experience may vary, contrast with, or
conflict with group experience. I consequently expected differences and took these
into account in my analysis. Any inconsistencies were not viewed as weakening the
credibility of the results, but rather as offering opportunities for deeper insight into the
relationship between the inquiry approach and the phenomena under investigation
(Patton, 1999). In this research, these entailed a critical examination of how the
constructs of professional identity and socialisation are enacted (or not) within this
context.
3.9.4 Process of data collection
The field work was undertaken in two phases in 2013 and 2014. The first phase
included the identification and finalisation of the field site and a reconnaissance
overview of the NP, including its formative work. In this phase, I also prepared for the
fieldwork of data collection that was to follow. Two interviews were conducted in a
fifth union council to pre-test the interview guide. The guides for the interviews
(Annex 8) and the FGDs (Annex 9) were translated and fine-tuned based on this
round of data collection and analysis. The first phase informed a review of the
research questions and a further alignment of data collection methods with the
objectives of study. This also provided me with an opportunity to reflect and engage
as a researcher in a more critical and culturally appropriate way in my study area. The
phasing is shown below in Table No. 3.3.
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Table 3.3: Phasing of data collection
Table 1: Phasing of data collection of study
Method

Type of Respondent

# of Interviews
Phase1

Key Informant Interviews

District Health Managers (n=2)

Phase
2

1

1

1

1

Health Facility Staff (n=2)

2

1

LHWs (n=2)

2

2

District Health Managers (n=3)

2

1

3

2

Health Facility Staff (n=5)

2

3

Vaccinators (n=3)

2

1

LHWs (n=25)

13

15

LHWs

3

3

National Programme Managers
(n=2)

In-depth Interviews

National Programme Managers
(n=3)

Focus Group Sessions

The interviews with LHWs were carried out at the health centres to which they were
attached. The FGDs were also carried out in the health facility, as this was generally
considered a neutral place and was favoured by the LHWs. Usually, the room in the
health centres designated for LHW training and monthly meetings was used. It was
ensured that health centre staff and other uninvolved people were not present, and no
one could overhear the discussions. Multiple visits to the same union council were
made for data collection. The managers were interviewed in their offices at their
workplace. The health centre staff and those belonging to the field, including the NP
staff, were interviewed in their offices or in their respective BHU or RHC.
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3.9.5 Data collection topic guides
Interviews were conducted using thematic topic guides prepared separately for
interviews and FGDs (Annex 14-18). I only listed tentative areas of inquiry in the
topic guides with prompts loosely around the subject. However, a list of key themes
was prepared after every interview and FGD, which was used to revise the topic guide
for further data collection. I prepared a list of questions and topics from general to
specific; however, the interviewees were encouraged to express their ideas. This
enriched the information obtained solely through a question guide. I conducted all of
the interviews and facilitated all of the FGDs myself. On average, the duration of the
FGDs was ninety minutes, while the interviews lasted sixty minutes. New
developments during data collection also led to modifications and additions in the
topic guide, e.g. the issue of the regularisation of LHWs, which is discussed in a later
section.
3.9.6 Language and translation issues
I interviewed all the respondents myself. Although I am fluent in Urdu, Punjabi and
Potohari (the local dialect of Punjabi) and let the respondents decide which we spoke,
Urdu was the predominant language of choice. Most of the respondents gave their
interviews in Urdu, with the exception of two. One district health manager preferred
to be interviewed in English, while one LHW opted for the Potohari dialect. All
interviews and FGDs were tape-recorded with the respondents‟ prior written consent
and permission. Despite my experience and medical background, I put in my best
effort to adopt my PhD student identity. My previous community-based experience in
primary healthcare in rural areas was very helpful, as was my training and experience
in using qualitative research methods.

Translation was a key step in the overall research process. The consent forms and
information sheets were translated, taking care not to lose the essence of what was
being conveyed. The interviews were transcribed directly into English, while keeping
some phrases or quotes in the original language. This was a very labour-intensive and
time-consuming task. A few interviews were translated into Urdu, however, and then
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retranslated into English. I used two bilingual individuals to troubleshoot problem
areas in order to improve the rigour of my study.

3.10 Data organisation and management
The data collection was staggered to allow for simultaneous transcription and initial
analysis. I transcribed all of the tape-recorded interviews verbatim as soon as possible
after the event. I listened to the audio recordings to see if they matched with the
transcriptions to ensure accuracy. Indeed, I found listening to the audio files an
invaluable step in the process of analysis for the duration of the study. Not only did I
jot down notes as I listened, this also gave me the opportunity to relive the experience,
which I found immensely beneficial in terms of analysis. I used NVivo Version 10 for
data organisation and management, followed by analysis. I found that, although
manual data analysis has no substitute, NVivo software cut down on the time and
effort needed to retrieve specific sections of the data and also helped link up various
sections. Using it from the start worked to my advantage, as I organised and managed
my data through this software. Having little prior experience of managing a research
project of this magnitude, I found the task daunting to a certain extent.

3.11 Data analysis
Overall, I find it hard to put the activity of “making sense of data” in a timeline.
Looking back, I cannot pinpoint when I started data analysis, for a significant portion
of my thought process was engaged in this activity even while I was collecting data
through the interviews and FGDs. However, I actively started data analysis after I had
printed out the first few interviews transcripts. I had formatted the interviews and the
FGDs in such a way that I could easily read them line by line as well as make my own
remarks and notes in the margins. Along with reading, I also listened to the recordings
of my interviews, listened to them again where and when this was needed at a later
stage. This stage included a close reading of each text, which enabled me to garner an
idea of the emerging themes.
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In terms of research aims and the conceptual framework, I had three main categories:
processional socialisation, practice and identity in addition to contextual factors like
gender. I than uploaded my transcripts as an NVivo Project. I had initially coded these
line by line, manually this led to more than a hundred codes per interview. I analysed
the codes and, based on the similarities, reduced the overlaps and redundancy among
them. This was a long iterative process as I did not want to lose the actual feel of this
data. During the course of my work, I therefore turned to literature to for theoretical
background and to see how others recommended approaching this kind of data. The
conclusion I reached was that there was no single paradigm to answer every question,
no short cut in other words.

Next, I listened to the audiotapes again, and made memo-notes on the printed
transcripts as a way of clarifying my thought process. I found this memo-writing very
helpful in organising my thoughts and making linkages between various themes.
Finally, I settled for broad codes, linking them up with smaller sub-categories. As the
data was collected in two phases, exploring the emerging themes in subsequent
interviews and FGDs also helped alter the topic guide.

Consciously and subconsciously, I found myself employing the constant comparison
method. A pattern started emerging when I compared the themes arising from the
interviews

of

the

health

professionals

with

those

of

the

LHWs.

The

multidimensionality of the data was a striking feature and the way two individuals
saw the same thing from different vantage points made it all the more interesting.

Once my data collection was completed, I further refined my codes and, using the
NVivo, I was able to code and recode and retrieve segments of the text for quotes.
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Table 3.4 Analytic dimensions and attributes of LHWs
Analytic dimensions

1. Context

2. Socialisation

3. Practice

4. Identity

Attributes






































Marital status
Education
Experience
Individual need
Previous employment
Job search
Desire to work in the years prior to joining
SES/Background
Family response
Learning process
Experience of entry in field
Chaperoned during fieldwork
Registration of catchment area
Fieldwork perceived as
Work routine, i.e. scheduling activities
Differences in LHWs
Part of community
Work routine, i.e. scheduling activities
Perceived differences in LHWs
Part of community
Interpersonal communication
Involvement in immunisation
Training perceived as
Trust of women in LHWs
Mode of referral of clients/patients
Linkages with Dais
Nursing skills, i.e. BP, injections and infusions
Distribution of medicine
Feeling like an LHW
Change in self
Affiliation with health facility
Accompanying patients
Affiliation with LHW supervisor
Work for or offer by private health practitioners to
work for them
Confidentiality of clients
Education of children

115

Matrices were developed for the emerging codes for the LHWs by including relevant
text from the transcripts. These helped in analysing the spread of the data and even in
cross comparisons.
Further analysis of these matrices also enabled me to organise the emerging codes.
Along with coding and recoding the data, these matrices gave me better insight into
the data, which led to a more advanced analysis.

3.12 Conclusion
This chapter gives a brief over view of all the methodological aspects involved in the
study, from inception of the research to report writing. A reflexive account of my own
experiences is also given in addition to making all decisions taken transparent. In
addition, I explain my epistemological stance underlying this research. All issues
related to the design, preparation, sampling, data collection and analysis are explained
along with the formalities such as development of consent form and field guides
(Annex 19).
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Chapter IV
The Lady Health Workers in the making

4.1 Introduction
It has almost been a quarter of a century since the introduction of LHWs in Pakistan.
In the beginning, novice women offered their services and joined this new cadre of
health workers. In 1994, following their selection, the first cohort of LHWs was
trained and then deployed in the community. In the coming years, many more women
were inducted into service who subsequently embraced the role of health worker in
their catchment area.

In the first section of this chapter, I will briefly introduce the study area along with a
short description of the contextual factors highlighting the diversity in the LHWs‟
environment. The health workers were working in a patriarchal setup where access of
women and children to health care services was compromised due many factors
including the prevalent gender norms. The LHWs belonged to their communities and
were strategically positioned at the interface of health care system and communities to
improve maternal and child health.

The second section begins with the brief life histories of four LHWs, introducing who
they are as well as how and why they embarked on this path. These narratives reveal
some commonalties and differences among the LHWs, while also depicting the
transformative changes these women experienced after becoming LHWs. The
narratives of these four LHWs have been purposively chosen as a backdrop to this
study to highlight the diversity among the LHWs.

In the third section I will examine the reasons why these women opted to become
LHWs against the prevailing gender norms delineated by the patriarchal society in
Pakistan. An overview of their educational experiences and past aspirations is
presented. The LHWs perspectives on how and why they opted to become a LHW are
also discussed. In the end a brief conclusion sums up the main findings of the chapter.
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4.2 LHWs: The immediate context
The study district comprised of both rural and peri-urban areas. In the latter, there has
been a rapid influx of people from different parts of the country. This has resulted in
densely populated suburban settlements, while villages are still predominantly local,
i.e. residents living on their ancestral landholdings. The rural communities are
relatively homogenous compared to the newly emerging settlements, where the
incoming migrants include many different ethnic groups, e.g. Pashtuns in significant
numbers. These demographic differences in the communities were also reflected in
the distribution of LHWs there. In peri-urban settlements, most of the LHWs were
migrants akin to their catchment population, while in rural areas, almost all were
considered local by the virtue of their birth or family relationships. In peri-urban
areas, LHWs belonged to the most numerous migrant groups in their catchment area.
The LHWs in rural areas, on the other hand, belonged to their village, but were not
necessarily from a numerically dominant group. Within the study area, only two
Pashtun LHWs were working; one was deployed in an area where very few people
shared her ethnicity.

The communities were patriarchal being patrilineal, patrilocal ensuring segregation
and seclusion of females based on religion and tradition. It was mandatory for LHWs
to reside in their catchment area. Almost half of the LHWs included in this study,
especially those working in rural areas, were either local by virtue of being born in the
area or considered as locals due to marriage with local men. Marriage within a family
(mainly to cousins) was fairly common among LHWs. After marriage, many LHWs
joined the extended families of their in-laws. Some LHWs arrived in their current
catchment area from elsewhere, and were not considered local, despite having lived in
their respective communities for a decade or more. Most of the LHWs lived in familyowned houses, with family structures varying between joint families (living with their
in-laws in the same house) and nuclear families (living on their own). However, in the
peri-urban areas only, many lived in rented accommodations. A considerable number
of LHWs reported living in a joint family in the past, but then shifting to independent
nuclear arrangements when they built or purchased a home of their own.
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The majority of LHWs were married, as this marital status was a preferred criterion at
the time of their selection and recruitment. Although there were some widows, their
husbands were alive when they first joined the NP. A few single LHWs, who were
either divorced or unmarried, were also part of this study. The mean age at joining
was 29 years while means current age is 43 years and on average the work experience
as LHWs was 14 years. The LHWs‟ educational levels varied, ranging from the
minimum required level, i.e. middle grade (eight years of schooling) to graduation.
The educational levels of the LHWs included in this study are shown in the following
figure (Fig. 4.1).
Figure 4.1 Educational levels of LHWs included in study5

The LHWs working in the peri-urban areas possessed more education as compared
with those in rural parts. In most cases, the LHWs‟ husbands were educated to the
same level as their wives, sometimes even higher. Salaried jobs in the army,
government and private offices were usually preferred by their husbands. Few had
taken up private jobs such as painters, petty contractors, security supervisors, mason
and drivers. Farming was a rare occupation among these men. Many husbands were
reemployed after retiring from the army as soldiers. The men were breadwinners of
the families as there was a clear division of labour based on gender norms. The
5

Middle 8, Matric 10, FA 12 and BA 14 years schooling.
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women were however, confined to their houses and household related tasks and
primarily involved in unpaid work. Therefore, a husband‟s inability to earn a living
was frequently reported by the LHWs as the primary reason for their becoming
LHWs. The underlying reason for this predicament was ill health of their husbands
due to heart ailments, kidney failure or mental health issues. Although their
socioeconomic background was diverse, the majority of women included in the study
were hard-pressed financially. Nearly all of the married LHWs had children, ranging
from very young to adults, and most of them were studying.
The LHWs‟ homes were designated as “Health Houses” and varied in distance from
their local healthcare facility, ranging from 0.25 kilometers to ten kilometers.
However, on average, the reported travelling time was roughly half an hour on foot.
Most LHWs stated that they were able to cover the houses in their catchment area
through half-hour walks. If they could not, this was due to the population being sparse
and widely scattered, which took a lot longer to cover.

4.3 Introducing LHWs
Twenty four LHWs shared their life experiences with me during the interviews, and
the following four narratives provide insight into who these women were and why
they adopted the role of health worker. By introducing a few select LHWs, I seek to
provide a context for further mapping the life trajectories of LHWs. The LHWs whose
narratives are described below belonged to different areas included in this study.
Three of these women come from rural communities while one belongs to an
emerging peri-urban settlement. All four possess more than twenty years of work
experience, as they joined the initial cohorts of the NP, around the mid 1990s. The
narratives of these LHWs were chosen as they point towards the diversity amongst the
LHWs included in this study.
4.3.1 Mehtab:6 quest for survival
Mehtab (MB), a fifty-two-year-old widow working since 1996, has been a resident of
her catchment area since her marriage in 1990. Having studied till eighth grade, she is
now the sole earner in her family. Her husband died four years ago after a protracted
6

I have given each LHW interviewed a pseudonym.
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mental illness, which had prevented him from continuing his job as a labourer.
Mehtab lives in her own house and owns some farmland. Her catchment area is large
and consists of small hamlets amidst fields and foothills. The nearest main city and
Basic Health Unit (BHU) are twenty-eight kilometers and five kilometers away,
respectively. The catchment population in her area is local and generally illiterate and
poor. There are no healthcare providers in her community. The nearest private health
facilities are about fifteen kilometers from her village, while the public-sector
hospitals are located even further away, about thirty kilometers in the city.

Mehtab became an LHW out of “majboori” [necessity], primarily in order to make
ends meet. She reportedly did not face any difficulties either in the initial training or
subsequently in field. At the outset she was accompanied by her daughters for support
in the field. The latter have no objection to her continuing with the job, but now feel
shy and do not accompany her anymore. Since becoming an LHW, Mehtab has felt a
change in the way she spends her time in the community. She rarely left the house
prior to becoming a LHW, but now she has to venture out frequently as a part of her
job. Over the years, despite starting off as a housewife, she considered herself
different from other women around her.

“There is a huge difference between me and other women in my village; they look
after animals, farms and pursue only house chores while I visit the Health Centre
and all households in my area as part of my work”.

(MB, 52 years, LHW rural, 1996)

Mehtab still needs her supervisor‟s support for the completion of routine tasks like
conducting household visits and filling in patient registers. After putting in a lot of
effort to improve her writing, Mehtab is now able to manage some of her paperwork
alone. Due to her poor writing skills, Mehtab‟s supervisor advised her to get her
daughter who had passed the Matric7 inducted as an LHW in her place; the daughter

7

Certificate for completing ten years of secondary school
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declined the offer as she did not desire such a job unless there was a dire need.
Methab feels her work is “not bad and is good enough”. However, she only continues
her job due to a lack of other means of livelihood. This job not only allows her to
meet her expenses, but has also elevated her standing in the family as a result of her
financial independence.
Mehtab perceives that her community values her services as she distributes medicine
and facilitates mother and child immunizations. She believes that, although she might
be less educated and therefore “less fashionable in terms of dress and getup compared
with other LHWs”, her quality of work is second to none. In her view, there are no
differences between the LHWs due to experience or education. She enjoys a mutually
respectful relationship with her fellow LHWs and the BHU staff. Mehtab is less
educated and her financial needs remain as before she continues to support her family
as a sole bread earner. She however, has not been able to upscale her work skills.
4.3.2 Khalida: A pioneer LHW
Khalida (KA) is a fifty-four-year-old married LHW who joined the pioneer batch in
1995. She attended school in her own catchment area and successfully completed the
Matric. Among her five grown up children, there are two daughters who have
completed master‟s degrees, while her husband is a retired office worker. Her
catchment population is comprised of local residents. The men in her village work in
cities and many serve in the army. In recent years they have increasingly sought work
in nearby government organizations. Local farmlands are being used for crops,
poultry and cattle farming. Khalida‟s home is only half a kilometer away from the
BHU, but thirty kilometers from the city. Her village has good road connections,
however, which allow the residents to commute easily to the city for work and other
needs. There are a couple of informal health practitioners in the area. About fifteen
kilometers away from the village there are numerous private health practitioners,
while in the nearby city, public-sector tertiary healthcare facilities abound.

When Khalida learned about the LHW job vacancy, she was a housewife, confined to
her home. Since she fulfilled the recruitment criteria for the LHW and the work
seemed interesting, she decided to give it a try. In the absence of any other candidate
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from her village, she was easily selected. When Khalida joined the NP, her family
was facing financial hardships. At that juncture, even the initial paltry stipend
mattered to her. Due to her job, the financial burden on her family was reduced, and
the education of her children made possible. She considers herself part of her
community as well as that of Health Centre but still has her doubts regarding the later.
“It often crosses our mind that we are still not a regular part of the health department!
Somehow it‟s a feeling of being taken for granted.”

(KA, 54 years, LHW rural, 1995)

While undergoing the initial training, Khalida dreaded conducting household visits.
She still vividly remembers her anxiety at the commencement of her fieldwork. In the
beginning, people would not allow her to enter their homes. Through the facilitation
of the community members, however, she ultimately gained entry into these
households. She joined the NP after gaining permission from her husband, who had
initially encouraged her to apply for the job. Once she commenced her fieldwork,
however, he showed serious concern regarding her household visits. However, over
the years, his opposition receded. For the first few years, she used to take her young
sons along.

Over time, Khalida has motivated the members of her community to look after their
health through raising awareness. She also provides health services to women in their
homes, including the distribution of contraceptives and medicine. She now holds a
good mukam [standing] in her community, and is given a lot of izzat [respect], since
her community believes she works for its well-being.
4.3.3 Sughra: LHW with an ambition
Sughra (SU) is forty-one years old and married. She has been working as a LHW
since 1996. Her hometown is three hours‟ drive from her current catchment area,
where she studied till grade ten as a regular student and later finished her bachelor‟s
degree as a distance learning candidate. Before this job, she also taught in a school for
two years in her village, and later in the neighbouring city. Her husband previously
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worked as a mason, but is now a telephone operator. She has three young children,
who are enrolled in school. She lives in a peri-urban area gradually transforming into
an emerging town about fifteen kilometers from the main city. Due to its close
proximity, Sughra‟s community benefits from the city‟s roads and other basic
infrastructure. The community is a mix of old inhabitants and new residents, most of
whom possess low socioeconomic status. Her catchment area is about four kilometers
from the Rural Health Centre (RHC). There are many formal and informal private
healthcare providers and hospitals in the area, and numerous secondary and tertiary
healthcare facilities in the nearby city.

Sughra was introduced to the NP by her sister, whose private school was visited by an
LHW inviting women to join. Being unmarried, Sughra‟s sister was not eligible and
she referred Sughra for this job. The LHW‟s job required permanent residence in the
area, so Sughra moved from her husband‟s house in the neighbouring city to her
mother‟s home, a decision opposed by her husband. Now she is permanently settled in
her newly constructed house built on land gifted by her mother. When Sughra joined
the training, her son was only one month old. She had a dire financial majboori
[need], which led her to pursue this job. Despite facing a lot of problems initially, she
managed to continue as an LHW due to the support extended by her parents and
sisters. She feels that, even in the beginning, she was too committed to her work and
prioritized it over and above everything else, including looking after her own children.

At the outset, Sughra took her sister along for field visits as she was afraid and did not
know the people. Her sister, on the other hand, was well-known by virtue of being a
teacher in the local school. At the beginning, people either would not open the door or
made enquiries, asking Sughra who she was, how long she had been working and
where she came from. They suspected her of being from the family planning
department. It took her months to get accepted by the community and she recalls it as
a daunting task.
Sughra‟s financial situation has improved considerably, along with her freedom to
spend the money she earns. She has no mohtaji [dependence] on others; nobody asks
how she spends her earnings, and she is also in a position to give loans. She pays her
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children‟s fees as well as all of her household expenses. Her husband willingly gives
her the money that he earns along with the freedom to use it as she pleases.
She still works within the ambit of her assigned tasks and avoids activities that are not
in her purview.

“The truth is I do not have interest in giving injections. I am afraid and
moreover, we do not have permission for this. This is not a mandatory task but
if I am ordered strictly I will give injections. This does not mean I do not know
how to give injections as in the recent measles campaign I immunized about
400 children”.
(SU, 41 years, LHW peri-urban, 1996)

After becoming an LHW, she feels she has mastered the art of speaking and
developed more shaur [awareness]. Now, regardless of the situation, she can speak
confidently and convey all types of health messages.

4.3.4 Nasreen: Mastering life and work skills
Nasreen (NA) has been an LHW for the last twenty years. Nasreen‟s village is an old
rural settlement surrounded by agricultural fields, thirty-five kilometers from the city
but well connected to it through a good road link. The residents are mostly local and
poor, with the majority of men serving in or having retired from the rank and file of
the army. The BHU is only four kilometers away from Nasreen‟s catchment area.
There are a couple of informal health practitioners near her village, and over the years
she has maintained a working relationship with them. There are numerous privatesector health facilities about ten kilometers away, while the public-sector hospitals are
located in the nearby city.

Nasreen is now fifty-one, married and a mother of five grown-up children. She was
born and brought up in an area about five to six hours drive away from her current
catchment area, where she arrived after marriage. In her school life, Nasreen was part
of her school‟s debating team. She passed eighth grade, but could not successfully

125

complete her Matric examination. However, all five of her children have done well in
their studies; the older three have completed university degrees. Her husband has now
retired from the army and she lives with him, her children and her mother-in-law.
Becoming an LHW has positively influenced her relationship with her mother-in-law,
who is now full of praise for Nasreen‟s work as an LHW and for the way she has
raised her children.

Arriving as a young bride in her husband‟s village was a major event in Nasreen‟s
life. At the young age of twenty, she could not comprehend the local dialect or
culture. In her paternal home, Purdah was observed and Nasreen‟s only visits outside
were those to school. When Nasreen arrived in her husband‟s village, her mother-inlaw tasked her with outside household chores, which posed a problem for her. Here,
the village women rarely used the veil, and Nasreen stood out because she wore a
burka8. Finally, she decided to forego the burka, several years before becoming an
LHW.

When applying for the job in response to the newspaper advertisement, Nasreen was
not aware of the true nature of the job except that it was health related. At that stage,
the main impetus behind her application was to earn money, although some element
of helping women was also at the back of her mind. She regarded her experience of
initial training beneficial as this considerably increased her knowledge. When
Nasreen commenced her work in 1996, she was assigned to two villages, her own and
another adjoining hamlet where the position of LHW was vacant. She feels she was
successful in her efforts in both these villages.

Nasreen believes that being an LHW gives meaning to her life. She has always
worked with conviction, and the stipend has helped her meet her financial needs. Her
family was undergoing a financial crisis in the mid 1990s, and she gained a lot of izzat
[respect] and self-reliance from her earnings. Educating her children was a priority for
her, so a major portion of her stipend was taken up by their educational expenses.
8

An enveloping outer garment worn by women in Islamic countries to cover their body and face
in public.
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Now her son is working overseas as an engineer and earning a good salary; he has
consequently advised Nasreen to quit her job as an LHW. She is not interested in
leaving her job, however, as her earnings were crucial in times of familial need. She
does recognize, though that the stipend she receives is not commensurate with her
efforts.

Her existing work-life amalgam suits her as she conducts field visits along with
pursuing her household chores. Nasreen‟s work also enables her to fulfil her social
responsibilities as a member of her community. In 1998, she was honoured with the
best LHW award in the district. In recognition of her skills, she was also offered a job
by a private practitioner in a hospital, but she declined the offer. Nasreen feels that
over the years she has developed professionally and expects other LHWs to be able to
perform basic nursing tasks like her. She considers LHWs the backbone of their
communities.
If you ask me LHWs are a superpower in their communities‟ sehat keh
hawalaeh seh [from a health point of view].
(NA, 51, LHW rural, 1996)
As described above, the positioning of LHWs in terms of their origin, upbringing and
personal circumstances has influence on why and how they adopt the role of health
worker. These narratives furnish an insight into LHWs‟ perspectives on their social
pathways and transformation into health workers, which, in turn, provide context for a

broader picture of the personal and professional trajectories of LHWs. In the last two
decades, LHWs have undergone transformative changes in their personal selves,
which have had a spill over effect on their families and households. The preceding
four narratives introduced the LHWs as individuals rather than merely as health
functionaries. All the women were facing financial problems when they joined the
NP. They benefited from their earnings, which enabled them to improve their
socioeconomic condition and standing in their communities. The initial challenges
they confronted were surmounted through personal change and agency, the extent of
which varied from one LHW to another. Becoming LHWs was an unexpected „once
in a lifetime‟ opportunity for most of these women as, most of them had never dreamt
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of adopting such a role in their life. The socialization of these women as health
workers brought about changes in them which subsequently led to development of
their identity. This transformative process occurred within a patriarchal environment
and suggests a sense of agency of the LHWs or what feminists have called the power
within.

4.4 Education and early career aspirations of LHWs
All the LHWs involved in the study attended public schools in their home towns, a
majority for ten years, i.e. Matric. A few could not pass the Matric examinations and
therefore only possessed middle standard certificates. Only three LHWs continued
their education to graduation. Some attended schools in large cities like Islamabad,
Karachi and Rawalpindi, but most of the LHWs pursued their schooling in small
towns and villages. Some LHWs spoke of the difficulties and problems they faced in
order to pursue their education, as they belonged to households or communities where
educating girls was not considered a priority as women were considered only as
homemakers due to prevailing gender norms. This decision lied with the family who
were more inclined to marry the girls as early as possible according to the societal
norms. Therefore, in areas where LHWs were introduced, households laid less
emphasis on the education of their girls expecting their primary job to contribute
towards household work and therefore many could not pursue their education
properly.

The village is still mostly illiterate, but in our childhood, it was even worse
and more so for the education of girls. I wanted to become a doctor, but no
one paid any attention, I ended up with an arts education, that too due to my
own efforts. My parents also did not show any interest in my education. I used
to help with household chores and my mother used to keep me away from
school whenever there were things to be done.
(RS, 35, LHW rural, 2009)
There was reluctance on part of parents to send their girls to school, especially where
girls and boys studied together as segregation of sexes was high on the social agenda.
In rural areas and urban poor most of the girls were not allowed to continue education
after middle standard or Matric. Their marriage was arranged and girls did not have
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any other option as this strategic decision was taken by the parents and their families
on their behalf. This was also true in case of most of the women joining as LHWs. A
LHW faced these challenges while pursuing her studies, but was still able to complete
the Matric by chance and against all odds.

In my village, both girls and boys studied together in the same primary school.
There is only a boy‟s secondary school in the area, therefore; most of the girls
leave education after primary schooling. I was the youngest of six siblings; my
brother went to school while sisters didn‟t. My father was reluctant to send me
to a mixed primary school. My opportunity came when I left my parents‟ house
to live with my eldest sister in another village as she needed a helping hand
during her pregnancy. I completed primary schooling in her village with good
marks. I was able to complete the Matric while staying with my sister, being
the first girl in my village to do so. My elder brother forced my parents to cut
my education short and soon thereafter, I was married!
(SH, 38, LHW peri-urban, 2007)
Many of the LHWs interviewed recollected their desires and expectations while
studying at school. Several had to quit their education soon after completing the
Matric in order to get married and start a new life according to the prevailing norms.
However, many LHWs shared their original desire to become teachers and a few even
completed a Primary Teachers Course (PTC), while there were others who wanted to
do the same, but could not due to their early marriage and subsequent domestic
responsibilities. The marriage arrangements being patrilocal the girls after marriage
moved to their husband‟s house and this was a turning point in their lives. They could
not continue their education and became busy in the household chores and other
social responsibilities. Even if the parents wanted their daughters to continue their
education, countering the prevalent peer pressure was difficult. A few had high
expectations, but as described below family conditions impinged upon these.
I completed the Matric at the boy‟s secondary school in my area. At that time
my wish was to work as a teacher. It is a thing of nasib [fate] that my wish was
not fulfilled. Many families came with rishta [marriage proposals] for me;
however; my mother told them that she would only marry me after I completed
twelfth grade, followed by a PTC from Allama Iqbal Open University
(distance learning). “After my daughter becomes a teacher I will marry her”.
I was engaged after larie jaghra [fighting] in the family, and got married as my
in-laws pressed hard for marriage. Unfortunately, I could not pursue a PTC

129

course due to domestic responsibilities as my old mother-in-law could not
manage the house.
(SP, 38, LHW rural, 1999)
While most of the LHWs thought about teaching as a career, there were a few who
wanted to become doctors or nurses. LHW Sughra even joined high school for this
purpose, but could not make it. However, she continued to study and completed her
bachelor‟s degree through her persistence.

One of the LHWs wanted to become a nurse as her mother was a midwife, but she
was married soon after her Matric. Many others were also interested in pursuing
medical education, but had to give up on the idea due to the social and financial
circumstances in their family. A couple of them undertook a teacher‟s training course
instead and even taught in private schools. Several LHWs, including Mehtab, Khalida
and Nasreen, were only concerned with studying while attending school and did not
have any expectations beyond that. Three of the LHWs interviewed had been running
adult literacy centers while staying in their homes, funded by a government initiative,
prior to joining the NP as LHWs. The main driver among these women was pursuing
a career as a teacher, the latter being a socially acceptable profession in their
communities and within the acceptable gender norms.

In case of most of the LHWs their parents decided on their strategic life choices. This
meant their education was discontinued after high school and they were married soon
after. These decisions were primarily based on the prevailing gender norms of gender
segregation, restrictions on mobility of women and gendered division of labour.
Furthermore, women‟s honour and place was considered in their homes rather than
outside. The LHWs incidentally came across another strategic choice in their life after
their marriage i.e. opportunity to join as an LHW. At this juncture the power to decide
transferred from their parents mainly to their husbands. Nonetheless, they joined as
LHWs however, this being a new and unique undertaking as an anticipatory
socialisation phase was missing when compared with other professions.
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4.5 Looking for job seekers?
There were no community-based health workers when the initial cohorts of LHWs
were introduced in the mid-1990s. Advertisements for recruiting LHWs were run in
local newspapers to inform the public of this new opportunity and to invite
applications from prospective candidates. The response was poor, as women did not
come forward in large numbers. Therefore, the staff of existing healthcare facilities
took it upon themselves to persuade local communities to help recruit health workers.
They were successful in their endeavours to some extent, as, despite initial hesitation,
some pioneer women accepted the challenge. Even when the second phase was
launched in 1996, the true nature of the LHW job was still unclear. LHWs belonging
to the first cohort had been deployed in the field, but this cadre was small in number
and not yet on firm footings or visible on the scene.

In the beginning, many women approached the health facility after hearing about the
LHW opportunity through word of mouth or through the official advertisements in
newspapers. As Mehtab recalls, she was already looking for a job due to financial
problems as her husband was mentally ill. She had only eight years of schooling and
was desperate for employment to meet the subsistence needs of her family.

I came to know through hearsay that the health centre was recruiting women.
I went to the BHU and inquired about the job. They said if I wanted to get this
job I should apply. I filed my application and fortunately was selected.
(MB, 52, LHW rural, 1996)
Nasreen learned about the job from the newspaper, while Khalida and Sughra‟s
source of information was their near relatives, i.e. husband and sister respectively.
Another woman was proactively looking for a teaching job and her search
accidentally culminated in her becoming an LHW, despite belonging to a very
conservative household.

I was confined to my house as a lot of attention was given to purdah in my
family. I never used to visit other houses. Actually, I wanted to join an adult
education school as I was lonely at home. My husband took me to the Union
Council office and inquired about teaching jobs in schools. They instead
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referred us to the health centre, where we were told that they did not offer
adult education but did need an LHW from my community. My husband gave
permission so I joined this job.
(SM, LHW rural, 2003)
As time passed and the position of LHW became more established, women began to
purposively seek opportunities to work as LHWs, as the job seemed like an attractive
opening for women who wanted to work near their homes. Many of the women in the
later cohorts of LHWs fall into this category. Many of them had been in contact with
the health centre or other LHWs prior to joining the NP as health workers. One
woman had applied thrice for the job of LHW in her native village without success.
She was ultimately selected as an LHW in this district after waiting for almost three
years. Another woman‟s relative was already an LHW, and she followed up with her
contact for a potential vacancy for quite some time.

When unmarried I taught in a school for seven years. I got married to my
cousin and moved to his village. There, I had an urge to do something and
wanted to escape the monotony. I sold my jewellery, bought land and built a
house here. I taught for two years, but was desperately looking for alternate
work. One of my relative was an LHW, I frequently asked her to inform me
when there was a vacancy. Before my marriage I thought this is Dai‟s [TBA‟s]
work and thus did not hold a good impression.
(AI, 36, LHW peri-urban, 2007)
When the NP was launched, the minimum educational requirement for selection of an
LHW was middle standard, i.e. eight years of schooling. This criterion remained
unchanged during the subsequent phases of LHWs. With the passage of time,
however, more educated women became interested in becoming LHWs. There were
even a few women with fourteen years of education who were working in the field as
an LHW.

Initially, some of the LHWs quit as health workers to become teachers, but in later
cohorts, many shifted from teaching in the private sector to the role of health worker.
Thus many women who joined as LHWs in later phases were employed as teachers in
private schools before joining the NP and possessed prior teaching experience. These
women quit teaching because of the working conditions in schools. Compared with
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their current job as a LHW, school teaching involved less remuneration and less
flexibility in working hours. Some women also quit teaching due to their personal
circumstances, e.g. one woman made the switch to LHW because she needed flexible
working hours to be able to look after a disabled relative.

Among the later cohorts, the LHWs themselves influenced and encouraged their
acquaintances to join the NP. Inspired by one of her relatives who worked as an
LHW, a woman took up her place when the former moved from her area. Many
women had previously lived in the catchment areas of other LHWs, and had met the
LHWs in their neighbourhood before they joined as a LHW. This contact, although
cursory, was enough to influence these women to join the NP. In other instances,
LHWs spotted eligible women in their community and informed or encouraged them
to become LHWs.

One woman who had just completed school in 1998 and joined the NP thereafter was
influenced by one of her relatives to become an LHW in order to overcome the need
for a chaperone.
My husband‟s aunt lives in an adjoining village and wanted to join as an
LHW, but she was not allowed to work alone. She asked me to join as a health
worker as there was a vacancy in my area. That would mean she would also
get permission to work as an LHW; that is exactly what happened!
(SZ, 36, LHW rural, 1999)
There were different sources of information for women who were interested in
becoming LHWs. These changed overtime from a more arbitrary one in initial cohorts
to interaction with the LHWs already working in their communities. The LHWs in the
latter phases were well aware of the strategic choice of becoming a LHW as the cadre
was already working in their neighbourhoods. The household members of potential
LHWs also had better idea about the roles and responsibilities of the CHWs as they
came across them in their communities.
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4.6 Why join as a health worker?
The primary responsibility of the women in the study area was domestic work. Men
were the sole breadwinners in the household and ventured outside to work, while
women were mostly confined to their homes. In addition, women in rural areas used
to lend a helping hand in the fields and in caring for the animals. Needy women living
in peri-urban areas sometimes worked as domestic help locally or in nearby cities. A
few taught in local public schools; however, the majority of the teachers came from
outside the district. Having acquired an education, women took up teaching as an
interim career while waiting to get married, with no intention of continuing with this
profession. Within this context, joining the NP and serving as LHWs outside their
homes represented a huge change and transition in the lives of these women.

