
1 
 

 

  

 

RESEARCH TEAM 

Formative Research Report // April 2019  

FEMALE COMMUNITY HEALTH VOLUNTEERS ENGAGEMENT WITH 

COMMUNITIES AND THE FEASIBILITY OF USING MOBILE PHONES AS A 

JOB AID: A QUALITATIVE STUDY 

 



2 
 

ACKNOWLEDGEMENT  

This report is written by Sanjib Saha and Anju Bhatt. The authors would like to thank the people from all 

the three districts who gave up their time to be interviewed for this study.  Particular thanks go to 

Sabina Pradhan and research team in Kathmandu, Sally Gowland, Melissa Shannon, and Katherine 

Michie in the Research team in London, Josh Alcock and the mHealth project team, and Genevieve 

Hutchinson in London for their significant contribution in designing this research and instruments and 

for analysis support. The data collection was carried out by Anweshan Private Limited, Nepal. Thanks 

also go to Shobhana Pradhan who reviewed this report and provided valuable feedback. Thanks also 

goes to the Nursing and Social Security Division (NSSD) from Department of Health Services (DoHS) and 

representatives of Options Consultancy who contributed to the research design and gave valuable 

feedback on the report.  

This formative report is part of the mHealth project, funded by the UK Department for International 

Development (DFID) and led by Options Consultancy Services. Its content is the responsibility of BBC 

Media Action, and any views expressed herein should not be taken to represent those of the BBC itself, 

or any donors supporting the work of the charity. 

 

Cover photo: FCHVs in Tehrathum, BBC Media Action  

  



3 
 

EXECUTIVE SUMMARY  

Female Community Health Volunteers (FCHVs) are an important part of the health system of Nepal, 

especially in reproductive, maternal, newborn and child health (RMNCH) issues. Their contribution has 

reflected in the significant increase in national coverage of vitamin A and deworming medication and 

helped Nepal to fight high child mortality and acute malnutrition. However, the life of these volunteers 

and their ability to engage with communities, communicate health information and provide services in a 

changing context needs improvement. FCHVs are at the lowest strata of a health system, they often feel 

inadequately trained and supported, and with limited health knowledge to meet local community 

needs.  

To address these issues, the Nepal Health Sector Support Programme (NHSSP) 3 is working with BBC 

Media Action to develop and test an innovative use of mobile technology to improve the quality of 

interaction and communication FCHVs have with the families they serve and communities. The project’s 

Theory of Change (ToC) posits that improving FCHVs’ knowledge of key health issues, improving their 

communication skills and lifting their own confidence and efficacy will increase the quality of FCHVs’ 

interaction with communities. This will then increase the community’s trust in them and lead to an 

increase in communities’ uptake of healthier behaviours and increased demand for health services. 

In order to improve FCHV interactions we must deeply understand the issues affecting FCHVs and the 

communities they serve, what current interaction and communication looks like and what their access 

to mobile technology currently is. BBC Media Action conducted formative research in the three target 

project districts: Darchula, Tehrathum and Rautahat. The qualitative research tried to understand: the 

life and health priorities of FCHVs and the consumers of their services (women and men) in the 

communities; FCHVs' ability and confidence to engage and communicate with communities; their 

barriers and challenges in communication and engagement; and the scope and barriers of using a 

mHealth initiative to improve services. Focus group discussions, in-depth interviews and observations 

were conducted in January and February 2019 in nine communities in across the three districts.   

KEY FINDINGS 

Understanding key target audiences  

The research found that FCHVs are from diverse ethnic and caste backgrounds and with varied levels of 

education. There were a range of motivating factors which encouraged women to take up and stay in 

the role of an FCHV and these included social status, small financial incentives, learning about health 

issues and to help and support other people in their communities. Although the FCHVs were recruited 

from three different ecological zones and districts, FCHVs' communication and interaction with the 

family and communities and their roles and responsibilities are similar across three districts. Considering 

their age, education, training and support and engagement with communities, the research found there 

were three emerging segments of FCHVs in relation to their background and ability to communicate 

effectively with communities:  
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The pioneers: First generation FCHVs who have been serving for more than 20 years, little or no formal 

education and have high individual barriers to engage and communicate with communities (such as 

mobility issues). Found in all districts of the research, they were slightly more common in Rautahat.    

The active enthusiasts: Second generation FCHVs, comparatively young and more educated than the 

first-generation FCHVs, have support from other sources e.g. I/NGOs working in the localities, more 

confident and engaged with communities. They were found more commonly in Darchula and 

Tehrathum.  

The educated youth: Young women who have been recruited in the past five to seven years, most of 

them have completed secondary education with many having completed school certificate exam and 

have gone to college. These young women are less experienced but very active and interested to learn 

their role. Their engagement with communities is higher due to their proactive communication. Mostly 

found in Darchula and a few in Tehrathum. 

