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ABSTRACT
Rural Women play a significant role in the agricultural sector and constitute 75 percent of the 
agricultural labor force. Their contribution to agriculture sector is influenced by their health 
status. In order to improve their health status, the Government of Pakistan introduced a national 
program of Family Planning and Primary Health Care in 1994, commonly known as Lady Health 
Worker Programme (LHWP). A study was conducted to assess the effectiveness of Lady Health 
Worker Programme on the use of maternal health care in rural areas of district Gujranwala. 
The data were collected through cross-sectional method, based on household survey. The 
sample size consisted of 663 respondents selected by multistage sampling technique. The study 
compared maternal health care differences in coverage of antenatal care, uptake of antenatal 
contents, knowledge of mothers about ANC, facility based delivery and skilled delivery, etc. 
between the served and comparison areas by applying chi square and logistic regression. The 
results showed that proportion of women receiving overall antenatal care (ANC) (one or more 
visits) was substantially higher (82.8%) in intervention areas as compared to that of non-served 
areas (76%). The percentage of women who delivered in health facilities was significantly 
higher (48.7%) in served areas as compared to unserved areas (25.9%). Further, assistance 
of professional doctors was availed by a higher number of women giving births at home in the 
communities with LHW compared with the areas where no LHW existed. The respondents served 
by LHWs had significantly higher knowledge about the importance of antenatal care and danger 
signs. It is concluded that deployment of lady health workers has led to significant differences in 
the utilization of various components of maternal health like antenatal care coverage, delivery in 
health facilities, skilled birth attendants in intervention areas among rural women.
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INTRODUCTION
Rural women play a vital role in agricultural sector in 
production of crops right from the soil preparation till 
harvesting and post harvest activities. They participate 
in the entire farming operations related to crop 
production such as land preparation, sowing, weeding, 
transplanting, and harvesting. They carry out these 
farm activities in addition to their common domestic 
chores of cooking and maintaining the house. Nearly 
45% population of Pakistan is employed in agriculture 
sector out of which 75% are females (Government of 
Pakistan, 2012).
Women’s contribution to the agricultural sector is, 
however, greatly influenced by their health status 
(Ross et al. 2015). The role, being played by women in 
household as well as agricultural production requires 
significant energy and physical capacity. This implies 
that women’s ability to effectively participate in these 
activities is largely dependent on their physical 
capability and their health status (Smith et al., 2003). 

The various aspects related to maternal health 
pregnancy, childbirth, and the period shortly after 
childbirth impose a substantial burden on women’s 
health and time. This, in turn, can have a significant 
impact on women’s ability to participate  in  labor  force  
(Albanesi and Olivetti, 2016).
In view of key role of women in agricultural activities, 
any improvement in their health status will have 
positive implications for future wellbeing of families by 
increasing agricultural productivity (FAO, 2011). Any 
public health initiative that is focused on improving 
the health and well-being of women will help enhance 
women’s productivity in this country. To promote 
maternal health care in the country, a national 
programme of Family Planning and Primary Health 
Care was introduced by the Government of Pakistan 
in 1994. It is commonly known as Lady Health Worker 
Program (Ministry of Health, 2009; Hafeez et al. 2011). 
The Lady Health Workers (LHWs) are front line health 
care providers having direct contact with individuals, 
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families and target groups in the community. This is a 
community based programme aimed at achievement 
of universal primary health care desired by Alma Ata 
Declaration 1978 (World Health Organization, 1978). 
Each LHW visits 5-7 houses daily to provide primary 
health care services to a community of approximately 
200 families which is  also called catchment area 
(Ministry of Health, 2009; Oxford policy Management, 
2009). Approximately, 110,000 LHWs have been 
trained and deployed throughout the country, making 
it one of the biggest program in the world (Ministry of 
Health, 2010).
The trained LHWs are responsible for implementing 
nutritional interventions such as anemia control, 
accessing common risk factors causing malnutrition 
and nutritional counseling. They provide awareness 
about women’s nutritional requirements and distribute 
micronutrients to the needy ones. Different research 
studies found that distribution of micronutrients to 
pregnant women, principally iron foliate and other 
minerals, had produced favorable results for birth 
weight (Bhutta, Ahmed, Black, Cousens and Dewey, 
2008; Ministry of Health, 2008). In addition LHWs 
are also responsible for vaccination of tetanus toxoid 
disease during routine antenatal visits to prevent the 
risk of tetanus to mother as well as her unborn baby. 
Their additional duty and responsibility is to motivate, 
encourage and facilitate pregnant women for the use 
of facility based deliveries and skilled birth attendants 
(Ministry of Health, 2008). Different national research 
studies like Oxford Policy Management (2009) and 
Gupta et al. (2007) and international research like 
Haines et al., (2007), Lewin et al., (2010), Baqui et 
al., (2008), Viswanathan et al., (2011) Ahluwalia et 
al., (2003) show that evidences on the effectiveness 
of community based approach in the provision of 
overall public health care (PHC) are limited. The 
studies conducted so far in Pakistan and elsewhere 
do not provide conclusive findings. Hence there is a 
gap of knowledge on this aspect. With this background 
the present research was conducted to find out the 
effectiveness of Primary Health Care Programme 
for the Improvement of Health among Rural Women 
working as agricultural labour.