Initially, health managers and health centre staff faced difficulties in recruiting LHWs
from highly patriarchal communities. The communities were reluctant to commit to
this service, despite the presence of a large pool of potential candidates as the whole
concept was in sharp contrast to the gender norms. In the communities there was
separation of men and women into almost mutually exclusive arenas of social
interaction. A rigid gender based divisions of labour existed and mobility of women
outside their homes was quite restricted. After a concerted effort by health centre staff
and managers, women were gradually convinced to join, to be selected and trained as
LHWs. While reflecting on their life trajectories, it is important to understand why
women chose this role in the first place. The introduction of LHWs into communities
where women seldom pursued paid work was an innovative undertaking. In the
mid1990s, women who fulfilled the eligibility criteria and were willing to work as
LHWs were not aware of any such precedent, either in their own community or in the
areas around them.

There were many reasons why women chose to become LHWs. The three foremost
reasons that emerged from their narratives included majboori, an Urdu term
commonly used to refer to a state of necessity, constraint, compulsion and
helplessness usually beyond an individual‟s control. Another somewhat contrasting
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term LHWs used consistently in their narratives was shauk, which means interest in
something that is within one‟s own ambit. The third reason cited was khidmat,
meaning „to serve and contribute‟.

When women joined the NP in its initial phases, they did not know what they were
opting for, while those in later phases had already observed LHWs working in their
community. The latter were therefore in a better position to decide whether or not to
become health workers. The LHWs who joined in later cohorts were consequently
more explicit regarding their reasons for deciding to become an LHW i.e. mainly as a
source of income.
4.6.1 Majboori
The foremost reason cited by women underlying their decision to become an LHW
was financial need, which they described as their majboori. A pioneer LHW summed
up the issue as follows:

I believe no one ventures out of their house in the absence of majboori. Of
course there are other reasons, but majboori always takes priority, doesn‟t it?
It is majboori that makes people go out and look for work.
(FA, 52, LHW peri-urban, 1995)
Mehtab direly needed money for food because of her husband‟s unemployment due to
ill health, and she was desperately looking for a job while living in a remote rural
village in the mid1990s. Mehtab confided that she is still working for the same reason.
She continues to do it solely because of her persisting necessity. Many other LHWs
were similarly facing severe financial difficulties and needed a means of earning to
sustain their families. In the absence of any social support systems, the LHW job was
their lifeline. One LHW joined when she was a very young girl still studying in
school. As an orphan, she had no other source of income and was, moreover; looking
after her siblings.

RA: I was studying in ninth grade when I joined as a LHW because of majboori.
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AW: Both her parents had died and she had to take care of her young brothers and sisters and
that is why she started, and later on got married so she found a means of livelihood as an
LHW.

(FGD, LHWs rural)
In the initial phases of the NP, majboori was cited as a major factor in a woman‟s
decision to become an LHW. However, many women who recently joined as LHWs
also reported being driven by poverty due to their husbands‟ joblessness or sickness.
This income lent a much needed helping hand in their household expenses. Given the
patriarchal nature of Pakistani society, it was especially helpful in cases of where the
sole male breadwinner of the family suffered ill health.

My husband was suffering from TB. I did not have many options due to a lack
of formal education. As soon as I came to know LHWs were being recruited, I
offered my services as an LHW.
(SK, 41, LHW peri-urban 1998)
Another woman quit her teaching job to look after her sister-in-law and joined the NP
as an LHW as her husband was unemployed.

I was needy and wanted to pursue some work, alongside of which I would be
able to look after my disabled sister-in-law. I also needed money as my
husband was not working. I thought (to myself), “Why I should not join as an
LHW”.
(TM, 40, LHW rural, 2009)
A few women were facing financial hardship as their husbands could not find work
and thus they decided to become LHWs. They also explored a variety of other options
to raise money to meet their household expenses.

I joined as an LHW due to necessity. I direly needed financial support as my
husband was unemployed. I was facing major financial difficulties at that
time. I was looking for additional sources of income and therefore, I kept
chickens, followed by goats, somehow I managed my household and even
worked in a surgeon‟s private clinic.
(RY, 37, LHW peri-rural, 1998)
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In case of LHWs who had only completed the middle-grade standard of school,
finding a job was next to impossible. Therefore, they gladly availed themselves of this
opportunity. An LHW who joined in the last cohort in 2009 candidly expressed her
majboori as her reason for signing up.
The reasons behind becoming an LHW were my family problems. I had little
education and numerous domestic problems bus ghurbaht thee [there was
abject poverty] …..[Sigh…..] These days this is the thing!
(MR, 28, LHW rural, 2009)
For many LHWs, their existing household earnings were insufficient and their stipend
supplemented other sources of income available to meet their household expenses.
Women joining the NP needed funds not only for these expenses, but also for their
children‟s education. Although the stipend was minimal, these women still considered
it sufficient enough to join and serve as LHWs because of their prevailing
circumstances. The LHW‟s job appeared attractive to many needy women who
otherwise could not have gotten a position traditionally open to women in the study
area, e.g. teaching, as this required higher educational credentials. Similar to others,
Sughra also became an LHW out of majboori. According to her, the conditions were
such that she had to get a job, otherwise guzara [sustenance] was difficult, even
though she was already teaching in a private school before she became an LHW.
Another young LHW working in a rural area joined the NP because she anticipated
financial issues in her husband‟s home after her marriage due to his unemployment.

The underlying reason for the decision to join the NP differed amongst many LHWs
whose husbands were self-employed or working in offices. In such households, with
dual sources of earning, the LHW stipend contributed towards the household
expenses. In the case of Nasreen and Khalida, their husbands were salaried
employees. However, their incomes were not sufficient to fund their children‟s
educational expenses. This was also true of other LHWs who, despite their dire
circumstances, were keen to provide their children with a good education and
therefore worked in private clinics to supplement their income to be able to do this.
The following quote depicts how the motivation for children‟s education drew women
like Khalida towards this job.
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I thought the financial problems we were facing would lessen. Although the
monthly stipend was only 1200 rupees at that time, even that mattered. The
burden on our shoulders was lightened a bit as the expenses for school fees
and books for our children had always been difficult to meet.
(KA, 54, LHW rural, 1995)

The financial need was the single most important factor why women decided and
were allowed to join as LHWs. This also mellowed down the reservations of their
families to conform to the deeply entrenched gender norms of their communities
which were in sharp contrast to the NP requirements of their health workers.
4.6.2 Khidmat: Serving the community,
As described earlier, the major impetus for deciding to join the NP as LHWs was
women‟s financial need. Another key influence that played a role in this decision was
the desire to serve their community. Different motivations were cited by the
respondents, such as jazba (enthusiasm or passion to serve) or khidmat (serving). A
general concern for their community was another strong motivation behind these
women‟s decision, and many were influenced by problems related to the lack of
available health services in their community. In addition to the health facilities being
inaccessible and underutilized, community awareness regarding health problems was
also perceived as low by the LHWs. The views of one LHW who joined in 1998
illustrate this line of thinking.

I observed there were many problems, like children in my village were not
getting vaccinated by the parents. Some people in the village possess jazba
[enthusiasm] to bring about a change. I thought I could do something for my
village. My education was to Matric level and after giving it a good thought, I
joined as an LHW.
(FB, 47, LHW rural, 1998)
The women in the study area were often unable to access health services due to
gender-related issues. Some of them attributed their motivation and decision to join as
LHWs to their own life experiences. Some women, for example, had personally faced
barriers to accessing family planning and MCH services. As one said:
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The women in my village faced problems, especially in birth spacing
injections. I used to visit for family planning injections, accompanied by my
mother. We had to go to a far-off place, and it was really difficult. Few women
could go that far, but there were many who could not even get out of their
homes. That is why I decided to become an LHW, as I had personally faced
these problems.
(RS, 36, LHW rural, 2009)
Accessing health services for pregnant women and for children needing
immunizations posed a lot of problems that many women personally experienced. The
desire to alleviate these problems in the community motivated many women among
the group to offer their services as LHWs. The actual physical difficulty of reaching
distant healthcare facilities was not the only motivation for joining, however. Many of
these women were also driven by a desire to overcome the social and gender-related
barriers that blocked them and others from accessing health services.

I became an LHW because women often face numerous difficulties. There have
been times when I had no support and did not know what to do or where to get
support. There are so many women who cannot go to hospital, as they live far
away from the health centre. They are not sure if they will be helped by their
husband, or parents-in-law, and they cannot even voice their needs. I joined
so that I can listen to them and help them.
(SH, 38, LHW peri-urban, 2009)
The women joined as LHWs to serve their communities and alleviate the sufferings of
their fellow women. The reasons cited by LHWs were based in the way the
communities were structured around the gender norms which delineated what was
acceptable or not for the women.

4.6.3 Shauk: The interest to do something
Some of the LHWs cited shauk, which means “the interest to do something”, as their
main reason for joining. Often shauk was translated as an eagerness and desire to
serve people. Said one woman:
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I joined due to shauk. I had shauk to do some work in my area, especially
welfare work, so that I could meet people and make a meaningful connection
with them. I still work with shauk.
(GB, 34, LHW rural, 2009)
This feeling also helped women to overcome the resistance they faced from influential
family members about their decision to join the NP as LHWs. As one LHW said, it
was her interest that enabled her to overcome her brothers‟ opposition.

I started with my shauk, and no one in my family approved. Rather, my
brothers were totally against this, but I stuck with my shauk. I told them, “My
husband is giving permission. I used to be your responsibility, but now I am
his [my husband‟s]” and I joined as an LHW. My shauk is still there even
today, even though I myself have aged considerably.
(AW, 41, LHW rural, 2009)
In many cases, it was majboori coupled with shauk that motivated women to become
LHWs. One woman, who belonged to the pioneer cohort of LHWs, said:

I had shauk, and personal financial needs were also there. I had always
thought for a long time that somehow I could do this type of work, but I did not
have the resources. When the NP was introduced in 1995, I applied feeling, I
can do something. I started and my interest grew and I worked wholeheartedly
for my own satisfaction.
(PA, 55, LHW peri-urban, 1995)
Many LHWs developed an interest in their job even before they joined the NP as
health workers. Although Khalida joined out of majboori, she quickly became
interested in learning more about the job that would enable her to contribute to her
community. For many LHWs, it took some time to develop shauk, as this was not the
primary motivation at the time of their induction. Regardless of their initial
motivation, however, many LHWs developed an interest in their work with the
passage of time. Some started out of need, but continued afterwards, despite changes
in their situation, because of shauk.

First it was majboori, and now I have shauk. I was studying in the school and
was unmarried for the initial three years of my job. Being unmarried, people
did not trust me. Going to the households on my own was an issue and I
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hesitated to give advice. After my marriage, I developed shauk. I do not feel
the majboori anymore, unlike in the past, when I was supporting my younger
siblings and was also reluctant to visit houses.
(RA, 37, LHW rural, 1998)
There were many reasons for joining and working as LHWs in the communities. The
division of labour in the communities where LHWs are working is based on the
patriarchal gender norms. The men are the breadwinners while the women are
confined to their homes and mostly involved in unpaid work. The prevailing norms
relating to women‟s mobility are closely linked to notions of segregation and honour
culminating in seclusion of women. In these circumstances as we have seen, majboori
was the primary factor in the LHWs‟ decision to join the NP. Other factors, such as
shauk, jazba and khidmat, also emerged as secondary reasons in the LHWs‟
narratives. These might be retrospective afterthoughts and explanations to justify or
rationalize their decision based on their lived experiences following their socialization
and work practices.

4.7 Conclusion
The first cohort of LHWs was trained and deployed in the district in 1995. Initially the
introduction of an exclusive cadre of female health workers was a huge challenge.
However, overtime several cohorts were recruited in the district the last batch being
inducted in year 2009. The patriarchal context and poor socio-economical conditions
in the rural and peri-urban communities was the immediate context of the lay women
who adopted the role of LHWs. There was a strict set of gender norms and values in
place in their households and within the communities. The hallmark being the
restrictions placed on women in terms of their mobility and segregation. Overcoming
these potential barriers and creating a niche for themselves in the health system was
therefore, a formidable challenge.

In the prevailing circumstances, most of the LHWs were denied strategic life choices
decisions such as of continuing education or getting married. In view of the gendered
division of labour the option or choice of working outside their homes did not arise.
The priority was on early girl marriages and the girls did not have a say in this
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decision making. Similarly their educational endeavours were brought to a standstill
resulting in discontinuation of their education. Although many of the LHWs aspired
to pursue a career in teaching, they had to quit education and adopt a role of
homemaker due to an early marriage.

In the existing patriarchal setup suddenly, NP provided an opportunity these women
never imagined would come in their way. Some households of the LHWs were able to
take a strategic life decision in the LHWs favour despite the multifarious gender
based barriers such as a defined role of women only as homemakers, seclusion,
segregation and restrains on female mobility in the community. In nutshell women
were supposed to be confined and protected within their homes therefore; it was a
very bold decision on part of the LHWs and their households. Almost all the LHWs
prior to joining as health workers were housewives confined to household tasks.
Many who joined in the initial cohorts in mid 1990s are still working. Joining as
LHWs was therefore, a huge departure from their prior roles and expectations as
housewives. The first transition event in life of these women was their decision to join
as an LHW. Surprisingly this was primarily their own decision as none of the LHWs
included in the study alluded to the duress of their household to opt for this job. In
fact there was a significant resistance in the households regarding women‟s decision
to join as health workers. The concurrence of the male head of households was
mandatory for joining as a LHW as delineated by the NP policy in view of patriarchal
nature of the society.

The strategic decision to become an LHW rather than remain confined to home was
one of the major transitions in their lives, more so for the pioneer batches of LHWs,
who had no clue about their intended roles or responsibilities. In later cohorts some of
the LHWs were already looking for work or were working mainly as teachers prior to
becoming a LHW. These women could observe LHWs working in communities. In
the initial phases many women trained as LHWs quitted this job to become teachers
however, after year 2000 there was a reversal in this trend.

The LHWs have undergone major changes over the years and transformed into bona
fide health workers in their communities. The change in women as a result of their
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experiences after becoming an LHW was evident in their narratives. The LHWs
reported a change over time although the degree of change varied from individual to
individual. They often alluded to a transformative change in themselves over time.
However, a diversity of experiences was evident between the LHWs as illustrated in
the four narratives presented earlier in the chapter. The variations amongst the LHWs
can be attributed to their personal attributes, surrounding context within which the
LHWs work and socialise. These factors ultimately also contribute in development of
their identity as health workers.

There were differences in the socialisation process of various LHWs in terms of their
education, financial needs and level of difficulties in work practice i.e. need of
chaperoning and degree of involvement in their work. These attributes also played a
role in their skills development and further transformation as health workers. There
were those who joined and exhibited profound changes while others changed to a
lesser extent. This difference is also reflected in the difference in their life trajectories
of LHWs. With the passage of time, this cadre has evolved into a non-homogenous
group. As illustrated by their life histories, there is no typical or stereotype LHW who
represents her entire cadre.

The main impetus and motivation for women moving from hearth to health centre was
primarily their financial need, which was explicitly expressed by most of the LHWs.
The term “Majboori” i.e. financial need was cited by the LHWs as a major reason for
becoming a LHW. There were other explanations also such as Shauk (desire to do
something) and Jazba (enthusiasm) and Khidmat (desire to serve) but the overriding
factor still remained their financial needs. This was being the foremost reason behind
the health workers family‟s decision to allow them to join as LHWs. Their families
even decided against the prevailing norms to allow the women to join as LHWs
because of their financial constraints. Some LHWs however, also developed a sense
of service, enthusiasm and interest gradually overtime as shown below (Fig. 4.2).
Although the needs of LHWs have also changed, these still persist, albeit in a
different manner and most of the LHWs remained in their job and did not quit
because of the financial implications.
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Figure 4.2 Reasons to join as LHWs

The next chapter details an overview of historical aspects of NP especially the
evolution of the NP, the training procedure of the LHWs and changes in the health
system especially in the health centres subsequent to introduction of LHWs.
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Chapter V
Historical context and perspectives
5.1 Introduction
In Pakistan, LHWs the new cadre of female health workers was introduced in 1994.
The primary objective of NP was to increase women‟s access to health services,
especially in the rural areas. It was envisioned the LHWs would realize this by
providing services at the door steps of their communities. In its formative stages,
simultaneously the triad of programme organisation, LHW recruitment and training
was given great attention. A brief historical overview of the aforesaid triad is
presented in this chapter. The NP was a country wide innovation in the district health
system which was nested within the public sector PHC system which mainly catered
for the health needs of rural areas and the urban poor.

In the first section, I look at introduction of NP in the district health system as a new
PHC initiative. The perspectives and expectations of the health managers regarding
NP at its inception are explored. Initially, the foremost challenge was recruitment of
women willing to serve as health workers. The influence of patriarchy and the
consequent gendered context created difficulties during the selection and recruitment
process. The defining role of men in the households during recruiting of potential
LHWs in the incipient phase is explored.

In the second section an important aspect of the NP i.e. training component is
described. This component was developed and strengthened right at the start of NP.
As the training infrastructure did not exist within the district health system, a national
capacity building strategy for the NP was developed and implemented. Most of the
training activities including the Masters Trainers and LHWs were conducted in a
cascading manner from national to district level. The key features of the training and
its implementation are also detailed in this section.
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The third section pertains to the organisational changes that took place in the district
after the introduction of LHWs. The major change in this respect was creation of a
new supervisory support mechanism: the Lady Health Supervisor (LHS). This new
cadre of women was introduced for close supervision and support of the LHWs in
their field activities. Within this section, I will also highlight and examine the
ambiguities these organizational changes brought about in the district health system
amongst various health workers, especially in relation to the integration of LHWs in
health centres. The chapter concludes by summarising and explaining the salient
findings.

5.2 LHWs as new players in the health system
The NP was initiated in 1995 in the district with the introduction of a new cadre of
female health workers, i.e. the LHWs. The main role of the LHWs was provision of
Family Planning and PHC services in their own communities. The district health team
was facilitated to plan and prepare the future activities of NP in the district. Doctors,
medical assistants and LHVs were trained to introduce this upcoming novel initiative
in the district health system.

One experienced doctor reminisced about how

introducing the LHWs at that juncture augured well for much needed preventive
services in their communities under the ambit of this new PHC initiative.

When I attended the first training, I became aware of the NP. We were
apprised about the forthcoming NP and the expected activities of LHWs. At
that point what I gathered was that the LHW would serve as a bridge between
the community and our health centre. Training would enable LHWs to inform
us about health problems in their communities and to communicate health
advice to the households. Theoretically, I welcomed this initiative from a
preventive perspective, as earlier on, all programmes were biased towards the
curative care and a “preventive workforce” was therefore direly needed.
(AZ, District Manager)
In the beginning, many of the staff working in the health centres was uncertain about,
what to expect from the NP and especially from this new cadre of health workers. The
health centres were mainly hubs of curative services and they have never came across
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the concept of community health workers. Still, at the launch of the NP, those
involved during the formative stages were enthusiastic about implementing the
programme.

As it was a new programme, initially we had no clue about its pros and cons.
This programme was started with much zeal and fervour. We were excited,
enthusiastic about being part of a new development and looking forward to the
introduction of community based female health workers. We considered this as
an excellent initiative because of its focus on the provision of basic health
services at people‟s doorsteps. At that time, we were very hopeful of its
success and fully participated in the programme activities to make it
successful.
(JA, Medical Assistant)
The first major challenge faced by health staff working in health centres was the task
of recruiting LHWs. This essential undertaking was devolved to the health centres,
bypassing the existing hierarchal bureaucratic processes of the district health system,
wherein the health centres were usually excluded. The search for eligible women
willing to join the NP as future LHWs turned out to be an onerous task, however,
health centre staff‟s involvement and responsibility in this task enhanced their sense
of ownership of the NP. As discussed later in this chapter, the district health managers
had to face and overcome major gender-based challenges during the recruitment
process.

On one hand, looking for prospective health workers turned out to be like looking for
a needle in a haystack; while on the other many of the interested women did not fulfil
the minimum eligibility criteria and were thus not considered suitable for recruitment
as LHWs. The health centre staff endured a great deal of pressure from influential
people around them to recommend and recruit such candidates as health workers. The
health managers‟ narratives, however, suggest that they strictly adhered to the
standardized procedures and NP recruitment policies, which ensured the district‟s
ownership of the programme despite the difficulties.

The recruitment criteria were quite explicit including education, residence and
marital status of potential candidates; still we had to sustain a lot of political
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and bureaucratic pressures. Implementing the selection criteria was
challenging, but we followed the procedures that had been put in place.
(ND, District Manager)
Recruitment did not turn out to be a one-time activity, however, as all the slots for
LHWs were not filled in one go and LHWs were recruited in phases or cohorts. Some
vacancies of the LHWs in the district remained unoccupied or fell vacant by virtue of
dropout or the transfer of trained LHWs to other areas. The recruitment of LHWs was
on the recommendation of a notified selection committee, constituted at the health
centre level. All efforts were made to streamline a transparent selection process
throughout shunning any nepotism. Members from the community were seldom
involved in the LHW selection process, except for one notable from each concerned
union council. The health centre staff conducted a screening test to evaluate a
candidate‟s reading and writing skills prior to recruitment. The educational attainment
was nonetheless one of the main criteria for selecting LHWs.
The educational criterion for LHWs was devised and the minimum educational
level was middle standard, i.e. eight years of schooling, but if we got a better
educated one… There were places where we preferred the intermediate
women over the middle standard ones, but at others we preferred less
educated women. The girls with higher education used to obtain training
initially, but quit the job of LHW as soon as they got hold of a better paying
job, e.g. teaching.
(SM, National Program Manager)
The selection committees gave due consideration to the educational status, however,
at times other factors, like suitability and employment continuity, were important.
Thus in the end the decision was based on some kind of trade-off.

5.3 Breaking the mould: The search for female health workers
In the formative period of the NP, the district health staff faced many challenges. The
initiative was a new one; therefore this was their first experience of the kind. This
programme was launched with high expectations by the staff of the local health
centres, particularly since the latter had negligible links with their communities at this
juncture. When the recruitment of LHWs commenced in 1995, there were many
apprehensions and difficulties, foreseen and unforeseen, encountered in the
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communities. The NP‟s first and the foremost challenge was finding and recruiting
women willing to work as health workers despite the deep-rooted prevailing gender
norms. The NP had developed national guidelines and standard operating procedures
for the recruitment of LHWs in a national consultative process. This was an attempt to
implement uniform standards across the country. Although those involved in planning
the NP anticipated difficulties and kept these under consideration, in beginning,
district health managers still faced major impediments to finding women willing to
brook gender conventions in their social environment to become health workers.

We faced a lot of difficulties in finding potential candidates because of social
and religious restrictions in the rural surroundings. In those days, home
visiting by women as a job was considered unimaginable in these
communities. We faced immense difficulties in this regard. Originally, the
educational criteria planned for LHWs was Matric, but anticipating that it
would be hard to find such women, it was lowered to middle standard. Hence,
middle-pass women able to read, write basic Urdu, and able to communicate
were allowed to apply for recruitment as LHWs. We took into consideration
age, marital status and local residence of women during recruitment. Those
with experience of previous community work were given preference. We were
looking for LHWs based on these criteria and at that time it seemed an uphill
task.
(FT, National Program Manager)
Since the health staff involved in implementing the NP was aware of women‟s
position in their communities, they considered it a major obstacle in the initial
recruitment efforts. The communities were reflection of the patriarchal culture and
men and women were designated to different domains. The sexual division of labour,
segregation and seclusion of women within purdah confined women to their homes as
a norm. Therefore, there was a hesitation on part of the women‟s families to allow
women to leave their homes and venture outside as health workers. The overall social
environment also deterred women from becoming LHWs since the work expected of
them contravened existing gender norms. The act of leaving one‟s home and
conducting door-to-door visits for work was considered taboo for women and thus, in
beginning, this was almost unthinkable. They were worried how women would
conduct household visits within the existing social milieu, as visiting others‟ homes
for work was frowned upon and carried a negative connotation. In the case of women,
this type of activity was mostly confined to female menial workers, gypsy street
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peddlers or beggars, and thus not seen as culturally appropriate or acceptable for most
people.
The NP aimed to provide health services at each community‟s doorstep; therefore,
local women‟s unwillingness to conduct household visits posed a dilemma. These
visits were the hallmark of the new initiative and thus vital for the NP‟s
implementation. Therefore, at that point in time, all the major stakeholders were
seriously concerned about the future of the NP before it had even started.

The identification of potential LHWs at that time was a challenge, as we could
not find women willing to become health workers. The women did not venture
out of their homes. So we were able to locate them with great difficulty.
(SM, National Program Manager)
An LHV who was helping to identify potential candidates for recruitment as LHWs
experienced similar difficulties in the field regarding this task. As she said:

The main problem was to get the women out of their homes. Convincing
women to come out of their homes to work with us was proving very difficult.
In the beginning, visiting door to door seemed very difficult to them as this
was considered an insult. People could not imagine their women would visit
door to door.
(BS, Lady Health Visitor)
The NP was a top-down initiative expecting women living at home to come forward
and contribute to improving the health of women and children in their communities.
The communities were scarcely involved however, in light of the strong political
commitment and pressure on all those involved, concerted efforts were undertaken for
recruitment of LHWs. A proactive approach was adopted in which the district health
staff visited communities to convince them about the value of the LHW programme
and to cajole potential women to join the NP. As we have seen, women in the
communities with requisite qualifications were not willing, initially, to apply for the
LHW vacancies. Prior to this initiative, health centre staff was more or less confined
to working within the precincts of their healthcare facilities, this being another big
impediment.
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At the outset, district health managers and health centre staff were very apprehensive.
There was a growing concern that, if women did not venture out into the field, the NP
would fail. Subsequently, there was a breakthrough when some women did decide to
join, mostly as a result of the proactive persuasion of health department staff in the
communities. Contrary to initial fears, some women did ultimately turn up for
recruitment, thereby overcoming the prevailing gender barriers. Their numbers were
not large to cover the entire district, but adequate enough to launch the training of the
first cohort of LHWs in 1995.

In the beginning, there were a lot of apprehensions. People thought it was not
safe to send womenfolk to others‟ homes. It (the NP) would be a failure as the
whole idea of home visits is against the norms of our society. These
uncertainties gradually died out, and the programme proved to be a success”.
(ND, District Manager)
The recruitment of female health workers was a challenging first step towards
launching LHWs still there were others challenges to surmount.

5.4 Paving the way: Men as household gatekeepers
The women who could potentially be recruited as LHWs mostly lived in close-knit
households surrounded by their family members. The nature of the relationship
between these women and their families influenced the way they subsequently
worked outside their homes as LHWs. The gender power relations at the micro, meso
and macro levels i.e. household, community and policy levels followed the gender
norms of patriarchy. The segregation and seclusion of women coupled with limited
mobility outside their homes was prevalent. In the prevailing setup within
communities, women‟s movements were monitored by gatekeepers i.e. guardians
including their husbands, fathers, brothers, mothers and mothers-in-law. The most
important among all the gatekeepers was the male head of the household; in the case
of a married LHW, this was usually her husband. In the LHWs‟ narratives, the circles
of influence considered as gatekeepers included members of both the immediate and
extended family.
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Since its beginning, the NP did not challenge the prevalent gender norms and adhered
to the community‟s normative thinking in many respects. When the NP was
introduced, it was a proxy of gender differentials, the main focus of which was on
improving women‟s health through a female health cadre, i.e. following the norms of
society. The NP was devised in such a way that although the LHWs were envisaged
as agents of change in their communities while largely remaining within the norms of
the existing patriarchal structures. If a woman was taking a strategic decision to join
the NP as an LHW, receiving permission from the head of her household
(traditionally, the husband in the case of a married woman or father in the case of an
unmarried one) was a mandatory prerequisite. When women applied for the slot of
LHWs, they were required to submit a permission affidavit from their head of
household, without which their application would be turned down. Many women who
were otherwise eligible could not join as they were not granted permission by the
male heads of their families. Therefore, right in the beginning, the gatekeeping role of
a woman‟s husband and the other men in her household was acknowledged and
legitimized by the NP. Women were rarely allowed to act as guardians for potential
LHWs. This procedure has been in practice from the induction of the first LHWs in
1994 to the induction of most recent cohort in 2009. The recruitment process entailed
an assurance by the male head of household that his family would not stop the LHW
from pursuing her job in the community.

When we accepted an application from a woman for an LHW, she had to
submit a permission letter from the head of the household. In case of married
women, from the husband, and in case of unmarried, divorcees or widows, the
father‟s or brother‟s permission was required. In the initial phases, this
criterion was strictly adhered to, while in the later phases, written proof of this
permission was not required. When their homes were visited for verification of
their residence, their family members gave verbal permission, but this was not
without problem, as family members expressed reservations about the LHW‟s
assigned tasks when the latter commenced their fieldwork.
(JA, Medical Assistant)
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To avoid such a scenario, LHWs were informed of their duties at the time of selection
and only recruited if they were willing to undertake those tasks with the permission of
the male guardian.

An LHW with restrictions cannot work. Once the people in the household give
permission, they cannot put up any kind of restrictions when she starts work.
The LHWs are already informed during their selection and training that they
have to work in the field. At that time, the household members are willing and
give permission. It is only afterwards, when LHWs have been recruited, that
they make excuses!
(SH, LHW Supervisor)
Because a written undertaking had been submitted at the outset, family members were
not expected to show reservations at a later stage. This also served as a safeguard for
the district staff so they were not held responsible in cases of default. Many LHWs
felt that imposing restrictions on them by their family members at the start of
fieldwork was unjustified. In many cases, however, a complete reversal was reported,
and husbands who had originally granted permission changed their minds after a
period of time. The most frequently cited reason was their disapproval of the concept
of household visits in the community because these went against their family honour.
Many LHWs quit their jobs, especially in the early cohorts, as this practice was not
acceptable to them or their households since it conflicted with traditional gender
norms. Many LHWs like Khalida were apprehensive about their future since their
continuation of work was dependent upon their husband‟s permission, which could be
withdrawn at any time. In Khalida‟s case, her husband was not happy that she was
employed as an LHW and especially opposed her household visits. For years, she
feared he would rescind his permission.
Although the husband was the key gatekeeper, others in the LHW‟s family also
played a role in her work. This role could either be negative (opposition) or positive
(enabling). The South Asian concept of family includes not only the couple and their
children, but also members of the extended family. Many women did not join the NP
as LHWs as they faced opposition from within their families, especially from male
family members. Those showing reservations included their fathers, brothers and
other close relatives. Brothers, in particular, often did not want their sisters to work as
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paid job was against their family honour and according to the gendered division of
labour men were supposed to be the breadwinners while women stayed at home.
However, according to cultural norms, a woman‟s husband can overrule her brothers‟
decision, and the LHWs successfully negotiated this to their advantage in most cases.
But even adult brothers often posed difficulties when a woman decided to become an
LHW, even for those who were married and living independently with their husbands.
In a few cases, almost every single male member of an LHW‟s family opposed her
joining due to their family honour, but her husband granted his permission.

The men in the family did not agree, especially my brothers and father. My
brother said, “I will shoot you if I hear any gossip of men outside the family”.
My brother and my mother-in-law said, “Our family will starve to death, but
will never allow you to work like this”.
(RS, 35, LHW rural, 2009)
The influence of biradari (clan) in creating an opposition to the households was
evident in many cases. One married LHW was living with her in-laws, who had no
objection to her becoming an LHW, while her own father opposed her decision
because he was embarrassed that his daughter was working for money in opposition
to his clan‟s norm regarding this matter. He regarded this as a very shameful act under
his clan‟s gender-defined roles.
My father opposed … the thing is there was ignorance and illiteracy
throughout my family and [he was afraid] biradari [clan] people would object
that is it why he was against my joining as LHW.
(MR, 28, LHW rural, 2009)
The influence of those around them was not always negative, and LHWs often
managed to use this to their advantage by harnessing support throughout the family
network. In one instance, for example, an LHW‟s extended family members were able
to convince her husband to let her continue her job and to alleviate his anxiety about
the nature of the job, which he considered to be gender inappropriate.

My husband said I should quit as household and BHU visits were undesirable
to him. I refused to quit as I had shauk [passion and eagerness to work] and
wanted to do this work. As we could not agree, I asked a few relatives to
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mediate and they accepted my argument. In the end they were able to convince
my husband.
(SP, 38, LHW rural, 1999)
The opposition to women working as LHWs was not only confined to brothers;
brothers-in-law reportedly displayed similar values. They considered the LHW‟s
work, especially the household visits, to be disgraceful for their shared family honour.
Therefore, the LHWs considered support at the household level to be vital for the
continuation of their jobs. The facilitation of male family members was considered as
important as their opposition. One LHS considered this enabling support of men in the
household a crucial step for women to work as LHWs.
One main thing is that without the support of men, women cannot leave their
homes. The men in the households of the LHWs mostly support them and there
are fewer problems since LHWs came out to work with the permission and help
of their husbands.
(SH, LHW Supervisor)
This facilitation by household members (husbands, sisters in law, etc.) was
acknowledged by the LHWs and accepted as being a pivotal factor in their joining and
continuing this work. In many cases, the LHW‟s mother-in-law was the one to
provide support, sometimes even opposing her own son, who was not willing to let his
wife work. Support from the mother-in- law was a lifeline for an LHW whose
husband was away for seven years. As she said:
My husband is now working and earning in the Middle East and wants me to
quit, but my mother- in-law being the decision-maker does not agree with him.
She is of the view that I have worked very hard over the years and now I
should not quit my job.
(RY, 37, LHW peri-rural, 1998)
The role of the various stakeholders around LHWs was important in facilitating their
work by overcoming the gender barriers being faced by the LHWs to enable them to
join and continue working as health workers. The power was vested in men who
decided on strategic choices on behalf of their womenfolk and this was further
strengthened by the NP policies to gain permission from the male head of household
to join as an LHW.
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5.5 Health workers‟ training needs and modalities
The NP started as a very dynamic initiative with plenty of support and facilitation
from the higher tiers of health management. In 1994, when the NP started, training in
the public health sector was not institutionalised, with very little training being
conducted at the district level. Short-term training was occasionally offered in
collaboration with WHO, UNICEF and other similar organisations, usually as a
component of specific time-bound projects, such as those related to immunisation,
skilled birth attendance and communicable disease control. Mainly cadres of doctors,
lady health visitors, vaccinators, traditional birth attendants and some outreach health
workers were trained.

The lack of teaching and training capacity was recognized right in the beginning and
addressed as a priority. Concerted efforts were made to institutionalise training
activities at the federal, provincial and district levels, which included devising and
implementing a national capacity building strategy for the NP. Standardised training
was developed, planned and offered across the country. In the beginning, a top-down
approach was adopted for operationalising these training activities. A uniform
curriculum, standard methodology and proactive supervision at all levels were
planned to ensure the quality of training. Separate training manuals for different tiers
of trainers were also developed. All trainers were compensated for their additional
NP-related responsibilities with an incentive amounting to twenty percent of their
salaries as an allowance.

The health centres where the training of LHWs was to be conducted were designated
as “Training Centres.” Training was entrusted to a team comprising a minimum of
three health care professionals, a doctor, a Lady Health Visitor (LHV) and a male
Medical Assistant (MA). These professionals, trained as Master Trainer or Trainers,
were also involved in the selection of LHWs from their own area. During initial phase
of LHW training, all fourteen health centres (BHUs and RHCs) in the study district
were designated as training centres. The LHWs selected from each union council
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were attached to and trained in their respective training centre. However, over time,
the number of training centres was reduced because most of the sanctioned LHW
posts had since been filled, which meant that fewer LHWs were being trained to fill
vacant places. In later phases, LHWs were also trained in training centres that were
not located in their own health centres. Therefore, later LHWs were being trained in a
cohort drawn from different health centres.

The training was based on a prescribed national guideline, and a standard curriculum
was used throughout the country. Its duration and schedule were uniform regardless
of where a LHW was trained. Training of health workers in their mandatory
classroom teaching was based on a training manual developed in Urdu. This was
highly regarded by the trainers interviewed in this study as it enabled them to train all
LHWs, including those with less education.

The module was comprehensive covering many subjects and areas. The
numbers of LHWs in a class were limited; making it easier to teach. The
contents were in a simple language therefore, the girls understood the manual.
Some girls possessed the minimum educational requirement i.e. middle and
sometimes they had problems in following the training, but the majority were
intelligent and encountered few difficulties; the ones who had Matric or
higher qualification understood the curriculum well.
(ZU, District Manager)
All training centres followed a uniform schedule of six days a week. Each centre
maintained an exclusive class room for LHW training, which was funded by the NP.
The initial training period of three months was based on a prescribed training manual
and included classroom teaching, home assignments and both didactic and practical
exercises. During this time, participants were introduced to field settings since they
were supposed to register households in their catchment areas. Following this initial
three months, LHWs worked in the field, but returned to the classroom for a week
every month, for the next 12 months.