This research also identified four different types of women across the three districts who have similar 

attitudes, practices and challenges with regards to their access to healthcare and interaction with 

FCHVs.    

Rural engaged: These rural women are connected to FCHVs and receive their regular services. FCHVs are 

most often their first point of contact for health-related issues and concerns as local health facilities are 

far away.    

Rural restricted: Rural young women who have recently got married or pregnant for the first time. They 

are dominated by their mothers-in-law and have limited access to FCHVs or other healthcare facilities. 

Mothers-in-law or older women in the families are their main sources of health information, and key 

decision makers on the health issues. They often receive services when FCHVs visit their household but 

rarely have direct discussion with them.  

Rural isolated: Rural women who live in remote villages, often disconnected from services due to poor 

transportation links, and local FCHVs live hours away. These women do not contact FCHVs and vice-

versa. They prefer to go to health facilities when they need healthcare support.    

Urban Independents: Urban women, educated and economically active. They can access health facilities 

easily. They are fully or mostly unaware of the FCHVs in their communities and their services.      

The research also identified that older women in the families are more engaged with FCHVs compared 

to young, newly married women. Restrictive social norms bar young women’s interaction and decision 

making for their health issues. Men were particularly found disengaged with maternal and child health 

issues as they perceive these issues as only the concern of women and have limited knowledge and 

understanding on the FCHVs services.  
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Understanding barriers 

Delivering FCHVs’ day to day job is challenging.  FCHVs face a range of challenges and barriers operating 

in traditional societies, in difficult environmental settings and with limited or little institutional support. 

The formative research explored the barriers that FCHVs face in their work but focused especially on 

those which could be addressed through a mHealth initiative.   

Lack of in-depth knowledge on some of the key RMNCH health issues was one of the biggest barriers 

FCHVs face while serving the communities. This often put FCHVs into difficult situations when they feel 

they are unable to answer questions effectively. This is compounded by FCHVs’ poor educational 

background, lack of regular training on health issues and limited support from other institutional health 

systems. As a result, there can be a lack of community trust in FCHVs and disengagement from FCHVs 

services and activities.  

Besides immunisation and vitamin A campaigns, health mothers’ group (HMG) meetings and FCHVs’ 

household visits are the main interaction points where families and communities meet FCHVs and 

receive their services. However, the formative research identified that these activities are not frequent 

in many communities. Many FCHVs were uncertain whether household visits are part of their role and 

those who think it is included only do it if there is a specific need e.g. after the birth of a baby. HMGs 

weren’t active in many of the communities studied and in most places the group meetings are operating 

as finance cooperatives rather than focusing on the dissemination of health information. However, the 

research found that in Darchula and Tehrathum support from I/NGO activities makes a significant 

difference to FCHV engagement compared to Rautahat where there is no active I/NGO support to 

FCHVs. 

FCHVs find it difficult to communicate with certain groups of people, especially young women and men, 

and in some places with older women who have strict traditional views. Findings suggest that the FCHVs 

sometimes lack effective communication and negotiation skills and techniques to engage with different 

target populations. Many of them also lack skills in communicating sensitive health information like 

contraception use with men or safe abortion and menstrual hygiene with young women and girls. This 

lack of skills coupled with shallow knowledge on the health issues results in low FCHV confidence and 

efficacy. 

The research identified that use of communication tools such as IEC and NGO provided flip chart, leaflets 

etc. improved both FCHVs communication and community members ability to understand complicated 

health information. However, FCHVs reported that they only use these tools in the HMG meetings (and 

even then rarely) as the materials are old, worn and members have lost interest as they have seen them 

many times. This is affecting the quality of engagement, communication between FCHVs and members 

of the communities has become mainly verbal, unstructured and informal resulting in communities not 

taking FCHVs health services seriously. Many FCHVs in this study mentioned that high quality visual 

materials such as high-resolution photos, videos etc. will improve the quality of communication and will 

help them to have more effective communication with families and communities.  
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Finding solutions to improve interaction and communication   

In two of the three districts, FCHVs had good access to mobile phones and used them regularly. Coupled 

with the demand for more engaging communication tools, this provides fertile ground for testing a 

mHealth initiative. FCHVs also expressed a desire for such mobile phone content to be delivered in a 

simple way, in their local language and through a trusted and engaging character. Interactive Voice 

Response (IVR) stands out as the most effective way to implement such an initiative where most FCHVs 

use basic phones. A high-quality training module for FCHVs which they can access easily in their own 

time could address communication skills, knowledge and confidence issues. 

