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ABSTRACT
Background. Female health workers (FHWs), posted at

subcentres, each serving a rural population of 3000 to 5000,
are the final points of contact between the people and the
health system. This study assesses a selected sample of FHWs
using the ‘managing for performance’ framework.

Methods. Twenty-two FHWs and their supervisors at five
primary health centres near Ahmedabad were purposively
selected for this mixed methods study. They were administered
a semi-structured questionnaire, which also guided 12 individual
interviews and four focus group discussions. Quantitative data
were analysed using Epi Info and Excel. Content analysis of the
qualitative data was done using Microsoft Word.

Results. In spite of increased FHW strength due to recent
recruitments, one-third of these FHWs were carrying out
additional responsibilities of another FHW or supervisor.
Planning of tasks was the most popular activity while the chief
demotivating factor at work was meeting targets. Recent
trainings have been useful but failed to build specific competence
as required. About 37% of routine person-tasks carried out by
FHWs were graded below 60 points by supervisors. They rated
the FHWs highly for their collaboration with community
leaders although FHWs themselves did not consider community
leaders to be a helpful resource.

Conclusions. Mapping age, skill levels and locations of
existing FHWs and soon-to-be retirees would be useful when
planning future expansion of the FHW cadre. The natural
elasticity of base populations due to migration as well as
unpredictability of their work schedules need to be taken into
account when monitoring the work performance of FHWs.
District training centres need to be developed to provide a
wide range of competencies.
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INTRODUCTION
Since Independence, landmark committees and health system
planners in India have envisaged female health workers (FHWs)
as the final and vital points of contact between the people and the
health system.1 These FHWs have a minimum schooling till class
X and have completed an 18-month auxiliary nurse-midwifery
(ANM) course.2

Since 2005, the initiation of the National Rural Health Mission
(NRHM) to improve health systems has led to massive recruitment
of FHWs.3 As per March 2012 estimates, India has 207 578
FHWs, an approximate increase of 56% from the March 2005
number of 133 194.4 Recruitment of FHWs is expected to soar
since most states have indicated the need for two FHWs at every
subcentre, as also recommended by the Indian Public Health
Standards.5,6 Management of this large group of FHWs is and will
remain crucial to the effectiveness of the primary level health
delivery system of India in the coming years.

FHWs are posted at subcentres serving rural populations of
3000 to 5000 across the country. They are required to reside at
their assigned subcentres and provide the entire package of
maternal and child health services, basic curative services for
common infectious diseases and also carry out surveillance for
infectious diseases.2 Five to six such subcentres and their respective
FHWs (a total population of up to 30 000) are supervised by a
female health supervisor who in turn is supervised by a medical
officer (MO), both posted at a primary health centre (PHC).

A task force, set up in 2005 to suggest strategies for healthcare
of the urban poor, had advised that urban agglomerations smaller
than 100 000 people be catered to by the existing rural health
infrastructure through the planning processes of the NRHM.7

Their staffing and infrastructure mechanism has been laid out in
the NRHM and other documents,8 which set a standard of one
ANM for every 12 000 to 15 000 slum population.

This study aimed to examine the performance of FHWs through
the ‘managing for performance’ framework arrived at by the Joint
Learning Initiative Consortium (Fig. 1). This framework is built
around achieving three core workforce objectives—coverage,
motivation and competence, which would influence health system
performance and thus health outcomes.9 Each workforce objective
may be reached through a defined set of human resource action
(Fig. 1). The coverage strategies include numeric adequacy,
appropriate worker skill mixes and outreach to vulnerable
populations. Motivation strategies focus on adequate remuneration,
positive work and career environments, and supportive health
systems. Competence is advanced through educating for
appropriate attitudes and skills, training for continuous learning,
and cultivating leadership, entrepreneurship and innovation. This
study explored the prevailing human resource actions and their
influence on workforce objectives in this group of health workers.