Once the fifteen months of mandatory training was complete, LHWs were required to
visit their respective healthcare facility once a month. This monthly visit was usually
scheduled in the first week of month. On this occasion, LHWs submitted their reports,
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planned field visits, received feedback and replenished essential supplies. This was
also an opportunity to liaise with the outreach staff like vaccinators for scheduled
activities in their area.

5.6 Training the LHWs
Along with recruitment of LHWs, another key step towards implementing the NP was
the development of “Master Trainers”. A senior health manager who participated in
the very first training of these individuals recollects that this was conducted by the
authors of the national LHW training manual. The trainers introduced training
methodologies, including how the manual should be used to teach LHWs. The first
master trainers were all doctors and used to English as the language of instruction.
The training of LHWs, on the other hand, was supposed to be in Urdu, which initially
seemed rather challenging. Therefore, without a precedent of training, hosting a new
program in the district was a learning curve for everyone involved. The main focus of
the health centres was on curative services; this programme of training, however,
renewed the staff‟s interest in PHC and providing preventive services. In past, they
were not involved in any training activities; after introduction of the NP, however,
this became a regular feature of their work for many years.

Teaching novice women was a unique experience for the trainers, more so because of
the wide knowledge gap between the two groups. In addition, there were marked
socioeconomic differences between the training cadres and trainee LHWs. A district
health manager recollects his views at the launch of LHW training.

I had been working in the rural areas for a long time and my own background
is also rural, so I had some idea about the “calibre” of the potential LHWs. I
was glad to train the LHWs so they would have a certain degree of knowledge
and gain experience in the field; expecting all of this to enhance their
learning.
(AZ, District Manager)
The planning and implementation of training activities for the LHWs was a big
challenge particularly at the start of the NP. As many cohorts of LHWs were trained
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over the years the training capacity of the district health team and training
infrastructure improved with time.

5.7 Introduction of the NP: The organisational challenges
At the inception of the NP, the healthcare teams at the health centres were comprised
of a doctor (male or female), an LHV, a male medical assistant and some support
staff. The LHVs were responsible for providing maternal and child health services,
under supervision of the doctor or male medical assistant. Although the vaccinators
and communicable disease control staff working in the field were detailed to the
health centres, they came directly under the district health officer and the assistant
district health officer‟s administrative control. The organizational structure of the
district in 1994 prior to introduction of the NP is shown below in Fig. 5.1.

Figure 5.1 Organization of the District Health System

The male doctors were preferably divested with administrative authority in the health
centres by the health department. In their absence, the LHVs were administratively
subordinate to the male medical assistants, despite their being a little higher in the
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organizational hierarchy. This organisational gender differential stemmed from the
fact that the organizational norms were a reflection of prevailing gender norms, i.e. of
different expectations of men and women in the workplace. When NP was introduced,
the health centre in-charge was also supposed to oversee all of the new programme‟s
activities there. By virtue of being female, however, the LHVs were especially
assigned to LHW-related tasks, such as training, monitoring and supervising them.
The LHVs were expected to play a major role in the NP based on their gender.

As an LHV, I was made in-charge and the NP managers who visited my health
centre told me that the male staff members must not be involved in the NP. The
male staff members were only given the training sections on child health and
health management information systems as trainers.
(NJ, LHV)
The NP was very explicit about the gender roles of male staff. The directives were
quite clear at the policy level that men should have minimal contact with the LHWs,
but there were still some issues at the health centre level.

The NP plan does not favour males overseeing the LHWs. Only a LHV, female
nurse or any female staff member like a women doctor can interact with LHW.
This was a very strict order; however, if there is a case of tuberculosis or
another such issue, contact with a male member of staff was allowed. The
main interactions allowed in the programs are mainly on the female side.
(FT, National Program Manager)
While the medical assistants viewed their involvement in a positive manner, the
LHVs were sceptical of the male health centre staff and what they saw as their
adverse effects.
I worked as a trainer in a few centres during the formative phase. I
experienced the involvement of men in the NP initially. However, later on, we
were told, LHVs and LHSs will supervise and look after the LHWs. Only if
they require support we will be involved with the LHWs.
(JA, Medical Assistant)
Some LHWs quit due to the men‟s attitude, as in beginning the male staff used
to go to their homes and even visited the community and the parents and inlaws of the LHWs, who did not like this and objected.
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(BS, LHV)
The health centres were supposed to compile a composite monthly report for the NP,
on a prescribed form, and send it to the district coordinator of the NP. However, many
such tasks were already being carried out by the men who were in charge of the
centres. Thus, at this level, there was some overlapping of responsibilities, which
created conflict amongst the staff regarding NP related activities. This also led to
administrative ambiguities, as described by an experienced male doctor working in a
RHC where a female doctor was also posted.

In principle, I used to be in charge of LHWs in my previous posting. However,
no such notification existed. This condition resulted in problems; either no one
was in charge or it was implicit that the most senior doctor would be in
charge. The same position continues here without any proper notification.
(KI, Medical Officer, RHC)
To oversee LHWs in their field activities, another female staff member, i.e. the Lady
Health Worker Supervisor (LHS), was introduced by the NP. The LHS‟s main task of
supportive supervision was to be accomplished through a liaison between the LHWs,
health centres and the community. Before her deployment in the field, the LHS
underwent a year of comprehensive training to learn how to supervise and support
LHWs in their fieldwork. The LHV‟s task as trainer was to enhance and polish the
competencies of the LHWs, while the LHS was to support their knowledge and skill
building. Within the NP, the institution of the LHS was a strategic initiative to further
an elaborate and uniform system for supervising LHWs throughout the country. The
organizational setup after the introduction of the NP in the district is depicted below
in Fig. 5.2 and includes both cadres of LHWs and LHSs.
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Figure 5.2 Organization of the District Health System after NP introduction

The issues concerning the demarcation of NP duties at health centres were faced by
staff members. An experienced manager shared his views about this longstanding
issue. Despite the delineation of responsibility, doubts regarding LHWs in-charge still
remained. Interestingly, one explanation given for this state of affairs was linked to
the withdrawal of financial incentives for overseeing the LHWs:

The health centre in-charge is the person responsible for the LHWs; could be
a doctor or medical assistant. If an LHV is there, she deals with the LHWs.
The truth is since the 20-percent incentive was taken away, the doctors think
they have nothing to do with the LHWs. So, technically speaking, the doctor is
in charge, though not in reality!
(NG, District Manager)
The withdrawal of the incentives given to health centre staff at the beginning of the
NP drastically reduced their interest in the programme and many disowned the LHWs
altogether as a result. This further contributed to shifting LHWs towards their
respective LHSs, as the health centre staff increasingly considered the NP as a
separate entity and their ownership of its activities diminished. With the passage of
time, the ownership of the LHWs changed hands due to the lack of incentives and
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other organizational issues. Gradually, the LHWs moved away from the health centre,
while the NP was still grounded in the health centres within the district health system.
The issue will be discussed further in chapter 8. These changes and how they affected
the LHWs on ground is depicted in Fig. 5.3

Figure 5.3 Organizational relationships of the NP in the District Health System

The integration of the LHWs belonging to the NP at the health centre has been an
issue. Although it had been more than two decades but still there was at times a
dichotomy. This impacted on the socialization of the LHWs effecting their work
practices and identity.

5.8 Conclusion
The NP was launched as a top down initiative with very high level of political
commitment of Prime Minister and persistent support at the policy level. The
anticipated commencement of the NP and introduction of the LHWs created ripples in
the district health system. The health centres‟ staff working at the district level
foresaw this as an opportunity to develop and strengthen their links with their
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communities. This was a novel undertaking envisaged to reduce the gaps between
communities and health centres and thus improve the PHC services. The challenges
faced in recruiting and deploying female health workers were twofold. Firstly there
were concerns related to the sociocultural context of the communities which directly
impinged on the vital issue of recruiting the LHWs. Secondly the systemic issues of
lack of training infrastructure and integration of LHWs were also a cause of concern.
This second issue was within the purview of the NP and due to the high policy level
commitment and interest the training capacity was developed at a rapid pace. A
national curriculum was developed and used in a uniform manner in trainings
conducted throughout the country including the study district. The success of the
national capacity building strategy can be attributed to the political will and is an
illustrative example of when there is a will there is a way.

The overall societal structure of the communities where prospective LHWs lived was
patriarchal with well-defined role of men and women. Expecting the communities to
break gender norms out rightly was not based on ground realities. The very idea of
women pursuing paid work in households where men are supposed to be
breadwinners was alien and very contentious. There were strict proscriptions on
women mobility and interaction with unrelated households. These gender norms were
just opposite to NP requirements i.e. moving around while pursuing work outside
their homes and moreover, visit all households in their catchment area. The gendered
nature of the social relations at the family and community level was in sharp contrast
with the NP intentions.

The NP introduced the LHWs without any concomitant micro, meso or macro
structural change to reduce gender inequalities. Therefore, the recruitment of women
proved to be herculean task. In the end due to the strenuous and proactive efforts of
those involved at various levels, women in sufficient numbers joined NP enabling
initiation of the training of LHWs. As discussed in the previous chapter Majboori or
the financial need was main reason behind their opting for this work. Nonetheless the
NP was successful in recruiting LHWs despite all odds and this was an achievement.
The men in LHWs‟ families were accepted as gatekeepers and therefore, NP followed
the community‟s gender norms and power differentials in this respect.

164

The introduction of the NP required changes in the organizational structure of the
health department. The LHS was introduced to support LHWs in their communities.
This also added ambiguity regarding who actually was LHW‟s superior. Over time,
the health centre staff‟s interest in and affiliation with LHWs diminished, the result of
which was that most LHWs felt closer to their LHSs. One reason for progressive lack
of interest in NP activities was the withdrawal of monetary incentives for health staff.
LHWs‟ relationships and positioning in the health centres also affected the LHWs,
which caused the LHWs to feel, at times, that they were not part of the mainstream
health department. This, in turn, led to feelings of neglect and exclusion. The
optimism of close links of health centres with the community through community
based health workers and concomitant improvement in PHC in the district health
system leaves a lot to desire. The lack of integration of LHWs within the health
centres and overall district health system was seemingly problematic at the ground
level. This might be a reflection of a weak health system and dwindling political will.
Interestingly, in light of the gendered organizational setting within the health centres,
the LHWs turned out to be a relatively segregated workforce within these institutions.

The next chapter will present the socialisation process of the LHWs. The barriers and
facilitators of socialisation will also be discussed.
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Chapter VI
Professional socialization: Pathway to a transformative

change
6.1 Introduction
The LHWs were introduced to enhance links between community and the district
health system. When the LHWs joined as health workers almost all of them were
housewives. These women were expected to conduct regular household visits in their
communities, in order to provide maternal and child healthcare services to families at
their doorsteps. Before commencing work in their communities, all LHWs underwent
an initial phase of training. As they embarked on their journey, LHWs faced many
challenges. Their training and subsequent field work contributed in their socialisation
as health workers.

The first section of this chapter describes the training experiences of the LHWs.
Coming face to face with the health centres for the first time during their recruitment
process and mandatory training, their development as health workers commenced
with their training. The LHWs and the trainers‟ experiences regarding the trainings of
LHWs are presented in this section.

In the second section, I will discuss some of the difficulties LHWs encountered when
they commenced their work in communities. The early experiences of LHWs‟ entry
into the field and the difficulties encountered due to the prevailing gender norms in
their specific context are detailed.
The third section encompasses the LHWs‟ interaction with important contextual
stakeholders in the community i.e. Mothers-in-law, Dais and men residing in their
communities. The sociocultural barriers hindering the LHWs from making inroads
into communities through male health committees will also be described.
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In the fifth section, I will highlight the relationships between the LHWs‟ and the
transformative changes LHWs underwent; highlighting the values they learned,
during the course of their work. The last section sums up the results and conclusions.

6.2 Training of the LHWs: Experiences and concerns around learning
Being new to the place, the LHWs were quite apprehensive during their first exposure
to the health centre. Hardly any of them had visited the health centre before, except
for their LHW recruitment process. They were mostly housewives confined to their
homes, following the prevailing gender norms of their communities living in
segregation with proscriptions on their mobility. The social interaction of these
women with unrelated men was minimal. This was the manner in which they had
been socialised and they were well accustomed to in their family setup.

The formal socialisation of the LHWs as health workers however, commenced with
their training at the health centres. This was their first interaction with outside world
in their new role as health workers. Although they had attended school, in most cases,
it had been quite a while. At the outset, they were briefed by the trainers in the health
centre about the NP and their expected future role and responsibilities. When the
pioneer batch was trained, only their own cohort was around in the training centres. In
later years, many cohorts of LHWs were already working, so the training environment
had changed and there was some interaction with peers therefore, the LHWs felt less
intimidated on arrival. The apprehensions Mehtab experienced when she first arrived
for training were very typical of what most new LHWs felt.

There was a kind of fear, what kind of questions will they ask? I do not know
English. If there is reading and writing, what will I do?
(MB, 52, LHW rural, 1996)
Teaching novice women was a unique experience for the trainers, more so because of
the wide knowledge gap between the newly recruited LHWs and trainers, who were
experienced health care staff. In addition, there were marked gender and
socioeconomic differences between the training cadres and trainee LHWs which
impinged in future on their socialisation process. A district health manager recollects
his views at the launch of LHW training.
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The LHWs had no prior knowledge about health, and a comprehensive
technical training was being offered to them. To achieve our objectives, the
reproductive system, childbirth, child health, vaccinations and other maternal
and child health-related issues, including family planning, were taught.
Training a lay, totally raw person with little educational background was a
difficult task and its accomplishment was an endeavour requiring a lot of
effort.
(ND, District Manager)
The challenges were not only confined to the trainers. After receiving the training
syllabus at the training induction, most LHWs themselves were wary of what lay in
store for them.

I was a little afraid. This is such a big book [training manual] how can I read
and memorise this? Initially I was mentally upset, however, gradually I
decided to work hard and it paid off; I performed well in my training and my
standing was first throughout my training. In this RHC, we were evaluated
through tests from beginning till the end of course, and I always obtained
good marks. The [training] experience was very nice, contrary to my earlier
expectations.
(RK, 40, LHW peri-urban, 2003)
Training LHWs about health issues was not a very straightforward process. Given the
low educational level of the women being trained, the trainers faced challenges
conducting traditional classroom teaching.

Great difficulties were encountered, lots of them, but we had been advised to
be extremely lenient and tolerant! Still it was difficult, as they were not
familiar with the terms; this required a lot of repetition and revision.
(FT, National Program Manager)
Most of the LHWs had quit education decades before joining the NP as health
workers and were mostly confined to their homes. Many LHWs faced difficulties
keeping pace with training but gradually were able to come to terms with what was
being taught. In this phase, the educational status of the LHWs also mattered as the
more educated ones were better able to follow the training.

168

We could categorise LHWs based on their attributes, the younger they were,
the more able they were to understand what they were told, in contrast to the
older ones, who possessed middle education, and that, too, pursued years
back.
(NG, District Manager)

In later phases, some women were teaching in private schools before becoming
LHWs and they faced fewer difficulties during training. However, those coming
directly from household chores found it very difficult to follow what was being taught
and had to work really hard.

I attended my training with difficulty, alternating between bringing my young
child to the centre and leaving him at home with my father. I did not
understand the training manual. I had not read a book for years and this was
difficult stuff as these were medical things, making it very difficult to
understand. Initially I did not understand what was being taught. After about
one week I informed my trainer that I regularly read and studied at home, but
I was still not been able to understand or remember anything. I want to do
continue but what shall I do! She assured me that after one to two weeks I
would be able to understand what was being taught and that is actually what
happened.
(SH, 38, LHW peri-urban, 2009)
While the LHWs were grappling with their own learning, the trainers, especially those
in the initial cohorts, were also confronting difficulties. At the outset, most of them
were not well prepared, as a pioneer manager of the NP in the district acknowledged:

This was a learning experience for us, and we continued to learn throughout
the training. In the beginning, this was more or less a hit-or-miss trial
learning process. We were [constantly] improving upon the things based on
our experiences over time.
(MZ, National Programme Manager)
A trainer in the field shared similar views regarding lessons learned and the gradual
improvement of the training being offered:

169

The training of the LHWs has been very good. In the beginning when training
was conducted, there were a lot of deficiencies; however, with the passage of
time, training was being conducted in a better way.
(JA, Medical Assistant)
As most LHWs did not know about the training beforehand, this added to their
anxiety. However, in most cases, the initial apprehensions decreased as the LHWs
settled down and came to know their roles and responsibilities. The three-month
training thus allayed the fears of some of the LHWs. Their concerns were not
confined to the contents of training, however; the training environment posed another
problem. For many women, it was the need to interact with the health centre staff that
worried them. Although the staff in the health centres included both men and women,
the environment was mostly male dominated. This was a cause of concern for the
LHWs as they were not used to interaction with unrelated men but during training this
interaction was unavoidable.

Women in the later cohorts, who had quit their teaching jobs to become LHWs, were
anxious about their ability to adjust to this different field.

I did not have any fears, but I felt there was a difference between teaching and
LHWs work. I wondered whether I would be able to adjust myself as a health
worker. I had this in my mind; otherwise I did not face any problems.
(SF, 45, LHW peri-urban, 2006)
Most of the LHWs acknowledged and valued the increase in their knowledge during
training. The training also enabled them to perform their field tasks; something which
they perceived would have been difficult without it.

Prior to our training, we did not know anything about health! We kept on
visiting the BHU for three months, then for another year and we were taught
about health care. It was only after this training course that we came to know
how to take care of health and our learning is still on going.
(TB, 36, LHW rural, 2007)
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One LHW, however, acknowledged that after they began community work, their
training sometimes seemed inadequate. She consequently felt additional support was
needed from the trainers and consulted them during her subsequent visits.
In the beginning, we didn‟t know the value of training, especially in the first
three months, but when we visited the field, we realised we should have learnt
more! Many questions arose and we used to look for answers in the book and
even sometimes inquired from health centre staff. I used to think, maybe we
had not learnt the way we should have or the duration of our training was not
adequate enough, I don‟t know. However, I did realise I should have learned
more!
(PA, 55, LHW peri-urban, 1995)
The LHSs felt that health workers were equipped with knowledge during their initial
training, but considered this insufficient for field work. The LHWs, therefore, needed
further support to perform their tasks, which was provided by them in the field setting.

When they come first, women do not possess a lot of knowledge; however,
during training they gain theoretical bookish knowledge. This is not enough
for LHWs to venture into the field on their own and therefore, they still need
additional support from their Supervisors.
(AB, LHW Supervisor)
The initial three-month training seemed to have a lasting effect on LHWs; even after
decades, most still considered the knowledge they gained to be useful. However,
some LHWs did admit that, over the years, they had forgotten a lot of what was learnt
during their training. Both the trainers and the LHWs belonging to initial phases
believed the earlier trainings were better and more beneficial. However, in the later
phases, many LHWs showed reservations regarding their classroom training. In the
opinion of one LHW, who had quit and subsequently re-joined the NP after a six-year
gap in 2009, the standard of training had deteriorated over the years. Despite the
numerous challenges faced by LHWs in the first cohorts, the earlier training was
considered the best.
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Truly speaking, in the beginning, when a doctor trained the LHWs, they
worked very hard, especially in the initial batch. It continued for the next two
cohorts, but afterwards the standard of training was not the same.
(AB, LHW Supervisor)
The LHWs‟ understanding of their curriculum, was considered crucial as this was an
indicator of their knowledge and skills. The quality of training gradually deteriorated
over time as reflected in the LHWs‟ acquisition and application of knowledge. Sughra
noted:

We were trained in the 1998 phase and we are the best! We were administered
written tests during the training and [that is why] we are still better than the
rest. There were variations in the training for different batches. Those who
trained before us in 1996 had less education. They lagged behind in their
knowledge and knew less. There is another, later batch that is very slack, with
a low level of knowledge and understanding of the book.
(SU, 41, LHW peri-urban, 1996)

As far as classroom training was concerned, contrary to the earlier emphasis on
refresher courses, there has been a visible slowing down of the whole process. In the
last decade, no new batch of the LHWs was trained nor any refreshers conducted.
Some LHWs trained in later phases are not even aware of the concept of refresher
trainings. However, under the current circumstances, one-day monthly meetings
remain the mainstay of continuing training. Some training activities, though, are still
being conducted, particularly in reference to special assignments and tasks like polio,
bird flu, and when a need emerges.

The age criterion for LHWs during selection was eighteen to forty-five years, and
married women were given preference. A few of the LHWs had to cope with
pregnancy and child delivery during their initial mandatory training. Women in
Pakistan are culturally bound to observe the forty-day postnatal period called chilla
(retreat). Traditionally, a lot of taboos and cultural norms surround this crucial period,
including what a woman can and cannot do, e.g. leave her house. Many women broke
this cultural barrier to attend their training. For instance, one LHW recalled that she
joined training when her son was only four days old.
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My son was born on the same day that the letter of LHW appointment came. I
joined four days later. My son was born after three daughters; therefore, I
faced a lot of family opposition. I applied for ten days‟ leave, but I was
informed there is no leave during this training. I attended my training,
sometimes leaving my child at home with my father or I brought him to the
centre. On the completion of my training, my husband told me to leave this
job, as it was the month of May and extremely hot [over 42o C] and it was very
difficult to commute. Moreover, I also had to pursue my household chores.
(SH, 38, LHW peri-urban, 2009)
Training was a tough time for many women, especially for those with young infants.
The successful completion of this training was mandatory, and defined the future
career prospects of the health workers. The LHW trainings were arranged after
several years in health centres; the decision to attend or leave this opportunity was
consequently a difficult one. Many of these women were already hard pressed for a
job and thus decided to participate in the training. One LHW joined the training, but
had to leave to give birth; she re-joined her training only after twenty days.

The women cited above defied the prevailing gender norms. This also reflects their
need and their desperation to join the NP as LHWs. These women were restrained by
their families and shunned by those around them, but still, their majboori was such
that they decided to begin their training despite these obstacles. They somehow
obtained permission from the members of their household. Moreover, these deviant
cases were willing to take a big risk while embarking on a new career breaking
cultural barriers.

Being full time and regular, the training was considered difficult as LHWs also had to
undertake their household chores. These competing priorities in the lives of female
health workers posed additional burden on the LHWs. The newly inducted LHWs
were mostly lay housewives and transforming them into health workers was a difficult
process. Nonetheless, this training was a unique experience both for the LHWs and
their trainers. The training of health workers possessing limited education with the
expectation that they will serve as extensions of health services in the communities
was a challenge for everyone.
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The very act of joining as a LHW despite social constraints can be considered the first
transitory event in the life course of trainee LHWs. The initial three months class
room training of LHWs at the health centre being the second transitory event and
initiation of a formal socialisation process. The LHWs‟ training was based on a
prescribed curriculum which imparted both knowledge and necessary skills to
trainees. This training was a novel experience for the LHWs as they were introduced
to PHC especially maternal and child health. The LHWs interacted with other LHWs,
trainers, and staff at the health centres. This transition was the first step towards
becoming health workers.

Once the classroom training was complete the LHWs were expected to commence the
household visits in their communities. The interaction of the LHWs with the health
centres continued and the training culminated with the successful completion of their
fifteen months training. This was another landmark being the fourth transition of the
health workers in their role as LHW. The LHWs by now had more than a year‟s field
experience of working in their respective communities. Moreover, they were working
in close interaction with the health centre staff. These socialisation opportunities
influenced the work practices and development of the identity as health workers. The
LHWs faced many difficulties when they embarked on their journey after training in
their respective communities which by then they have overcome to a great extent.

6.3 Venturing into the field; making inroads into the community
The initial mandatory training of LHWs was mainly aimed at enhancing the health
workers‟ knowledge. This training was conducted in a classroom-setting in groups.
The field activities considered important for the LHWs‟ forthcoming tasks, such as
catchment-area mapping, household visits and community organization, i.e. health
committees, were briefly introduced here. Once they completed their classroom
training, the LHWs faced serious challenges while conducting household visits in
their new role as health workers. These early experiences were vividly recalled by all
the LHWs in their narratives even after lapse of many years. Venturing out into their
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communities was the biggest obstacle LHWs had confronted, after opting to become
health workers and undergoing mandatory class room training.
Regular visits to the households in their communities were the mainstay of the
LHWs‟ responsibilities, and the women needed guidance and support to overcome the
difficulties they faced during their initial visits. However, they were expected to carry
these visits out on their own, with only negligible support and facilitation forthcoming
from their health centres. In the beginning although some of the problems LHWs
faced when they started their fieldwork could have been avoided, at that juncture,
even trainers did not possess enough experience or expertise to be able to mitigate
these issues for LHWs.

Despite being residents of their respective catchment area, most LHWs had never
visited most of the households there. A vast majority stated that they had never
ventured out of their homes unaccompanied, as was the cultural norm. Women were
not encouraged to visit their neighbourhood without a family acquaintance or specific
purpose. Their interaction and mobility within their communities was confined to a
circle of relatives and some specific neighbouring households. Although more
pronounced among unmarried LHWs, the married ones, even if born and raised in the
same community, shared a great degree of reluctance to perform household visits.

Another major challenge confronting the pioneer batch of LHWs was how to
legitimise their own role as innovative entrants to the health system. Deployed in
communities, they were supposed to act as a link between community and health
centre. In the beginning, it was difficult for LHWs to explain their mandate, let alone
convince the community to cooperate. Many LHWs found explaining their position a
struggle, as the individuals they encountered could not comprehend it. This lack of
understanding was expressed by LHWs working in both rural and peri-urban areas,
and was most poignant in the narratives of the pioneer cohorts. Sughra described the
effort it took to explain who they were:
In the beginning, people asked us who we were and from where we had come,
from behind closed doors and without opening them for us [thus making us
feel unwelcome]. It took us many months to convince them to let us in and to
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introduce ourselves. It was a big problem because when we visited nobody
talked in a civil manner. They said that they were used to visiting the nearby
hospital in case of need and did not want anyone to visit their home.
(SU, 41, LHW peri-urban, 1996)
Many of the LHWs were familiar with their communities to some extent, even before
joining the NP; however, accessing households during initial visits still seemed a
daunting task to Khalida.

In the beginning, we could not imagine visiting households in our community.
We were very anxious and upset; however, at the end of the three months‟
training, we were mentally prepared and finally we did actually visit. Initially,
when I planned a house visit, I used to hesitate and wondered what would
happen, whether the household would welcome me or not! Of course, these
types of hurdles existed, but slowly things changed for the better.
(KA, 54, LHW rural, 1995)
LHWs‟ reluctance to visit households and the households‟ hesitation to allow the
health workers to enter were very real impediments to the LHWs‟ initial engagement
with their communities.
When, for the first time, we went to the field we dreaded going inside homes.
“How I will enter the house and how I will talk with them?” It was like this for
quite some time, but now, after talking with people and listening to them, I
have developed confidence. In the beginning, they did not value our advice. At
that time, we also used to hesitate before giving advice, but with the passage
of time things have changed and I am not afraid.
(SK, 48, LHW peri-urban, 1996)
Most LHWs did not have an intermediary to ease the initial contact and they had to
introduce themselves to their communities. They had to put in extra effort, even
paying multiple visits to the same household. Gaining entry into a household was
considered an important milestone towards gaining access to the family inside; LHWs
therefore engaged with household members to facilitate this. Some LHWs initially
solicited help from influential members of their communities; the LHWs at times took
a member of their immediate families with them, especially during the registration of
households. Some LHWs, like Khalida, handled these issues by involving prominent
women in the community to help them gain access.
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I met a few women who were quite outspoken, and chose five of them for my
health committee; I also sought their help for completing the family register.
In my community, educated individuals usually cooperated, but many others
raised a lot of questions. Without these women‟s help I would not have
achieved anything. Many people just rebuffed me, saying they could not tell
anything and asked me to come later. I did not argue with them and visited
them again on another day. Such difficulties continued for quite some time, but
over time we motivated the people and they have started trusting us.
(KA, 54, LHW rural, 1995)

A few health workers informed their community about their selection and training as
LHWs before commencing field visits. These LHWs belonged to predominantly rural
settings. When they visited households formally, the community already knew about
their training as LHWs at the local health centre. This was more true for LHWs living
in vicinity of the health centre. Lack of familiarity was more of a problem for LHWs
who had just moved into a new community in a peri-urban area or from somewhere
else after marriage. When they started their work, they faced a different dilemma:
how to gain trust of their community. Because of this, the initial registration of
households was tedious and required a lot of patience, as Sughra described.

I found the process of registration challenging as I had not lived here earlier
and did not know these people. I came here to settle after I got this job and I
made acquaintances on the basis of this job. I used to go from door to door,
but writing the names was difficult as no one wanted to share information. I
used to tell them the reasons for registration, but convincing them on this took
a long time.
(SU, 41, LHW peri-urban, 1996)
In many areas where the catchment population was scattered, the distances added to
the LHWs woes.

When I went into the field for the first time, visiting households was hard as
the houses were scattered at a distance from each other. Visiting homes was
not an easy matter, but I thought, I have put in such a lot of effort in training, I
might as well endure this as best as I can, and that is how I managed.
(SP, 38, LHW rural, 1999)
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Collecting community-based, health-related household information through the
registration of catchment-area households was a key function of LHWs. Thus, asking
for household information was an unavoidable necessity for all LHWs. They found
their initial fieldwork very challenging, as households were suspicious of women
knocking at their doors, inquiring about their intimate details, and then putting
everything into writing on their registers. Many people would not share information,
thinking LHWs could be fraudsters. Due to the higher turnover of the population,
registering individuals in peri-urban communities was reportedly a very difficult
experience to that in a more stable rural area where most of the people already knew
each other.

Another issue that the LHWs faced during registration was that they sought some
information that the community considered private and confidential, households were
not willing to share this publicly, especially regarding family planning. Often it was
necessary to seek support of other members of the community, e.g. the women‟s and
men‟s health committees, to overcome people‟s lack of knowledge about the LHWs.
Once the people were aware of the purpose of registration, the LHWs‟ job was much
easier.

When I went for the first time, some people did not cooperate during the
registration of households. Some openly declared that they would not allow
this; especially the Pashtuns objected. The people in my community whom we
already knew did not pose a problem and cooperated. However, people who
came from outside the community objected, but later on we were able to
register them, too.
(SA, 41, LHW peri-rural, 1998)
In the peri-urban communities, where there had been an influx from other parts of the
country over time, some households refused to give their details. One LHW
highlighted this dilemma, while comparing her initial registration in late 1990s with a
similar exercise she carried out recently.

The registration conducted decades ago was a good experience as all of my
catchment population was local. I visited door to door with my family register,
and the people treated me just like a family member. There was no problem at
all. But now the landholdings have been sold and different kinds of people
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have come [to reside here]. It is difficult to visit every home as I don‟t know
who they are and where they come from. I am updating my family registers
and unless a neighbour who knows the new residents accompanies me I do not
enter their homes. Registered temporary tenants leave often, posing another
problem.
(ZU, 42, LHW peri-urban, 1999)

When the NP was a new initiative, people were unaware of the need for this data
collection and understandably avoided giving details about their families as they did
not understand the reason behind the LHWs inquiries. Venturing into the field was the
third transition the LHWs underwent since joining as health workers. There have been
concerns regarding mobility of the LHWs right from the very beginning. The gender
norms in the communities proscribe free mobility of the women who are supposed to
be confined in their homes. The LHWs faced difficulties in this regard but during the
process, the agency or power within enabled them to overcome this barrier. The
household visits contributed in formal socialisation of women in their new role as
LHWs. The visibility of the LHWs during these community visits also influenced
their work practices and forthcoming identity in the households and communities.

When the NP was launched, there was a principle decision that married women would
be given preference for the job of LHW. The social environment in which LHWs
were supposed to work was less likely to accept an unmarried woman as a health
worker, and families were also less likely to allow her to visit their homes. Therefore,
most of the LHWs who were selected were married. In many areas, unmarried
women, divorcees and widows were also selected, in the absence of other eligible
women. Unmarried LHWs reportedly encountered various issues, especially regarding
their mobility in the community due to their family concerns.

If a person is married it is not a problem, but in the case of unmarried women
like me, there are some problems… like my brother objects when he hears
something [nasty], although he knows now that there is no problem in reality,
people just spread rumours.
(TB, 36, LHW rural, 2007)
Some LHWs were unmarried when they joined the NP and married later on and could
compare their experiences. Sabira LHW recalled the difficulties she faced for a brief
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period when she was unmarried, and she thus felt that married LHWs were better
suited for the job.

When I joined as a LHW being unmarried was an issue. I got married after my
training, but LHWs who are unmarried have to listen to comments like before
marriage she is getting out of her house and she is this and that sort of a
woman. I know women can be under a lot of pressure, but in my opinion they
should not become LHWs if they are unmarried [because] they cannot enquire
about the problems faced by women and cannot talk openly. I think it is easy
for married women as they can talk openly. Most LHWs in my class were
married and it was difficult to understand their problems. They used to say
that it would be difficult for me to work as an [unmarried] LHW. They used to
wonder how the women in field would share their problems with me and how
would I advise them.
(SB, 25, LHW rural, 2009)
As an experienced health worker, Nasreen had come across a few unmarried LHWs
during the course of her work and explained the difficulties they might face gaining
entry into the community, suggesting that LHWs should preferably be married.
If an unmarried young woman visits me, she will hesitate because she does not
have enough experience or self-confidence. We go and greet women: “How
are you? Are you well? It has been two three months after the delivery, is your
child okay? You have two children, what is your programme, think about
spacing.” We have self-confidence because of our age and having gone
through this process ourselves, but the unmarried cannot do like this. The
married ones can talk with another woman more openly.
(NA, 51, LHW rural, 1996)
The socialisation of the unmarried LHWs was a bit different as they mere more
hesitant and reluctant. In a patriarchal society where the gender norms put restrictions
on women generally the intensity is more in case of unmarried women. Therefore,
unmarried LHWs faced more problems in terms of their acceptability and mobility
and even the women themselves had reservations regarding the unmarried health
workers.
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6.4 Being chaperoned: Coping with mobility in the community
The LHWs were deployed in communities where according to gender norms; women
were not encouraged to visit a neighbourhood without family familiarity or a specific
purpose. Although the hesitation to visit was more pronounced among the unmarried
LHWs, even the married ones, who were born and raised in the same community,
were equally reluctant. As the LHWs left their homes to serve in the community, their
movement and activities were guided to a large extent by gender concerns, the
foremost being their own preference to be chaperoned during household visits. In
beginning, almost all of the LHWs were accompanied by someone when venturing
outside the home, especially in the initial phase of registration. Being women in a
gendered society, they found moving around with a chaperone culturally more
acceptable in their communities.
The extent to which LHWs were escorted depended on the individual‟s age, family
structure, terrain and nature of the catchment area population (i.e. old locals or new
residents). In some cases, the chaperone also served as an LHW‟s facilitator in the
community, as in case of Sughra, where her sister who was a teacher in the area
accompanied her and introduced to their community. Most of the LHWs were
accompanied by someone from their own family, such as a parent, sister, mother-inlaw, sister-in-law, their own children or those of relative‟s. With the passage of time,
this practice lessened and most of the LHWs conducted community visits alone on
their own after a few years. Khalida, for example, was accompanied by someone for
quite a while.

In beginning, I used to take my sons along as they were small, but once I had
registered my community there was a woman with me. Now I go alone, but I
took someone along for four or five years and at that time I was young and my
age was such that I did not go alone.
(KA, 54, LHW rural, 1995)
LHWs favoured adult females from their own household as chaperones, especially
during their initial field visits. Some even took their mothers-in-law along, although
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more often it was their own sister or sister-in-law, depending on where the LHW was
residing.