There is a clear demand across all FCHVs for a more effective way to communicate with mothers and 

communities on key health issues. Both the groups – FCHVs and community members – believed that 

visual aids improve communication and quality of interaction. A tool which is used within community 

interactions and helps to directly facilitate high quality, structured, engaging and informative discussions 

could be well received and effective. The job tool could be IVR mobile based with audio content but can 

also be supported by printed visual aids (fresh and lightweight) to help support women or men to 

understand information more easily. 

While an IVR solution can be designed to be simple and easy to use, some older FCHVs who have very 

low mobile literacy and struggle to use its basic functions (like making and receiving calls) may not 

engage with this initiative. The mobile phone tool will likely be more effective for those ‘active 

enthusiasts’ and ‘educated youth’ groups who are more motivated, active and have higher mobile 

literacy.  

This mobile initiative will not provide solutions to wider challenges FCHVs have. Many deeply 

entrenched social and gender norms restrict young mothers or pregnant women’s mobility and access 

to health information for themselves and their babies. Alternative media and communication 

interventions outside of the remit of mobile intervention, like mass media campaign or drama that 

brings about positive role modelling, would be more suitable for raising awareness and motivating 

families to seek healthier behaviours. 
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1. INTRODUCTION  

This report presents the formative research findings conducted in the three target districts – Tehrathum, 

Rautahat and Darchula as part of the mHealth for Female Community Health Volunteers project in 

Nepal. The focus of this research was to explore how Female Community Health Volunteers’ (FCHVs) 

communicate with communities and the health support and information they provide. This was 

explored in order to assess the feasibility for a mHealth initiative for FCHVs. The aim of the mHealth 

initiative is to help FCHVs communicate more effectively.  

The report unfolds as follows: 

• Section I. Summarises the context and background to the project and research.  

• Section II. Describes the research approach for this study.  

• Section III. Presents and discusses the research findings. 

• Section IV. Identifies the implications of the research and the opportunities for the project as 

well as the wider implications for FCHVs’ communication with communities. 

1.1 The project 

The Ministry of Health and Population (MoHP) is currently implementing the Nepal Health Sector 

Strategy (NHSS) 2015-2020 supported by the Nepal Health Sector Support Program 3 (DFID-NHSSP). The 

NHSSP 3, funded by the UK Department for International Development (DFID) and led by Options 

Consultancy Services, has two core components: general technical assistance to improve the capacity of 

the Ministry of Health and Population (MoHP); and support the MoHP’s capacity to retrofit health 

infrastructure against future environmental hazards, including earthquakes. 

As part of NHSSP 3, Options Consultancy Services has commissioned BBC Media Action to pilot an 

innovation using mobile phone technology to improve the quality of interaction FCHVs have with 

families and communities. The project’s Theory of Change (ToC) hypothesises that improving FCHVs’ 

knowledge, communication skills and efficacy will increase the quality of the FCHV interaction with 

communities. The improved quality of interaction will improve community’s trust in FCHVs which will 

increase communities’ uptake of healthier behaviours and increase demand for health services. 

The aim of the project is to design and pilot an effective and sustainable FCHV tool prototype for future 

roll out by the Government of Nepal (GoN). BBC Media Action is working closely with the MoHP, Nepal, 

and DFID-NHSSP on the development, implementation and evaluation of the prototype innovation to 

ensure that the project and the tool is appropriate for Nepal’s FCHVs and future roll out. This project 

looks particularly at where the mHealth tool can support the work of FCHVs serving vulnerable or 

marginalised communities.  

The project has three core phases: 

• Initial research and scoping – Understanding the unique needs and situation of FCHVs in Nepal 

• Prototyping and user-testing – Taking a human centred design approach to develop a practical, 

user friendly solution 

• Final iterations and assessment – Evaluating the effectiveness of the tool 
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Figure 1: Map of Nepal showing research sites 

 

 

2. THE RESEARCH 

2.1 Research objectives and research questions  

The aim of the formative research was to inform the design of a solution that best supports FCHVs in 

their role as health promoters. The research was designed to understand: 

1. FCHVs’ ability and confidence to engage and interact effectively with the families and 

communities they serve; 

2. The barriers and challenges FCHVs face in communicating information and providing services to 

families and communities on reproductive, maternal, neonatal, and child health (RMNCH), 

family planning and nutrition issues/areas; 

3. Families and communities’ perceptions towards FCHVs and the quality of the services they 

provide; and  

4. FCHVs' access to mobile phone and willingness and capacity to use it in their work 

The research design and study instruments were developed by BBC Media Action. Anweshan Private 

Limited, a Nepal based research agency, was commissioned to conduct data collection and data 

management. The field work was conducted in the three target districts between January-February 

2019. BBC Media Action researchers in Kathmandu quality assured the data collection process and 

worked with researchers in London to analyse the data and write this report. 