METHODS
Five PHCs located 25–50 km from the city of Ahmedabad were
selected purposively. Data were collected from October 2010 to
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February 2011. Twenty-two FHWs in these five PHCs were
administered a pre-tested questionnaire in Gujarati to examine
variables under human resource actions in three sections: (i)
numeric adequacy, social outreach (including village health and
nutrition day [VHND]10 and Chiranjeevi Yojana11); (ii) satisfactory
remuneration, work environments, supportive health systems;
(iii) appropriate skills, training and learning, and leadership/
entrepreneurship. (Skill mix was not examined since it refers to
the mix of skills pooled from all cadres of the health workforce.)
To understand the appropriateness of the skills of FHWs, they
were asked about their ease with tasks categorized into four
types—technical, communication, planning and record-keeping.
In each category the FHW was asked to rank five tasks from the
easiest to the most difficult. As they responded to the questionnaire,
the interviewer observed the process, clarified whatever queries
the FHWs had and took notes. The statements to assess the
leadership and entrepreneurship abilities of the FHWs were
constructed in two parts. The initial four statements focused on
the accredited social health activist (ASHA)12 and anganwadi
worker (AWW),13 who are essential members of the subcentre
team, and the other two statements attempted to assess the
functioning of the wider team that included community leaders.

Among workforce objectives, ‘motivation’ was addressed
through self-reports by the FHWs and competence of FHWs by
the supervisor’s assessment. Supervisor questionnaires were
administered to two female health supervisors (FHSs), and, in the
absence of supervisors, to two MOs in four of the PHCs. It was not
possible to confirm community coverage as a community survey
was not done.

The broad themes in the ‘managing for performance’ framework
and individual responses of FHWs to the questionnaire guided the
in-depth interviews in Hindi. When individual interviews were
not possible, a group discussion was conducted on relevant issues.
Four of the interviews could be audio recorded. The investigator
took notes during the other interviews and discussions.

Quantitative data were analysed using Epi Info for descriptive

statistics. Notes and translated tapes of 12 in-depth interviews and
four focus group discussions (FGDs) were analysed. Responses
were grouped under predetermined themes as per the ‘management
for performance’ framework using Microsoft Word and analysed
for similarity and linkages of their content using a directed approach.

RESULTS
The five PHCs selected for the study were linked to 33 subcentres.
Until 1 year before data collection, only 20 of these subcentres had
FHWs. Eight of the 13 vacancies had since been filled. Thus, the
staff position had gone up from 60% to 85% during the past year.
Twenty-two of the 28 FHWs in position were interviewed.
Seventeen of them had been recruited more than 1 year ago while
five had been recruited during the past year. Half of them were to
retire by 2025. Three of the 22 FHWs interviewed were working
in subcentres officially classified as urban.

Human Resource Action 1: Numeric adequacy and social
outreach
These 22 FHWs conducted a total of 104 VHND sessions in a
month, an average of 4.7 sessions each. Only two FHWs conducted
additional antenatal clinics. Of the 19 FHWs serving rural
populations, 3 had a higher population than the prescribed norm
of 5000. One of these, managing a rural subcentre in an urban area,
admitted that she was struggling with a population of 18 000
while she could officially declare a population of only 8000. Of
the three FHWs in urban subcentres, two had manageable
populations of 8500 but one of them was covering a population
of 17 500.

Despite the filled positions of FHWs having gone up from 60%
to 85% during the past year, 7 (30%) of them were handling
additional responsibility of either a supervisor or another FHW
and 18 (80%) of them conducted more than one immunization
session in a week. Four of them travelled more than 15 km to reach
their farthest village, even though they were serving a prescribed
population of 5000 or less.

Two urban FHWs reported that due to lack of time they do not
visit ‘good’ (acchhe) homes to provide health services and,
‘anyway’, these better-off populations use private services and/or
they are not cordial towards the FHWs. As a result, such pockets,
subjectively decided by the FHWs, were dropped out of the
service net.

FHW 22: ‘There is too much work here … (urban areas). We
are unable to visit buildings in our areas. Also, they feel, why these
government people have come here.’

To a question by the investigator whether people in buildings
are rich, the FHW said ‘… no … the husbands work in companies
around here … they are … unknowing … but they treat us as if …
we are nothing …’

The FHWs strongly supported institutional deliveries in private
hospitals under the Chiranjeevi Yojana (a partnership between
the state and private providers to provide cashless institutional
deliveries to the poor) rather than in their subcentres or in homes
because the private hospitals ensured clean surroundings during
delivery to poor women of their areas.

FGD 3: ‘It (Chiranjeevi Yojana) is very, very useful. At least
they (poor women) will not deliver with their cattle anymore.’

They also reported that they had been warned by superiors that
they were taking a risk by conducting home and subcentre deliveries
and were on their own ‘in case something happened’. Due to these
reasons, subcentre deliveries were no longer encouraged by all the
FHWs.