MATERIALS AND METHODS
A household based, face to face, cross sectional survey 
was conducted during the year 2017-2018 to measure 
the effectiveness of community based approach 
(LHWP) and rural women health care differences 
in LHW’s served area and unserved area in district 
Gujranwala.

Sampling technique 
The respondents were selected by multistage sampling 
technique. There are four tehsils in district Gujranwala. 
At first stage, one union council from each tehsil was 
chosen through simple random sampling. Secondly, 
one village was selected from each union council 
through simple random sampling technique. Thirdly, a 
proportionate sample of 663 respondents was selected 
by systematic random sampling. 

Respondents of the study 
In accordance of research objective it was decided 
to select rural married women aging (15-49) years. 
The important aspect of this research was in person 
interview. The eligibility criteria for selection of 
respondents (women) were:

•	Currently married women (15-49) 
•	 having at least one child under five years  age at the 

time of survey  

Sample magnitude 
The sample size was calculated as 663 according to 
the population of rural married women in the district 
with statistical formula taken from the Research 
Advisors (2006). The lists of rural married women 
were obtained who were registered in record of LHW 
and 397 women (60%) were selected from this record 
through systematic random sampling technique and 
266 (40%) (266) women were selected from the area 
where LHW was not present through simple random 
sampling as intended by the objectives of the study. 

Analysis framework 
The data collected from the responses were entered 
into database files, checked for errors and analyzed 
by using statistical package for social sciences (SPSS 
version 17). Initial analysis included the calculation of 
frequencies, percentages and descriptive statistics. 
Association of utilization of ANC, SBA and PNC in 
community served by LHW and not served by LHW 
was assessed by bivariate (Pearson chi square) and 
multivariate analysis (logistic regression). 

Ethical consideration 
The consent was taken from the respondents and 
informed them about the research study. Further, 
the information shared by the participants was kept 
confidential and the anonymity of the respondents was 
ensured. The study code of behaviour was approved 
by the Doctoral Program committee, University of 
Punjab, Lahore.
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RESULTS AND DISCUSSION
The data collected on the provision and utilization 
of ANC services to the pregnant mothers in the 
area served by the LHW and not served by LHW is 
presented in Table 1. The proportion of pregnant 
women receiving ANC coverage: (one or more visits) 
was substantially higher (82.9%) in intervention areas 
as compared to that of non-served areas (74.2%). 
Further, the proportion of women who did not receive 
any antenatal care was significantly lower (17.1%) 
in LHW served areas as compare to those where 

services were unavailable (25.6%). The results further 
revealed that percentage of women who received 
recommended ANC (four or more antenatal visits) 
during pregnancy was significantly higher (50%) in 
the intervention areas than those residing in unserved 
areas where recommended ANC visits were received 
by 15 % women only. Moreover, a large proportion of 
women belonging to unserved areas had received less 
than recommended ANC visits (one to three visits) 
whereas it was significantly lower in intervention areas 
(p<0.001).

The results also revealed a higher percentage (17.4%) 
of pregnant women received ANC from private sector 
in LHWs community while only 12.8% mothers had 
visited private doctors in the unserved community. The 
percentage of mothers who consulted professional 
doctors for ANC from health professionals i.e. doctor 
(private clinic, Govt. hospital and BHU/RHC) was  much 
higher (62.2%) in LHWs community, as compared 
to those (52.6%) receiving ANC from doctor in the 
unserved community. Around 12.1 percent mothers 
received ANC service from LHW while 12 % mothers 
received from Dai/midwife unserved community.
Our results are in line with those of Prost et al. (2013) 
and  Lassi, et al., (2014) who reported that home visits 
by CHW were associated with improved ANC (OR: 

1.33, 95% CI: 1.20-1.47). However, these results differ 
to those of Lawasani (2013) who found that the services 
of LHW had failed to show any significant increase in 
receiving antenatal care, use of skilled attendants at 
delivery, or postnatal care. 
The coverage of tetanus toxoid protection was higher 
i.e. 74% in the served community as compared to 
unserved community (58%) (p<0.005, OR 1.03, 95% 
CI 0.92 to 1.15). Similarly, the uptake of iron tablets/
supplement was higher in LHWs community (57%) as 
compared to that of unserved community (52%). The 
findings of this study are in line with the findings of 
Gupta et al. (2007) and Caroline et al. (2015) that have 
shown that CHW interventions increased the uptake 
and coverage of various contents of ANC.