2.2 Formative research methodology 

A qualitative research approach was applied to conduct this formative research. A total of 27 focus 

group discussions (FGDs), 89 in-depth interviews (IDIs) and 18 observations were conducted with FCHVs, 
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members of communities and health sector practitioners across nine municipalities in the three target 

districts. 

FGDs and IDIs were conducted with FCHVs, pregnant women and mothers of young children (aged 

below two years), husbands and fathers of young children (aged below two years) and female 

gatekeepers in the families (i.e. mothers-in-law).  IDIs were also conducted with staff members of the 

health facilities (i.e. Health Facility In-charge or Health Coordinator), locally elected officials (i.e. Ward 

Chairperson or elected female member), and representative of Community-Based Organisations (CBOs) 

to understand wider FCHV perceptions and support, and to triangulate the data collected from FCHVs. A 

structured questionnaire was also used with FCHVs with whom we conducted the FGDs and IDIs to 

gather information on their mobile ownership, usage and literacy. The structured questions were asked 

with each participant at the end of each IDI or FGD.  

Observations were also conducted to understand FCHVs’ two main interaction points for health 

promotion with families and communities: Health Mothers Group (HMG) meetings and FCHV’s 

household visits to meet mothers of young children or pregnant women. HMG meetings were designed 

to be held once a month where the health facility staff invites women of reproductive age to become 

members. The FCHV is then appointed by the HMG to the role of FCHV and the role of member 

secretary for the HMG. The FCHV is then expected to set the dates and agenda of the HMG as well as 

sharing health information from her training with the support of health facility staff. A researcher 

accompanied FCHVs during the meetings and household visits, and later interviewed them to clarify 

their actions. See section 3.3 for observation notes.  

A detailed breakdown of the different methods and participants is provided in appendix 1. 

2.3 Study districts 

The research took place in the three pilot project districts, which were selected based on key health 

indicators (see table 1) and Human Development Index (HDI) scoresi. This selection also considered 

representation of every ecological zone in Nepal - Hill, Mountain and Terai. 

Table 1: Status of key health indicators in the selected districtsii 

 

 

 

Key health indicators  Tehrathum Rautahat Darchula  

Family planning (use of modern contraceptive methods within married women of 

reproductive age) 

27.6% 42.3% 37.5% 

Institutional delivery 28.3% 41.9% 59.6% 

Four ANC uptake 34.3% 37.8% 50.7% 

Three PNC uptake as per protocol 1.7% 32.3% 19.7% 

Children under 1 years immunised as per NIP schedule 79.6% 47.9% 85.3% 

Low birth weight (< 2500 gm) 6.6% 9.5% 6% 

Children with anaemia (6-23 months) 55.2% 59.4% 49.8% 
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i. Tehrathum 

Tehrathum is a hill district in province 1 and is the smallest of the three pilot districts in terms of area 

(679 km2) and population (101,577). It is a relatively well-developed district in Nepal with around 15% of 

its population living under the poverty line, and a high literacy rate of 74.62%, higher than Nepal's 

national literacy rate of 63.5%. The Tehrathum Human Development Index score is 0.53. However, 

overall reproductive, maternal, neonatal and child health (RMNCH) indicators are poor in Tehrathum 

(see table 1).  

Hinduism is the dominant religion in Tehrathum which is 52% followed by Kirat (33%). Janajati is the 

dominant caste with 36% of the population, followed by Brahmin (19%) and Chettri (13%). Around 50% 

of people in the district speak Nepali as their first language followed by Limbu (34%) and Tamang (6%).iii 

ii. Rautahat 

Rautahat is a Terai district in province 2 and is the largest of the three pilot districts in terms of area 

(1,126 km2) and population (686,722). Unlike mountain and hill areas, transportation links are good in 

Terai districts, which has helped boost economic activities in the region such as commercialised poultry, 

dairy and vegetable farming. However, overall development is very low with around 34% of population 

living under the poverty line and it features the lowest literacy rates in Nepal (42%) and the district is 

highly vulnerable to flooding. Strong social stigma plays a significant role in low uptake of healthier 

behaviours in the district (and in many parts of Terai), including usage of family planning measures 

which are considered a sin among some Muslim families (see table 1 for more health indicators).iv 

Rautahat has the largest proportion of Muslim population (20%) in Nepal with Hindu being the major 

religious faith in the district (72%). In terms of caste the district comprised 16% of Dalit, 10% Janajati, 6% 

Brahmin and 2% Chhetri's, among other groups. Bajjika is the most common language in the district 

(60%) followed by Urdu (19%) and Nepali (6%).v  

iii. Darchula 

Darchula is a mountainous district in province 7 covering 2,332 km2 and with a population of 133,274. It 

is one of the least developed districts of Nepal with deeply rooted poverty and characterised by a lack of 

basic infrastructure, difficult geophysical condition and dominated by traditional agricultural practice. 