FIG 1. ‘Managing for performance’ framework of the Joint
Learning Initiative. Human resource actions and workforce
objectives were examined in detail on a purposive sample of
22 FHWs. The results of the study have been presented in the
order of heads under human resource actions and the findings
have been discussed in the order of heads under workforce
objectives (Source: Human Resources for Health–Overcoming
the Crisis: Joint Learning Initiative9)
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Human Resource Action 2: Satisfactory remuneration, work
environment and systems support
Most of the FHWs were satisfied with their salaries, their postings
and the leaves they were entitled to. However, FHWs were
dissatisfied with ‘travel allowances’ (7/22) and ‘availability of
water in their subcentres’ (6/22). Sixteen FHWs felt appreciated
by their MOs and 8 by their block health officer. Eleven of 19 rural
FHWs felt adequately supported by their respective ASHAs.

Fifteen of the 22 subcentres functioned from the designated
subcentre premises, the remaining seven were located in various
other government health or non-health premises. During interviews
and FGDs, the FHWs described a sense of restriction when
conducting immunization and antenatal sessions from premises
that belonged to the local governing body and not to the state
health department. Urban FHWs complained that they had to
finish their sessions within a fixed time and did not have enough
privacy for antenatal and family planning advice.

FHW 18: ‘ … there is a lot of crowd (in urban areas). We have
to finish by 1 (p.m.) so that they (staff of the urban office) can have
lunch and begin their work.’

The health monitoring information system (HMIS) is created
from annual family survey reports and monthly progress reports
filed by FHWs themselves. The annual targets of the PHCs, based
on the sum of populations reported by the FHWs, are divided into
monthly or quarterly targets. Monitoring of every FHW’s work is
based on their monthly progress against the targets assigned to
each of them. FHWs are told that ‘8.33% of expected target must
be achieved by every FHW every month’. Nearly all FHWs found
this to be the most unpleasant part of their work. Rural FHWs
complained that they could not find the required number of
beneficiaries to complete their targets. Urban FHWs were more
confident about achieving their targets because they served large
populations; the flip side being uncertainty in tracing the mothers
and children to whom they provided a service once.

To a question by the investigator that ‘Why did they not report
that their population has reduced?

FHW 4: ‘But it hasn’t actually reduced. They belong here, they
don’t have a home anywhere else.’

FHW 6: ‘I think I should do that in my next year’s family survey
report.’

FHW 11: ‘We keep telling during the PHC and Block meetings!
But our targets don’t change. Who listens (to us) …?’

FHW 4: ‘A few months back we were told to complete ANC
targets (registration of antenatal mothers). “12, 14, 15 ANCs must
be registered in the next month!” …Towards the end of the
meeting, they (the officers conducting the meeting) will also say
that you must show true work. “If we find false reporting you will
be punished!” ’

FGD 3 :  Three FHWs said they developed “meeting headaches”.
“…It is a different (ajeeb, alag sa) headache from usual. A dull
ache that continues till next evening.”

Human Resource Action 3: Appropriate skills, training and
learning, and leadership and entrepreneurship

Appropriate skills. Of all four categories, technical tasks had
the widest range of scores with the most uniform standard deviation
(Table I). BCG was the easiest of technical tasks (16/22) while
DPT on anterolateral thigh and CopperT insertions were the
second and third easiest tasks. Interestingly, 14 FHWs chose
postnatal care within 48 hours as the second most difficult
technical task, just above conducting deliveries, the most difficult
of the technical tasks (12/22).

Convincing men for vasectomy was the most difficult
communication task across the board—19 of 22 FHWs reported
so. Interestingly, a little more than half of them (12/22) chose
convincing mothers to exclusively breastfeed their babies till 6
months after delivery as the easiest communication task. This was
reiterated by a number of them during the in-depth interviews.
They maintained that they were successful in convincing mothers
to exclusively breastfeed their babies till 6 months of age. This
study did not include a community survey and therefore this claim
could not be verified.