The motive for taking someone along also differed. Sometimes it was because the
nature of the community or the terrain was unfamiliar; sometimes it was because an
LHW considered two people were better than one for such visits. The distance to be
covered in the community was also a consideration for taking someone along. Often
the idea of visiting unknown people made LHWs apprehensive, and they took
someone more familiar with the neighbourhood with them, particularly in the
beginning to ease the process of registration of households. The LHWs were often
mindful of their own weaknesses, which they tried to counter by taking an
experienced individual with them. In many instances, they were accompanied only by
a child, either their own son or daughter or someone else‟s child, just to escort them
and help them move around in their community in a respectable manner. Mehtab and
Khalida were accompanied by their children for years.
In the beginning, some LHWs were worried and unsure what was in store for them in
the community. Many women took another LHW or a female neighbour along when
they visited the households, a practice they discontinued over time. One LHW
described her early experiences in a remote village, explaining, how she relied on a
chaperone during her initial visits.
Before marriage, no one knew me as I grew up in a different village, and after
marriage I only used to visit the homes of close relatives; that, too, on special
occasions. When I started this job, I had to visit daily. In beginning I took
someone along, mostly my nephew, another relative or a small child. Once I
had visited a household, I could revisit with ease as people knew me.
(SP, 38, LHW rural, 1999)
There were exceptions to this norm, however. Several LHWs conducted household
visits households on their own; others, like Nasreen, did not feel the need to take
anyone along, not even on their initial visits. Some women said that there was no
need, as the local residents in the village were well-acquainted, having known each
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other for generations. Some LHWs worked in areas where they felt it was necessary
to have someone accompany them, as these places were not considered safe for a
woman alone. One such LHW lived in an area where women do not leave their houses
alone therefore; she always brought someone with her on field visits. Nasreen, while
acknowledging the need of some LHWs to take someone along, felt that it was merely
an excuse in most cases.
When LHWs visit the field, some are unmarried and their parents are worried
about them. It may be justified to take someone along due to terrain and
unknown people, but for LHWs who are working in their own familiar
surroundings, taking someone along is just an excuse!
(NA, 51, LHW rural, 1996)
In beginning LHWs were hesitant to visit the households in their communities alone
and were chaperoned for cultural acceptability of their mobility. In most cases the
LHWs did not deviate from the norm and socialised based on the routine practices of
women and took a chaperone along. A few LHWs still prefer to take a child along
with them as a companion. The LHWs had direct interaction with the women in the
households and the role of chaperone was mostly to facilitate mobility in their
neighbourhood. Initially they were chaperoned to the health centre by men in their
families. However, with the passage of time the LHWs accompanied each other
especially when they visited for monthly meetings or other activities.

6.5 „Loafing‟ around: The challenge of home visits
One of the main tasks designated to LHWs was to increase the access of women to
health services in their community. However, for this purpose, LHWs were required
to reach out to families through regular home visits. This crucial component in the
design of the NP, though logical and beneficial from the community‟s point of view,
generated a lot of negativity for LHWs. The family members and the community
often looked down upon home visits. The experience of one LHW with her mother-inlaw illustrates this point.
My mother-in-law still taunts me, “You go from door to door taking your bag
along!” Even after so many years, no one is willing to do this work in my
area. If the woman is willing, her family members would never allow her to,
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going as far as threatening to kill her if she doesn‟t listen. This [house
visiting] is considered a huge insult in our village, and these kind of women
(referring to herself) are called „loafer [women]‟ implying that they are up to
no good.
(RS, 35, LHW rural, 2009)
It is important to note that members of the family and/or community who held this
perspective equated these household visits with loafing or roaming aimlessly, as they
thought they were offensive and against prevailing cultural and religious norms.
Therefore, LHWs strived to convince these individuals and change their views.

In the beginning, some relatives complained to my husband regarding my
household visits, this and that, but I told him that if you have trust in me, I will
visit, but if you have no trust, what will I achieve by continuing my job; as my
husband and family had trust [in me], they did not stop me anymore.
(SB, 25, LHW rural, 2009)
Even those LHWs whose immediate family members were supportive and where
females in their extended family were already in full-time employment faced major
objections to this specific kind of job, as it involved visiting households in their
community. As part of their job, LHWs made regular visits to the households in their
community, however, some male family members considered knocking on doors and
waiting outside houses highly objectionable and a personal insult to the whole family.
Sughra‟s brothers-in-law, for example, regularly complained about this.

I faced a lot of difficulties and believe me, it was a difficult to do house visits. I
could manage only because of my husband‟s support. When I left my house,
my brothers-in-laws used to object very strongly. They used to say, “She keeps
on standing outside the houses for hours at end and no one comes out and this
is our insult”. My husband and my parents supported me, so I did not have to
discontinue my job. I tried not to listen to anyone and kept telling myself that I
had a job to do.
(SU, 41, LHW peri-urban, 1996)

The gender norms in the study area did not encourage the mobility of women and
were against their being visible in public. While this was part of the socialising
process of LHWs but still was considered a negative aspect of their work by
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community and those around them. These house visits were however, important part
of the socialisation and work practices of the LHWs.

6.6 Mothers-in-laws: Gatekeepers of traditions
Most of the households in the LHWs‟ catchment areas comprised of joint or extended
families. Whenever present, women‟s mothers-in-laws played a pivotal role as
gatekeepers to their households, being the first point of contact for a visiting LHW.
Although their primary targets were the younger women in the households, the LHWs
still approached mothers-in-law first, recognising their important position in their
households, and tried to win them over to their side. In the beginning of the NP,
however, mothers-in-law turned out to be a significant barrier at the household level
and a force to be reckoned with. In many cases, they proved quite difficult to persuade
and thus LHWs had to make an extra effort in this regard. The following excerpt from
a FGD illustrates the initial relationships between LHWs and mothers-in-law.

PA: We were admonished in households.
YA: Yes, we especially received scolding from mothers-in-law during our
household visits. We advised women to visit hospitals for deliveries, especially
if it was their first child. The mothers-in-law used to tell us, “We also gave
birth [at home]”. They used to say that the Dai [TBA] had helped delivered
her daughter-in-law so many times, therefore, things would remain the same.
We used to convince them with great difficulty to let her daughter-in-law
undergo an antenatal check-up to know if everything was fine. Our household
visits used to be quite difficult. The mothers-in-law did not allow weighing the
children, even some other older women present in households did the same.
FB: In beginning, mothers-in-law were not in our control [laughter and
giggling by all participants]. As soon as we entered, seeing that the monogram
on our bag included family planning insignia, mothers-in-law would object to
our visit. Getting their attention was very difficult. These old women valued
their old traditions and customs and considered themselves right. In their
view, the LHWs were wrong and bent upon spoiling their daughters-in-law.
GB: In our area, such mothers-in-law do not exist anymore and now
daughters-in-laws have the upper hand.
(FGD, LHWs rural)
The mothers-in-laws usually dealt with health issues in traditional ways, which
clashed with the health advice given by the LHWs. The mothers-in-law tried different
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traditional remedies on the women and children, and it was difficult to stop them.
However, the LHWs acknowledged there has been a change in mother-in-law‟s
attitude. On the whole, they were now more receptive to the LHWs‟ advice, and at
times even facilitated the LHWs in their work. In the last fifteen years, there had there
been a change in the mother-in-law‟s attitude. In the beginning, problems faced by the
LHWs were not due to men, but the mothers-in-law and other elderly women within
in the households.
The mother-in-laws used to complain that they gave birth at their homes and
not in the hospital. Now we advise women to visit hospitals. However,
currently when we visit, they inquire about their daughter-in-law‟s TT
injection and referral slips for her hospital delivery.
(GB, 34, LHW rural, 2009)
Now, according to Khalida, some of the mothers-in-law are even promoting family
planning, while, in the past, they felt threatened by the presence of the LHW and her
advocacy of family-planning methods.

Earlier, we could not even talk with women in the presence of their mother-inlaw, as she would say we are ill-advising their daughters-in-law. “I know you
are family planning ones and you have come to stop the babies.” That was the
way they dealt with us. It is different now; they say that, after the first child,
there should be a gap of three to four years and sometimes insist that we
should have a word with their daughter-in-law in this regard.
(KA, 54, LHW rural, 1995)
However, in the beginning, convincing the mother-in-law and daughter-in-law dyad
was difficult, as one of them often remained unconvinced. Although the targets of
LHWs were younger women but one of the barriers which the LHWs came across
while accessing them was their mothers in law. They were the gatekeepers of the
households and considered part of a problem by LHWs rather than a solution. There
was an intergenerational gap and they did not agree with the advice being given to
pregnant mothers by LHWs nor were they in favour of immunization of children.
Holding traditional beliefs regarding health and health care, they wanted their
households to follow the same. The influence of the mother-in-law in traditional
society in Pakistan is no doubt strong. The LHWs had to socialise with them and deal
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with them in an appropriate manner to liaise with the community households.
However, with the passage of time, relationships with the mothers in law changed.
The older generation had phased out and mainly replaced by newer female head of
households many in past were clients of the LHWs and already aware of their
messages. This had changed the engagement dynamics of the LHWs at household
level. The LHWs are more experienced and their advanced age has also titled the
fulcrum in their advantage, conforming to the gender norms of the communities.

6.7 Dais: Custodians of women‟s health in their communities
When LHWs were introduced, traditional birth attendants or “Dais”, were the most
favoured birth attendant in their areas. Communities mainly relied on Dais and they
were firmly entrenched in these communities. Before the arrival of LHWs, Dais were
the only health worker active at the community level. Therefore, right at the very
start, the NP recognised their importance and thus laid great emphasis on the LHWDai relationship. The Dais covered a wide area and provided a range of services, such
as antenatal, natal and postnatal care, including the traditional massage of mothers. At
times, more than one Dai was providing birthing services in the same area covered by
one LHW.

When LHWs were introduced, most of the Dais were middle-aged, illiterate women
who, without any formal training, performed home deliveries. A decline in women
seeking care from Dais in the area had been observed. Some of the newer LHWs,
especially in peri-urban areas, had not come across a Dai as none were active in their
catchment area or they did not liaise with her. In last two decades, the focus on Dais
has gradually diminished due to a paradigm shift in the study area, from home to
institutional deliveries. Initially, when the LHWs were trained, they were directed to
closely liaise with Dais. Due to the latter‟s importance, the LHWs were directed to
include Dais in their women‟s committees and to also report deliveries conducted by
the Dais.
The Dai was a member of the LHW‟s women‟s health committee. We had
briefed LHWs regarding their code of ethics so that she does not become a
hurdle in the Dai‟s work. If the Dai is there and people call her on their own,
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let the Dai do her work. We wanted all new born children, complications
during deliveries, including maternal or neonatal death, conducted by Dais
recorded. According to NP policy, no LHW could refer women to the Dais.
(JA, Medical Assistant)
Dais were expected to be apprehensive about the introduction of LHWs into their
communities. Therefore, LHWs were briefed at the very outset about how to deal with
the situation. The LHWs were supposed to liaise with Dais who performed deliveries
in their area or were living in their catchment area. In beginning, the Dais viewed the
LHWs as competitors, because they had the advantage of training and direct links to
the formal healthcare delivery system, i.e. the health centre. The LHWs had received
formal training at the health centres, in contrast the Dais‟ being, largely illiterate and
untrained. According to Nasreen, this disparity was a major cause of concern and
anxiety amongst the Dais.

In the beginning, the Dais thought we would be conducting deliveries. Due to
training, we would know more and as a result they would lose their livelihood.
We told them, we will only advise women, but you should also know about
your work. They should acquire a certificate so that if any incident happens
they do not get in trouble. Like I am an LHW and possess a certificate. If a
person comes from anywhere, I am not afraid as I have completed my training.
(NA, 51, LHW rural, 1996)
In 1990s, most deliveries in the study area were being conducted by Dais in client‟s
homes. However, in recent years, this trend has changed, as one LHS observed; most
of the people in the study area now sought maternity care in hospitals. In the past,
home deliveries were common due to social and cultural reasons. In initial phases of
the NP, women preferred to give birth at home, seeing this as more private and
respectful. If a pregnant woman was taken to the hospital, they had to arrange for a
vehicle, therefore, everyone came to know about the imminent delivery. Still, there
are sections of community that opt for a home delivery performed by a Dai, as she is a
cheaper provider and relatively more accessible too.

The Dais where present were part of the socialization process of the LHWs more so in
the beginning of NP. They were the only health service providers available and
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working in the communities. The LHWs especially in the earlier cohorts had to deal
with them and in many cases it was a mutually beneficial interaction while in others it
was almost non-existent. The engagement with Dais was aligned with gender norms
of the communities therefore, there were few issues at the community level. However,
there were differences of opinion the way they handled their clients. These issues did
impact on the work practices of the LHWs and will be discussed in next chapter in
detail.

6.8 Dilemma of men in communities: to engage or disengage
The LHWs live in communities where there is clear demarcation of men and women‟s
roles based on the gender norms. The women were supposed to conform to the
seclusion and segregation of the sexes. There were restrictions on women regarding
interaction with men outside their families. However, once they opted to become
LHWs they routinely come across men. These men with whom LHWs had
interactions outside their own home can be divided into four categories. The first and
foremost were male healthcare staff; the second, the outreach staff, e.g. polio workers
and vaccinators; the third comprised the male members of the households she visited
and the fourth, the members of the health committees.

According to NP policy, LHWs were mainly supposed to maintain close liaisons only
with the women in the community. Therefore, during household visits, the LHWs
usually did not encounter men and men also usually kept their distance from them.
When the LHWs visited households during working hours, there were no problems
because mostly the men were absent from their homes. Sometimes women requested
the LHWs to visit later, as men were present at home, which may reflect the fact that
they could not talk openly with the LHWs when men were present in their homes or
seclusion was not possible due to unavailable space. Sughra affirmed that their
interaction with men during community visits was minimal. .

Our main point of contact is women in the households as we visit to meet
them. We do talk with men, but very rarely. Men know that an LHW has come
and they get aside and send their wife. If men are at home, the women take us
to a separate room to chat. As we work with women, there are no issues, but if
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one works with men, then there are problems. The women are like sisters and
we talk with them just like our one‟s own sisters.
(SU, 41, LHW peri-urban, 1996)
Some LHWs described their own experiences in the field, e.g. Nasreen recounted her
interaction with a religious man who preferred the women in his family to remain
confined to his home. Such men did not approve of the LHWs visiting households and
sometimes hurled criticism at them on breaking gender norms.

Their women observe purdah, but when an LHW knocks at their door, they
should not say you‟ve come again just like that with this box of yours! They
are scholars of religion and do not consider the fact that a woman has
knocked, and the least they can do is talk politely in a good manner with her.
(NA, 51, LHW rural, 1996)
The LHWs often accompanied women needing medical attention to the health centre,
but did not provide the same service to the men as cultural norms stipulate that
women cannot accompany unrelated men. At times men, sought help regarding some
issues, but many LHWs discouraged this, except in special circumstances. If a man
from the community came to their health house, the household members might object.
However, if the visitor was a male member of the health department, there were fewer
issues. The NP has placed strict proscriptions on the male staff based on the
prevailing gender norms.
The health committees were introduced as an important component of the NP for the
long-term sustainability of the programme. The LHWs were mandated to create a
health committee comprising of men. This committee comprised of individuals from
the community and was envisaged as support for LHWs at the community level. The
constitution of the health committee was included in the LHW‟s job description, and
regular meetings were required. Constituting a men‟s Health Committee itself was a
dilemma, as LHWs had to face a great deal of fear and hesitation. Described Nasreen:

Every month we met with many unknown individuals to constitute the
committee, dreading if we met them too often, what my husband would say. We
have a family name to protect! Instead of becoming an LHW, we might get into
other problems. Although I was apprehensive, I decided to tackle the issue
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head on as I had accepted that responsibility. Gradually I realised that we are
health workers and the responsibilities we have undertaken should be
performed to the best of our abilities. So, the Health Committee was formed,
including individuals who were influential and responsive. I met them
occasionally and developed and maintained links with them from the health
point of view.
(NA, 51, LHW rural, 1996)
The male Health Committees posed problems from the very outset. Although the
LHWs were supposed to attend the Health Committee meetings, they usually did not,
despite being key members. As an LHS on the ground observed, maybe only fifty
percent of the LHWs attended the men‟s Health Committee meetings; otherwise, her
husband or brothers represented her there. As LHW Arshi described
My husband attends, I don‟t. As this is for men, he is a committee member too,
so he takes part. He has reservations on my attending the meeting and says, if
I need information he will provide it, why I should go there? In my area there
are about fifty LHWs, hardly anyone sits in the male Health Committee
meeting.
(AI, 36, LHW peri-urban, 2007)
The reason why LHWs could not play a role in the men‟s Health Committees
stemmed from cultural inhibitions; as such this role was considered to be culturally
inappropriate. By virtue of being female and living in an environment where women
are not allowed to directly meet unrelated men, an LHW‟s representation here
becomes difficult. In this society, if an LHW talks to a man, onlookers object. This is
why, even though the programme has been going on for decades, the male Health
Committees are still not functional according to the managers, supervisors and most
of the LHWs. Some LHWs like Khalida admitted that their male Health Committees
were not functional, but this was due to a lack of interest or change in context.
Nasreen observed that the LHWs were also supposed to file monthly committees
reports, but found it difficult to rationalise activities of these committees and thus to
submit monthly reports justifying their utility, if any. The supervisors of the LHWs
also acknowledged the inefficiency of the health committees over time. The Men‟s
Committees did not work well primarily because the men were involved in a very
cursory way. LHWs gave several reasons why their Health Committees were not
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functional. Some reasons pertained to the LHWs themselves, while others were
embedded in the community. For example, an LHW was often unable to call upon the
participants because she belonged to the same community and did not hold an
influential position. Furthermore, according to one LHS, there was no facilitation
from the health centre.
The health committees were a community based institution introduced by the NP as a
voluntary support for LHWs in their communities. There was no support from the
health department for LHWs in this regard. As interaction of LHWs with men was
involved in men‟s health committees, this could not function as envisaged because of
prevailing gender norms. These ended up with list of names of family members and
relations for official purposes for ticking up the box.

6.9 Community embeddedness: An advantage for health workers
Since the inception of the NP, it is mandatory for an LHW to be a resident of her
catchment areas. Therefore, in most cases, LHWs had some prior affinity with their
catchment population. As a result, they shared many similarities with the individuals
living there and were able to forge relationships with them. Because they were in the
vanguard of a new health programme, LHWs were cautious about maintaining the
sense that they remained part of the common womenfolk.

As we already have relations, we are careful, especially about the manner in
which we talk to the community. We don‟t want to give the impression that we
know too much. We are equal and like them, therefore, they should not get the
feeling that we are superior to them!
(AW, 41, LHW rural, 2009)
As LHWs have access to households, they are essentially the community‟s first point
of contact with the health system. They have, as a result, built lasting relationships
with the families in their catchment areas, which is beneficial to them and to the
communities they serve. The LHWs reported investing a lot of time and effort into
initiating and then improving these relationships.
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AW: While visiting, we meet everyone in the house, get information and learn
a lot from the village people. There is a change in attitude of the community;
they give us respect share issues regarding health and take advice, too. They
are happy to see us and leave all chores to listen to what we have to say. We
speak in their language and have developed an understanding, so that they
consider us their own.
FB: I always prioritise my job, even on occasions such as weddings etc., and
people ridicule me for always thinking of my work, but I do not waste such
opportunities where women are together and I can reach out to them. Often
they discuss their problems and take me in a corner during a get-together.
Whenever we meet, I answer their queries and give advice. It feels nice that
they ask me instead of going to the doctor.
AS: We are from the same area and people knew us already, but the
connection that we have now was not there before. The women share all sorts
of things with us, do not conceal anything, so we also support them by telling
them all that we know.
(FGD, LHWs rural)
The relationships between LHWs and women in their communities evolved over time
into a link, and most LHWs appreciated their rapport with women in their
communities. Even many women not permitted to go anywhere else visited the health
houses of LHWs for information. The LHWs consequently felt valued and respected.

We talk simply as a friend at the first time, that is what we do and then slowly
the women start treating us with respect. When we go to their homes, they see
us as their well-wishers and even share their children‟s problem, their own
domestic problems and discuss everything. They value our advice, and ask for
more time!
(AW, 55, LHW peri-urban, 2003)
Building these relationships enabled LHWs to extend the reach of their advice, and
also to improve their own communication skills, particularly the ability to converse
with people.

Most LHWs were keen to express their affiliation with the community, emphasising
the strong social links they had developed. As most of the LHWs were local, they
appreciated being part of the social fabric of their communities.
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I feel strongly about my community, as our happiness and sorrows are shared.
If someone dies or there is a marriage, we reach out, being integral parts of
the community. However, the community now recognizes us as health people
because we visit their houses as LHWs.
(RP, 47, LHW rural, 1996)
LHWs situated themselves primarily in their own communities, since they lived and
worked there. The communities, on the other hand, associated LHWs more with the
health centre, as they felt they represented this institution. One LHS lamented this
situation.

They are part of the community, but community members feel LHWs are being
paid by health centres, therefore, they are functionaries of the health centre.
(SH, LHW Supervisor)
Contrary to the above observation, most LHWs themselves firmly aligned themselves
with their communities, considering their link to the health centres to be rather weak,
particularly since they only attended monthly meetings in the centre, were not
stationed there, and spent more of their time in their own communities.

We are not like other employees posted in the centre who are permanent and
regular and. have to come daily as this is their place! We are not permanent
yet; it might change in future.
(SK, 48, LHW peri-urban, 1996)

6.10 Building LHWs relations from individual to collective
The LHWs were introduced in 1994 and have existed as a workforce ever since. Over
the years, they have developed relationships amongst themselves. Individual who
have been in close contact with LHWs since the beginning of the NP see these
relations in a good vein. The LHWs were in contact with each other not only about
their work, but also on a personal level. If there was some event in an LHW‟s
household, like a marriage or death, all health workers attached with a health centre
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visited collectively. The LHWs literally considered themselves as one community;
therefore, they supported each other, as Khalida describes.

All of us go together for special events, e.g. if there is marriage of son or
daughter of the LHW, we all go together. The vaccinator invited everyone to
his son‟s wedding and all the LHWs went together. If there is a death of an
LHW‟s close relatives, all of us visit to console her. We hire a vehicle and
proceed together.
(KA, 54, LHW rural, 1995)
According to one LHS, the LHWs tried to help each other. If an LHW faced problems
in understanding something, those with more experience helped their juniors by
sharing their knowledge. They still considered each other part of the LHW
community, however, without any differentiation based on experience. The LHWs
working in contiguous areas also liaised amongst themselves, especially on workrelated issues like vaccination. In the past, there were sometimes disputes over issues
like the demarcation of adjacent communities, but these have been long since been
solved. Sughra works with other LHWs active in areas that adjoin hers.

We are three LHWs who are closely located and our boundaries are attached,
and if there is a problem and one does not have medicines, her clients come in
my area and we solve these problems. We inform each other if a new
household arrives and register them. If someone transfers in or out from one
place to another, we keep each other informed.
(SU, 41, LHW peri-urban, 1996)
The LHWs who joined in the earlier cohorts liaised with the new entrants and some
even facilitated them in their catchment areas. Most LHWs, however, only meet one
another only at their monthly meetings. According to them, because of work and
home commitments, they do not have time for building further relationships with
other LHWs, although a few women do maintain contact with LHWs living near
them. Health workers only work collectively in teams of two during the polio
campaigns. In one RHC, there were almost fifty LHWs, and so the monthly meetings
had to be conducted in two batches. As one woman said:
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We do not meet the other half of LHWs, even at monthly meetings. Only
occasionally do we meet when two classes are combined, otherwise we are
separate and there are too many girls and there is only one LHS. She cannot
do much, give lessons or tell us things. All day she is busy with checking our
reports.
(SA, 41, LHW rural, 1998)
Relationships between LHWs belonging to different phases did exist. Some LHWs,
however, only developed close personal ties to women in their own cohort. Newly
inducted LHWs faced difficulties when they initially joined training. Some felt those
before them were far ahead because of age and experience. It took some time to
integrate with other LHWs from the health centre.

When we joined, our group was together as we had received the training
together. The senior LHWs were a separate group, but gradually we became
equal and now it is not that obvious who is old or new.
(SB, 25, LHW rural, 2009)
The LHWs acknowledge they are supportive of each other, both in terms of work and
domestic issues. In terms of work, they learn from other LHWs, and if they do not
understand, they consult each other, which facilitate their understanding. If there is a
problem, they try to solve this together. If there is a domestic problem, i.e. family
issues, they also cooperate with each other. The support from other LHWs, however,
was more evident during their health centres visits rather than in their field.

In the past, LHWs maintained relationships mainly as individuals and not as an
organised group. The way the whole NP was organised, each LHW was confined to
her own community. The LHWs were held accountable for their individual tasks and
responsibilities and were, therefore, more individualistic in their approach. There was
no element of collective action except occasional socialisation. Hence, even the
LHWs themselves did little to enhance their fraternity, and any sense of communality
was missing. It was a case of being so close, yet so far. However, in the recent
campaign to regularise their services, LHWs have emerged as a group for the first
time.
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The LHWs have emerged as a group in the last few years. In the past, this was
not so. The LHWs have joined together at the local and national levels for
their rights. They have combined because this is national level issue.
Therefore, at the district level, LHWs were organized and well connected and
attended meetings.
(JA, Medical Assistant)

The LHWs‟ collective thinking has increased in recent years and has been
instrumental in their struggle for the regularisation of the LHWs cadre by the
government. This issue will be taken up further when activism of LHWs regarding
their regularisation will be discussed.

6.11 Transformative changes in the LHWs
The LHWs perceived a myriad of changes in their own selves as a result of their
training and work experience. As they were only confined to household tasks earlier,
working as LHWs was a unique experience, through which they developed “shaur”,
i.e. awareness and understanding. All except one LHW, namely Mehtab, explicitly
described the changes they underwent since becoming LHWs. The significant change
in most of the LHWs after adopting the role of LHW is reflected in the following
quote.

The change in me is, I feel like a blind person who gets eyes or one comes
from dark into light and can see everything!
(SL, 38, LHW peri-rural, 2009)
LHSs are in contact with the LHWs from the day one and have observed this process
of change over the years. They see it as a transformation in the health workers.

The LHWs come from different communities and households where the
environments are completely different. When they join, every girl has a
different personality. At the beginning of training, most LHW are lonely. Their
attitude, way of talking, dress etc. is different. Gradually they share with each
other and emulate something from the trainers and experienced colleagues,
developing many similarities during and after their training. In my experience,
there is an overall change in LHWs, mostly a great deal of change, which is
still going on.
(AB, LHW Supervisor)
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Most LHWs acknowledged that they had developed confidence since becoming
LHWs. As one LHW said:

Basically, I was timid and introverted. I did not venture out of my home and
was afraid of people. My husband encouraged me to go outside our home and
gain experience. To keep myself busy, I became a LHW. Now I intermingle
with people and I am better than many; there is a continuing change towards
the better.
(SO, 35, LHW peri-urban, 2009)
The LHWs feel they are more confident, especially compared to other women living
in their communities. They are active in their demeanour; way of dealing and
mingling with people has changed. The biggest change in their personality was
reportedly in the way they communicated with people, which contributed to building
their self-confidence. Being women in a conservative society, they had lived sheltered
lives and found door-to-door visits difficult and challenging at the start. However, the
confidence they gained during the course of their work strengthened their resolve to
continue with their job.

One change I feel is that I have developed a lot of confidence; I can easily
understand people and deal with them. One feels capable of facing a lot of
situations that might be difficult for a woman confined to her home as a
housewife. Whatever the situation, one can deal with it.
(SK, 41, LHW peri-urban 1998)
Even a former teacher noted an increase in her confidence level once she started
working as an LHW. A LHS who worked in close liaison with the LHWs also
observed a visible increase in the LHWs‟ confidence levels over the years.

After becoming an, LHW everything changes, the dress, demeanour, and they
are very confident. When they come to this health centre, they exhibit a lot
more confidence than before.
(AB, LHW Supervisor)
These changes in the persona of LHWs can be attributed to the nature of their job,
which involved dealing with the public. The LHWs believed that their training and
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work experience significantly enhanced their confidence, which in turn, enabled them
to perform their tasks in the communities.
SK: Great changes …. [Laughter………]
PA: In the beginning, we could not talk to anybody as we were housewives. It
had been years since we left school and we were afraid just to see the
classroom. But later on, slowly, thank God, we could speak confidently in
front of others and give them advice… though hesitantly at first.
(FGD, peri-urban)
The LHWs had to converse with their community members as part of their job, and
required good communication skills in order to raise awareness and promote health.
This skill apparently improved a lot during their work in the field. Nasreen was in the
debating club while at school, but later benefited from the interaction with her
community.

There has been a definite change in me. When I got the opportunity to meet
and talk to women in the health context, my ability to communicate developed
a lot since I joined as an LHW. I feel empowered as an LHW for I can
communicate freely with other persons. I feel all LHWs should be proficient in
these skills.
(NA, 51, LHW rural, 1996)
In addition to their communication skills, most of the LHWs developed a keen sense
of judging the needs of their audience before imparting health advice. Said Sughra:

One change in my personality is that I have developed the art of speaking after
talking with so many mothers. I have an awareness of where I am and who I
am taking to, so that I can convey health messages of all types.
(SU, 41, LHW peri-urban, 1996)
An experienced LHV was impressed with the way the LHWs had developed and
transformed in their communication skills,

They have developed an awareness to leave their homes and do something for
themselves and their family. They have changed a lot and learned how to
speak. They are now audacious and can talk in the community. Make them to
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stand anywhere, they can talk. They can compete with their household
members, community members or whoever, surely they do speak!
(BS, LHV)
The health managers shared similar views about the change in the LHWs, while
appreciating the role of training in building their confidence. Experience of visiting
households and facing difficulties at health centres and in the field also helped
develop the LHWs‟ perseverance. The majority felt that the other women in their
communities, confined to their homes, lacked patience, which is an essential attribute
of the LHW‟s work. The LHWs also described making a conscious effort to change
and acquire skills to cope with people, particularly those that enabled them to pursue
their work and not retaliate in the case of adverse remarks.

SUB: When we listen to the others and whatever anyone says, we have to do
what is needed to improve their health and visit their houses.
NB: There are women who say, “You come daily; don‟t you have any
housework to do at home?” Whatever they say, we have to do our duty; even if
they make fun of us, we still visit their homes.
GN: We realise that we do not think like housebound women anymore. Our
minds are more open, and this gives us a sense of achievement.
(FGD, peri-urban)
When visiting households, LHWs had to maintain their composure and bear with the
women. Over time, LHWs exhibited a lot of changes, and reportedly became more
aware of their surroundings. Visits to households and health centres resulted in
contact with a range of people in their catchment areas and these experiences initiated
changes in their personalities. An LHV who had been in contact with the LHWs from
the outset described it as follows.
Their status has changed within their homes. In the beginning when I used to
visit house of an LHW, she used to be a very rural girl without any proper
system of cleaning or decoration. The clothes of the children and the whole
family were different. They did not know how to entertain someone in their
house and give proper protocol and respect to the guest and how to serve
them. Now one can see the changes on entering the house of the LHWs and
their houses are clearly different and upgraded from homes of other similar
housewives.
(BS, LHV)
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The LHWs also focused on their personalities and were conscious about their
appearance and their demeanour. They had to be neat and clean and were frequently
required to exchange pleasantries with their clients and other people they encountered.
I have learned a lot on the job, that is, how to respect and value all people. In
the past, it was not so, except for people visiting us. But now it is different as I
know how to give respect to every person.
(SM, 34, LHW rural, 2003)
Most of LHWs felt that they now looked after their homes more efficiently, and cared
about their health and personal appearance, e.g. dress etc. This was accompanied with
changes in ways the LHWs talked with women, i.e. more sincerely and politely, in
order to make their messages effective. These changes in the LHWs were not only
confined to work, but also extended to their own homes.

6.12 Izzat and respect
One term used by most of the LHWs was “izzat”, which is an Urdu word meaning
personal dignity, honour and personal prestige and which is synonymous with respect.
The LHWs gained a lot of respect in their communities. The respect gained by the
LHWs from their communities was not immediate or taken for granted. Many LHWs
insisted that they had to work very hard to earn this.

RP: When we started work, the response was not much, but now people value
us.
AK: Izzat has increased.
AW: All the people in our area know us as LHWs and we have a relationship
with all households, we listen to them and they listen to us, and we have a
connection with each other and we like it.
AW: People give respect.
FB: We are valued more at home as well… Now that we earn a bit, we have a
say in family decisions. We feel that we have some knowledge and information
that can help the family members, and now we have gained a good status.
GB: Our value has increased and it looks nice.
(FGD, rural)
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There has been a change over time and gradually the LHWs were able to enjoy a lot
of respect. In the past, their family members wanted some of the LHWs to quit, but
now, because of community‟s positive attitude and good relationships, the LHWs‟
families also support them. As one LHW said:

My marriage is out of my relatives. In the beginning, my family members were
not very happy with me, but ever since I became an LHW, people value my
services, including medicine, referral and accompaniment to hospital. Being
an LHW has earned me respect. I also [reciprocate] prioritise their needs over
my own, and visit whoever needs me.”
(MP, 44, LHW rural, 1999)
The LHWs perceived they had earned a higher status in their community, and that the
community appreciated their work. As one LHW stated, her extended family
members acknowledged that she had adopted a good profession and also sought her
advice; previously, she herself had had doubts about LHWs. Women visited the health
houses and followed the advice given by the LHWs; however, all these relationships
worked on a reciprocal basis.

In the community, respect accorded to an LHW is a bilateral issue of give and
take. Households respect the LHWs, who make an extra effort, and she also
gets a lot of other problems solved and therefore she enjoys a lot of respect in
the field.
(SH, LHW Supervisor)
A change in the attitude of certain community members was also reported by the
LHWs. Many who were very critical of their work at first were now very appreciative,
as we can see in the case of Sughra.

Now my community and relatives think my work is alright and if there is a
problem, they come and seek advice. However, in the beginning, it was
different. Now they are proud that their relative is there to look after them and
refer them to the hospital if needed, and this has made a huge difference in my
izzat.
(SU, 41, LHW peri-urban, 1996)
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This positive change was observed not only in the community, but also within their
own households, although the reasons for each varied.

I have seen a lot of changes in our area. The family members of health
workers are respectful to her and the LHW‟s voice is heard and also accepted.
However, I do not know how far it is due to her work, but I feel the money she
earns also plays an important role.
(BS, LHV)
One LHW who joined the service three years ago felt her status in her household
had changed since she started working.

Compared to the beginning, there is a great difference in izzat and respect
accorded to me. My family gives more respect, both due to my work and the
earning. My relations are very good with people, who also give me a lot of
respect.
(MR, 28, LHW rural, 2009)
The LHWs gained respect due to their work and also because of their technical
advice, which was available to the women conveniently, on their doorstep. Within the
community and immediate family, LHWs developed a certain value or prestige. If
there is a health problem, they are often the first point of contact and referral. If their
diagnosis holds after a referred case consults a doctor, their respect in eyes of the
community increases.

However, in the healthcare facilities, their position was a bit compromised and the
treatment they received was not what they expected and made them unhappy. As
discussed in on FGD:

PA: Izzat is also a thing.
RB: Not everything can be counted in money.
QN: Izzat is the biggest thing.
RK: In the field, we get a lot of izzat. …………………
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RK: We do not like to come here to the centre.
SA: We do not feel we have izzat at the health centre.
QN: We make a registration slip and there is a big queue. The health centre‟s
officials say the doctor has instructed that the LHWs should be given medicine
at the end. Once I told the dispenser that I am going home as my duty is over,
even then he snubbed me and reluctantly gave the medicine.
(FGD, peri-urban)
The positioning of the LHWs within the health centres and related issues will be
discussed in a later chapter in more detail.

6.13 Trust
Home visiting differs from working in a clinic, where a patient visits, is treated and
leaves. In home setting, the visits are more intimate and the clients often share and
discuss all issues with their LHW. LHWs consequently enjoy a different level of trust
due to nature of their work.

The women treat me with respect and if I visit their home, they know Baji is
their well-wisher and they can share with us. They share their children‟s
problems, their own domestic problems, and discuss everything. Often times,
when we give them advice, the women remark, “Our burden is light after
talking with you”.
(AI, 36, LHW peri-urban, 2007)
The LHWs have gradually learned how to create a space within the households they
visit.

One first has to create a space for oneself, and only then someone can trust
you and if someone comes and advises us to do this and that. We cannot
simply just trust that quickly.
(RP, 47, LHW rural, 1996)
The LHWs felt their community often posed trust in them, especially regarding their
specific health activities.
PA: If there is any campaign, first of all they wait for us. “Our Baji will come.
Whatever she says, we will do.”
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YA: Yes, we will do…
PA: It is out of the question that someone can go and tell them, you do this, as
they will say, “We have our Baji. When she comes, we will do what she
advises”.
YA: We will do whatever she says.
PA: People trust us a lot.
RK: Believe me, in polio, if a new team comes, their work is less than fifty
percent. But when we do it ourselves, it is one hundred percent as we have
unlimited access to the houses. If the children are sleeping, they take us to the
room and say, “Baji, give the vaccine in the room”. With a team, they just
inform them, “Our child is sleeping”, and many do not want to wake their
children for them.
RB: They may say that there is no child in the house.
RB: And send the team back.
RK: If they see the strangers, they say that there is no child in their home.
When we visit they know we are from their area, they take us inside their
homes.
(FGD, peri-urban)

The LHWs were so trusted by their communities, especially in terms of campaigns
and door-to-door activities, that it was difficult for others to replace them during
various activities. One LHW also received trust from an unexpected quarter.