Table 1. Percentage of respondents by utilization of Antenatal care in LHWs served area and unserved area (N=663)

Variables LHW’s served 
area (N=397) % Unserved area 

(N=266) p-value

N % N %
Antenatal coverage

Yes 329 82.9 198            74.2
Antenatal visits                                                                                                                                                     
No antenatal visit 68 17.1 68 25.6 <0.005
One 44 11.1 66 24.8
Two 51 12.8 57 21.2
Three 35 8.8 35 13.2

Four or more 199 50.1 40 15.0
Antenatal Contents                                                                                                                                              
Anemia/HB 175 44.1 78 29.7 <0.005
Blood Pressure 308 77.6 189 71.1
Urine 42 10.6 23 8.6
Weight 193 48.6 63 23.7
Above all 191 48.1 82 30.8
Tetanus Toxoid  Injection 294 74.1 154 57.9 <0.005
Intake of Iron tablets/Supplements 228 57.4 138 51.9 >0.005ns
Care Provider                                                                                                                                                     
Private Sector (Doctor)                                               69 17.4 34 12.8 <0.001
Govt. Sector (Nurse/LHV)                                         72 18.1 45 16.9
BHU/RHC                         106 26.7 61 22.9
Mid wife/Dai                                  34 8.6 32 12
LHW/Anyother 48 12.1 26 9.8

i.	 Data was taken from currently pregnant women aged 15-49 and of women with last live birth within 2 year 
ii.	Pearson’s chi-square test was used to compare the data across sites for statistically significance (P < 0.05).
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These results (Table 2) further suggested that the level 
of women’s knowledge about importance of antenatal 
care and danger signs, and birth preparedness differed 
between LHW’s served area and unserved area. The 
women residing in intervention area were more (49.1%) 
likely to have higher knowledge about important 
pregnancy danger signs like, excess bleeding and pain 
high blood pressure, blurred vision, bleeding in urine, 
abdominal cramps, swelling of hand  and feet during 
pregnancy than women in the control area (41.7%). 
Moreover, mother’s knowledge about necessary 
arrangements at the delivery time (money, conveyance, 
blood, nomination of relative in case of emergency) 
was also higher (66.2%) in the area served by LHW as 
compared to unserved area (45.6%).  The differences 
about awareness of danger signs during pregnancy 
and importance of ANC and birth preparedness were 
statistically significant (p<0.005) in both areas.
Similar results were reported by Karim et al. (2013); 
Adam et al. (2014) and Wilford et al.  (2018) which 
revealed that provision of health care services and 
counseling by CHWs not only promoted the knowledge 
of maternal health care, importance of ANC and 
danger signs among women in the served areas but 
also increased deliveries under skilled attendance.

Place of delivery/delivery in health facility
The results (Fig. 1) revealed a significant reduction in 
home-based delivery in served areas as compared 
with un-served areas i.e. 140 (30.7%) vs 250 (55.3%). 
The women who delivered at home were more often 
assisted by SBA OR LHV than did women in control 
areas. Delivery in a health facility is a key element 
for ensuring timely treatment for reducing the risk 
of maternal and perinatal deaths among women 
delivering with obstetric complications.

Assistance in delivery/skilled birth attendant
The results revealed (Fig. 2) that proportion of mothers 
who had option of health facilities for child birth was 
significantly higher in served areas as compared 
to unserved areas (OR 1.53, 95% CI 0.96 to 2.43).  
Further the assistance of professional doctors was 
availed by a higher number of women giving births at 
home in the communities with LHW compared with the 
areas where no LHW existed.

These differences were statistically significant among 
the two groups. The results of this study are in line with 
those of Wajid et al. (2013) and Adam et al. (2014) 

Table 2. Percentage of respondents by Knowledge of Antenatal care in LHWs served area and unserved area (N=663).