Although ‘planning tasks’ was the most popular task group,
there was no unanimity regarding the easiest or most difficult task
among the individual tasks listed under this head. The fact that
routine monthly HMIS assesses FHWs for their planning tasks,
rather than for their technical, communication or record-keeping
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TABLE I. Appropriate skills—mean scores for each task in five
categories by 22 female health workers

Task Mean (SD)

1. Technical
BCG technique 1.68 (1.17)
DPT 1st dose on anterolateral thigh 2.73 (1.16)
CopperT insertion 3.14 (1.17)
First postnatal check within 48 hours 3.32 (1.13)
Conduct deliveries 4.14 (1.32)

2. Communication
Able to convince mothers to breastfeed their 1.77 (1.02)

babies till 6 months after delivery
Able to convince women to accept CopperT 2.64 (1.40)
Able to convince mothers of grades 2 and 3 2.68 (0.89)

malnourished children about nutritious food
Able to get support of community leaders for 3.05 (1.05)

my subcentre’s work
Able to convince men to accept vasectomy 4.86 (0.35)

3. Planning
Able to detect pregnancies before 12 weeks 2.41 (1.10)
Able to immunize all children reasonably on time 2.77 (1.77)
Able to provide three antenatal check-ups to 2.64 (1.36)

all pregnant mothers in my area
Able to visit all postnatal cases in my area within 3.41 (1.10)

48 hours of delivery
Able to visit all postnatal women within 14 days 3.77 (1.31)

of delivery

4. Record-keeping
Able to prepare my monthly reports 1.91 (0.81)
Able to prepare accurate call lists for 1.95 (1.33)

immunization sessions
Able to maintain records of the village health committee 3.09 (1.44)
Able to maintain my work performance records in 3.27 (1.16)

a timely fashion
Able to maintain records of my subcentre’s expenses 4.14 (1.28)

Among the above categories of tasks, Mean (SD)
the easiest and most difficult are of each of

above groups
of tasks

Planning 1.64 (0.90) 3.00 (0.57)
Communication 2.45 (0.96) 3.00 (1.14)
Technical 2.73 (1.12) 2.94 (0.2)
Record-keeping 3.18 (0.96) 2.87 (0.95)

Note: The respondents were asked to score the easiest task as 1 and the most difficult
task as 5, tasks within each category have been listed in order of increasing difficulty
after analysis  BCG Bacillus Calmette–Guerin  DPT diphtheria, pertussis,
tetanus
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abilities could be a subconscious reason for the popularity of the
‘planning tasks’ category among the FHWs.

Training and learning, and leadership and entrepreneurship.
The FHWs unanimously agreed that training improved their task-
specific reporting and record-keeping (Table II). When asked to
compare between usefulness of the various trainings that they had
undergone, three FHWs complained that CopperT insertions
continued to remain difficult because they were trained on
mannequins.

TABLE II. Training and learning, and leadership and entrepreneurship: female health workers (FHWs) level of agreement on a Likert scale
with statements about (i) learning as a result of training and (ii) their effectiveness as leaders of their subcentre teams

Training and learning Strongly Agree Neutral Disagree Strongly
agree disagree

Training in immunization technique has helped me to (n=19)
Perform immunization better 12 9 – – –
Train another FHW to do immunization 8 10 1 – –

Training in CopperT insertion has helped me to (n=19)
More confidently motivate beneficiaries for CopperT insertion 12 6 1 – –
More confidently insert CopperT 12 7 – – –

Integrated Management of Neonatal and Childhood Illnesses (IMNCI) training has helped me to (n=15)
Diagnose and treat more childhood illnesses 6 9 – – –
Increase admissions of sick newborns from my area to hospitals 7 6 2 – –

Skilled birth attendant training has helped me to (n=7)
Improve the way I carry out antenatal check-ups 6 1 – – –
Improve the way I carry out postnatal check-ups 6 1 – – –

All the above four types of training have helped me to (n=19)
Improve my record maintenance 8 11 – – –
Improve my monthly reporting 8 11 – – –

Leadership and entrepreneurship (n=22)
My weekly meetings with ASHAs are usually productive 8 11 3 – –
I share a good relationship with ASHAs in my area 12 9 1 – –
I share a good relationship with AWWs in my area 11 11 – – –
The ASHAs and AWWs in my area share a good relationship with each other 11 10 1 – –
I believe that my team of ASHAs and FHW helper is working well together to 4 14 – – 1

achieve subcentre’s targets
I can depend on community leaders in my area to help me resolve issues with people in the community 2 8 9 1 2
Community leaders in my area attend meetings that I need them to be present in 3 7 9 1 1

ASHA accredited social health activist  AWW anganwadi worker  FHW helpers female health worker helpers were appointed in Gujarat in 2010.