The Pashtun people do not allow their girls to go out of their homes. In my
community, they deputed their girls to me on door-to-door polio immunization
campaigns. They trust me to such a great extent. They say, “You have spent
your life in front of us. Therefore, sending our girl with you is like she is with
us”, and one girl worked two and a half years with me on polio immunization,
both within and outside my community.
(RY, 37, LHW peri-urban, 1998)
Trust and confidentially are important values in the LHWs‟ work. Although they visit
all of the households in their catchment area, they keep any information they learn
secret, not even sharing it with potentially interested parties.
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In my catchment area, people trust me. I can go to a person and vice versa
and anyone who cannot visit the BHU can somehow reach me and share her
problems. There are many women who want to get a pregnancy test. The
woman does not inform even their household members. I ask them to collect
urine in the morning; I collect the sample and get their pregnancy test done on
their payment. I also give advice about what is needed for child spacing. Even
their husbands do not know they are taking contraceptive tablets, and I am the
only one who is aware of the secret. Their confidentiality is of the utmost
importance.
(NA, 51, LHW rural, 1996)
One LHS observed that the women have bestowed immense confidence in the LHWs,

The LHWs who have been working for a long time have gained a lot of
confidence in the community. Even if a husband advises a woman on some
health matter, she will agree with him but later on consults the LHW for sure.
The LHWs have also been advised that all such information should be
confidential; therefore the LHW‟s perform her tasks with confidentiality.
(AB, LHW Supervisor)

6.14 Conclusions
The LHWs were introduced by the NP in 1994 within the existing district health
system. The health workers were situated at the interface of communities and the
health system. The women who volunteered to serve as LHWs were, mostly
housewives confined to their homes. Over the years after joining as health workers
these women had underwent many changes. They evolved and achieved a unique
identity as a result of interaction with the health centre staff and community
households. There were two aspects of the LHWs‟ socialisation one being social and
other technical. The transformative process the LHWs experienced entailed their
recruitment, training followed by their work in communities. The formal socialisation
of the LHWs commenced with their training. This was the first encounter and
interaction between the LHWs and their trainers. This was challenging both for the
trainers and the newly inducted LHWs. The former had never come across health
workers nor possessed any prior training experience. The newly inducted LHWs on
the other hand included women who were confined to their homes before joining as
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LHWs. Therefore, initially training of LHWs was a learning experience for all
stakeholders involved, including LHWs.

The objective of the training was to impart knowledge and skills to the LHWs to
enable them to work as health workers and provide basic PHC services in their
communities. The LHWs underwent four transitory phases during their socialization
process. There was a short anticipatory phase prior to the commencement of their
training. The next three phases were more inclusive and participatory due to a close
interaction between the LHWs and their trainers. The LHWs were deployed in their
communities after three months of their mandatory training. Thereafter, they
endeavoured to create a space for themselves amid various challenges especially
gaining entry into the households. The transitory process and trajectories of the LHWs
in their formative stages is summarized below in Figure No. 6.1. The various
important events and processes contribute in the development of LHWs at different
stages of their work life.
Fig: 6.1 Socialization and transformation of the LHWs
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The training of LHWs can be considered as a resource in a broader sense as this
enhanced their ability. The skills and knowledge gained enabled LHWs development
within different institutional contexts i.e. the communities and health centres. This
was the first phase of their socialisation as health workers. Training can be considered
as type of technical socialisation with long term implications for LHWs. This no
doubt prepared them for their future role as knowledgeable and skilled health workers
in the health system. This also contributed in their work practices and also towards
their future development of a health worker identity. Without this exposure it would
have been difficult for these women to adopt their new role.

The contextual factors played an important role in the socialisation and development
of women as LHWs. The predominant challenges faced by LHWs were mainly
related to the prevailing gender norms. The interaction with the health centre
supported the technical aspects of the LHWs‟ role as health workers. The socialisation
with community based actors such as members of households; especially mothers-inlaw and Dais were important from the social domain. The LHWs were introduced to
improve access of women to maternal and child health and reduce the existing gender
differentials. The LHWs themselves however, were constrained by the same gender
constraints as their clients. However, as individuals they were able to leave their
homes and pursue work overcoming many gender related barriers themselves. Over
the years they were able to engage the female stakeholders but failed to involve men
from her communities in any meaningful activities. This was primarily due to the
gender related constraints foremost being, proscriptions on interaction of unrelated
men and women. In addition the NP policies were also not very encouraging as these
did not challenge the structural aspects of gender norms and seemingly favoured the
status quo. This resulted in socialization of the LHWs in a gender segregated manner
aligned with the societal norms. The NP focus was on promoting LHWs as extensions
of health services rather than agents of change in their communities therefore, there
was no impetus or consideration of many contextual factors.
The conceptual framework suggested by Naila Kabeer regarding women‟s
empowerment delineates three dimensions. The first being resources which are a part
of the preconditions of empowerment. The secondly is agency which is as an aspect
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of process and thirdly achievements which are measures of the outcomes. The training
of LHWs can be considered as a resource in a broader sense as this enhanced their
ability. The skills and knowledge enabled LHWs in development within different
institutional contexts i.e. establishment of social relationships with the health center,
households and community. These factors overtime contributed in their development
as health workers. The involvement of LHWs in various activities brought about a
change in them. The socialization gave meaning, motivation and purpose of being a
health worker which led to their personal agency. This process enabled them to
overcome initial barriers and despite the social constraints developed as health
workers within their patriarchal context. The agency was not transformative as they
did not oppose the existing norm but more or less followed the norm only partly
digressing. In many respects they did defy the existing community norms to work as
health workers.

These women prior to joining as health workers were living a life of segregation and
seclusion in their communities. Moreover, their interaction and mobility within
community was confined. Their experiences after adopting the role of LHW were
different and based on their training and experiential learning their socialisation
occurred at various levels. Over the years a transformative change in them as
individuals was their achievement. The novice women who volunteered as LHWs had
developed confidence, better communication skills, perseverance and an overall
change in their demeanour as a result of their work. They have also inculcated values
of trust and confidentiality. This did not occur overnight and was result of years of
painstaking efforts. However, these changes were not evenly distributed nor across
the board. The women who joined as LHWs nonetheless, evolved into new persons
within their own communities through socialisation.
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Chapter VII
Situational ownership: From induction to integration
7.1 Introduction
The LHWs were introduced in Pakistan, in mid 1990s as the maternal and child
mortality indicators were unacceptably high. One identified factor for the poor
maternal and child health was lack of access of women and children to the health
services. The main objective of the NP was to enhance their access using LHWs and
attempt to mitigate the gender barriers being faced by high risk groups in their
communities. The LHWs were trained and deployed in their own communities to
support various health activities of the district health system.
In the first section of this chapter, central work practices of the LHWs are discussed.
The involvement of LHWs in supporting certain activities such as immunization and
polio campaigns is presented here. Another important task expected from LHWs was
developing referral links between the clients and health centres. The LHWs‟
experiences in this regard are discussed. The LHWs‟ interaction with Dais, an
important actor in their communities is also presented next.
In the second section the burden on LHWs due to their multi-tasking is presented. The
LHWs were envisaged as multiple purpose workers however, over the years the work
load on them has increased with addition of newer task and responsibilities. These
included both field and health centre based duties. The challenges around these work
practices are discussed is this section.

In the third section the issues of skill development of LHWs over and above those
expected from them will be discussed. Many LHWs have up scaled their skills posing
a challenge as this leads to multifarious manifestations presented here.

In the fourth section an overview of the work-life balance of the LHWs is described.
The LHWs are working in communities within specific gender norms. The women are
supposed to be mainly involved in household work. Therefore, LHWs faced
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challenges balancing both the work and family. In addition these women now as
earners had to manage the money matter also. An overview of how changes in their
financial situation impacted on their household is also presented. In the end a brief
conclusion sums up the main findings of the chapter.

7.2 Extenders of health services: Contribution of the LHWs in
communities
The LHWs were introduced in mid 1990s at a time when the country‟s mother and
children health indicators were unacceptably high. They were envisaged as agents of
change in their communities. The LHWs were well-aware of this fact and recognised
their own contribution in improving the health situation in their catchment areas,
particularly in terms of raising women‟s awareness. At the outset of the NP, LHWs‟
own medical knowledge was negligible. Although many were mothers themselves,
their understanding of maternal and child health issues was limited. The LHWs were
imparted essential knowledge during training before commencing their household
visits. Once in their communities the health workers were faced by an audience
entrenched in old traditions and practices. They had to convince families, especially
mothers-in-law, about the importance of mother and child healthcare as well as warn
them about the often harmful traditional practices including those used by Dais. Over
the years many improvements occurred in the health status of communities, which the
LHWs attribute to their own efforts, as we can see in the following excerpts from a
FGD.

TB: When the NP was initiated, the birth as well as death rates of infants was
very high. We were supposed to raise awareness among the community to
prevent diseases and reduce mortality in women and children. The focus of
our training was on saving the lives of mother and children, and we [think we]
did a good job in this regard.
FB: When we started [work], the children‟s death rate was high. After two to
four year, fewer deaths occurred. Now such deaths are a rare event. I would
say eighty per cent, if not more, is our contribution.
SS: [Earlier], mothers did not care about their health and nutrition. We told
them that if a woman is healthy, her child will enjoy good health, emphasising
this point and giving advice accordingly.
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FQ: When we started work, women did not know about vaccinations, they
used to ask, “Why get vaccinated?”
GB: Yes, they did not want to get injections.
AW: In the past, no one knew that TT injections are given in pregnancy. Now
they themselves inquire about the dates for the first and second injection! In
the past, mothers did not know BCG was given at birth. Now they themselves
ask when the vaccinator will come and their child will be vaccinated.
SB: There has been a big change since we started.
TB: We raised awareness among families and therefore, immunization has
increased.
(FGD, LHWs rural)
The LHWs felt over the years there had been a major change in the health-seeking
behaviour of women because of their organised, persistent efforts to raise awareness.
The women listened to them and accepted their advice as LHWs were considered to
be knowledgeable. Not only did the mothers get immunized themselves, they also
brought their children in for vaccinations. The LHWs perceived that their efforts in
raising awareness and removing misconceptions regarding immunization, especially
in the case of pregnant women, had borne fruit.

When we started our work, people did not get vaccinations as they did not
believe in prevention. Grandmothers used to say, look at our children, nothing
happened to them [without vaccination]. The people were gradually educated
about TT vaccinations for pregnant women. We informed them, if you get the
measles vaccine, there can still be measles, but not as severe as without the
immunization.
(SA, 41, LHW rural, 1998)

The media was considered to be an important factor in this improved awareness, since
access to various channels of communication had gotten better over the years. The
LHWs felt their communities were better informed because the information they
received from them was reinforced by messages received from TV and other sources.
A major change the LHWs perceived over time was a shift from their initial, one-way
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interaction with the community to a two-way relationship, whereby women
proactively seek advice from them.

Now people have more awareness than before. In the past, people did not have
much sense, but now they ask about everything; about spacing, injections of
children and even illness. If someone is sick in their home, they want to know
where they should take the patient and similar things.
(RY, 37, LHW peri-rural, 1998)
According to the LHWs, women‟s improved levels of education in the past few
decades is reflected in an increased awareness about their health needs, which, in turn,
has led to an increase in utilization of the LHWs‟ health services. A NP manager
appreciated that LHWs‟ contributions in the field were bringing about a positive
change in the community.

The community now questions and demands, e.g. a pregnant woman waits for
the LHW to discuss the issues she is facing so she can be referred to a higher
facility. This is a huge difference, obviously due to the NP. In the district,
maternal and infant mortality has been reduced. If there is an epidemic,
people approach the LHWs and demand that their children receive
vaccinations. The awareness has increased immensely and people consider
LHWs as doctors‟ alternatives, and take their advice on all matters
concerning health.
(FT, National Program Manager)
This reported transition was not only confined to women; other family members also
responded more positively to LHWs‟ advice than they had in the past. LHWs saw that
their communities appreciated receiving a variety of services on their doorstep,
including polio immunization. Their advice was sought and considered beneficial, and
now women are a more receptive to the LHWs‟ health initiatives. Although
introduced as agents of change the activities LHWs carried out were as extenders of
the health services. They facilitated the uptake of various maternal and child health
initiatives e.g. mother and immunization. Their role as supporters or facilitators of
structural communities however, was non-existent.
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7.3 LHWs as a lynchpin in vaccination activities
In the last few years, profound changes have been reported in immunisation within
communities. In the beginning, awareness about vaccinations was low, and thus,
various stakeholders strived to increase community‟s access to immunization. The
LHWs raised awareness and motivated the community about the importance of
vaccinations, which has resulted in improved immunization coverage and efficiency
of the vaccinators though LHWs‟ support in their communities.

The LHW brings people from their houses, which saves time. She informs them
about the schedule and also knows which house has a child needing
vaccination from her record, information we would not know otherwise. If we
are facilitated by a LHW, we can finish a two-hour job in half an hour.
Earlier, we used to make an announcement, and wait for the people to come
forward for the injection.
(GH, Vaccinator, Field Rural)
The LHWs played an important role in facilitating the vaccinators‟ work in the field,
especially for non-compliant individuals. The vaccinators made house calls with
LHWs for clients unable to visit the health house. LHWs have exact information
about the number of children in each household. Therefore, children are not missed
during routine check-up or campaigns, as happened earlier, in the absence of LHWs.
LHWs play an important role in persuading their clients to get immunized. The
communities were reluctant to get the TT vaccination administered to unmarried
women and girls, for example, and needed convincing by LHWs in the TT
vaccination campaign.

There was a problem with unmarried women of child-bearing age. It was very
difficult for me to convince them during the TT injection campaign. In the
field, it took me an hour to convince one family. They commonly suspect these
are family planning injections. To explain and convince each household one
by one takes a lot of time and is difficult.
(SM, 34, LHW rural, 2003)
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Over time, community trust in LHWs has increased and, in some cases, their presence
is expected by parents during vaccinations. LHWs facilitate immunizations and also
give polio drops during campaigns. Earlier, when male vaccinators used to come from
outside the community, people did not get their children vaccinated because they did
not know the vaccination team. Many LHWs say that, currently, people in their
communities will only allow their children to be vaccinated when their LHW, whom
they trust is present. Even the vaccinators‟ trust in the LHWs increased as they felt the
LHWs‟ involvement in vaccination activities was beneficial. Apart from routine
vaccinations, LHWs‟ role in polio days and some emergency situations was generally
appreciated by health managers.
Well, in the LHWs‟ catchment population, according to the third party
evaluation, polio immunization coverage is ninety-five to ninety-eight percent
In addition; the LHWs‟ activities include vaccination, card filling, register
entry, and even TT vaccination in some centres. The LHWs have contributed a
lot in measles vaccinations, after being trained by us.
(ZU, District Manager)
The LHWs maintained a family register and kept a record of everyone in their
catchment area. The community record was appreciated by the vaccinators, who
found this information useful. Nasreen considered the LHWs‟ records to be even
better than the national census, since it was based on the real-time ground situation.
LHWs generated the real-time data about the catchment areas they served, which
helped in achieving the targets for various health interventions, especially that for
vaccinations. The LHWs regularly keep a record of how many people came and left
the area. The advantages of accurate data are evident during polio days, as LHWs
know the exact number and location of children in their community. This makes them
an indispensable member of the vaccination team.

The information LHWs provide is used in micro-planning the polio
programme, as we know the exact numbers. In the recent measles outbreak,
the NP had complete community data. So, we knew within one day how many
under five-year-old children were there in the area, and this helped us to mop
up within twenty-four hours. Similarly, we have records of EPI coverage,
including TT and contraceptive use in our community.
(ZU, District Manager)
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In Pakistan, the first polio immunization campaign was launched in 1994. LHWs have
played an important role in polio campaigns ever since. This task requires
considerable time and energy; however, it is this involvement that has gradually
linked the LHWs‟ recognition in the community with the polio campaign rather than
with their envisaged identity as health workers. Furthermore, LHWs felt that the
community was consequently more receptive to polio vaccinations than before.

When the vaccination date is approaching, parents ask when the vaccinator
will come. Those who are overly anxious themselves bring their children for
vaccination. The polio campaigns are advertised on TV and most people
accept the polio messages and it is not like it used to be in the past.
(SO, 35, LHW peri-urban, 2009)

During polio campaigns, held several times a year, the LHWs are absolved of all other
duties and work actively as polio team members. This was not always easy and the
LHWs spoke of the challenges they had to face, including negative comments.

The main thing is that, although our life and honour is at stake when we leave
our homes, polio we still do… knock at every door even if we dread the people
living inside. Believe me, during polio days, LHWs have to endure being
labelled as “stubborn” and “shameless”, with many people asking us what
are we trying to achieve by doing all this work.
(RK, 35, LHW peri-urban, 2007)
The polio duties posed unique problems as LHWs had to venture out of their
catchment areas and often confronted other issues, such as a lack of recognition,
vaccination refusal, inappropriate remuneration, prolonged working hours and even
hazards such as dog bites. Many LHWs also became apprehensive and anxious after
recent terrorist attacks on polio teams.

Polio creates a lot of problems for us. Now that these attacks have happened,
we are afraid to do polio day. Otherwise we do our work very effectively. We
can deal with the women of the area that is not a problem.
(TP, 42, LHW peri-urban, 1995)
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The polio staff was full of praise for LHWs‟ work regarding vaccination coverage,
especially during polio campaigns.

The LHWs have an important role to play in polio. It is as if we have this army
of people who know about each and every household, and they are at our
disposal. Polio is a success due to the LHWs. If we don‟t have LHWs, we can
do nothing on our own. Once trained, these LHWs can administer the polio
drops as they know the children in their community very well.
(GH, Vaccinator, Field Rural)

For the most part, LHWs were regarded as responsible polio team members,
contributing significantly towards the success of each campaign, especially where
they counteracted any refusals in the area.

Well, there is a very positive role of an LHW in a polio team, she knows her
area, and makes the lists of children available. She is a responsible team
member, belonging to the government, so the quality of her work is way above
that of the volunteers. LHWs have made an enormous contribution towards the
polio campaign. However, the number of campaigns sometimes exceeds ten in
a year in certain areas, so knocking on doors again and again is a difficult job
for them. Most of the refusals are covered through the LHW, as the area
superior and the zone superior accompany her to cover the refusals.
(ZU, District Manager)
The amount of time spent on repeated polio days meant that this contribution was at
the cost of other routine duties. In a polio campaign, the LHWs‟ active participation is
around five days before the actual polio day, including centre visits, training and
logistical distribution, followed by four days of the campaign, and an additional five
days afterwards, where she accompanies the vaccinator to her area to reach any
children who had been missed.

The vaccinators responsible for immunisation, however, feel their tasks can be shifted
to LHWs to improve immunisation services in their area.

As far as knowledge is concerned, LHWs have been given lots of information
about EPI, maybe even more than us. Earlier, the education level of LHWs was
a barrier but now, the LHWs are at least Matric, many are FA, and some are
even graduates. So now if you give them training for vaccination, they can do it
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as well as any vaccinator who is Matric; if he can do it, the LHWs can do it,
too.
(GH, Vaccinator, Field Rural)

The LHWs are the mainstay of the immunization activities in their catchment areas.
They give a tactical advantage to the health functionaries conducting immunization in
their communities. This is true in case of the routine immunization activities or
special campaigns. They act as a gender bridge community thus enabling male
vaccinators to gain access to their clients which otherwise would have been difficult.
The transformation of the LHWs as result of their socialization enables them to
carryout various activities not only their own catchment areas but also in polio
campaigns outside their communities.

7.4 Challenges in forging referral links
The LHWs are situated at the interface of health care system and their communities.
They were introduced to develop and strengthen links between the two to improve
maternal and child health. Their referrals from the community were envisaged as an
essential element of this initiative. This activity was supposed to reduce gender based
barriers of rural women in accessing health services. The LHWs were supposed to
provide very limited curative services. Referral, consequently, was their primary
function, and great emphasis was placed on this during their training. A health
manager involved with the NP since its inception acknowledged that LHWs‟ referral
task had faltered, although referrals still occurred.
As far as health centres are concerned, there are some referrals, especially for
antenatal check-ups. The LHWs also refer other cases but, the vision about
referrals planned in the beginning of the NP could not be realized.
(ZU, District Manager)
The LHWs were directed to refer clients only to their respective health centres.
During interviews, the LHWs pointed out numerous gaps in this process, which they
mainly attributed to the health centres. Most LHWs were not pleased with the way
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their referrals were being dealt with and expressed their concern at the lack of respect
their referred clients were accorded by health centre staff.

Our community gives us a lot of respect. We motivate them to visit the health
centre, however the biggest issue is the response at the health centre. When
people show our referral slip, at least the health centre staff should realise this
is an LHW‟s patient and deserves some respect. If the referred individuals are
not treated well, the community admonishes us in return.
(RK, 35, LHW peri-urban, 2007)
Rather than giving preferential treatment to those individuals bearing LHWs‟ referral
slips, they were neglected and not cared for at the health centres. This reportedly had
a negative influence on future referrals by the same LHW, and generally on the
overall performance of health workers, as the participants of a FGD attested to at
length.

FQ: When we send patients to the health centre, they are not provided with
medicine. The women inform us they visited the health centre, however,
instead of providing medicine, the health staff asked her, “Did your LHW not
give you any medicine?” Where can I get medicine to give them?
SL: When we send our patients with referral slips to the health centre, in my
experience no one even bothers to look at the slip, while feedback is a big
deal. At times our patients accompanied us when we attended our monthly
classes at the health centre, but LHWs were told not to do so by the doctors
and LHVs. So what is our value to the RHC?
SA: In case we send patients, they are not treated well. The patients not only
complain, but react about not getting medicine and refuse to get their children
weighed! Often they complain about the health centre, but they are fine with
me.
(FGD, LHWs peri-urban)
The general consensus among LHWs was that, on the one hand, referral was the
mainstay of the NP, while on the other, that health centre staff discouraged referrals
from LHWs. The health workers, however, recognised referral as an integral part of
their job and considered this to be an important way of accessing the health services
required by their communities. Therefore, the LHWs tried to refer clients, despite the
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aforementioned problems. Some LHWs even took the initiative of referring patients to
nearby hospitals in case of emergency, fortunately with good results.
The LHWs‟ job description laid emphasis on the referral of pregnant women. Despite
several limitations, their efforts were recognized by many. The LHWs sometimes
accompanied their patients to the health centre, especially pregnant women coming
for antenatal examination, tetanus toxoid injections and TB screening. Most LHWs
were however, discouraged from bringing patients along on their monthly meetings.
The LHWs opined that better treatment of their referrals could boost their own
position in the community.

When we refer clients to the health centre, if a client is treated in a good
manner and given attention, the community will have more trust in us. In
reality, the staff at the health centre throws away the referral slips with
disregard, then the women complain that they expected to be given medicine,
but that in the centre no one attended to them.
(SL, 38, LHW peri-urban, 2009)
It was not only the LHWs‟ perceptions that their referrals encountered problems in the
health centres. The LHS also expressed same concerns.

When a pregnant woman or child is serious, even the community demands that
LHWs accompany the patient as they have developed these kinds of personal
relations. Even if LHWs give a referral slip, it is of no significance as LHWs
have observed their referral slips are not honoured or prioritized in any way.
(AB, LHW Supervisor)

The availability of the health care staff was another factor effecting client referrals.
The doctors were available in all the health centres in the 1990s; however, none of the
doctor‟s posts were filled at the two BHUs when this study was conducted. Only in
the RHCs were both male and female doctors working. In the gendered context in
which the LHWs were working, the presence of a female healthcare provider was
essential for the referral of female clients. In one of the BHUs, no female healthcare
provider, i.e. LHV, was posted for almost a decade. As a result, the LHWs‟ healthrelated activities for women and children suffered badly and referrals of women to
that health centre came to a virtual standstill.
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We do not have an LHV in the health centre and if we refer pregnant women
or those needing family planning injections, there is no one in the centre to
look after them. If we refer them to another BHU or RHC, either there are big
crowds and no one is examined in a proper manner or not even entertained.
Instead of getting into this chaos, the women prefer going to private female
healthcare providers.
(SP, 38, LHW rural, 1999)
The absence of an LHV was an impediment to healthcare as women were unwilling to
discuss most of their problems with male healthcare providers. The LHWs worked in
close liaison with the LHSs who were available, but their clinical skills and scope of
work was different. In these situations, their referral role was significantly
compromised. The LHWs could openly discuss their female clients‟ issues with
LHVs; however, they could not share in the same way with the male staff, e.g.
medical assistants.

The presence of an LHV at a health centre makes a lot of difference. If the
LHV is not present, the pregnant women cannot be examined. If an LHV is
there, she can also handle the growth cards for the children. When an LHV
was posted, I used to accompany the patients, or just referred pregnant women
to the health centre.
(SB, 44, LHW rural, 1999)
The way the referred clients were handled had its own implications for LHWs and
their relationship with their community. They wanted the referral system to be
effective and expected the patients they referred to be seen on priority with respect.
The referral system was also weakened due to a lack of available health facilities at
the health centres. As a result, the patients reportedly got fed up with and resentful of
the LHWs who had referred them in first place. The disgruntled patients complained
that they were neither taken care of nor facilitated. The NP managers acknowledged
that the health centres had not upgraded their facilities when the LHWs were
introduced; therefore; catering for referral needs was often not up to the required
level.

The patient turnover has increased, but our centres have not improved at the
same pace. We do not have the instruments we need, so sometimes referred
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individuals cannot be treated the way they expect, or have to be advised to
visit at another time, which irritates them. So, I think the outputs would have
been much more had the facilities improved in addition to the presence of
LHWs.
(FT, National Program Manager)
As we have seen, LHWs faced difficulties in referring patients to their designated
health centre. However, over the decades, many private healthcare providers, both
formal and informal, began working in the near vicinity of the LHWs‟ catchment
areas. NP policy directs LHWs to only refer their clients to public-sector health
facilities

The LHWs always send women to the health centre, and that is what they
should do. If they would refer to a private [clinic], it is thought that the LHW
might claim part of the fee that the private healthcare practitioners charges
patients. The LHWs are directed during their training and follow-up not to
refer patients to private healthcare facilities, and in most cases, they don‟t.
They send clients to the health centre, and these refer patients to the referral
hospitals.
(AB, LHW Supervisor)
The private sector referral restrictions were placed on LHWs at the start of the NP and
remain in force today.

The LHW still has restriction that she cannot refer a patient directly to a
private practitioner or hospital. According to protocol, the LHW should first
send patients to their health centre. If the staff thinks there is a need, they refer
clients on. The task of the LHW is to advise or guide, and the option lies with
the client whether they visit a private or a government doctor. The LHW
should not refer to the private sector directly; however, for many patients, the
health facility is far and out of the way, so the discretion lies with the patient.
(JA, Medical Assistant)
LHWs were not allowed to have direct contact themselves, or through their clients,
with private practitioners of any kind. However, some of the LHWs did work in their
clinics for some time after joining the NP. Many LHWs were also approached by
private healthcare practitioners to work in their clinics, especially in the peri-urban
areas. Most of the LHWs themselves were against referring women to private doctors
based on their knowledge and experiences. They considered public-sector hospitals
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superior to private healthcare facilities because of the lower cost and better quality of
services. The LHWs‟ attitude may be due to their increased awareness of the public
sector due to their training or to a prior affiliation. In the vicinity of the study area,
there were many public-sector tertiary-care facilities that were still far away when
compared to the private clinics, but which their communities mostly preferred. Only
Nasreen was in close liaison with a private healthcare practitioner. She engaged him
in her activities by carrying out vaccinations at his clinic and, moreover, involved him
in motivating her clients when they refused to get vaccinated.

I had contact with a hospital, which is closed now. I used to refer patients to
the doctor there as she was very good. I referred antenatal women to them as
it was nearby. Another private lady doctor offered me money in exchange for
referrals. I refused her offer and informed her that I would not indulge in such
a thing like sending clients and then take money. I do not get into these things.
(NA, 51, LHW rural, 1996)
Over the years, many LHWs were approached and contacted by clinics and private
healthcare providers in their areas. However, the LHWs did not maintain any relation
with them and confined their activity to health centres. In a few cases, private
practitioners invited LHWs to their clinics and asked for patient referrals in return for
financial incentives. The LHWs reportedly refused to do so, however, because it was
not permissible in their job, and they were also fearful of the consequences. Although
the LHWs did not refer patients to the private sector, patients visited private
healthcare services as a matter of course, i.e. via self-referral, since the public-sector
referral system was practically non-existent.

7.5 Dais: Custodians of women‟s health in their communities
Over the years cadre of Dais has decreased, but is still not redundant or extinct. The
Dais are still consulted in the initial stages of labour and for uncomplicated cases. The
LHWs, therefore, still perceive a need to warn women about possible dangers of
deliveries performed by Dais, telling them not to take unnecessary risks. When LHWs
started their work, many of them already knew Dais in their communities, but their
interaction with them has decreased over time. Some LHWs still continue with this
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practice. Dais were members of the LHW‟s women health committees in some places,
and the LHSs encouraged this relationship. In one case, an educated and trained Dai
even participated in an LHW‟s community-awareness sessions for women. On the
other end of the continuum, Mehtab reported two maternal deaths in her catchment
area recently; both deliveries were performed by the same Dai. Mehtab‟s contact with
this Dai was cursory. A few LHWs, like Sughra, had developed and maintained close
working relations with the Dais in their areas.

There used to be one trained Dai in my area who was really good. Whenever
there was a delivery case, she immediately informed me and asked me to
come. She moved to another village, but is still in contact with me and my
community. However, generally people have given up on Dais and few seek
care from them.
(SU, 41, LHW peri-urban, 1996)
The LHWs raised awareness among women in their community regarding basic
antenatal and postnatal care. At the same time, they also made communities aware of
Dais‟ ill practices. The LHWs were told about the wrong practices Dais used, like
unhygienic techniques, incorrect birthing practices and the irrational use of injections
during delivery. They, in turn, forewarned women during their visits about these,
counselling caution in using a Dai. Many LHWs were sceptical of the Dais practices
and shortcomings, as one LHW was shocked to see a Dai‟s bag containing used
syringes and therefore, felt justified in warning people about her. There was an
interesting case of a Dai working in her Pashtun community who offered to partner a
LHW in her work; the LHW refused. As Dais had realized that LHWs enjoy a good
rapport with the women in their own communities, they sometimes approached them
for client referrals.

PR: I have good relations with the Dai in my area. The Dai performs a few
cases. She asks me to refer delivery cases, but I never send women to her. I
only refer to the government hospital.
RS: The Dai just gives massage to the women after child birth. She often
complains that I refer women to the hospital instead of her. She offered me
money, but I told her, I don‟t want this money.
(FGD, LHWs peri-urban)
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LHWs are more knowledgeable than Dais as they attended a regular training course.
Because of this knowledge gap, some of the LHWs also tried to increase awareness
among the Dais and to include them without offending them. Sometimes the Dais
proactively exchanged information about their clients with concerned LHWs.

My Dai is very clever and informs me when a woman is that far gone in her
pregnancy and has not been vaccinated. She comes and reminds me, although
it is my work. I also keep her informed regarding when vaccinator‟s visit is
due.
(FB, 47, LHW rural, 1998)
Nasreen takes prides in her role in changing the community‟s attitude about use of
injections by the Dais. She also took the Dais into her confidence, making clear that
she is not interested in performing deliveries and that she is there to help. Since she
can take women‟s temperature and blood pressure and knows about the stages of
labour, the Dais now value her assistance, both during labour and referral. In turn, by
attending deliveries, she has also gained useful practical experience. The learning
process had been mutually beneficial for both LHW and Dai, as in the case of
Nasreen and many others like Shaheena.

There are two untrained old Dais in my area and I am in contact with both. If
there is a delivery during the daytime, the Dais inform me so that I can join
them. I teach them things they do not know regarding cleanliness, clean hands,
clean thread and new blades, as they do not care about this. They are happy
as I have knowledge about the complications and danger signs of pregnancy.
If there is a complication, I advise them to refer, as it might be dangerous. I
am interested in performing deliveries, but as we are not allowed to deliver
babies, I stay away from this task. However, if I am allowed, then I will
perform deliveries.
(SP, 38, LHW rural, 1999)
.

The socialisation of LHWs in their communities included their interaction with the
Dais. The relationships between the two ranged from being mutually beneficial to
inconsequential. The LHWs did not involve the Dais in their dialogue with the
households. The LHWs maintained a liaison with the Dais and did not promote them
in their communities. The LHWs however, as promoter of maternal health raised
awareness of communities regarding ill practices of Dais in their communities. The
Dais were firmly entrenched in the rural communities in mid 1990s when the LHWs
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were introduced but with the passage of time lost their hold even in marginalised
communities in recent years.

7.6 The burden of multitasking
When the LHWs were introduced, they were assigned some designated tasks. With
the passage of time, their role in the health system has increased considerably. The
LHWs were already multipurpose workers; however, newly assigned duties added to
the burden of their existing responsibilities. Policy makers and health managers
realised the importance of LHWs in their communities. Without their help, it is
difficult to disseminate messages to households. At the height of the dengue fever
epidemic, for example, the government printed huge quantities of pamphlets, which
the LHWs then distributed widely. They also visited households and spread the
message about dengue prevention and control in their catchment areas within a few
days. Where people were illiterate, the LHWs read the information out to household
members and answered questions based on their knowledge. Increasingly, whether it
is dengue fever, Mother and Child Health week, or TB campaigns, LHWs are
involved in every aspect of healthcare.

Over the years, new initiatives have impacted on their work. In the past, they used to
administer polio drops at their health house, but later had to provide this service doorto-door. Other additional services, like providing pills for worm infestation, followed
the same pattern. In beginning, the LHWs were only involved in polio campaigns;
however, over time, other emergencies were added to their workload. Said Nasreen:

Our workload is increasing day by day. Earlier there was polio; now there is
dengue. The LHW is supposed to run around for measles, bird flu for that
matter… whatever is there. The LHW, with or without reason, should be ever
ready!
(NA, 51, LHW rural, 1996)
LHWs also played a key role during the recent measles outbreaks in the country. The
NP managers believed that they could play a key role in epidemic control as
epidemiological intelligence agents.
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The presence of LHWs is a great advantage because the Disease Early
Warning System is based on the principle of the early detection of cases. In
that respect, the LHWs play a very important role, providing health education,
and referring the suspicious cases for detection. Wherever there was an
outbreak of bird flu, we would go there and train LHWs from that area on how
to monitor poultry workers. We did this practically and benefited a lot.
(ND, District Manager)
Similarly, a doctor taking care of TB patients championed actively including LHWs
in TB control, especially in the monitoring of treatment and tracing of defaulters.
In my opinion, the high rate of both TB infection and treatment dropout can be
tackled through the active inclusion of LHWs. I have stressed during last few
TB meetings that LHWs should be more involved. One advantage is that they
can confirm whether a patient is a resident and keep track. Most of the
patients are here only for a visit. After a few weeks, we come to know that the
person has gone back. At least LHWs can confirm whether the person lives
there permanently or not. At present, the involvement of LHWs is minimal and
without this, preventing default is very difficult.
(KI, Medical Officer, Rural Health Centre)
Within the RHCs, LHWs were assigned additional duties, labelled as “static duties”,
none of which were in their original job description or the NP mandate. According to
the district managers, LHWs have no role in the health centres because they are
community-based, where their role is pivotal. However, others justified these new
duties as the evolving nature of the LHWs‟ responsibilities, expecting and urging
them to change their schedules accordingly. Some LHWs did not like their duties in
the centre and considered these to be outside the purview of their work, since they had
opted to work in their communities.

In the RHCs included in this study, LHWs were assigned duties inside the health
centres. They were otherwise not considered to be part of the health centre by the
staff.
Some LHWs complain of extra work. I tell them that whatever the office tells
us becomes a part of our duty and we have to do it. Not long ago, when our
centre was upgraded, this duty was given. Earlier, there was no static duty as
such. The LHW would come to the doctor, we used to call them here to learn
stuff like antenatal examination, and the doctor also used to teach them, but
that is not happening anymore.
(AB, LHW Supervisor)
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The LHWs‟ static duties were very important for health centre staff as they lightened
the heavy workload in the RHCs. Although not included in their job descriptions,
these duties were very crucial for the smooth running of the health centres,
particularly since LHWs subsequently helped to register patients and to deal with the
public, including interactions with men. It is pertinent here the gender policy
regarding interaction with men was disregarded in this instance.

7.7 Acquiring further skills: Over and above the “Call of Duty”
Primarily given preventive responsibilities, including the treatment of minor ailments,
the LHWs differed in opinion about their role in curative services. Many considered
curative services to be a subsidiary task. Although most LHWs were aware of their
boundaries regarding curative care and prescribing medication, some acquired skills
over and above those required, imparted or expected of them. For instance, the LHWs
are not taught how to check blood pressure, but many were keen to acquire the knowhow and shared their experiences in this context to highlight the usefulness of
securing further skills.

If someone is ill, we can check their body temperature or has high blood
pressure, we can also check. Having my own BP apparatus and knowing how
to use it is an advantage, and this skill has earned me a lot of respect.
Checking blood pressure is beneficial for pregnant women and therefore
useful for antenatal check-ups. A lot of people suffer from hepatitis, diabetes
and heart problems, therefore, more awareness and training need to be given
to the LHWs.
(FB, 47, LHW rural, 1998)
A few LHWs had acquired basic nursing skills while working in private clinics,
unlike their counterparts, who had not been exposed to this during formal LHWs
training or subsequently at the health centre.