The HDI value of this district is 0.44 with around 58.4% of the population living under the poverty line 

and an average literacy rate of 65%. Despite all these underdevelopment and poverty, Darchula’s key 

health indicators are overall better than the other two districts in this project (see table 1).   

Hinduism is the largest religion (98.8%) followed by the Buddhism (0.9%), where Chhetri is the most 

populous caste comprising 65% of the population, followed by Brahmin/Chhetri (82%), Thakuri (3%), 

Dalit (8%), and remaining population comprises occupational caste groups. Doteli is the most commonly 

used language spoken by 96% of the population.vi 

2.4 Selection of municipalities  

The formative research selected one high, one medium and one low performing municipality based on 

the key health indicators (in table 1) from each of the three pilot districts, choosing one urban 

municipality and two rural municipalities. The selection process assessed the municipalities against 
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Health Management Information System (HMIS) health indicators. Table 2 identifies the sampled 

municipalities from each district. The key health facilities data across the three districts and nine 

municipality is listed in annex 2.  

Table 2: List of selected municipalities 

 

2.5 Strengths and limitations of the research 

Strengths: 

• Provides a comprehensive insight into the lives, challenges, motivations and mobile use and 

habits of FCHVs in the target districts. 

• Provides a comprehensive insight into the health information needs of ‘1000-day mothers’ 

(pregnant women and women with children under the age of two) and their families. 

• Data triangulation was used in order to validate the different data points, though interestingly it 

was challenging to validate between different perspectives between communities and FCHVs. 

For example, FCHVs and the community had very different understandings of the role of FCHVs 

and these contradicting responses were helpful for identifying key differences in perspectives. 

• Provides an in depth understanding of the information and communication between FCHVs and 

the communities they serve in order to identify key gaps where a new mHealth communication 

tool could help. 

Limitations: 

• The detailed knowledge of FCHVs was not fully tested in this research. Instead we explored their 

self-reported knowledge, comparing this to perceptions from beneficiaries and observed the 

knowledge they shared in interactions with community members. 

• This research focused on the role of FCHVs as health promoters and did not attempt to explore 

the support they provide within outreach clinics including keeping records and undertaking 

tasks such as weighing children. 

• Whilst we fulfilled the sample size and quotes during the research it was very difficult to recruit 

male respondents as husband/fathers were often not available and we did not get a view from 

those that were absent. This was more evident in Darchula where many men migrate abroad for 

work. 

• The research did not fulfil the sample for CBOs in Tehrathum because we could only identify two 

suitable CBOs working in the target municipalities instead of the sample target of three. 

  

 Darchula  Tehrathum  Rautahat  

High Sailesikhar –  

Urban Municipality 

Chattar –  

Rural Municipality 

Yamunamai –  

Rural Municipality 

Medium Naugad –  

Rural Municipality 

Laligurans –  

Urban Municipality 

Durgabhagawati –  

Rural Municipality 

Low Lekam –  

Rural Municipality  

Phedap –  

Rural Municipality 

Katahariya –  

Urban Municipality 
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3. RESEARCH FINDINGS 

3.1 Understanding FCHVs and the communities they serve 

3.1.1 Female Community Health Volunteers 

This section describes FCHVs in the three districts, their demographic profile, their motivations for being 

in their role and their perspective on the support they receive. 

FCHVs have contributed to improved health in rural Nepal 

The FCHV program in Nepal, 

introduced in 1988 by Nepal’s 

Ministry of Health and Population 

(MoHP), was designed to enhance 

the country’s primary health care 

network, improve community 

participation, and expand the 

outreach of health services. In the 

early years of programme initiation, 

married women of reproductive age 

(15-49 years) were selected as 

FCHVs and assigned to act as health 

promoters and dispensers of health 

commodities (e.g. family planning 

commodities including condoms and 

the contraceptive pill). Later they 

also started serving as health service 

providers, notably treating childhood 

pneumonia and diarrhoea at the 

community level.viiviii 

Over 50,000 FCHVs are working in 

Nepal, of whom 97% are in rural areas,ix playing a vital role in the implementation of many community-

based maternal and child health programmes such as the National Immunisation Program, the Birth 

Preparedness Package, Community-Based Integrated Management of Neonatal and Childhood Illness 

(CB-IMNCI), Integrated Management of Acute Malnutrition, Infant and Young Child Feeding, and Family 

Planning Programme. The FCHV role generally focusses on health promotional activities of mothers and 

children in their working areas and family planning advice for adolescents and newly married women. 

FCHVs are attached to a health post and receive a monthly travel allowance of NPR 400 on submission 

of activity data. 