Variables LHW’s served area 
(N = 397)

Unserved area 
(N=266)

N % N % p-value
Antenatal care importance (knowledge)                                                                                                                  
Antenatal care importance                                                   318 80.1 206 77.4 <0.005   
Improved diet 318 80.1 182 68.5
Intake of supplements                                                 182 45.8 109 41
Knowledge about danger signs                                                                                                         
High Blood Pressure 334 84.1 187 70.3 <0.005   
Loss of vision 69 17.4 25 9.4
Bleeding/blood in urine 108 27.2 52 19.5
Abdominal cramp 150 37.8 95 35.7
Rapid Swelling of hand/feet 204 51.4 130 48.9
Above all 195 49.1 111 41.7
Birth preparedness                                                                                                                                    
Arrangement of money, Conveyance, Nomination 263 6.22 122 45.9 <0.005   

Pearson’s chi-square test was used to compare the data across sites for statistically significance (P < 0.05).
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which revealed that the presence of a community 
health worker had a positive impact on the promotion 
of knowledge about maternal health, increase in 
facility based deliveries and deliveries under skilled 
attendance. The likelihood of delivering under skilled 
attendance or in hospitals was higher in those mothers 
who had been exposed to CHWs, in comparison to those 
who did not. Forty six percent of women delivered their 
babies in the health facilities in served areas whereas 
only 19% opted for health facilities in control. Caroline 
et al. (2015) reported that CHW interventions caused 
significant increase in the proportion of women who 
delivered in health facilities. Further the assistance of 
professional doctors was availed by a higher numbers 
of women giving births at home in the communities with 
LHW compared with the areas where no LHW existed.  
This difference was statistically significant among the 
two groups.

Postnatal care
Guidelines issued by World Health Organization dictate 
that first postnatal contact should be within 24 hours 
of birth for all mothers and babies and preferably an 
extra checkup is desirable for home births within 24-48 
hours (WHO, 2015).
Table-3 shows that 57% of the mothers received 
postnatal checkup while in the unserved area it was 
less than 50%. Similarly the postnatal checkup for the 
new born in the LHW’s served area was significantly 
higher 60% (p<0.001) as compared to unserved area 
(40%).
The multivariable logistic regression analysis is 
presented in Table 4. The results demonstrate that 
health care utilization and post-natal checkup is 
significantly associated with intervention status after 
adjusting for socio-demographic variables. The number 
of women receiving postnatal checkup were two times 
higher in the area served by LHW than those residing 
in the unserved area (OR= 0.536; CI 95% .392-.735). 
Similarly, the odds (OR= 0.525; CI 95%.383-.718) of 
postnatal checkup for the new born in the LHW’s served 
area was significantly higher (p<0.001) as compared to 
unserved area.

Table 3. Percentage  distribution  of  respondents according  to  
              postnatal checkup.

Variables LHW’s served area 
(N=397)

Unserved area 
(N=266)

N % N %
Postnatal checkup of mother

Yes 227 57.2 111 42
Postnatal checkup of newborn

Yes 238 59.9 117 44

The findings of this study agree to those of Monica 
(2015) and Caroline et al. (2015) who found that 
CHWs had played an important role in delivering and 
utilization of postnatal care services at the village level.

Table 4.   Factors    associated   with   health   care   utilization  
                (LHW’s covered area and not covered is included  as  
 independent  variable  in   the   multivariable  logistic  
 regression model, N=663).

Variables
LHW’s served area
vs. unserved area

OR (95% CI )
Antenatal care
No antenatal visit 1
One 0.462 (.273-.781)*
Two 0.468 (.284-.769)*
Three 0.331 (.168-.651)**
Four or more 0.221 (.146-.334)***
T.T Injection
No 1
Yes 0.482 (.346-.671)***
Postnatal checkup of mother
No 1
Yes 0.536 (.392-.735)***
Postnatal checkup of newborn
No 1
Yes 0.525 (.383-.718)***
Skilled birth attendant
Any other 1
Doctor 0.248 (.128-.483)***
Nurse/LHV 1.195 (.756-1.888)ns
Midwife/Dai 1.864 (1.199-2.896) ns

1.00= Reference category, OR= odd ratio, CI= Confidence interval
Adjusted for respondent’s age, respondent’s education, Husband’s 
education, wealth Index, number of children, P<0.05*, **p<0.01, 
***p<0.001, ns=not significant

CONCLUSION
It can be concluded from the foregoing discussion 
that LHWs have played an effective role in promotion 
and utilization of maternal health care services in 
rural women of Gujranwala district. The interventions 
introduced by lady health workers to the rural 
communities have led to significance differences in 
the maternal health care indicators like antenatal care 
coverage, and facility-based deliveries by a skilled birth 
attendant in intervention areas. LHWs have effectively 
delivered primary health care interventions that were 
once regarded as functions of formally-trained health 
workers.

SUGGESTIONS
The study finding suggests that there is a need to 
further expand HWs program in the unserved areas 
and improving government health facilities. LHWs 
should be trained and refresher trainings courses 
should be conducted to update their knowledge about 
medicines and skills about curative services.
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