I have learned basic nursing skills and know how to give injections,
intravenous infusions and stitch wounds. However, I do not give injections as
we are not allowed. I only administered injections in a clinic under the
supervision of a doctor, as in case of a reaction he could handle the situation.
(RK, 40, LHW peri-urban, 2003)
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Another LHW who had worked in a surgeon‟s clinic was of the view that the set of
skills she had acquired there were over and above those learnt as an LHW. Several
LHWs were able to acquire clinical skills through their own initiative from their
respective health centres, and acknowledged these were useful during their household
visits. Nasreen expected other LHWs to also do the same.

I can give injections, take the temperature and check BP and people in my
community say we are doctors. I would be humiliated if I was an LHW and I
was not able to take temperature if requested by someone. People would taunt
me about my work skills. I have seen an illiterate helper pass a cannula and
administer glucose infusion. If an LHW does not know these basic things, it is
not good. We are attached to this profession and one has to get out of her
house and learn from the health centre because nobody is going to come and
teach these skills in our home.
(NA, 51, LHW rural, 1996)

A few LHWs also justified the acquisition as well as the utility of these skills, even
defying the rules and regulations and risks involved.

I know how to give injections, intravenous infusions and check BP. I have
learned these things from the BHU. We are not allowed to perform these
activities, but in view of the needs of my community, I have to provide such
services. I live in a remote village where the nearest doctor is about ten
kilometres away. I give an injection if a patient has received an injection
before or if there is a problem, i.e. one does not have transport to go to the
city. I do not want to annoy anyone, therefore I do provide treatment. If
anything happens, then I will get in trouble and everyone will ask who has
given me permission to do these things. I give injections, whether they are for
pain or vitamins. If someone brings an injection, I just administer it, despite
the risk!
(SP, 38, LHW rural, 1999)

While many LHWs had upgraded their skills through their own effort and were also
keen to use them, there were a few who avoided doing so because these tasks e.g.
checking blood pressure were not included in their job description or list of
responsibilities. Although many LHWs were trained to administer injections, the
policy in this regard has been inconsistent, as consequently, has been the LHWs‟
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practice. Sometimes the supervisors forbade them from administering injections,
while on other occasions, they were allowed or even mandated to give injections.
Nonetheless, some LHWs defied the advice or complied with the existing policy.
Some LHWs like Sughra stated that they refused to administer injections when
requested, for fear of being held responsible in case of a reaction or accident. There
were, however, two exceptions. Many LHWs administered TT vaccinations during
pregnancy, as women were hesitant to get immunised by male vaccinators due to the
gender concerns. Furthermore, contraceptive injections were also administered by
LHWs in which confidentiality and privacy was involved.
With the passage of time, the LHWs‟ skills contributed to their identity, even though
some of the skills acquired were voluntary and not included in their job description.
According to the LHVs, despite having a predominantly preventive role to play,
LHWs were at times more inclined towards curative services and portrayed
themselves as health practitioners.

LHWs consider themselves as health providers. Most of them feel their job is
to provide medicine, and very few understand they have been recruited for
preventive services. There are even some who say they are doctors. They think
their sole job is to give medicine; therefore, if there is no medicine, how they
can visit the households! They behave like health practitioners, and the
community also thinks the same. I have advised the LHWs many times that
their job is not giving medicine. They are often told to send patients to the
centre and not to treat them, as their job is prevention and not treating disease
but still...
(NJ, LHV)

The LHWs were not supposed to be health practitioners; in the beginning, however,
they were encouraged to administer medicine to enhance their acceptability to the
communities. The LHWs were also supplied a few medicines for use in case of minor
ailments. They were supposed to provide these to the women and children in their
community in times of need and free of cost.

Initially, the LHWs were not supposed to be provided with medicine, but on
the commencement of their work in the communities, they were supplied with
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some medicine so that people in their community would listen to what they
said and for their community acceptance.
(SM, National Program Manager)

This dispensation of medicines reportedly satisfied the community to a certain extent;
however, the women in the community seemed to expect more from the LHWs.

The women demand medicine from LHWs during their home visits. They
complain, the LHWs just talk of giving polio drops and do not provide
medicine.
(NA, National Program Manager)

The dilemma was such that, while some LHWs stated that they did not consider
themselves to be doctors, the community still had many expectations of them even as
health workers, which were beyond their ambit.

People bring all sorts of medicine, and we do not know about these. We have
not been taught anything about these either, so we feel very unhappy that we
have not been taught these things, we just advise….
(SO, 35, LHW peri-urban, 2009)

There was a general impression among health centre staff that LHWs were acting as
health practitioners in their communities. According to them, some LHWs did exceed
their limits by offering curative care.

Well, there are LHWs who practice and portray themselves as doctors, but not
here. There are some areas where this has happened. Well, they have been
given training and information only up to a certain level, not as independent
health practitioners.
(SM, National Program Manager)

The LHWs were supposed to adhere to the guidelines of the NP, but some did violate
these and indulged in curative care, as the coordinator of the NP reported.
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We found that some LHWs resort to quackery. They give injections and
prescribe medication. We did report this, and took some action against them.
However, we still receive such complaints. Once we come to know of such an
activity, we take requisite action. But still such issues keep on coming.
(FT, National Program Manager)

Although the LHWs were supposed to provide some basic medicine for immediate
relief, they sometimes exceeded their remit as health workers and acted as doctors,
and not simply in name. The district health office was also concerned about LHWs
falsely posing as health practitioners.

LHWs have become quacks themselves. There are many places where LHWs
are treating patients independently, although they were only allowed to
prescribe some simple medicines and nutrients. A few of them actually started
quackery, although they have not been trained to treat health disorders.
Although officially they have been asked to explain, no further action has been
taken.
(ND, District Manager)

There were fears and apprehension about the LHWs inclination towards curative
services, which was regarded as an impediment to their active inclusion in Expanded
Programme on Immunization services.

The potential of LHWs to become health practitioners is a big threat; for this
reason, there is controversy around their further training for EPI. The
government officials feel LHWs already consider themselves to be doctors, and
by allowing them to administer injections, we will further facilitate them in this
role.
(ZU, District Manager)

The LHWs were trained in the health centres and were imparted basic knowledge and
essential skills essential for their role as health workers. Some of the tasks were
assigned to them for which formal training was also given. However, during the
continuing socialisation process and experiential learning of the LHWs many of them
were able to acquire extra clinical skills. The practice of these skills was seemingly
out of their purview and raised questions. The role of a curative medical practitioner
in their communities as part of their work practices was however, not encouraged.
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7.8 Coping strategies for work-life balance
The majority of LHWs were housewives, responsible for all their household chores.
Those living in nuclear families looked after all household matters. Even if they were
living with their in-laws, LHWs were usually the only women responsible for a major
portion of the housework. There is a well delineated role of men and women in their
communities. The LHWs were therefore, mandated to look after most of the
household activities. They tried to avoid criticism from those around them by
ensuring that they completed their household responsibilities early in the morning
prior to conducting household visits, or at night, after they had returned. With house
and job, LHWs thus ended up having a twenty-four-hour commitment, although their
home remained the top priority. Said one LHW:

I think a woman is [always] a woman and it does not make much of a
difference [whether she works or not]. Your home is always the priority,
whether you stay at home or go out for a job. The only thing is the one who
ventures outside becomes a bit stronger!
(SK, 48, LHW peri-urban, 1996)

Although the LHWs‟ tasks were well-defined, keeping a balance between work and
home increased their burden. Many of their household activities were gender-specific
and thus considered outside the ambit of men. The LHWs were therefore supposed to
take care of these responsibilities with or without any support.

They have to look after both the home and the job. The LHWs send their
children to school in the morning. Then they do their household chores
followed by field visits. These poor souls have to scamper back home to cook
food before their children return from school in the afternoon. Mostly there is
no support for this. If one has a mother or mother-in-law or sister, that is
another thing; however, this happens in a few cases only.
(NA, National Program Manager)
The LHWs acknowledged that their lives had undergone a change and thus
recognized the importance of routine and time management. Many LHWs were
teachers prior to joining the NP and therefore already used to working outside their
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homes. They found the LHW job less hectic and more convenient. Since there were
no timing restrictions, they could conduct fieldwork according to their own schedule.
An LHW also had the flexibility to catch up on lost work the next day in case she
missed a household visit.

As mentioned, most of the LHWs were housewives before taking up this job. During
their training and subsequent work in the community, the LHWs reportedly spent
considerable time outside their homes. Their family members worried that the home
would suffer due to the LHWs‟ commitments with the NP and opposed their work for
this reason. Therefore, the LHWs faced a lot of resistance within their families and
they had to be assertive in order to prove that they could look after their families‟
needs as well as working as health workers. In some cases, the sisters-in-law,
mothers-in-law and other family members objected because the women who remained
at home had to do the major share of housework to compensate for the LHW‟s
periods of absence from her home.
.
In our area, it is the sisters-in-law who do not see eye to eye. The husband‟s
sister objects that her sister-in-law [an LHW] leaves home and the former has
to do all the housework in the latter‟s absence. In such homes, there are a lot
of problems and family clashes on this issue.
(SH, LHW Supervisor)
The LHWs were supposed to work in their own communities, a feature distinguishing
them from women working outside in institutions. A coping strategy often adopted by
LHWs was to handle their increased responsibilities by rearranging and scheduling
their day to day activities. One common challenge was the need to be in a state of
ever-readiness since they had to venture out of their homes for work. This was in
sharp contrast to the other housewives in their neighbourhood, who remained
confined to their homes and could do as they pleased. An LHW‟s job needed fulltime
commitment on two fronts and therefore, was quite laborious. For most LHWs, who
had been confined to their homes earlier on, this new responsibility brought about a
change in their social routine. Although the individual situation of each LHW varied,
they all still found this challenging.
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In my life, the difference is that earlier I only did housework. Now I do the
household tasks and, in addition, the outside work as an LHW. Life is so busy
that I drop dead on my bed at night. There are illnesses or deaths in the
family, but we cannot visit anyone, except for on Sunday. That is how busy life
is.
(RP, 41, LHW peri-urban, 2009)
Most of the LHWs were married women with small children who also had to be taken
care of when they joined the NP. Being of child-bearing age when they joined, many
also gave birth to children during their tenure as LHWs. If the LHWs were supported
in childcare by family member, e.g. their in-laws or parents, this did not pose much of
a problem. In nuclear families in absence of such support, young ones often had to be
taken along during their community visits. In one instance, an LHW had to hire a
maid to look after her children and home. Nonetheless, childcare was a major issue
for most LHWs. At the time of data collection, many LHWs had grown-up children
who now provided a helping hand to their mothers. While family members were a
source of childcare support for many, some LHWs had to face criticism due to
perceived child neglect.

When I left my girl at home, my extended family commented negatively. They
said I was more interested in working for myself, as I used to leave my
children in their care.
(FQ, 38, LHW rural, 2009)
This criticism increased when the salary was delayed; then elderly in-laws saw no
advantage in continuing with the LHW‟s job. The individual conditions of the LHWs
varied but overall, the families were not in favour of their leaving their children in
order to pursue their job.

Because the institution of Lady Health Worker relied on a completely female
workforce, it also grappled with maternity issues apart at times other than the
mandatory training period. The NP officially granted each LHW twenty days of
maternity leave. Female government employees like teachers, doctors, nurses and
others are entitled to three months‟ maternity leave. However, because LHWs were
contract employees, they were not granted this privilege.

235

The LHWs reported facing difficulties if they wanted some leave, contrary to other
health staff at the health centre. The amount of leave an LHW was entitled to for
childbirth was contrary to the messages they gave to the women in their catchment
area.
AI: I thought we were trained to look after pregnant woman from the first day
of pregnancy to fortieth day after birth. When we are in the same situation, we
are told to come out of the house for work, just twenty days after delivery. So
are we not mothers who have had a delivery? When we educate others, we
should also get the same right, shouldn‟t we? If we go in the field twenty days
after delivery, what would those mothers think about us? The community has
seen us throughout pregnancy, so they ask us about the outcome, if it was a
boy or a girl and about our health. And when we tell them, the next comment
is, how can you come in to the field so soon?
The balancing of work and home activities was challenging for the LHWs. Because of
the gender based distribution of labour in their households LHWs had to bear the
brunt of double burden of work. Neither the households nor the health system was
willing to grant any concessions thus increasing their work load and job stress.

7.9 LHWs as gatekeepers of household spending
The LHWs were often the main gatekeepers of household spending in their families
and managed all money matters. Husbands usually handed their earnings over to their
wives/LHWs for safekeeping, taking small amounts as and when required. Since the
start of the NP, an LHW‟s stipend was disbursed only through her personal bank
account, which either she or the men in her family could access. Most of the LHWs
kept their monthly stipend to themselves and spent it in their homes as their needs
increased with time. In a very few cases, the LHW‟s husband insisted that she hand
her stipend over to him, at times almost jeopardising the marriage.

The LHWs who had been receiving monthly stipends for quite some time reported a
change in their financial situation. These LHWs used the phrase “khushali aie hai” in
Urdu, which translates as “prosperity has come”. Most LHWs had joined the NP out
of Majboori as they were finding it difficult to make ends meet. Their stipends
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brought relief and support, but a couple of women still supplemented their salary
through additional part-time jobs in private clinics.

I was an ordinary housewife, lost in my own anxieties. When I joined as an
LHW for the stipend, my family conditions improved. I was able to stand on
my own two feet and contribute toward household expenses. My children, who
had stopped attending school earlier, could resume their studies. I also started
working part-time in a private clinic.
(RK, 40, LHW peri-urban, 2003)

For LHWs whose husbands were also working and earning, there was enough for
subsistence and their stipend was spent on meeting additional needs.
I am very happy. I did not withdraw my salary and saved two years‟ salary
and pooled funds with my husband to buy a car. The good thing is that my
daughter studies at university and, if needed, we can pick her up and drop her
off in our own car. We can also go places in the car. In case of a
disagreement, I joke with my husband, “Half the car is mine.”
(FB, 47, LHW rural, 1998)
There were still others who spent their entire earning themselves, while their
husbands looked after the household expenses. Widowed LHWs were the main
breadwinners in their family, so their stipend was the family‟s main source of
subsistence and survival, as in the case of Mehtab.

I run the household with the stipend. Previously, because of a lack of funds, it
was difficult. Now, with the salary, my expenses are being met. The money I
receive is all I have, as after the death of my husband, I live on my own and I
have my daughters to look after. I have had no need to borrow money since I
started the job. Earlier, it was hard times and we had to borrow and take out
loans. Now that is not the case.
(MB, 52, LHW rural, 1996)
The LHWs‟ income helped improve financial conditions in their households since
their husbands‟ salary was usually very low. The LHWs acknowledged their
contribution to the family income. It was not only their earnings, but also their
spending that made LHWs self-sufficient, something which was even appreciated by
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their extended family members. The stipend LHWs earned was not substantial, but it
solved many financial issues in their families. They were proud that their financial
sufficiency enabled them to cater to their needs, as well as putting them in a position
to help others, via financial gifts or loans. Some LHWs were also able to construct
their own house, which was a great achievement in their context. This also enabled
LHWs to move out of their joint family-owned house or a rented accommodation to
their own personal living space. One LHW was even the first one in her husband‟s
family to own a house.

The stipend went a long way in meeting needs of the LHWs as described above.
However, since the start of the NP, there have been delays in the payment of salaries.
The LHWs joined primarily due to their majboori and the undue delays increased
their problems. At times, there were months without a salary and they had to borrow
money for their subsistence and their work also suffered. The delays in salary were a
sore point for most LHWs. Not receiving timely salary poses a huge problem for the
LHWs, who use this amount to meet their recurrent monthly expenses.

In the beginning, conditions at home turned so bad even the school fees of my
children could not be paid. The school administration was sceptical about the
nature of my job and impatient too! While at home, my husband also raised
the same question because of the salary delays for months. At times I felt like
leaving this job.
(RK, 40, LHW peri-urban, 2003)
Although confronted with financial problems, many LHWs came to terms with the
delays in salary. The LHSs also shared their concerns about the delays as these
affected the LHWs‟ motivation and work. It was not only the delays in salary that
aggravated the LHWs, but also its amount. The vast majority considered their
remuneration to be insufficient and wanted it to be increased.

Many LHWs were very keen to educate their children and also exerted a lot of effort
in this regard. The earnings of LHWs contributed in impetus that their children should
get a better education than them. An LHW, who herself wanted to become a nurse,
especially focused on her children‟s education, despite facing hardship. Her daughter
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finished her bachelor‟s degree and was now pursuing a diploma in dentistry, while her
two younger ones were studying in secondary schools. Another LHW sent her two
girls to study in a model school9 in an adjoining city. The children of some of the
LHWs from the initial phases had completed their university degrees. Their
educational attainments were attributed to the job remuneration of their LHW
mothers. Another LHW managed to provide her children with a better education in
the absence of any input from her family. Some LHWs who were themselves only
educated to middle grade were very keen to educate their children.
[Because of the stipend] I could afford a master‟s in political science for my
eldest daughter from an out-station university. My son completed engineering
and now works abroad. The third daughter did her diploma in electronics and
joined the air force as a technician. Two younger sons are in high school.
Although the stipend was not much, it helped me in educating my children.
(NA, 51, LHW rural, 1996)

7.10 Conclusion
The LHWs were trained in the health centres during their mandatory training. They
were imparted both knowledge and skills during this process. Over time the LHWs
transformed and developed into confident health workers as a result of their training
and work experience. Their interaction with the health centres and within the
community households was a socialisation process which involved both social and
technical aspects. This process also impacted on their further professional
socialisation and development of their health worker identity.

One major task assigned to the LHWs was, playing a supportive part in the
immunization services. The NP laid great emphasis on enhancing the access of
women and children to routine immunisation. The LHWs provided a tactical
advantage in this regard in three ways firstly they possessed real time information of
the community, secondly they were in liaison both with the households‟ and
vaccinators and thirdly they acted as gender mediators in this activity. This created an
enabling environment and thus contributed towards improvement in immunisation
9

School providing quality schooling facilities for the children based on modern teaching techniques
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activities.

The same factors were true in case of polio and other vaccination

campaigns. In immunisation activities, LHW inclusion was mandatory and ensured by
the health centres failing which LHWs had to face dire consequences. The NP laid
emphasis on women and child health therefore; LHWs being female had better access
the households as a result of their socialisation and personal relationships with
families. The immunisation service in the communities was hugely dependent on the
LHWs. The same was true for their deep involvement in the polio activities which
have compromised other functions of the health workers. These activities have also
contributed in their identity and label as polio workers rather than multipurpose health
workers.

The LHWs were introduced to develop referral links between the communities and
health centres. The training curriculum laid emphasis on this role and even during the
training great importance was given to this activity. However, this link could not be
developed as envisaged. The access of clients in the health centres through LHWs did
not improve. At the community level link between the LHWs and their clients did
exist. However, in case of LHW referrals to health centre this link withered. This
resulted in a lost opportunity as one of the main functions of the NP initiation i.e.
enhancing community link with health centres could not be realised. This
compromised the LHWs position in their communities.

There was a semblance of a situational ownership of health workers on part of the
district health system. The LHWs were considered crucial in case of some tasks like
polio vaccination activities and immunization where the LHWs‟ contribution was
considered essential and they were also held accountable. At the same time, however,
their referrals were disregarded and there were no efforts to strengthen referral links
between health centre, LHWs and the community households. Also the NP engaged
the LHWs in multiple tasks, whenever required at the health centres. In some health
centres the LHWs were even assigned health centre based static tasks that were not
included in their role as health workers, in contravention of the NP policies.

The households in LHWs catchment areas were seeking care both from the public as
well as the private sector. At community level the LHWs interaction with Dais was

240

encouraged by health centres while at the same time discouraging their work. Some
health workers maintained a link with Dais which was more of an oversight one.
However, a few LHWs had two-sided interaction. The NP forbade the LHWs to
maintain links with the private sector health practitioners. This was a dilemma in view
of the inadequate services provided by the public sector and failure of the referrals at
the community and health centre interface. This diluted a lot of efforts being made by
the LHWs to enhance access to improve maternal and child health in their
communities.

The formal socialisation of the health workers commenced with their training. This
process continued with the various work practices of the LHWs. In their work LHWs
had interaction with the community as well as the health centre staff. Some of LHWs
have been able to improve their technical skills to a higher level either working with
doctors in private clinics or from their own health centres due to their personal
initiatives. These women did not confine themselves to the basic skills taught and
expected from them. In some cases there were concerns that they were misusing their
position as a LHW. It was feared they exceeded their role as a health workers and
were more involved in undertaking curative tasks as health practitioners in their
communities.
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The socialisation of LHWs and their work practices are interlined with their identity
development. There is interplay of these three factors as depicted in Fig. 7.1 below.

Fig: 7.1 Web of interrelationships socialization, practices and identity of LHWs

The next chapter will discuss evolution of identity of the LHWs as a result of their
socialisation and work practices.
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Chapter VIII
LHWs‟ quest for identity
8. 1 Introduction
Nine cohorts of LHWs had been trained as health workers in the study area since
1995. Novice rural women were recruited, trained and deployed in their respective
communities. Their experiences over time transformed them from housewives into
health workers. These LHWs worked at the interface of the community and health
centres in the microcosm of the district health system. Social interaction and work
practices contributed in their socialisation process, ultimately leading to their identity
formation. This chapter explores the issues around the LHWs‟ identity within the
health system. The first section describes the evolution of LHWs‟ identities over time.
Due to the work practices of the LHWs, the communities perceived them differently. I
examine how the LHWs were recognised and identified in their communities,
primarily based on the scope of their work, at different stages.

In the second section the positioning of the LHWs within the health centres is
discussed. The LHWs have been working in the health system for the last two
decades. However, the extent of their integration and position within the health
centres times was not very clear. This section explores how close the LHWs were to
the health staff and their ownership and recognition. In the third section, the LHWs‟
struggle for regularisation is discussed. The LHWs joined hands and led the struggle
across the country in an effort to become regular employees. These efforts were for
the change in employment status of LHWs from their contractual to a permanent one.
When this study was being conducted, the LHWs were in a transition phase, on the
cusp of being inducted into regular government service. The concerns and
reservations of district health staff and LHWs at this crucial juncture are presented.
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In the fourth section, I explore the LHWs‟ apprehensions and concerns during and
after their regularisation campaign. These women shared their views at a juncture
where they were still unsure of the final outcome of their regularisation struggle.
There were still doubts and ambiguities in their mind, which is discussed in detail. In
the end a brief conclusion sums up the main findings of the chapter.

8.2 Embracing a health worker‟s identity: The emergence of LHWs
In Pakistan, no community-based health worker existed in the public sector‟s primary
healthcare system prior to the introduction of the LHWs. There were, however, a few
small-scale projects in select places, where community health workers were trained
and deployed. In the beginning, as discussed in earlier chapters, LHWs often
struggled to explain who they were and even faced difficulties in gaining entry into
the households. This was a formidable challenge especially for the pioneer cohorts
when they initially ventured into the community to introduce themselves.

I entered a bungalow that was under construction during my field visit. I was
confused, as there were so many people sitting on the ground. I sat there and
those around me started asking questions. I told them I would treat minor
ailments; give some medicine and weigh the children. They all started
laughing and asked, “Are you a doctor or what?” I said, “I am not a doctor,
but a Lady Health Worker”. They started laughing again because they did not
understand what I was talking about!
(RY, 37, LHW peri-rural, 1998)

Over the years however, as a result of their socialisation within their communities, the
LHWs were able to create a place for themselves as well-established health workers.
Households in their catchment population knew and recognised them as health
functionaries due to their work. Initially, women who ventured out of their homes to
become LHWs were naïve and inexperienced. They did not possess any
understanding of health matters or their own environs. Almost all the LHWs
transformed since joining the NP, although it took them some time to achieve the
conviction and identity of health workers, as Nasreen noted:
Whatever one does become one‟s profession. As health workers, our identity
in our communities is now that of Lady Health Worker.
(NA, 51, LHW rural, 1996)
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Some LHWs asserted that it took them relatively little time to acquire the persona of
“LHW”. One woman, who was interested in reading medical literature and aspired to
become a doctor, felt like a health worker from the initial days of training. Many
sensed a change in themselves at the end of their mandatory training, while others
were influenced by their entry into the field, holding their kit bags and registers, at the
doorsteps of households. There were many LHWs who reported that it took years to
attain the feeling of being an LHW. This was contrary to the view of the LHWs‟
trainers, who thought that initial classroom training sufficed for a woman to adopt this
new role.
In my opinion, after the initial three months‟ training was over, the LHWs had
the ability to take forward the motto of their programme. This was despite the
fact that many months of training still remained. But I think the three-month
training enables them to commence their work as LHWs.
(NG, District Manager)

Many LHWs started feeling like health workers after being deployed in their
communities, but in many cases, it took a while to reach this stage.

I did not feel like an LHW in the beginning, not right away. Only after a long
time two or three years but even now there is still an on going change. It takes
a while to gain maturity, knowing your work and realising how others think.
(SK, 41, LHW peri-urban 1998)

Some LHWs stated that they developed feelings of being an LHW following some
specific incident or achievement. These turning points included helping their clients
pursue better health via immunisation, safe delivery or treatment. The successful
outcomes of their referrals also enabled LHWs to reach this realisation. The following
narrative describes how one woman‟s contribution during the course of her work
shaped her sense that she had indeed become a health worker.

I felt for the first time that I was an LHW when I helped the people in my
community. I accompanied a pregnant woman to the hospital, even though I
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had no idea what would happen there. After that, I used to facilitate delivery
cases and take them directly to hospital emergency. I felt happy by helping
women in their difficult time. They received good treatment and their lives
were saved. On the monthly vaccination days, almost seventy to seventy-five
children were immunised in my health house. Although I was busy and it was a
hectic day, helping children and pregnant women gave me a feeling of being
an LHW.
(RY, 37, LHW peri-rural, 1998)

At the outset of the NP and in the formative years of LHWs, a stereotype image of a
“health worker” was being portrayed in the national media. This was of a woman
wearing a white dopatta10 with shalwar kemis11. However, this image was not
followed as such in the field, nor did it play any significant role in the LHWs‟
development of identity as health workers in their communities.

8.3 LHWs identity as family planning facilitators: An inherent conflict
The NP was launched in 1994 to improve maternal and child health in Pakistan. The
initial name of the programme was the “Prime Minister‟s Programme for Primary
Health Care and Family Planning”. One of the key functions of this initiative was to
promote and strengthen family planning services in the country by increasing access
of eligible couples to contraceptives. The LHWs were strategically well placed to help
facilitate these services at the household and community levels. When they
commenced their field work, straightaway they were labelled as family planning
functionaries. This turned out to be a double-edged sword. On the one hand, this was
the main task assigned to LHWs, while on the other; it impeded their entry into
households. Any medicine or vaccines the LHWs offered were rejected, and the
mothers-in-laws challenged their advocacy of family planning in their households. As
one LHW recalled:
When we started giving out the medicine, there were some who refused as they
believed our medicine was for family planning. We faced a lot of difficulties in
advising women regarding birth spacing; convincing both mothers and
mothers-in-law was an uphill task as they were not aware about these things.
(AK, 50, LHW rural, 1995)
10
11

A shawl essential for women in the local context
South Asian women‟s costume, consisting of a tunic and trousers
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It was difficult enough for LHWs to create their own place in their communities.
Their roles as family planners made this even more challenging.
Some people were wary of our visits. There is an old woman…whenever I
visited her, she would say smilingly, but in a weird way, “I always dread your
visit”. Her son was her only child and she desired a big family for him. This
went on like this for some time, but I tolerated these unpleasant incidents
because I had to gradually create my own place within households.
(NA, 51, LHW rural, 1996)

Similar issue were commonly faced by the LHWs in early days of the NP. Although
their mandate included a strong component of family planning, yet many LHWs tried
to disassociate this from other health-related tasks by raising awareness about general
health of the community. Others tried to downplay their identity as family planners by
emphasising their broader image as health workers. Incidentally another dilemma at
that juncture being faced by the LHWs in the communities was polio immunisation,
as communities also associated this with family planning. This was challenging, as
LHWs could not distant themselves from family planning forever, nor keep aloof
from polio work. They chose a middle ground and focused on raising community
awareness regarding polio in an effort to alleviate the community‟s fears.

While LHWs were being identified in their communities as family planning workers,
which in fact they were, they faced another predicament. All health workers were
supposed to display a standard “Health House Board” outside their homes. Many of
the LHWs‟ families openly opposed this, and even the LHWs themselves were
reluctant to display their identity outside their homes as this highlighted their family
planning role publicly.
In the beginning, one of the biggest problems was that people didn‟t want to
display the Health House Board outside their homes as this clearly stated the
LHWs were associated with family planning.
(NA, National Program Manager)
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Therefore, ever since they started their work, LHWs were recognised and identified as
being strongly linked with family planning. Their identity as “family planning
workers” prevailed for quite some time in the communities, and still continues to
some extent. Over the years LHWs themselves, however, strived to shun this identity
and to avoid this label as best as they could.

8.4 Recognition as a Baji
After serving their communities for the last two decades, LHWs felt they had become
prominent in their communities due to their role as health workers. “Baji” is an Urdu
word used for sister and can also be used for any female older than oneself, with
whom one is on good terms. The community used Baji as an umbrella term for the
LHWs and at times a qualifier was added based on their specific tasks. The
households in the community also recognised LHWs by name and a few also called
them as “doctor”. However, the majority addressed LHWs as Baji following the
community norms, out of respect. As LHWs are involved in some specific tasks e.g.
growth monitoring, therefore, many called them “Wazan Wali Baji” (Baji who
weighs), while others used term like “Qatron Wali Baji” (Baji who gives polio drops),
especially children who were their primary clients.

NA: Our identity/recognition is because of health. [yeses and nods by all the
other]
AS: People knew us already, but now they recognise us for all the health-related
things we do.
NA: I have been working for the last four years and my recognition is due to
health. I come across children who sometimes call me “Polio Wali Baji” or
“Medicine Wali Baji, or Doctor Baji” as my recognition is through healthcare
activities.
(FGD, LHWs peri-urban)

An LHS described the changes she had observed over the years, in the way the LHWs
were recognised by their communities.
With the passage of time, the identity and recognition of health workers in the
community has changed. Initially they were called Hospital or Centre Wali
Baji. Some said Lady Health Workers or Workers, but few called them LHW.
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Some called them by their names or as Baji who goes to hospital. In recent
years after numerous polio campaigns she is called Qatron Wali Baji.
However, we discourage people from calling her anything other than „Lady
Health Worker‟.
(AB, LHW Supervisor)

The LHWs have been involved with polio immunisation campaign since 1995.
Initially, the National Immunisation Days (NIDs) were conducted twice a year, but
during the last decade, as the country neared eradication of polio, the vaccination
campaigns were much more frequent. LHWs are considered the backbone of polio
eradication efforts in Pakistan and have spent proportionately a lot of time on this
single task. The increased frequency of polio campaigns and the LHWs‟ intense
involvement in this activity has resulted in their being labelled as polio workers. They
are increasingly visible to communities due to the nature of this work as they visit
door to door for conducting polio immunization.

AB: Our identity is due to our work.
FQ: For children, our recognition is due to polio, and they can recognize us
from distance as polio workers
TB: When people see us, they enquire if we have come for administering polio
drops. We inform them that we have come to weigh children and give some
information. However, in their minds, we only come for the polio drops. The
reason being, nowadays there are so many polio campaigns.
(FGD, LHWs rural)
One LHV who has worked with the NP since the beginning acknowledged the LHWs‟
polio eradication efforts. She feared, however, that, the LHWs‟ activities had been
confined to polio campaigns, which was because they could hardly devote any time to
maternal and child health. This was the reason the majority in the community
identified the LHWs mainly as polio workers.

I do not understand why, but the LHWs‟ role and work in polio campaigns has
become their identity. LHWs are now mostly recognised by the community
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through provision of polio drops. It is also possible the LHWs only visit their
area for polio vaccination, and do not visit routinely in the field?
(BS, LHV)

Over the years the intensive involvement of LHWs in polio activities, as also
discussed in the previous chapter, has confined the LHWs from being more holistic
health workers to an identity that is much more confined to a single role.

8.5 Recognition as doctors
Although the community gave them different names, LHWs were recognised there,
and in the health centres, due to their health related work. For this reason, there was
also a tendency to call them “doctors”. LHWs seemed reluctant to accept this title,
despite the community‟s persistence here.

My community does not consider me a doctor, and I correct them if they call
me by that title. If we thought we were doctors, would we go from house to
house? We would rather sit and treat the people!
(SL, 38, LHW peri-rural, 2009)
The health managers considered the LHWs to be an extension of their district‟s health
network, with specific roles and responsibilities, and not to be considered and
identified as freelance health practitioners.

LHWs have established their position in their communities, which recognises
them as health points of contact for households. They are governmentapproved health officials and are focal points with designated health houses.
They have the “government‟s patronage”. The community perceives them as a
government approved “facilitator” for healthcare, but they are not supposed
to pose or work as healthcare practitioners.
(ND, District Manager)

On the other hand, the LHSs believed that LHWs were positioned in their own
communities as health workers and they themselves did not try to portray as health
practitioners.
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These women think of themselves as LHWs and not as anything higher than
this!
(AB, LHW Supervisor)

When identified as doctors, many LHWs tried to explain that they were just like other
women in their community, except being more knowledgeable. The people in the
community nonetheless continued to call the LHWs doctors, even though they refused
to consider themselves as such.

TP: We are not considered doctors in our communities. [muffled laughter
followed by no, no]
AW: We are not doctors but some people in my community say, “Doctor
Sahib”.
GB: There are few people… [Oh no!]
FB: When someone calls me a doctor, I inform them that our work is to
provide basic information about how one can prevent disease and our work is
not diagnosis and treatment. Being doctor is a bigger thing.
(FGD, LHWs rural)

People often considered LHWs as an alternative to a doctor, however, and sought
advice from them. The LHWs took this as a mark of respect, but they stressed that
they never intentionally posed as or considered themselves to be doctors. Nasreen
remarked that people call her “Doctor” as a nickname because she can give injections,
take their temperature and check their blood pressure. Most of the LHWs shared the
following views expressed by an experienced LHW.
Sometimes people visit my health house to see the “doctor”. Often my fatherin-law corrects them that I am an LHW. We do not consider ourselves doctors,
as we do not possess the education or experience of a doctor, we are only
Matric. We are afraid of giving injections, while doctors have no such fear.
(FA, 52, LHW peri-urban, 1995)

The majority of LHWs shared this hesitancy to portray themselves as doctors in their
communities. The health staff and district managers, however, did not fully endorse
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this self-perception. Some health staff believed that the LHWs were, in fact, posing as
health practitioners in their catchment areas.

Most of the elderly people call the LHWs by name and younger ones call them
Baji. Now clients come to our RHC and inform us we have been sent by this
and that doctor. Yesterday a patient informed my LHV colleague that she had
been sent by a doctor, who in fact was an LHW. I have heard that many LHWs
do practice, give injections and perform deliveries and there are rumours that
some girls even perform abortions!
(BS, LHV)
The LHWs during training were considered as non-technical staff and were
not supposed to be raised beyond this point. However, in the field, they are
like doctors. I recently attended a meeting in which LHWs, LHS, LHV and the
doctor participated. One client entered the room and inquired about one of the
LHW. I asked, “Why do you want to see her?” and she remarked that the
LHW was their doctor. The LHW concerned smiled and said, “Madam, in my
area I am viewed as a doctor”.
(NA, National Program Manager)
There was a difference of opinion between LHWs and the health managers and health
centre staff regarding their identity as doctors in their communities. Nonetheless being
directly involved in health related tasks, the community did identify them as a health
practitioner or a sort of quasi doctor.

8.6 LHWs status and positioning within health centres
The LHWs had been working within the district health system for the last two
decades. At the launch of the NP, LHWs were envisaged as a bridge between the
health centres and the communities, as they lived and worked in their catchment
areas. During their training, LHWs were encouraged to present themselves as agents
of change in their communities. According to the health centre staff, they tried to
portray as such but ended up as health workers, failing to create their envisioned place
in their communities as representatives of communities. As the LHWs had been
selected from their communities and attached to their respective health centres, they
were bound to maintain connections with both, but they often found it hard to strike a
balance. However, since the beginning, many LHWs considered themselves to be the
middle point between the community and the health centre, since they were members
of each.

252

At the health centre, however, LHWs felt they were different from the rest of the
staff. As far as government policy is concerned, LHWs are part of the health centres
as members of staff and whatever work they are assigned is in this capacity. The
community also looked at LHWs as employees of the health centres, due to their
attachment to them and their health-related tasks. However, although LHWs belong to
the district health system, they were still not considered on par with the other health
functionaries. Over the years health care staff and health managers reached their own
conclusions regarding LHWs‟ positioning within the health system. An LHS posted in
a BHU for the last fifteen years shared her conflicting perspectives about the LHWs‟
sense of belonging to the health centres.