FCHVs are from diverse ethnic and caste backgrounds  

FCHVs in the study districts are from diverse ethnic and caste backgrounds i.e. so-called upper caste 

Brahmin, Chhetri, and lower caste Janajati and Dalit. This diversity largely reflects the diversity among 

➢ Women who are willing to work as a volunteer and 

selected by Health Mother’s Group (HMG) from 

community 

➢ Women who reside in the local area and speak the 

local language 

➢ Are aged 20-45 at the point of recruitment and 

agree to provide 10 years of service 

➢ Preference is given to those mothers who have no 

more than three children or single mothers 

➢ Permitted to work up to the age of 60 years  

Source: Nepal Female community health volunteer 
programme strategy (unofficial translation)   

Figure 2: Who can become a FCHV?  
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the population within the districts. In Rautahat, Muslim FCHVs were interviewed while in Darchula the 

majority of the FCHVs interviewed were Brahmin, Chhetri and a few Dalits. 

Younger FCHVs are more educated than older FCHVs  

FCHVs in the study areas ranged in age from early twenties to early sixties with a sizeable number over 

50 years. Though the Government of Nepal retirement age for FCHVs is 60 years, in Rautahat there were 

still FCHVs in service after this age. FCHVs had a range of lengths of service, but more commonly had 

been in their role for several years and many only been educated up to primary school level. However, a 

younger group of women were identified, particularly in Darchula, who have been serving as FCHVs for 

less than 10 years and reported higher educational qualification levels (School Leaving Certificate and 

college level). These younger women, aged between early twenties and mid-thirties, were found to be 

more motivated and able to provide more time for their FCHV role as they are less involved in economic 

activities compared to their older counterparts. The breakdown of FCHVs by age, education, caste and 

years’ experience is listed in Appendix 3.  

"At that time, very few people would take interest to be FCHV. We had our mothers-in-law, but they 

couldn’t read and write as they were illiterate. So, the daughter in law used to prepare the reports. Like 

this, it was passed on to the daughter-in-law'' 

FCHV IDI participant, urban, age 40, Darchula 

FCHV recruitment by Health Mothers Group Meetings 

In line with government FCHV's strategyx, most of the FCHVs in all three districts were chosen by their 

local HMGs and they were usually already members of the HMGs. A motivating factor for becoming a 

FCHV was following in the path of an elder family member, most often their mothers or mothers-in-law. 

This was seen as an advantage as the retiring FCHV could help the new FCHV. Other FCHVs had been 

appointed on the recommendation of health facility staff. In the hilly region (Tehrathum and parts of 

Darchula) FCHVs reported they were selected because they had higher education levels amongst the 

women in their community. 

"Representatives from the health post came to my house to propose to put my name forward for the 

FCHV post as I was educated in the village. He explained the roles and trainings which I will get from 

health post. So, my mother in law wanted me to join as I will be able to make ORS solution at least for 

my children." 

FCHV FGD participant, rural, aged 40, Tehrathum 

Interestingly, one FCHV in Tehrathum mentioned that in the past, communities preferred to appoint 

women whose husbands worked in the health sector or were teachers. In the beginning of the FCHV 

programme the community directly selected the FCHVs as there were no HMG groups. 

FCHVs are motivated by learning about family health issues and respected social status 

All FCHVs in the study (except for a few in Rautahat) reported that they had received 18 days foundation 

training after starting their role.xi The exceptions in Rautahat explained that it was due to the transition 

to the new federal system. The training helps them to learn and understand family health issues, which 
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they disseminate among the community members as well as share amongst their families. Most of the 

FCHVs mentioned this opportunity to learn and being up to date on the family health issues as one of 

the main motivating factors for them. 

''The feeling that I serve for my own community to save lives of pregnant women, children and others by 

sharing information and seeing people follow that information has motivated me to work as a FCHV.'' 

FCHV IDI participant, rural, age 38, Darchula 

FCHVs are also motivated by improved reputation and respect in the community. FCHVs in Darchula and 

Tehrathum reported that their hard work as FCHVs is acknowledged by the communities and 

government professionals and they are known as persons ‘doing good for the community’. Their FCHV 

role can also see them engage with local government bodies which further help them to grow their 

network and status. Furthermore, all FCHVs reported having support from their families in doing and 

delivering their job. The FCHV role was also identified as giving them more mobility compared to many 

women in rural Nepal, where the FCHV role breaks the restrictive gender norms barrier that expects 

women to stay in the home, this is particularly evident in the Terai region. 

Low monetary support is demotivating 

Almost all FCHVs mentioned the lack of monetary support and acknowledgements by the health system 

as demotivating. However, in line with the FCHV Survey 2014, while FCHVs reported low monetary 

incentives as demotivating overall the majority of FCHVs also reported that they are motivated and 

happy in their role. Being in voluntary services, FCHVs do not receive any fixed remuneration, instead 

they receive a monthly travel allowances of NPR 400 and an annual dress allowance of NPR 7,500. It was 

also reported that in Tehrathum FCHVs receive an additional incentive from the health facility (though 

funded by Ipas - an NGO working in the district) for: referring each pregnant woman to government 

hospital (NPR 50) for abortion services; and undertaking urine pregnancy tests for women (unknown 

value).  