With regard to leadership, there was a perceptible shift in the
responses of FHWs from ‘strong agreement’ towards ‘neutral’
between the two sets of statements, the first four relating to
ASHAs and AWWs and the last two regarding community leaders.

Supervisors’ assessments of competency elements of FHWs
work. These data could be collected for 18 of 22 FHWs. Four
supervisors graded each of the 18 FHWs for 13 tasks, i.e. 234
person-tasks were graded on a scale of 0 to 100 points distributed
in five levels (Table III). The supervisors graded the performance of

TABLE III. Supervisors’ assessment of competency of 18 female health workers

Competency Score (maximum 100)

0–20 21–40 41–60 61–80 81–100

Technical skills
Immunization technique (BCG, DPT1 anterolateral thigh) – – 5 6 7
CopperT insertion technique – 4 6 4 4
Measuring blood pressure 1 4 6 3 4
Measuring haemoglobin 2 4 6 3 3

Communication skills
Convincing beneficiaries for Copper T insertion – 1 6 6 5
Convincing beneficiaries for timely immunization – 2 2 7 7

Planning and technical skills
Providing antenatal care – 1 3 8 6
Providing postnatal care 1 – 3 8 6
Immunization reasonably on time – 2 2 7 7
Maintaining records – 2 4 7 5
Accurate reporting 1 1 6 6 4

Leadership and team building
Leads her team of ASHAs well 1 1 6 9 1
Collaboration with community leaders – 2 2 12 2

Total 6 24 57 86 61

BCG Bacillus Calmette–Guerin  DPT diphtheria, pertussis, tetanus
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FHWs on 87 tasks (37%) at <60 points, 86 tasks (37%) at 61–80
points and the remaining 61 tasks (26%) >80 points. Interestingly,
supervisors rated 12 of the 18 FHWs highly for their ‘collaboration
with community leaders’, though FHWs did not perceive their
community leaders as a particularly dependable resource (Table II),
especially in comparison to the ASHA or AWW.

DISCUSSION
Workforce objective 1: Coverage––physical and social
Long travel distances not only affect the FHWs’ access to villages
but also in return, the ASHAs’ access to the FHW, the subcentre and
the PHC that the village is linked to. Distant villages also tend to
have poorer frequency of public transport making routine work that
much more time-consuming and difficult for a few FHWs, even
though the population they serve is within the prescribed limit.
Distance, additional workload and seniority seemed to be the
factors taken into consideration informally when work is distributed
among the FHWs within a PHC. However, in the absence of formal
guidelines, there remains space for individual disgruntlement.

Even though there are prescribed population norms for newly
emerging urban areas, there appeared to be a time-lag of at least
2 years before the norms were officially notified to district
officials, and even after this, implementation and monitoring
were slow. The prescribed population of 15 000 per FHW in urban
areas may not be limited to a few slum settlements and may be
difficult to manage by a single FHW as was the case with two
FHWs in this study.

All the FHWs blamed unpredictable and, at times, unaccounted
work schedules for their inadequate physical outreach. At the time
of this study, the FHWs were asked to concentrate on sputum
collection under the Revised National Tuberculosis Control
Programme since the area had faltered on sputum collection
targets. Similarly, during 2009–10, the FHWs had spent a lot of
time in preparing the family survey database for E-mamta (web-
based software in which over 80% of the population of Gujarat
have been entered to provide a system-generated unique health
ID) and then validating the output.15 Also, few FHWs reported that
they spend considerable time visiting private providers to collect
data on immunizations, antenatal registrations and sterilizations.

It has been reported that FHWs do not always stay at their
headquarter villages and are therefore not available to provide
services 247.2,16 However, half the FHWs in this study lived in
their headquarter villages because it saved them travel costs and
the inconvenience of travelling though they did not provide
delivery services in their subcentres consistently.

Workforce objective 2: Motivation—systems and support

Coverage issues. As acknowledged by the ‘managing for
performance’ framework, coverage issues affect the motivation
level of workers.9 The commonest reason for FHWs to feel de-
motivated at work was their inability to meet the monthly targets
related to maternal and child health. These targets indicate the
coverage they are expected to achieve every month. The two main
reasons for their inability to reconcile between the targets and the
actual performance were: (i) seasonal migration by young couples
with small children during non-farming seasons, and (ii) an
annual practice by the health department of raising all targets by
5% to 10%. Although a majority of the FHWs felt supported by
their immediate superiors at work, this method of assessing them
month after month remained a sore point in their relationship with
superiors.  In this sample, 7 subcentres had not been provided with
FHW helpers.