Earlier, the LHWs did not consider themselves as part of health centres, but
since they have been informed they are being made regular employees, things
are different. Our relations were more with the community, as in the past, the
health centre staff treated the NP as a separate entity. [I feel] it would have
been better had we been part of the health centre, and worked in conjunction
with the rest of the staff.
(SH, LHW Supervisor)
Another LHS working with the NP since its inception expressed similar views
regarding her own status as part of NP within the health centre.
I come to the health centre for duty and consider myself part of the health
centre, whether they like it or not, as we are part of the health centre! I cannot
cite a specific example, but I have heard time and again that we do not have
any connection whatsoever with this health centre. They claim that this health
centre has nothing to do with the NP.
(AB, LHW Supervisor)
The LHWs were recruited, trained and deployed in the communities by the health
centre. However, even after two decades of service, some LHWs still felt removed
from these institutions. A wide gap was observed between the LHWs and the health
centre. According to Sughra, for example, the NP was a completely separate entity.
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We have minimal contact with the health centre as we are a separate
department!
(SU, 41, LHW peri-urban, 1996)
One LHS surmised that not being mainstreamed into the health centres despite their
long contribution in its health activities affected LHWs‟ affiliation to their BHUs.
The health centre officials do not consider LHWs as part of their team. I
cannot understand why! However, the LHWs still carry a huge burden of work
for the health department. Since LHWs visit the health centre for one or two
days [a week] and spend the rest of the time in their community, only a few
LHWs consider themselves to be part of the health centre.
(SH, LHW Supervisor)
All LHWs had been attached to health centres and working in liaison with these
institutions for quite a while. Most of them had decades of interaction with the staff
deputed in their respective health centre. As a result, few LHWs did feel being closer
to the health centre than to their community. Their experiences varied from centre to
centre, however, as depicted in two contrasting narratives about an RHC and a BHU.

We are also employees and we come regularly, at least the senior person on
the staff and her assistants should not treat us like peons or servants. This is
the way they deal with us and this is not acceptable. We feel [insulted] when
they say, „Why you are sitting here; leave this place! Go to your class and with
whose permission did you open the door‟ etc. This [kind of treatment] should
not take place, but I have experienced and observed this in the RHC. When we
come to submit our monthly reports, an LHW is subordinate to all the staff
members.
(ZA, 43, LHW peri-urban, 1996)
This BHU is like our home, as we get training and medicines from here. If we
are not in contact with them, how can we be successful? And this is our base.
If the BHU were not there, we could not do anything.
(SP, 38, LHW rural, 1999)
The LHWs and even some health managers observed a relationship deficit between
the former and the health centre staff. One senior manager perceived a need to bring
LHWs into the fold of the health centres, alluding to their lack of integration in the
past. The health centre staff, on the other hand, often did not accept that the LHWs
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belonged to their institution i.e. health centre. According to many LHWs, they did not
receive the attention they needed in their health centres. The LHSs, acknowledges this
affected the relationships between LHWs and the health centre.

Well, the LHW and health centre connection is there to some extent. LHWs
visit the health centre regularly for attending monthly meetings and even
otherwise. This RHC is so busy that there is hardly time to scratch one‟s head,
let alone build relationships. However, this kind of link was never there in the
true sense and is even missing now. The support from the RHC can be judged
from the fact there was no designated focal person for forty LHWs who they
can contact in case of need! You can say the NP is only surviving on the basis
of the LHWs themselves rather than on any links to the RHC.
(AB, LHW Supervisor)

The health centres were training centres and follow-up hubs for LHWs working in a
union council; however, according to the LHWs, the support they received often did
not meet their expectations. The health centre staff‟s main focus was on the LHWs‟
accomplishing assigned tasks. This general feeling of neglect was widespread and
LHWs consequently turned to their LHS for support. Contrary to the LHWs‟
perceptions, most of the health centre staff considered themselves very supportive of
the LHWs.

According to one doctor, the lack of interactions and relationships between LHWs
and health centre staff stemmed from the RHCs‟ heavy workload and the LHWs‟
personal attitude, which culminated in their isolation in the health centre. However,
there was a strong reaction when LHWs were asked if they considered themselves to
be a part of the health centre. The LHWs voiced their concerns regarding their
positioning based on their personal experiences.
RK: If there is a problem or there is work to be done, we are considered part
of the RHC, and if there is a problem in the community, then we are
considered part of the community!!
YA: The staff members insult us and talk rudely. They should be careful about
this. The patients we send to the healthcare centre ask us if this is the kind of
respect we get.
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RK: We do not feel like coming here. Instead of giving preference to our
patients, we are asked to wait at the end of the line and the dispenser gives
medicines as if he is doing us a favour. During our [health centre] visit,
instead of discussing our problems, they keep criticising our work, saying,
“Should we pay you for this? Do you deserve to get paid?” There is no
respect for us at all, especially in our own department. Once we asked our
district officer in charge about our overdue salary. He said, “You ask too
many questions, if I want I can expel each and every girl!” How can anyone
work without money for five months? We have a house to manage!”
(FGD, LHWs peri-urban)
An LHS lamented that, after all these years of valuable service, the LHWs were still
not considered to be part of the health centres.

No one in the health centre gives them importance. If the staff wants to, only
then will they listen to the LHWs, otherwise they do not get a response from
the health centre the way they should. It has been like this from the start. The
LHWs have always been there, but the staff never owned them. If there are no
LHWs, what is the connection between the community and the health centres?
Just now I told the doctor about a measles case found by the LHW working in
my area. How will this kind of information reach the doctors sitting in the
health centre?
(AB, LHW Supervisor)

The LHWs openly expressed their dismay at being treated unfairly at the health
centre, sharing their distressing experiences, even of verbal abuse. The LHWs from
different centres shared similar incidents of staff neglect and discrimination.
Compared to other staff members, the respect and attention they received had
reportedly declined over the years. The alienation and poor treatment were a matter of
concern to the LHWs as in times of need their services were warranted, but when they
faced problems in the field, they were considered belonging to the community. The
LHWs perceived the health centre staff considered themselves to be superior due to
which they treated the LHWs unfairly. The LHWs‟ position in the overall hierarchy
had always been low, as one manager who had been working in the NP since its
inception observed.
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The LHW are placed low in the health centre hierarchy and basically, they are
considered equivalent to class four employees,12 who in turn consider LHWs
even beneath them due to their permanent public-sector employee status.
Despite knowing otherwise, the employees still consider the LHWs inferior
and treat them as such.
(NG, District Manager)

Some LHWs, however, thought their position would change in the future following
their impending regularization as permanent employees of the health department.
Nasreen, who joined in 1996, was critical of the lack of integration and ownership of
health workers in the district health system. When recalling her past experiences and
future expectations, she had following to say:

They used to say [in the past], the NP, with its twenty-six LHWs and one LHS
and the BHU, is like a separate family. Well now as we are becoming
permanent, things are going to change. Now the health centre people are
going to be our superiors and will own us.
(NA, 51, LHW rural, 1996)
This statement points to the further changes LHWs expect to follow in wake of the
change in their identity and status from contractual to regular employees. This issue
will be discussed in detail in the next section.

8.7. The struggle for a new identity: Legitimising LHWs as government
employees
In the study area, the first batch of LHWs was inducted as contractual employees in
1995. Subsequently, different phases of LHWs were hired on the same terms and
conditions. Initially, the contractual arrangements were acceptable to the LHWs. A
few years ago, however, the LHWs initiated efforts for the regularisation of their
services and to become permanent employees of the health department. Their basic
premise was that they had been in service as contractual employees for such a long
period of time, they deserved to be regularised. Having contributed positively for
decades, they felt the matter of their regularisation was legitimate and long overdue.
They wanted a change in their identity in order to achieve better status and moreover,
12

Lowest cadre in service hierarchy
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becoming eligible for long-term benefits and job security. Khalida voiced her opinion
that LHWs have spent so much time on the job and deserved to be regularised.

We have been working for so long and still have not been made permanent.
We should be made permanent as we have spent more than eighteen years as
LHWs roaming in the villages. Another thing comes to our minds; we are
getting old and our age is such that we need future pension benefits.
(KA, 54, LHW rural, 1995)
The LHWs argued there was a past precedent of the government‟s regularisation of
contract employees, and justified their struggle for their permanent status on this
premise. After serving their communities for so many years, Nasreen expressed her
disappointment when the LHWs‟ legitimate demands were disregarded.

If someone is on a government contract, the person will stay as such for two to
three years, after which he will be made permanent. They do not think about
remuneration of LHWs. They think health workers have no needs. She only has
to advise other people, but should forget about her own needs and
requirements. No one cares whether her needs are being met or not, especially
those that can only be met after an LHW becomes permanent!
(NA, 51, LHW rural, 1996)

The two main arguments given in support of their demands for regularisation included
the length of their service and their useful contribution to the communities. The
LHWs advocated that they should be regularised as an acknowledgment of their
community work and its visible, positive impact, again attributing most of the changes
in the country‟s health status to their own efforts. The LHWs were of the view that
the regularisation of their services would further improve the performance of existing
LHWs and would attract better qualified women for the job in future. They also felt
that their regularisation would be mutually beneficial both for them and the health
centres. The LHWs recognised the need and utility of having a health worker in their
communities. They consequently felt they should be made permanent, not because of
their own desires, but because of the needs of health centres and their communities.
Many LHWs perceived that nobody took them seriously, and that the current efforts
for their regularisation could only be credited to their own struggle and initiative.
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We always try to work honestly and to the best of our ability, so that we can
meet the needs of our community. We are trying to say our work is important
too, but the department will only regularise us because of their own need.
They will know our worth when nobody will cooperate in polio campaigns and
no one will carry out house to house visits for dengue prevention. When LHWs
do not visit for a month or two in the community, the population increase will
be visible, only then they will feel the need for the LHWs! Just imagine the
situation eighteen years ago… the same will happen again.
(RK, 35, LHW peri-urban, 2007)

This pivotal role of the LHWs was seemingly appreciated by a wider circle of
stakeholders, giving impetus to their regularisation efforts. According to Nasreen:
The health worker‟s job is a mainstay, like the backbone. The international
people like WHO have accepted us; we think we deserve to be regularised and
made a part of health department.
(NA, 51, LHW rural, 1996)

In light of the foregoing context a few years ago, the LHWs initiated a struggle for the
regularisation of their services. According to them, the watershed was the news about
the disbandment of the LHWs at the end of December 2015. At that juncture, the
LHWs opted nationally for a “dharna,” or sit-in, to bring their plight into the
spotlight. The LHWs joined forces countrywide; amid fears that the NP was being
ended and that they would be “kicked out” of their jobs and sent home. The issue of
their regularisation was still before the Supreme Court of Pakistan, however. Initially
the dharnas were in Punjab and other parts of the country, followed by big sit-ins in
Islamabad. On one occasion, the LHWs protested for three days in front of the
National Parliament. There were regular processions countrywide, but the main focus
was Islamabad city. The LHWs held several demonstrations to build pressure for their
demands. According to the LHWs who took part, these protest marches were dealt
with a firm hand by law enforcement agencies.
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AW: Working in BHU was fine. We have now gone as far as the President
House!
FB: Our representatives went…
AW: This time there was no baton charge
TB: Previously the girls were beaten and were in bad shape, and if this did not
happen, we would not have achieved izzat [earned respect] or granted
permanent status
AW: We are happy that we are making ourselves heard right to the top
AB: We deserve to be treated with respect and have some status; we should be
allowed to feel secure in our jobs, without injustice. [Yeses and nods]
(FGD, LHWs rural)

LHWs from all over the country participated in these demonstrations, including
LHWs from the study area. The LHS coordinated with LHWs at the facility level and
all of the LHWs joined the protest as directed by her. Police took action against them,
and one or two LHWs from other provinces were injured and had to be evacuated in
an ambulance. At that time, the LHWs were very apprehensive about whether their
demands would ever be met.

Our LHSs and all our LHWs were advised to seek help from the Chief Justice.
We attended the dharnas [sit-ins]two or three times and went to the Supreme
Court of the Chief Justice of Pakistan. LHWs from throughout Pakistan
attended these protests. In these dharnas, LHSs from many areas made
speeches. There were a lot of other activities. It was a good experience and
[we expect that] after these activities, we would be regularised, though there
are confusions about it, but still…
(SA, 41, LHW peri-rural, 1998)

The demonstrating LHWs threatened that if their demands were not met, they would
boycott the forthcoming polio immunisation. Most of the LHWs who participated in
the dharnas spent the whole day marching and endured many difficulties. There were
two reasons for these demonstrations, the immediate one being to boycott polio
vaccination campaigns. The second was the demand for changing the LHWs‟ status.
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I attended the procession held in Islamabad for regularisation. I think LHWs
should be regularised as the LHWs have been serving the programme for a
long time. In the procession, however, we remained at the back; some in the
front were beaten by police. Our experience was good as we listened to what
the people were saying. The LHWs said they would not administer polio drops,
nor celebrate MCH week, and we will refuse to work!
(SZ, 36, LHW rural, 1999)

The LHWs continued their protests and staged a huge sit-in right in the heart of
country‟s capital. The president of Pakistan issued an order for their regularisation,
but the government did not accept this forthwith. The LHWs stood firm, however;
they were not willing to budge from their position and refused to work for the existing
salary package. The LHWs believed that, although their demands faced a lot of
resistance, these were ultimately accepted because of their own activism.

All: Are we being given the scale happily? No. [Not at all] [Laughter]
FB: No way…
TB: You know, we suffered a lot of physical violence before they decided to
give us the fifth scale.
AW: They did not want it at all, but were also hard-pressed… Even now they
do not really accept it from their heart.
(FGD, LHWs rural)

Earlier, the LHWs had filed a case regarding their low salaries with the Chief Justice
of Pakistan, which had been reviewed favourably, and their salaries were raised after
an intervention by the Chief Justice. Therefore, in addition to the sit-ins and
processions, the LHWs were also fighting a legal battle in the Supreme Court, hoping
for a decision in their favour.

The Chief Justice has increased our salary to seven thousand. He observed
and remarked that the menial house-workers earn nine thousand to ten
thousand rupees, and you only pay the LHWs a meagre sum of three thousand,
and ask them to work like animals.
(YA, 46, LHW peri-urban, 1998)
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According to the LHWs, the Supreme Court facilitated their regularisation against the
wishes of the health department. The LHWs were sceptical of the latter‟s role. They
believed they only stood a chance with the Supreme Court, not the health department,
as departmental policy did not favour their regularisation. The LHWs also stated that
they did not have any expectations from their district health office in this regard, as in
the past; the latter did not facilitate them. Instead, even at this crucial juncture, the
health staff still questioned the very existence of the LHWs; neither favouring an
increase in their remuneration nor regularisation of their services.

When the NP was launched, it was decided that LHWs would not become
regular government employees or be considered as such. They were not
considered as facility-based or regular employees. With the passage of time,
they became a large force and their demands were somehow politicised. They
launched a countrywide protest, and the government could not sustain the
pressure, and gave in to their demands. Now, we are hearing that a proper
summary is being signed for this purpose by the prime minister. Now,
everything needs to be rescheduled. The whole system would require major
change, where are they going to report and sign attendance etc.?
(ND, District Manager)

The LHWs explained that they were being regularised by the decision of Supreme
Court, where the judges‟ opinion was in their favour. The LHWs consequently had
great expectations of the Chief Justice.
RK: We are receiving news of LHWs‟ regularisation orders, which are being
issued because of the Chief Justice; however, things have not changed on
ground.
SA: The case has not progressed.
RB: Now we will go to court on the Chief Justice‟s orders and they will expel
a few LHWs and the rest will become regular.
RK: Even if one LHW dies, then the demands will be accepted. That is what
happened in the past
PA: We will go to the Chief Justice again if needed
QN: He has done what he could do. Now it‟s the governments turn.
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SA: The government will be charged with contempt of the court if they do not
do obey the Supreme Court‟s orders.
(FGD, LHWs peri-urban)
The LHWs were also wary of the health department‟s disapproval of the whole
regularisation process, contrary to the orders of the Chief Justice of Supreme Court,
even though the health department was bound to implement court verdicts.

When this issue of regularisation came up, contrary to the judiciary and the
Chief Justice, those on the side of the government were not in favour. The
government resisted strongly, saying such a huge budget was not possible, and
also that the NP was not worth it. But once the judiciary‟s ruling was issued
from the Supreme Court, it had to be implemented. This outcome was totally
unexpected; it was just an incidental or accidental happening. Starting from
pay release, it moved forward to end at the regularisation of the LHWs. The
LHWs were able to work things to their advantage, and the movement
gradually gained momentum. I shouldn‟t be saying this, but the conflict
between the government and the judiciary went in the LHW‟s favour.
(FT, National Program Manager)
Health centre staff and health managers considered the regularisation of the LHWs‟
services to be unnecessary. One pioneer manager who had played a pivotal role in NP
activities at the district and national level explicitly opposed their move into
government service.

If the LHWs are regularised, the NP will lose its initiative. The LHWs will be
protected as civil servants, being a regular government cadre. The main
reason for the success of the NP was the health workers‟ contractual status.
Their daily working time is supposed to be only two to four hours. To deploy a
regular government employee for this task, who cannot be easily terminated,
is not wise. Now I am afraid that the LHWs will lose their work momentum in
their communities.
(MZ, National Programme Manager)

At the health centre level, even the female LHVs had their qualms about regularising
LHWs. A LHV closely associated with the LHWs since 1995 felt that this decision
was a waste of resources.
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I do not see any benefit from regularisation of the LHWs, as it is only a burden
on the government, for example, as we have nineteen LHWs. There will be
expenses on them while we do not perform deliveries as we lack staff like
midwives and needed funds.
(BS, LHV)

One LHS gained a similar impression from health centre staff:

The health staff has a mixed reaction, as mostly they think that, after
regularisation, the LHWs will get sluggish. They will not work efficiently,
although a few feel they will work better. However, most of the people I came
across are not happy. The health centre staff from the very beginning has not
given LHWs any importance. When and where they are needed, they accept
them; otherwise the general impression was the LHWs are good for nothing.
They just keep on sitting around and still get salaries.
(AB, LHW Supervisor)

The LHW had been working for almost two decades, but the health department did
not want or think they would ever become regular employees, always assuming that
the NP would finish in a few years‟ time. These sentiments were expressed so often
that the LHWs knew their regularisation was not favoured by the department. The
health centre staff also questioned the logic behind the health department‟s
regularisation, as Mehtab remarked.

I do not know whether the department is happy or not. However, I have come
to know they say that LHWs should not have been made permanent.
(MB, 52, LHW rural, 1996)

The LHWs came across criticism of their regularisation by the health centre staff,
which made them sombre. When the LHWs encountered health department staff, they
could sense that many did not seem comfortable with the decision to regularise their
services.
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The health department should be happy on our regularisation. As we are from
the same field and work for them, they should think good for us. They say now,
we‟re equal, and I fail to understand this. Some say it in a good way, while
others break our hearts.
(AI, 36, LHW peri-urban, 2007)

Some members of the staff in the health department were openly opposed to this
change.

When we were campaigning, some people were not in favour. I do not
understand the reasons. Some people still question this, why and how this
happened. Even some doctors think like this and they say, we were not
compensated for our hard work, why have the LHWs been made permanent
and given a scale, and some doctors have said this in my presence. The
community does not care whether we are part of health centres or not; they
are more concerned with their own access. It is the centre staff that reacts
both positively and negatively. If a person says, we have nothing to do with the
national programme, why complain about regularisation now?
(ZA, 43, LHW peri-urban 1996)

The sentiments of the staff were not confined to a few individuals or places, and
seemed to be relatively widespread. Some members of the staff in health department
openly disapproved the LHWs‟ regularisation. For some individuals, the LHWs‟ low
level of education was the reason they disagreed with their being given a permanent
status. Said Nasreen:
One person repeats time and again that “uneducated women” are being
regularised. When LHWs were recruited, middle class was the criteria. We
worked for last eighteen years in field, and there are government employees
who are not even middle, like gardeners, who are permanent.
(NA, 51, LHW rural, 1996)

Some health managers were more pragmatic in their analysis of the regularisation of
LHWs.

There is quite a mixed reaction if you consider the ground reality, the
programmes, e.g. dengue, polio… all realise they cannot mobilise
communities without LHWs. These campaigns are being done through the
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LHWs. Therefore, some appreciate them a lot, while others complain that they
do not possess enough qualifications, so there is a bit of friction, which has
encroached upon the NP. Some lower staff being better qualified than the
LHWs, but are working in lower grades do show some concern.
(FT, National Program Manager)

8.8 There‟s many a slip ‟twixt the cup and the lip: Apprehensions on
regularisation
When this study was being conducted decision regarding LHWs regularisation was on
the anvil in the Supreme Court. The government was in the process of regularising
services, but the LHWs were still very apprehensive. Their primary concern was that,
if they had been regularised, why had they not received their revised salaries etc.?
Although many LHWs believed they were being regularised, they still expressed
doubts about the actual implementation of this process. These doubts and
apprehensions were common in LHW narratives. One concern several women shared
was that if they were not ultimately regularised, as was their right, the majority would
quit their jobs.

The LHWs started off as contractual employees receiving just a stipend, without any
long-term benefits; the monthly stipend was 1,200 rupees. As contractual employees,
the LHWs dreaded the pay stoppages and job insecurity. One LHS believed that,
because LHWs in her area worked as contractual employees, they often compromised
on the quality of their work.

They used to go to the field as contractual employees, but were persistently
careless. They wanted to finish all visits in an area on the same day, even if it
there were fifteen houses; the policy of five houses a day was seldom followed.
Being regular now, they have confidence that their job is permanent and feel
secure that they cannot be expelled. Still, I do not foresee any change in their
status in the community though.
(SH, LHW Supervisor)

Despite the impression, shared by some, that LHWs would be less motivated after the
regularisation of their services, this move has actually rejuvenated their spirit. An
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LHS who has worked with LHWs for the last two decades observed:
Well, the health centre staff still cynically says, “Now you are regular”. I
don‟t think anyone has accepted this decision wholeheartedly, like it should
have been. LHWs are putting in their best effort; they are improving their
health houses. They have bought white Chaddar13 and move about in their
communities carrying their new kit bags displaying the NP monogram. They
are re-registering households and visiting communities. There is a visible
positive change after regularisation of services.
(AB, LHW Supervisor)

The LHWs expected after regularisation their pay would increase while their duties
and responsibilities would stay the same. They felt that regularisation would enhance
their social as well as financial status, thus enabling them to invest in their family‟s
well-being. The LHWs received a stipend, but, as they were contract employees, the
amount was fixed. However, after regularisation, LHWs were to be placed on an
official basic pay scale, something that comes with regular government service. The
LHWs believed that being granted a “scale” was important as this reflected a change
in their status in the government hierarchy. The LHWs also expected being in a basic
pay scale like other government employees they would be eligible for medical
benefits and an annual salary increase. The LHWs considered the potential granting of
the scale a landmark step in their careers, and they were happy that their standing in
the health centres would improve.

Our supervisor said that you people are now in a scale and you are no less
than anyone else. Now you can take a stand when someone scolds you or asks
you to do odd jobs, as we have been adopted by the government as staff.
(ZU, 42, LHW peri-urban, 1999)

In light of the above, the LHWs envisaged working with more interest. The LHWs
were of the view that a rise in salary would be beneficial in countering the objections
raised from their household members, even if they had to work in health facilities.
Their overall status and identity will change in light of these changes.

13

A cloth used as a head covering (and veil and shawl)
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There were pros and cons of regularisation, as stated by the LHWs. The LHWs felt
that since regularisation had been announced, they were being treated a lot more
strictly. In the last two or three months, they reported a noticeable a change in the
attitude of those in charge at the health centres, as well as their field supervisors, who
stressed that the LHWs had to work hard in the prescribed manner. They had not had
a kit bag for the last fifteen years, for example. Now their managers directed them to
carry their kit bag with them. With impending regularisation, the LHWs had observed
a sudden increase in the attention paid to their punctuality and work schedule.

One of their big concerns during the transition phase was about potential changes to
their work routine. The LHWs were worried that, in future, they would have to sign in
at the health centre every day, before proceeding to fieldwork. Currently they visited
households at their convenience, and they were apprehensive that this change would
mean that they would no longer have the flexibility to schedule their work around
their household responsibilities. Many LHWs thought that, the change in their status
would draw them closer to the health centre. If they were supposed to sign regular
attendance they would be in daily contact with their health centre, otherwise they
would continue with the old routine. A change was perceived in the supervision of the
LHWs after regularisation, however.

We were being supervised in the field, but now there is a little more strictness.
Nowadays, officials visit door to door for checking; in the past they did not
visit households. I think this is because of the regularisation! There was
supervision, but now there is a little more than before and we are told they
will be issuing warning letters to LHWs who do not work. This is from the
National Programme, as no one from the centre visits to check us.
(RP, 47, LHW rural, 1996)

There was consensus on stronger supervision amongst the district health managers.
This meant that LHWs with less than satisfactory performance records could be
terminated.
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We have decided that we will strengthen our supervision, and the evaluation
would be performance-based, which might lead to termination of those who do
not perform. Earlier we thought they had a meagre pay, even if they were
doing the bare minimum, it was acceptable, as we thought their presence was
enough and they could be used in the event of an emergency. But this cannot
continue anymore, especially in the absence of tangible benefits.
(FT, National Program Manager)

In the RHCs included in this study, LHWs were already assigned static duties inside
the health centres. The LHWs were anxious they would be more involved in the
health centre‟s static activities and their assigned work would increase. Considering
themselves a part of the health centre after becoming regular employees, the LHWs
were worried that they would have to do whatever duty they were assigned. A few
viewed the regularisation of LHWs as an advantage for the health centres, as these
would now be able to benefit more from their work, especially in terms of facilitybased services.

LHWs like Nasreen were mostly very optimistic about the forthcoming change in
their job status.

Once permanent, the LHWs would feel on the moon! Their salary will be so
much better. I am under Matric and if they are making me permanent and
giving me a salary and pension on retirement, what else can I wish for? We
have spent a difficult time and borne a lot of difficulties, and it is high time to
reap the reward.
(NA, 51, LHW rural, 1996)

The LHWs saw a bright future and expected a great deal of improvement after
regularisation. Most of them thought they would work with more enthusiasm, and
looked forward to when they received their enhanced remuneration. According to the
supervisors, the LHWs‟ status in their own households would also change for the
better in future.

In some cases, LHWs were told to leave their job, or their household members
advised them to quit, criticising it. Now they are permanent and their pay will
increase and their mothers-in-law will not say, why you go outside the house
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every day, but will be supportive. Knowing that the LHW will bring money to
her son‟s home, their attitude will undergo a positive change.
(SH, LHW Supervisor)

According to the LHWs, this decision would positively impact women aspiring to
become LHWs, as Nasreen says.

There are many types of people. The educated girls or teachers look down
upon us as we go door to door. Since we are regular now, BA and MA girls
say Baji, we want to become LHWs. Now even for LHWs, there would be lot of
competition. When we joined, no one was ready to become an LHW and now
even an MA girl requests to be hired as an LHW. The LHWs have a bright
future in front of them.
(NA, 51, LHW rural, 1996)

According to the LHV, women in the community are approaching them and are
looking for ways to get into the NP as LHWs.

Women with BAs are coming and requesting us to induct them as LHWs. Some
girls with MAs and BAs are married to less educated men who do not work.
The parents marry their sons and when they want to live independently, the
parents ask them to manage their household. Then girls start looking for jobs,
and this is big change, as in the past, women were not allowed to work as
LHWs.
(NJ, LHV)
The children of the LHWs who joined in the initial cohorts are mostly adults now.
Some have finished their education and now express their reservations regarding their
mothers‟ work, citing various reasons, e.g. low salaries, long working hours during
polio immunization campaigns and their mothers‟ health issues. Some appreciated
their mother‟s work and also supported her efforts. However, a few wanted their
mothers to quit their jobs now that there was no longer any majboori. These adult
children did not approve of their mothers going from house to house, considering it,
like many adult male family members, to contravene social norms. This was reflected
in the feelings of Nasreen‟s son.
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My children ask me to quit the job, since my son is able to support me now.
“You go from house to house. This is not right.” My eldest son is influenced
by what people think. He asks me to quit as he can contribute the amount I
receive as a salary towards the household. “You have worked enough.” I said,
“Son, I can leave other things, but not this!”
(NA, 51, LHW rural, 1996)

It is interesting to see that the overall scenario has changed and conflicting views on
entry as LHWs persist and a whole circle has been covered.

8.9 Conclusions
When the LHWs were first introduced their communities were not aware who they
were or what they would do. The health workers were trained at the health centres and
commenced work in their communities. These were lay women to start with but due
to socialising with the households in their communities they were gradually
recognised. They performed various tasks and developed their identity around their
work practices. There was an evolutionary process initially labelled as family
planning workers, being a negative connotation in their conservative patriarchal
communities. However, over the years, there has been a shift based on their tasks such
as immunization and growth monitoring. Their current identity is strongly related to
polio, due to their visibility and deep involvement in polio immunisation efforts. As a
mark of respect they were mostly called as “Baji” a term used with their task as a
qualifier. Since LHWs are related to health, people at times in some places identify
them as doctors, and some LHWs allegedly indulge in curative work true to this
nomenclature.

The LHWs have been working for the last two decades in their communities. The
have been in close interaction with the health centre staff during mandatory training
and thereafter. They work in liaison with the health centre staff and LHSs. The
position of the LHWs in the centre and their ownership by the health centre staff
however, remained a weak link. This is another example of the situational ownership
of the LHWs within the district health system. This effected socialisation of the
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LHWs within the district health system and development of their identity as health
workers and integration within health centres.

The positioning of the LHWs in the health centres is reflective of the gaps in
integration of LHWs in the district health system. The LHWs were rather better
placed in their own communities. The LHWs on their end considered themselves to be
part of the mainstream health system. This recognition was being not reciprocated by
the health centre staff. To gain an identity and status in the mainstream district health
system the LHWs therefore, initiated their own struggle for regularisation. This was
also reflective of their collective agency resulting in activism for regularisation of
their services. With the grant of this regular status the LHWs expected becoming part
of the health centres. This included the grant of government “scale” a symbol which
will provide them with a new identity and moreover, legitimise their position in the
health system on par with other government employees. It is promising for the LHWs,
but not necessarily to the liking of the health department.

The LHWs have been working for almost two decades. In their case they perceive that
the biggest turning point is their conversion from contractual to regular employees of
government with the status of civil servants. In the wake of their being made a regular
part of the health department, staff there are fears about the future reorganisation of
the department. It seems the laissez-faire relationship will also change, as the health
department‟s ownership of the LHWs will increase. Another case of situational
ownership this will include an increase in the supervision and accountability of
LHWs. Their new identities as regular government employees will also result in their
being embedded in the health centres, just like other members of the health centre
staff.

The journey of LHWs in development of their identity is shown in Fig.No 8.1 below.
The way the health system and the LHWs identify themselves based on their
experiences. The community links their identity to their tasks. This is based on the
socialization process of the LHWs and their work practices.
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Fig.8.1. Evolution of the LHW identity
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The LHWs underwent many changes after joining as the NP overtime from
housewives to an identity and status regular civil servants a shown in Fig. 8.2. The
LHWs passes through different phases and through their efforts were able to create a
space in the district health system in two decades as health workers.

Fig. 8.2 LHWs life trajectories path towards an identity

The next chapter a discussion based on the results and analysis is presented in light of
the issues being debated in literature.

274

Chapter IX
Discussion
9.1 Introduction
The LHWs are the pioneer community-based health workers of their kind in Pakistan.
Their journey can be traced back to 1995, when the National Programme was
launched, with all the political expediency and backing of the Prime Minister. The
statement that the LHWs have come a long way since then‟ is not a rhetoric statement
anymore. This study traces the journey of the LHWs by taking into account their own
perspective as well as that of other significant stakeholders such as managers and
health care professionals of varying cadres. It explores the ways these women have
developed over time, in response to their life and work experiences, ultimately leading
to their defined personhood or identity. It also seeks to gain a better understanding of
how the dyad of the community and the formal health care system has influenced the
professional contribution of this cadre of health workers.

9.2 Primary Motivation for the LHW
Even though an extremely heterogeneous workforce, coming from a variety of
backgrounds, education statuses and initial life experience, it was striking to note that
the main impetus to join the National Programme was verbalised as “Majboori”
(financial need). This blanket term masked a myriad of underlying causes, from
husband‟s unemployment to abject poverty. As women with limited years of
education, the LHWs did not have many options to choose from in a society
delineated by patriarchal norms. While on one hand their female gender helped them
enter this profession, on the other it was a major impediment, for these women needed
permission from their male head of family before being recruited, despite being
eligible for the post. This permission took some persuading, especially for the pioneer
cohort, due to lack of credible evidence of having such a workforce in place.
This Majboori was not only significant in bringing potential candidates forward for
recruitment despite the absence of precedence, it also mellowed down the resistance
of significant others in the family, so that they were willing to permit their women to
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join the NP as LHW, against the prevailing gender norms. It was the same Majboori
which kept the LHW going, even though she faced resistance from within her family
as well as the community and faced challenging times when her stipend was delayed
for months on end due to administrative reasons. Often the stipend was the only
source of income for the LHWs‟ family (Khan, 2011b). These challenges have been
voiced by similar research perspectives of LHWs published earlier (Afsar and
Younus, 2005). A review of literature revealed that women in rural areas considered
becoming an LHW as an opportunity or a chance to empower themselves socially,
personally and financially (Willis-Shattuck et al., 2008).

9.3 Transitions and Turning Points
Among the several frameworks I use to unpack the LHWs point of view, the life
course perspective (Elder et al., 2003) offers many advantages. The three dimensions
of this framework, namely turning point, transition and trajectories (George, 2003)
can be aptly applied to the professional journey of the LHW. Taking the first step of
becoming the LHW was itself a huge turning point in the life course of the LHW, for
this strategic life decision reflected a big leap of faith on her part. She was expected to
navigate two vastly different domains, both unfamiliar and outside her normal circle
of influence (Abbatt, 2005). One of these was her community, where she belonged but
had limited contact with outside family friends and extended family, and the other
was the health centre which she had hardly visited prior to her recruitment. Using
Kabeer‟s (Kabeer, 1999) interpretation, it was agency which led the LHW to pursue a
career involving door to door visits and engaging with the health centre, even though
the prevailing norms favoured opposition of both activities, in the form of gendered
segregation, limited female mobility outside home and dominance of male decisionmaking. As a first step towards empowerment (Khan, 2008), the LHWs demonstrated
a keen desire to help their communities on one hand (khidmat ka jazba) and to
upgrade the status of their own families through the stipend, even though it was not
considered substantial enough to meet all their needs.

As described in the results chapters, many significant events were recorded in the
lives of women opting to become LHWs. These transitions within the LHWs can be
traced back to landmark events. Four such distinct events encountered by LHWs
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included the decision to join as an LHW, formal training, venturing into communities
on their own in their new role as LHW and completion of required fifteen months
training.

9.4 Transformation through Professional Socialisation
Research on socialisation of individuals working in the health sector like doctor,
nurses (Serra, 2008) and other allied health professionals has struggled to define their
professional socialisation, because of its nonconformity to traditional socialisation
(Kalmus, 2006). Professional socialisation has been defined in many ways, but
typically it is considered a process comprising three stages which are anticipatory,
formal and working career and practice (Miller, 2010). In the case of doctors and
nurses these three distinct phases of socialisation are apparent (Price, 2009). However,
for LHWs, the professional socialisation was found to be different as the anticipatory
phase existing in most other health professions was noticeably missing. When first
introduced in Pakistan, the LHWs were not a recognized cadre (Khan, 2008),
therefore, the first phase was formal socialisation commenced after taking up the role
of LHW. The phase of formal socialisation involved undergoing training and
commencing work in their communities. In case of LHWs they underwent a rigorous,
standardised training, followed by household visits and registration of households in
their catchment areas (Bhutta et al., 2008).

Most of the professionals in the health sector work in institutions like hospitals or
clinics, in anticipation of joining a profession. These professionals are better informed
and have made up their mind on their observations or experiences. They are then
socialised in their institutions and undergo academic training, are imparted skills in a
controlled environment which is specifically designed for this purpose (Kalmus,
2006). During this phase they socialise with others of their kind e.g. nurses or teachers
representing their profession (Sutherland et al., 2010, Serra, 2008). In contrast, the
socialisation of LHWs occurred in a different setting. Right after induction, they were
deputed in a health centre to undergo formal training. Thereafter, their socialisation
occurred in their own communities during the course of their fieldwork. As in the case
of other CHWs (Knettel et al., 2017), the LHWs also encountered power and
educational differentials during training as they interacted with more qualified health
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centre staff. The process of socialisation of LHWs can be appreciated in four distinct
phases; initial contact with health care facility, during training, at initial contact with
the community and still on-going while provision of services to the members of the
community. Thus socialisation process of LHWs differed from facility based health
workers as the major share of time was spent on the household visits (Afsar and
Younus, 2005). The LHWs were therefore, socialised on two vastly different fronts
i.e. health centres and their community.