The government has a pension scheme for FCHVs at the age of 60 years, providing NPR 20,000 when 

they retire. Almost every FCHV close to retirement age had mentioned this as a motivating factor.  

However, issues were reported in Darchula and Tehrathum. One FCHV in Darchula reported that she has 

been planning to take early retirement but hadn’t managed to due to a lack of anyone being interested 

in replacing her, while a few FCHVs in Rautahat are still serving after 60 years saying the government 

was unable to replace them due to lack of resources but that they were still interested to work further. 

FCHVs' felt they were not supported enough to deliver their job  

FCHVs felt they were not sufficiently supported. They reported receiving the foundation training but 

that there aren’t enough or regular refresher courses. There are sporadic training sessions on different 

heath issues, either by the government or NGOs which they found helpful but too infrequent. As a 

result, they tend to forget information they learn during the training sessions. 

Some FCHVS reported that the flip chart they are provided during their foundation training and leaflets 

from the National Health, Education, Information and Communication Centre (NHEICC) of Department 

of Health Services (DoHS) and NGOs (non-government organization) are helpful to remember 
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information. However, most FCHVs reported that these communication materials are not up to date and 

often don’t help them to provide detailed answers to the queries from community members. 

The health post in-charge or another health professional such as an Auxiliary Nurse Midwife (ANM) is 

meant to attend the HMG to support FCHVs in discussing and provide detail health information to the 

group members. However, they are often absent or remain as silent observers and so are not supplying 

the supplementary health information and support to the FCHV that is recommended in the government 

FCHV strategy. 

''It is a challenge for FCHVs when they don’t know the answer to the questions asked. In such cases, they 

take our help to answer those questions. When we go to the immunisation clinics, we also ask them if 

they are having problems regarding their work. We give our full support and help them.'' 

Health coordinator IDI participant, urban, age 47, Tehrathum 

Typical FCHV audience profiles 

This research categorised the FCHVs interviewed into three different groupings based on their 

demographic background, motivation, effectiveness, engagement with the community members, 

support they have from different sources and challenges they face while delivering their job. These are – 

‘the pioneers’, ‘the active enthusiasts’, and ‘the educated youth’. A short profile of each category is 

provided below. 
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The Pioneers  

 

➢ Pioneers were found more in Rautahat and to a slightly lesser extent in 

Tehrathum 

➢ Older women who started their role as FCHVs 25 to 30 years ago when few 

women in Nepal wanted to become FCHVs 

➢ They have faced a lot of social challenges but have been motivated by 

doing social good, helping families with their health and respect within the 

community 

➢ Many of them are waiting to receive their pension and that has become 

their current motivation to remain in their role. 

➢ Have no or very little formal education and have not been trained for many 

years 

➢ They don’t visit households owing to their own health challenges such as 

short sightedness, arthritis and back pain 

➢ Mainly communicate with other older women in the community i.e. 

mothers-in-law. Young women, girls and men often don’t trust these older 

women with low education 

➢ Their communication materials are old and worn, and they have very little 

new information to share with people in HMGs. HMGs tend to be used as 

cooperatives 

The Active Enthusiasts 

 

➢ The second generation FCHVs are mostly from Darchula and some in 

Tehrathum who started their role around eight to 10 years ago, aged mid-

30s to 50 years.  

➢ Motivated to take up the role by an older female family member who also 

served as a FCHV   

➢ More educated than their predecessors – have basic primary or secondary 

education. They have access to mobile phones and know how to use them 

for different purposes    

➢ More connected socially and more active in delivering their FCHV role, 

compared to the older FCHVs  

➢ In their areas, HMGs are active and can be supported by I/NGOs. The 

majority of them also conduct household visits.  

➢ They are engaged with women of all age groups and often with men  

➢ They still report challenges including insufficient supervision, support and 

training to meet their needs and caste-based discrimination (more in 

Darchula). They also find communicating sensitive health issues with men 

(e.g. contraception) and women (e.g. safe abortion) difficult  
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The Educated Youth  

 

➢ Educated youth, mostly from Darchula and some are from Tehrathum 

➢ They are newly recruited FCHVs and are under 30 years old with less 

than 5 years’ experience 

➢ All of them are educated and many have completed SLC or college 

➢ Dedicated, eager to learn and spend lots of time in their FCHV role  

➢ Regularly conduct HMG meetings and household visits 

➢ Find it easy to engage with young women but often face challenges 

with older women as those old women don’t trust them due to their 

young age and lack of experience 

➢ Some of them haven’t received their foundation training despite 

having worked as an FCHV for two years or more 

➢ They do not feel sufficiently supported by the health post staff, 

reporting that they do not know how the health system works  

➢ They are not very connected, including with government officials as 

they are new in their role 

 

3.1.2 Community members 

This section outlines the beneficiaries that FCHVs work with within the ‘golden 1000 day’ period that this 

project is targeting. These are: pregnant women; post-partum women and mothers of children under 2 

years; their husbands; and their mothers-in-law (who are often their primary gatekeepers). This includes 

their demographic profile, their primary sources of health information, influencers and decision-making 

power.  