Systems and support issues. Five of the 22 FHWs had undergone
the required additional training for the position of female health
supervisor (FHS). They were performing the responsibilities of
FHS but had not been officially given the post in spite of a vacancy
existing in the same PHC.

The FHWs revealed that they are using the untied funds17

provided to them for internal improvements in the subcentres,
such as buying examination tables, instruments and getting the
walls painted. However, it is difficult for the FHWs to monitor
external improvements to the subcentre such as repairs of doors,
windows, walls, courtyards, gates and fences. They have to
negotiate the gender-divide when dealing with masons and
carpenters to get such work completed and also to protect the
property from local miscreants.

Workforce objective 3: Competence
All the FHWs reported that trainings led to improvement in their
work performance. Without the opportunity to practise CopperT
insertions on actual patients, the FHWs felt hesitant to do so even
after the training. They also admitted that they had not allowed
this to be reflected in the survey questionnaire (Table II).

Leadership and entrepreneurship. FHWs were in general
highly rated by their supervisors for their ‘collaboration with
community leaders’, though FHWs themselves did not perceive
their community leaders as a dependable resource. This
disenchantment with local leaders was evident during the interviews
too. Only 3 of the 22 FHWs emphatically stated that local leader(s)
in their area were helpful. Others had tried various strategies to
involve the local leaders in their area. Most of them had, over the
years, achieved varying levels of cooperation with the local
leaders and thus struck a position of balance, not whole-hearted
cooperation. In two villages, the village headmen refused to
acknowledge the existence of government land for construction
of subcentres, effectively blocking the construction of subcentres
for these two villages.

Limitations
Although the ‘managing for performance’ framework refers to the
management of all cadres of the health workforce as a group, I
used it to study a homogeneous subset of FHWs. The purposively
selected sample located within 50 km of the state capital does limit
the representativeness of my findings. However, issues of
motivation and training and learning would by and large retain
their importance all over the state. This study was predominantly
qualitative in nature and explored a wide range of issues that
would need to be eventually measured quantitatively to provide
specific policy directions. The variability in age, years of experience
and informal hierarchical positions of FHWs within the health
system makes them quite heterogeneous and therefore would
require different approaches to be able to draw consistent
inferences.

Conclusions
To improve work performance of FHWs in Gujarat, key areas
need to be addressed through operational research to inform
policy decisions. Coverage, motivation and competence of FHWs
need to be addressed through actions at all levels of the health
system.
1. Ensuring coverage through numerical adequacy and social/

physical outreach: Even though the staff strength has increased
recently, the age, work and population profiles of FHWs still
need to be rationalized. Issues of workload, distances and
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populations served can best be addressed by FHWs themselves.
Block-level exercises to revisit the allocation of villages for
better redistribution of travel distances and number of villages
aimed specifically at the convenience of FHW–ASHA teams
would be useful. The exercise should also take into account the
special needs of FHWs. The process of claiming travel
allowance also needs to be revisited.

2. Motivation through systems support and supervision:
a. There is a need to explore better ways to compute baseline

populations and targets for FHWs so that the seasonal
change in population is acknowledged and accommodated
in their monthly reports. Whether E-mamta will be able to
satisfy this need remains to be seen. Also the unpredictability
of the work allotted to FHWs needs to be taken into account
by monitoring systems.

b. Instead of monitoring the performance of FHWs solely on
figures that they report, supportive supervision and
monitoring, channels for interaction between them and
consistent application of modern principles of appreciative
enquiry are needed.

c. Improving physical facilities such as water and electricity at
subcentres and building or acquiring space for essential
activities such as immunization and antenatal clinics requires
dedicated attention from state-level teams.

d. Work relationships between FHWs and community leaders
need detailed investigation and active support.

e. Mechanism for recording preventive services, such as
immunization and family planning, provided in communities
by private practitioners needs to be formalized.

3. Competence—training and learning:
a. There is a need for detailed investigation into FHWs pre-

existing skills and the relevance of the trainings being
offered to them. One example of incongruence is the 3-
week training on skilled birth attendance that all FHWs are
required to undergo whereas at the same time they are being
dis-incentivized to conduct home and subcentre deliveries.

b. The heterogeneity of skill levels of FHWs argues for a
customized approach to training programmes for them.
Offering training modules for a range of skills at all district
hospitals would be an ideal strategy.
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