Once the LHWs formally entered the system, their process of socialisation was
influenced by multiple interactions with individuals in the community and health
centre, as well as the tasks they were supposed to perform. Some of these tasks were
part of their normal job description, however others could be counted as task shifting
or use of LHWs as a makeshift arrangement (Smith et al., 2014). There were several
limitations to these interactions, both at the community as well as the health centre,
many of which related to gender and will be discussed in a later section. The whole
process was multipronged in nature, due to the involvement of multiple locales,
namely the LHW‟s health house, community households and the health centre. To
some extent the process of socialisation preceded the formation of identity, however
both processes continued simultaneously, parallel to each other, throughout the
professional life of the LHWs. As an on-going process, this socialisation contributed
towards the formation of LHW identity as skilled health worker.

9.5 Gender aspects of a gendered workforce
Gender is all the more important as most of the CHWs around the globe are female. In
case of LHWs, gender had been intertwined in all aspects of their lives, right from the
start of their careers. The case of LHWs is unique as they were meant to serve as a
channel to enhance women‟s access to health services and thus reduce gender
differentials in health (Rizvi et al., 2014). Due to gender issues recruitment of women
as LHWs had to be carefully thought out and was quite difficult (Shepard, 2016).

Gender and the overall organisation of their community played a major role in the
LHW‟s socialisation. For the LHWs, gender cuts across all spheres of personal and
professional lives (Mumtaz et al., 2003a), a context by no means unique to Pakistan,
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as societies in Africa also face similar issues (Porter, 2011). Other studies have also
recounted the hesitancy of the LHWs to communicate or engage with male
community members (Haq and Hafeez, 2009). Gender differentials were a major
barrier in making the male health committee functional (Mumtaz et al., 2003a). Due
to restrictions on male health centre staff‟s community visits, they could not
contribute either. However, even the women‟s health committees were also not
functional, which means that there were other factors at play.

The formal health system also displayed a gender bias, which affected the female
community health workers performance adversely. In health centres major interaction
of the LHWs occurred with female staff as the NP policy had delineated the male and
female divide. The female staff was supposed to be LHWs direct in-charges.
Therefore, the LHV (health centre) or LHSs (field) were the key people with whom
the LHWs regularly interacted with, enjoying better relationships with the LHSs as
compared with LHVs. The LHSs were designated to supervise LHWs in their
communities while the health centre staff had no time to spare for such activities.
Although gender differentials did not exist within the female health staff such as LHV
or female doctors at the health centre level, but still there was a big gap between the
LHWs and health centre staff due to power differentials.

Whether it was intra-household division of labour or mobility outside the house, most
things were governed by gender norms and not in favour of the female LHW in the
patriarchal social system (Ferdoos and Zahra, 2016). In the community, only women
and children could be accessed by the LHW, for health advice as well as for health
committee formation, while the men were out of bounds due to constrains of gender
segregation. Similar gender segregation existed at the health centre, in addition to
hierarchal issues concerning centre staff. The LHWs also had to surmount these
challenges in a culture (Mumtaz et al., 2003b).

9.6 Gendered barriers
The LHWs were introduced to improve access of the women to the health services in
Pakistan. The access issues were related with the availability or existence of health
services. In addition social factors emanating from the patriarchal norms of the
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communities also posed issues (Scott et al., 2010). There were restrictions on women
around segregation, mobility and gender based divisions of labour. These gender
based barriers were encountered in full force by the NP when the recruitment of
LHWs was initiated (Mumtaz et al., 2003b). The NP apart from the expectation of
LHWs to work against the prevailing gender norms was in line with the gender norms
of the patriarchal culture. This was reflected at various levels. At the household level
the permission for the LHWs to work was granted by the head of the family. The
interaction with the community was to be confined to the men and even at the health
centre level the LHWs had to be trained, supervised and encouraged to keep liaison
with the female staff (Bhattacharyya et al., 2001). Their interaction with the men
outside their homes in any sphere was cursory. The NP evolved in the communities as
a gendered entity and workforce has been established. The overall context remains
patriarchal in the health centres and district health system. This has implications on
the organisational setup and at times leads to conflict in case of NP and LHWs
integration and other management issues.

Provision of social support has been considered a crucial element in CHW-mediated
health gain (Taylor et al., 2017). Even after years have passed, the LHWs could
recount the initial difficulties, and the way they had to negotiate their entry into the
households even though their interaction in the households was confined only to
women. Better support for the LHWs has been advocated earlier as well (Closser and
Jooma, 2013). Thus, it took a lot of effort and self efficacy i.e. agency (Kabeer, 1999)
on part of the LHW to enter the established health care system and use all the
available resources in order to make a living for her family and serve the community
in the process. Regardless of the fact that gender impinges on all on-going parallel
processes of socialisation and identity formation, the LHWs have been able to create a
niche for themselves to survive in their microcosm.

9.7 Forging a new Identity over time
All newcomers in a well-established system take time to develop their identities
(Blåka and Filstad, 2007). The LHWs had been employed for quite some time and
during the course of their work had developed their own identity. The professionals
are socialised and subsequently develop what is referred to as their professional
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identity (Adams et al., 2006). Professional identity has been studied among different
professionals, but rarely among CHWs (Squires and O‟Brien, 2012, Ramirez-Valles,
1998a). This is a dynamic process in which it has been recognized that identities are
constructed and deconstructed as a result of interaction between the different actors
(Blåka and Filstad, 2007). The LHWs seemed to have forged their own identity as a
result of their socialization, by and large identifying themselves as health
functionaries however; being community based there was a dissonance in their
identity.
The gendered nature of the LHW‟s job meant that being female was a double edged
sword (Smith et al., 2014). At times gender was a facilitating factor, for instance the
LHWs were recruited to improve the access of the women and children to the health
services available, and by virtue of being female workers, they were able to reach
these women and children, and spread the message. However, their female gender
was also a major obstacle in entering this profession (Miller, 2010). In conformity
with the gender norms, the NP also required permission from head of household
before induction. Conducting house visits in the community also clashed with the
prevailing practice of restricted movement of the females outside their homes,
especially unaccompanied and in unknown terrain. After becoming LHWs, these
women overcame these obstacles through sheer determination and demonstrated their
individual agency in the process.

The roles of the CHWs have been known to change according to the needs of the
community (Malcarney et al., 2017). Even though primarily envisaged as agents of
change, specific task-based recognition of CHWs may also confine their role to being
service extenders (Colvin and Swartz, 2015). Due to their regular and mandatory
involvement in frequent Polio eradication campaigns, the LHWs identity in their
communities was increasingly linked to this special task, (Bahar et al., 2017)
overshadowing the rest of the preventive services provided by them. The polio
immunization days were frequently scheduled (Bahar et al., 2017), and the LHWs
visibility during this activity had led to their image as “polio workers”. Initially
labelled as family planning worker, the LHWs had been referred to with different
names over the years, aligned with the tasks they performed. At times the community
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regarded them as doctors due to their health related work. This was also influenced by
individual variations in skills of the LHWs as some are more skilled, having acquired
selected nursing skills over time. Most of the LHWs however, had developed an
identity more or less as health workers in their communities. Their identity as a LHW
was forged as a result of the overall socialisation process and work practices of their
job, as seen in other parts of the globe (Mpembeni et al., 2015). These women had
been transformed from novice health workers to accomplished health workers, so
much so that many in the community recognised them as doctors and some LHWs
reportedly even pursued medical practice.

Development of the identity of Health Worker took some time, the majority reporting
feeling like an LHW when they either started their training at the health centre or
started their work in the field for the first time. Thus interaction with the community
and with the health centre staff gradually allowed the LHWs to gain their trust, and
undergo a subtle but sure transition. The extent of this change varied from individual
to individual, but with the passage of time and due to concerted efforts on part of the
LHWs, they were able to win the trust of the community members. However, for the
majority of LHWs, the trust and respect that they enjoyed with members of their
community was not easy to acquire, for the LHWs were unable to live up to all of the
community‟s expectations (Colvin and Swartz, 2015). One such expectation was
provision of curative services was not part of their job description, but demanded by
the community. Maintaining this trust was also not easy, especially in the absence of a
well-functioning health system and lack of support regarding referrals.
LHWs use of agency (albeit limited) led to a myriad of perceived and actual
achievements. The LHWs reported enhanced public speaking skill which facilitated
community engagement, confidence on tackling queries regarding health issues and
financial stability. Some indirect achievements which were shared very proudly were
the higher level educational attainment of the children of the LHWs. These women
expressed their satisfaction on having looked after their respective families well
through sharing the degrees of their children and having built a house of their own,
both valuable assets in their culture. They reiterated the fact that family planning and
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vaccination facilities provided by them were now sought after, a huge improvement
from the time when they first started their careers, and took credit for this change.

9.8 Transitions
Transitions in the LHWs‟ life course were thus related to their self-perceived identity,
overall socialisation and practices. Everything had not been a smooth sail for the
LHWs; the barriers that they had had to overcome were not limited to the community,
the health system barriers were very much in their way. These barriers included lack
of support regarding referral, the basic tenet of the LHWs‟ function as a bridge
between the community and the formal health care delivery system (Hafeez et al.,
2011). It has been argued that weak health systems compensate their shortcomings
through a variety of the gendered workforce, including Community Health Workers
(George, 2008). This seemed to hold true for LHWs in this study as well.

9.9 Situational ownership
Pakistan has a vast network of public sector health facilities. One of the main
arguments for introducing LHWs by the NP in Pakistan in 1994 was to establish and
strengthen the referral links, considered essential for CHWs and other gendered
workforce around the world (George, 2008). At that time links of the community with
health centres did not exist therefore, the client referral was quite poor. One of the key
tasks of CHWs is referral of clients from the communities to health centers. This vital
role is according to the ILO14 definition of CHWs and responsibilities delineated by
the WHO to CHWs. The role of CHWs in bridging the gap between community and
health centres for improved uptake of existing services is acknowledged globally
(Bhattacharyya et al., 2001). Of their many roles, one task expected from the CHWs is
conducting outreach services to ensure access to care (Perry et al., 2014). This is also
true for the LHWs as they perform many such functions as extensions of health
services in their communities.

The contribution of CHWs in immunization programmes has been acknowledged
worldwide (Patel and Nowalk, 2010). Contrary to the wide gaps in referral process,
the interaction between LHWs and health centre staff was very close in a few select
14

ILO. International Standard Classification of Occupations Structure, group definitions and correspondence tables;
ISCO-08, International Labour Office, Geneva. 2007.
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activities. Illustrative examples were routine vaccination, special immunization
initiatives against e.g. polio, measles or emergency conditions such as dengue fever
epidemics.

9.10 Linkages and Referral
The LHWs worked in liaison with the health centres and strived to develop links of
community and health centres. A significant proportion of the LHW training focused
on referrals from the community to health centres. There is consensus that once the
LHWs commenced their work things did not improve as expected. Although a key
function of CHWs as suggested by the various stakeholders including WHO (WHO,
2007c, WHO, 2007d, Svitone et al., 2000) was included in the mandate of LHW
nonetheless, referrals handling faltered. The need for a functional referral system for
CHW effectiveness has been emphasized (Winch et al., 2003, Kouyaté et al., 2008,
Zachariah et al., 2007) however, in many instances like in this study area this did not
materialize. In Pakistan, effectiveness of the LHW referral system within NP and
district health system is questionable. It is suggested a bidirectional referral and
feedback loop can improve CHW performance (Chanda et al., 2011) and effectiveness
(Khan, 2011b) however, in case of NP both aforesaid dimensions remained weak. A
key indicator, i.e. referral of clients did not reach the expected mark for the simple
reason that one side of the referral chain was unresponsive to the clients referred by
the LHWs, while they should have given the clients preferential treatment. Thus the
relationship of the LHW and health centres became strained and all stakeholders
suffered a setback.

Local support is central to the overall goal of workforce sustainability (Alvillar et al.,
2011). The ownership of LHWs by the district health system fluctuated considerably
based on the nature of needs of the health centres. CHWs are often constrained by the
plurality of tasks assigned to them and the limited support they receive from the
health sector (Glenton et al., 2013). In case of LHWs, they were also assigned
multiple tasks. Some of these tasks were based in their own communities e.g.
immunization while others such as referral were dependent on their links with the
health centres. The interaction was mainly of two types, firstly being inclusive as in
case of the immunization activities especially polio immunization as the LHWs were
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proactively involved. The second turned out rather exclusive in case of LHWs
referrals.

In activities related with immunisation, especially the polio campaigns, the LHWs
were well sought after. However, in case of referrals the response according to the
LHWs was very poor. The LHWs were multi tasked workers therefore; failure of their
referrals adversely affected their work practices (Baker et al., 2007). The position and
credibility of LHWs within their communities was compromised. The importance
given to the LHW referrals by facility-based health workers also is a sign of respect
given to the LHW by the health system. In case CHWs‟ referrals are not entertained,
community may lose trust and do not seek further services from CHWs (Prasad and
Muraleedharan, 2008). The failure of LHWs thus had a negative effect on their
position in the communities. It has been suggested that CHWs try to achieve the best
health outcomes possible in their communities despite resource constraints (Guilbert,
2006). In case of failure of the referrals, their motivation and performance was
effected.

The LHWs have been working for more than two decades in Pakistan. The LHWs
were recruited, trained and deployed by the health centres. In beginning the oversight
and interest of the district health system was rather close. With the passage of time the
health centres and district health staff lost interest in LHWs except, when they were
needed for some specific task. However, following the recent regularization of LHWs
there is resurgence in interest. There is a deep interest in LHWs both at the health
centre and district health office levels. The LHWs are once again being drawn closer
to the district health system. In past there were perceived gaps between the LHWs and
health centre staff. The recent administrative changes are reflective of a selective
dichotomy of ownership by the district health system including the health centres. At
last the LHWs are being brought into the fold of the district health system and inching
towards integration in the public sector health system.

The LHWs have been trained as a multi task worker but over the years are involved
only in a few roles. The LHWs use in a few selected tasks has semblance of the
selective verses comprehensive PHC debate. The LHWs from being a holistic health

285

worker as envisaged are being confined LHWs to one priority task i.e. polio. This also
alludes to a situational ownership of the LHWs, meaning selective engagement. This
has implications on their position within communities and interactions with others
affecting their socialisation, as has been suggested earlier (Sutherland et al., 2010).
The involvement of LHWs selectively in some activities while compromising others
has its manifestations on the development of their identity as LHWs. This has led to
their recent identity and public image of polio worker.

9.11 Individual to Collective Agency (Activism)
The women when they joined as health workers were mostly house wives. They came
from different backgrounds and also had been working in their communities. The
training and interaction within the households as part of their work has brought about
many changes in the LHWs (Hafeez et al., 2011). Their work practices and
development of skills has transformed over the years into health workers. The
individual agency has enabled them to engage and pursue their work practices. Since
joining as LHWs they were contractual employees for almost two decades. In the
mid-2000s, there was a change in the organisation of ministerial setup of Pakistan due
to the devolution of the provincial subjects like health and education. There were fears
that LHWs would be disbanded for good. Around those years the LHWs had mustered
their strength and led a successful struggle for increase in their salaries.

In the last few years the LHWs also started a movement to become integral part of the
health system. They struggled to shun their contractual status and strived to become
regular employees of the government (Closser, 2015). They were successful in their
struggle as result of Supreme Court decision despite stiff opposition by the health
departments. This brought about a change in the identity and relationships of the
LHWs within the health system (Afsar and Younus, 2005). Having achieved a new
status and identity as permanent employees, they considered themselves as a part of
health department. The regularisation of the LHWs was a landmark event as it
altogether changed the identity and status of LHW almost overnight. They were no
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more pawns of the health system but fully integrated within health department after
this decision.

Despite being involved in individual activities using their agency in their field of
work, over the years the LHWs also developed a “collective agency” (Andrae et al.,
2013). This was reflected as their strength when they all rallied together and struggled
for their regularisation, a watershed moment for the NP as their enhancement of their
status to a regular employee which had never been on the agenda. This turn of events
also caught the district health system by surprise. Among the millions of CHWs
working around the globe, this type of collective rallying for legitimising their role as
seen in the case of LHWs in Pakistan has no parallel.

Integrating CHWs into mainstream health care services has been termed beneficial to
the community and to health care organizations (Alvillar et al., 2011). As long as
LHWs were contractual they were not counted as health staff. However, after
regularization the whole scenario seems to have changed as personnel in the health
department felt a renewed need of disciplining the LHWs.

9.12 Agents versus extenders
There has been a long on-going debate regarding the CHWs as agents or extenders
under the PHC domain. The NP was launched with well-defined objectives which
focused on improving maternal and child health.

The focus was not on any

concomitant structural change but rather on countering the access issues with
provision of health care at the doorsteps of the communities (Standing and
Chowdhury, 2008b). The job description and their training were also focused on their
function as extenders. There were a few components of community organizations and
participation in the didactic training as part of mandatory training at the start of the
induction of LHWs. The socialization and work practices of the LHWs have been in
various activities such as immunization, raising awareness of communities and
referrals. There was a component that dealt with issues of community participation
and involvement of platform of health communities which might have enabled them
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to play the agents of change role (Theobald et al., 2015) but that aspect was never
taken up by the NP seriously. The LHWs have been involved various activities and
have a tactical advantage of being close to their communities. They have access into
the households and maintain links with the health centres. This results in reducing the
gender barriers of women at the household level.

9.13 Organizational hierarchy
The LHWs are important and situated in the health system in health centre. They have
been working in liaison with the health centres. They are placed as representatives of
community in the health centre. It is interesting to examine where they lie in the
overall hierarchy at three levels. They have developed a niche for themselves at the
community level as health workers. They are now identified because of their health
related work (Bhutta et al., 2010).

In the health centres they are seen as the

extensions of the health department in the communities however, where they are
situated in the organizational hierarchy after all these years is questionable. The
perceived idea is they belong to community and do not fit into the health centre
hierarchy as such understandably, the LHWs have leaned more towards their LHSs
over the years as the health centres have considered them to be a separate department.
The regular employees of the health department considered themselves above the
LHWs. However, with the regularization as they have been granted a salary scale the
things have changed and now being considered an integral part of the health centres in
future there will be many changes.
9.14 Recommendations for policy and practice
The LHWs were introduced in rural areas to enhance access of health services of
women and children. The study suggests that since launching of the LHWs they have
spent a lot of time in communities and have developed relationships with women in
households. There is evidence in this study that the initial momentum of the NP could
not be maintained over the years. The relationships between LHWs and the health
centre staff have become somewhat stagnant, affecting their positioning within the
health system as health workers. This stagnation also impinges on the identity and
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work practices of the LHWs. In many cases the LHWs end up masquerading as health
workers. Therefore, the LHWs should receive ample support including logistic to
enable them to achieve their full potential as health workers in the years to come,
especially since they have been made permanent. There is an urgent need to revisit the
NP strategy and devise an inclusive policy for adoption by all stakeholders. The
LHWs as key stake holders should be part of this change process.

Despite commonalties, the various differences among LHWs must be acknowledged,
for these women cannot be stereotyped as individuals. In view of the varied
professional trajectories, there should be renewed focus to improve and enhance
professional skills in uniform manner.

The scope of the LHWs to enhance the availability of primary, preventive, promotive
and some curative care services at the doorsteps of community still remains pertinent
in today‟s setting. Therefore, the LHWs should be viewed as an asset rather than a
liability. However, as the LHWs were introduced in mid 1990s and the overall context
and scenario has changed considerably, therefore, there is a need to review the role of
LHWs within the health system including the communities. The health department
should facilitate the LHWs in their communities and should support them in their
health centres especially to enhance the referral link. The gender issues still pose a
barrier however; modalities should be worked out to enable male staff to contribute in
LHWs‟ activities in a culturally acceptable manner. The staff of health department
also needs reorientation as many newly inducted health professionals have no idea of
the training and supervision of the LHWs, therefore, their skills and capacity need to
be built.

There have been great demographic and epidemiological changes in the area. The
LHWs should be involved in NCD Prevention and care as well as implementation of
Universal Health Care to the marginalized population, through health insurance
schemes.

The public sector health centres are increasingly overburdened and inadequately
equipped to deal with the diverse needs of this growing population. Furthermore, most
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of the individuals residing in the LHWs‟ catchment area frequently seek treatment
from private health practitioners; this state of affairs dilutes the efforts of the LHWs.
Improvement is required in the quality of services provided at public sector health
facilities, including supporting referrals of LHWs. In addition, modalities for liaison
between LHWs and private sector may be devised, however, with caution.

After

their regularisation, the LHWs should be integrated into the formal health system,
capitalizing their potential for organization of communities, making use of LHW
bodies for further empowerment.

9.15 Limitations of the study
This study was based on a constructivist approach and used self-reported data. There
is a likelihood of recall bias as some of the events recounted happened decades ago.
There may be selective memory and there might be an element of attribution, thereby
attributing positive or negative events to internal or external forces. There might be an
exaggeration or might not even be the reality when compared with other data sources.
The data collected in this study is specific to the study area and therefore, not
generalizable. This is not a true limitation as this study did not envisage
generalizability. Being formative in nature, this research allows others to build upon
the findings.

Another limitation was dearth of literature dealing specifically dealing with
socialization and identity issues of the CHWs. Despite the availability of literature on
motivation, performance and practices of the CHWs, the available conceptual
frameworks are centered on the western context and based mostly on institutions like
hospitals. Their application is also rather limited as context of the LHWs is entirely
different. There was however, a need for participatory methods like observation and
possible shadowing, which was not carried out. Similarly the LHWs household
members and their community members were not included. Therefore, only including
LHWs and a variety of health department stakeholders might not be holistic. The
insights from household members and community members would have been
valuable. Observing LHWs as they met in groups and shadowing them in their
fieldwork could have potentially enriched the findings.
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9.16 Contribution in knowledge
This piece of research looks through the lens of the personal experiences of LHWs,
focusing on how the socialization and practices contribute in their overall
development and identity formation. This thesis provides an original body of
knowledge exploring the life trajectories of LHWs along with the underlying
influences. This contribution expands research on CHWs in an important area which
is so far relatively under-researched. Generalisability of findings was never a purpose
of the study. However, this study does contribute to a better understanding of the
trajectories of LHWs and their relationship with the health system. The process of
their socialization, practices and identity formation is presented based on a conceptual
framework developed for this study. In terms of theory the interplay of the three
constructs is vital.

The study furnishes evidence on the software issues of the LHWs e.g. relationships
between LHWs and other stakeholders in the study district, an interface that needs to
be explored further. Another main contribution this study offers is building upon the
current literature base regarding CHWs, which can facilitate further research on
LHWs. In this thesis different bodies of literature from different disciplines was used
e.g. human resources in health, health systems development, psychology and
sociology etc. However, this research mainly contributes to the field of health systems
research, and offers useful insights which can be utilized in future policies and
practices. There is very limited research on the areas covered in this study. This
research is aimed at advancing understandings of personal and professional
trajectories of LHWs which can be used by a variety of stakeholders.

9.17 Areas for further research
More research is recommended on the socialization process of the CHWs. The focus
in this study is limited to one district of one country. Replication of the research in
other places in Pakistan and other countries would be beneficial for CHWs. This
opens avenues for further much needed evidence focusing on personal aspects of
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CHW. The key areas of research include but are not limited to the exploration of the
interplay between socialization, practices and identity processes, and how these three
concepts influence the motivation and retention of LHWs. There is a need to study
various dimensions of CHWs and how they are situated in the social and health
system at meso and micro levels.

9.18 Conclusion
The purpose of my study was to look into the process of how and where the LHWs
position themselves within the health system and how they have changed since their
joining and acquired a new identity. This research was designed to include the
perspectives of the LHW and other stakeholders including the health managers and
others who came in close interaction with the LHWs. What I found was that the
LHWs joined because of their needs and this was the main consideration for these
women. One of the main emerging themes is situational ownership; the LHWs are
not as deeply embedded in the formal health system as expected and there are
ownership issues at the health centres, where the LHWs do not get the required
respect. The communities in which they work are gendered, as is the health system
around them, starting from their induction and permission to work, interaction with
the men and how the health centres and their supervision was concerned. I found that
the LHWs passed through distinct phases of induction, training and deployment in the
field. These phases contributed towards the socialization process, which is still on
going. Their identity emerged gradually, once they had rendered a variety of services.
Over time, the LHWs have undergone substantial change and become completely
different persons. Over all these years, they have tended to ally with the health sector
but remained at its periphery however, after their regularization they have a feeling of
belonging to health department since they started their career. The irony is that a top
down initiative received permanency through a top down intervention, this time
courtesy of the judiciary. This was only possible through activism of the LHWs
themselves. This change will also go a long way in further mainstreaming of the
LHWs in the health system.
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Conclusion
The purpose of my study was to look into the process of how and where the LHWs
position themselves within the health system and how they have changed since their
joining and acquired a new identity. This research was designed to include the
perspectives of the LHW and other stakeholders including the health managers and
others who came in close interaction with the LHWs. What I found was that the
LHWs joined because of their needs and this was the main consideration for these
women. They have transformed into new individuals as health workers. The LHWs
were not as deeply embedded in the formal health system and there are ownership
issues at the health centres, where the LHWs do not get the required respect.
Nonetheless, they have gained confidence and play an important role in many public
health initiatives. The communities in which they work are gendered, as is the health
system around them, starting from their induction and permission to work, interaction
with the men and how the health centres and their supervision was concerned. I found
that the LHWs passed through distinct phases of induction, training and deployment
in the field. These phases contributed towards the socialization process, which is still
on-going. Their identity emerged gradually, once they had rendered a variety of
services. Over time, the LHWs have undergone substantial change and become
completely different persons. Over all these years, they have tended to ally with the
health sector but remained at its periphery however, after their regularization they feel
they are part of the public health sector. The irony is that a top down initiative
received permanency through a top down intervention, this time courtesy of the
judiciary. This was only possible through activism of the LHWs themselves. This
change will also go a long way in further mainstreaming of the LHWs in the existing
and future health system.
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Annex -2

Information Sheet for Interviews of Lady Health Workers
Information Sheet for Potential Participants
My name is Chaudhry Muhammad Amjad I am a PhD student from the Institute
for International Health and Development Queen Margaret University in
Edinburgh, United Kingdom. As part of my PhD course, I am undertaking a
research project. The title of my project is: Lady Health Workers in Pakistan:
Tracing personal and professional trajectories within a patriarchal context.
This study will investigate how women trained as Lady Health Workers articulate their
work experiences and view themselves as health workers within the Pakistani health
system. The objectives of this study are to explore the influence of individual life
trajectories of women trained as LHWs and collective experiences of LHWs‘ as they
enter and work within the Pakistani health system. The study envisages to
understand how community and workplace-based gender dynamics influences the
roles, activities, and working practices of LHWs. The findings of the project will be
useful because this will enable better understanding of the LHWs as a health
provider‘s cadre.

I am looking for volunteers to participate in the project and all the LHWs are welcome
to take part. If you agree to participate in the study, you will be asked to discuss your
experiences before and after becoming a LHW. The whole procedure should take no
longer than two hours. You will be free to withdraw from the study at any stage and
you would not have to give a reason or answer all the questions.
Your interview will be recorded and you may be identifiable from tape recordings of
your voice but this recording and your interview contents would not be shared with
anyone. The data will be anonymised and your name will be replaced with a
participant number, and it will not be possible to identify you in any reporting of the
data gathered. The results may however, be published in a journal or presented at a
conference or remain unpublished.
If you would like to contact an independent person, who knows about this project but
is not involved in it, you are welcome to contact Mr.Majid Shahzad. His contact
details are given below.
Name: Majid Shahzad , Instructor
Address: Health Services Academy
Opposite National Institute of Health (NIH)
Chak Shahzad, Islamabad, Pakistan
Email / Telephone:

majid@hsa.edu.pk

051 9255594
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If you have read and understood this information sheet, any questions you have been
answered, and you would like to be a participant in the study, please now see the
consent form.
Contact details of the researcher
Name of researcher: Chaudhry Muhammad Amjad
Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:achaudhry@qmu.ac.uk/ 051 9205881 & ++ 44 131 474 0000

Contact details of the independent adviser (note that the independent adviser cannot
be a member of your supervisory team)
Name of adviser: Professor Barbara McPake, Director
Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:

bmcpake@qmu.ac.uk / ++ 44 131 474 0000
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Annex - 4

Annex-2-c

Information Sheet for Focus Group Discussion of Lady Health
Workers

Information Sheet for Potential Participants
My name is Chaudhry Muhammad Amjad I am a PhD student from the Institute
for International Health and Development Queen Margaret University in
Edinburgh, United Kingdom. As part of my PhD course, I am undertaking a
research project. The title of my project is: Lady Health Workers in Pakistan:
Tracing personal and professional trajectories within a patriarchal context.
This study will investigate how women trained as Lady Health Workers articulate their
work experiences and view themselves as health workers within the Pakistani health
system. The objectives of this study are to explore the influence of individual life
trajectories of women trained as LHWs and collective experiences of LHWs‘ as they
enter and work within the Pakistani health system. The study envisages to
understand how community and workplace-based gender dynamics influences the
roles, activities, and working practices of LHWs. The findings of the project will be
useful because this will enable better understanding of the LHWs as a health
provider‘s cadre.

I am looking for volunteers to participate in the project and all the LHWs are welcome
to take part. If you agree to participate in the study, you will be asked to discuss your
experiences before and after becoming a LHW in a group of LHWs. The whole
procedure should take no longer than two hours. You will be free to withdraw from
the study at any stage and you would not have to give a reason or answer all the
questions.
Your discussion in the group will be recorded and you may be identifiable from tape
recordings of your voice but this recording and the contents of the discussion would
not be shared with anyone. The data will be anonymised and your name will be
replaced with a participant number, and it will not be possible to identify you in any
reporting of the data gathered. The results may however, be published in a journal or
presented at a conference or remain unpublished.
If you would like to contact an independent person, who knows about this project but
is not involved in it, you are welcome to contact Mr.Majid Shahzad. His contact
details are given below.
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Name: Majid Shahzad , Instructor
Address: Health Services Academy
Opposite National Institute of Health (NIH)
Chak Shahzad, Islamabad, Pakistan
Email / Telephone:

majid@hsa.edu.pk

051 9255594

If you have read and understood this information sheet, any questions you have been
answered, and you would like to be a participant in the study, please now see the
consent form.
Contact details of the researcher
Name of researcher: Chaudhry Muhammad Amjad
Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:achaudhry@qmu.ac.uk/ 051 9205881 & ++ 44 131 474 0000

Contact details of the independent adviser (note that the independent adviser cannot
be a member of your supervisory team)
Name of adviser: Professor Barbara McPake, Director
Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:

bmcpake@qmu.ac.uk / ++ 44 131 474 0000
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Annex - 6

Information Sheet for Key Informants

Information Sheet for Potential Participants
My name is Chaudhry Muhammad Amjad I am a PhD student from the Institute
for International Health and Development Queen Margaret University in
Edinburgh, United Kingdom. As part of my PhD course, I am undertaking a
research project. The title of my project is: Lady Health Workers in Pakistan:
Tracing personal and professional trajectories within a patriarchal context.
This study will investigate how women trained as Lady Health Workers articulate their
work experiences and view themselves as health workers within the Pakistani health
system. The objectives of this study are to explore the influence of individual life
trajectories of women trained as LHWs and collective experiences of LHWs‘ as they
enter and work within the Pakistani health system. The study envisages to
understand how community and workplace-based gender dynamics influences the
roles, activities, and working practices of LHWs. The findings of the project will be
useful because this will enable better understanding of the LHWs as a health
provider‘s cadre.

I am looking for volunteers to participate in the project and you have been identified s
a key informant based on you expertise in the LHW issues. You are welcome to take
part. If you agree to participate in the study, you will be asked to discuss issues
related to the LHWs. The whole procedure should take no longer than two hours.
You will be free to withdraw from the study at any stage and you would not have to
give a reason or answer all the questions.
Your interview will be recorded and you may be identifiable from tape recordings of
your voice but the recording and your interview contents would not be shared with
anyone. The data will be anonymised and your name will be replaced with a
participant number, and it will not be possible to identify you in any reporting of the
data gathered. The results may however, be published in a journal or presented at a
conference or remain unpublished.
If you would like to contact an independent person, who knows about this project but
is not involved in it, you are welcome to contact Mr.Majid Shahzad. His contact
details are given below.
Name: Majid Shahzad , Instructor
Address: Health Services Academy
Opposite National Institute of Health (NIH)
Chak Shahzad, Islamabad, Pakistan
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Email / Telephone:

majid@hsa.edu.pk

051 9255594

If you have read and understood this information sheet, any questions you have been
answered, and you would like to be a participant in the study, please now see the
consent form.
Contact details of the researcher
Name of researcher: Chaudhry Muhammad Amjad
Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:achaudhry@qmu.ac.uk/ 051 9205881 & ++ 44 131 474 0000

Contact details of the independent adviser (note that the independent adviser cannot
be a member of your supervisory team)
Name of adviser: Professor Barbara McPake, Director
Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:

bmcpake@qmu.ac.uk / ++ 44 131 474 0000
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Annex - 8

Consent Form for Lady Health Worker Interview

Lady Health Workers in Pakistan: Tracing personal and professional
trajectories within a patriarchal context
I have read and understood the information sheet and this consent form. I have had an
opportunity to ask questions about my participation.
I understand that I am under no obligation to take part in this study.
I understand that I have the right to withdraw from this study at any stage without giving any
reason.
I agree to participate in this study.
I agree to my interview being recorded.

Name of participant:

_____________________________________

Signature of participant: _____________________________________

Signature of researcher: _____________________________________

Date:

_________________

Contact details of the researcher
Name of researcher:

Chaudhry Muhammad Amjad

Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:

achaudhry@qmu.ac.uk/ 051 9205881 & ++ 44 131 474 0000
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Consent Form for Lady Health Worker participant of focus group
discussion

Lady Health Workers in Pakistan: Tracing personal and professional
trajectories within a patriarchal context
I have read and understood the information sheet and this consent form. I have had an
opportunity to ask questions about my participation.
I understand that I am under no obligation to take part in this study.
I understand that I have the right to withdraw from this study at any stage without giving any
reason.
I agree to participate in this study.
I agree to the recording of the discussion.

Name of participant:

_____________________________________

Signature of participant: _____________________________________

Signature of researcher: _____________________________________
Date:

_________________

Contact details of the researcher
Name of researcher:

Chaudhry Muhammad Amjad

Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:

achaudhry@qmu.ac.uk/ 051 9205881 & ++ 44 131 474 0000
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Annex - 12

Annex-1-a
Consent Form for Key informant Interview

Lady Health Workers in Pakistan: Tracing personal and professional
trajectories within a patriarchal context
I have read and understood the information sheet and this consent form. I have had an
opportunity to ask questions about my participation.
I understand that I am under no obligation to take part in this study.
I understand that I have the right to withdraw from this study at any stage without giving any
reason.
I agree to participate in this study.
I agree to my interview being recorded.

Name of participant:

_____________________________________

Signature of participant: _____________________________________

Signature of researcher: _____________________________________

Date:

_________________

Contact details of the researcher
Name of researcher:

Chaudhry Muhammad Amjad

Address: The Institute for International Health and Development,
Queen Margaret University,
Queen Margaret University Drive, Musselburgh,
East Lothian, EH21 6UU,
United Kingdom
Email / Telephone:

achaudhry@qmu.ac.uk/ 051 9205881 & ++ 44 131 474 0000
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Sample topic guide of potential areas of inquiry for Interviews











The life experiences of LHWs before joining NP
Decision process for joining NP
Pathways and experiences of transition from novice to a LHW
Individual positioning and role of LHW within family, community and health
system
Individual changes in expectations and adjustments as a LHW
Past concerns, current thoughts and future aspirations as LHW
Positioning of the LHW as individuals and its effect on their work
Role and influence of household, family, community in work of the individual
LHWs outside the home
Conceptualizations and understanding the work of LHWs as a profession by
themselves and other health workers
Influence of the social system e.g. gender, caste on the individual LHW‘s
career pathways
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Sample topic guides potential areas of inquiry for FGDs










Collective experiences of LHWs in their communities and health system
Social positioning of the LHWs as groups within community and health
system
Collective positioning and situation of the LHWs within health work force
Interactions, networks and relationships of LHWs between themselves and
the health system
Influence of the social system e.g. gender, caste in carrying out various
activities
Role of social and organizational power structures on mobility and social
networks of LHWs as a collective group
Challenges and opportunities encountered in on going liaison and bridging
gaps between communities and health system
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