Mothers of children bear a heavy burden of workload in the household  

Pregnant women and women with children under two years of age in the study districts ranged in age 

from late teens to late twenties and from varying ethnic and caste backgrounds. They typically have 

limited or no education and so are economically dependent on the men in their households. Many of 

their husbands work abroad which means they are required to be heavily involved in farming and animal 

husbandry. Some run small businesses selling household items or in more urban locations, work in 

hotels or shops. These tasks are in addition to general household activities such as cooking, cleaning, 

washing and caring for children and other family members.  

FCHVs are the main source of health support and information for rural communities  

Overall communities in all three study districts prefer to seek health care support from medical 

professionals such as doctors and Auxiliary Nurse Midwives (ANM) at health facilities if they are easily 

accessible. However, for many rural communities across the three districts, especially in Darchula and 

Terhathum, accessing health facilities is difficult and FCHVs act as a main source of support and health 

information for families. In such communities, FCHVs are used as sources of information as they are 

known, speak the local language (in most cases health post staff are not from the local area) and FCHVs 

can give more time and one-to-one attention in comparison to professionals at the health posts. 

However, this scenario is different in Rautahat where communication and transportation is more 
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available than other two districts. As a result, accessing health facilities is easier and quicker for rural 

communities, and then prefer to do so instead of going to FCHVs.   

''Even basic facilities are not available in this hospital. When we go for a check-up, they ask us to buy 

medicine from another pharmacy which is about half an hour away. Therefore, we prefer to go to a 

private clinic and Kathmandu for check-ups.''  

Grandmother' FGD participant, rural, age 45-60, Rautahat 

Mothers have access to mobile phones and other media platforms   

Nearly all mothers we spoke to across all study sites have access to a mobile phone and use it regularly, 

whether it is their own phone or shared with their husband or child. Mothers in urban areas tended to 

have a wider range of media platforms available to them beyond mobile phones, compared to mothers 

in rural areas. Although the research did not systematically identify the type of phone families’ use, 

observation suggested most use feature phonesxii with some families using brick and smart phones. 

FCHVs and health post workers would sometimes contact families to provide HMG meeting and 

ANC/vaccination check-up dates. Radio, TV and social media (Facebook) were reported as less common 

sources of health information for mothers compared. 

Older women are the main source of health information for younger women  

Most older women i.e. mothers-in-law and mothers of young women, were illiterate and work tending 

crops, raising animals and undertaking general household activities. As women of child bearing age 

often live with their in-laws these older women play vital roles in their lives. Mothers-in-law in all 

districts mostly rely on the FCHVs as their primary health contact and source of health information. 

These older women make up most members at the HMGs and are usually the FCHVs first point of 

contact during household visits. Young women including newly married and first-time pregnant women 

have limited mobility outside their home and meeting people who are not family members, including 

FCHVs, is difficult due to the restrictive gender norms. Thus, these older women often act as the bridge 

between FCHVs or other health information sources, and the younger mothers. This is particularly 

evident in Rautahat. 

In Darchula FCHVs often found it more difficult to communicate with older women, likely linked to the 

FCHVs younger age. This is interesting and in contrast to the other two districts where FCHVs often 

struggled to communicate with young people. 

Most men are disengaged with maternal health issues   

The husbands of the women in the study were aged in their mid-twenties to mid-thirties. They typically 

had a minimum of secondary level education up to post-grad university level although there were small 

numbers of illiterate men. They support the family economically, working in self-owned businesses, 

manual labouring, farming or migrating abroad for work. 

Across all three districts men/fathers are not very engaged in RMNCH issues or with the work of the 

FCHVs. Those not engaged felt these are women’s issues and they do not need to be involved. The FCHV 

household visits that do happen are mostly unplanned and during the day so men would very often be 
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out working at these times. They don’t attend HMG meetings or immunisation and vitamin camps as 

they perceive these are a mothers’ responsibilities.   

Husbands who were in the household during FCHV visits were included in discussions and FCHVs gave 

them information on family planning, birth spacing and preparation for delivery. However, the men 

reported they do not feel comfortable discussing issues like contraceptives with female volunteers. In 

Darchula, FCHVs reported this was the case when discussing contraceptives with women too.  

''When the baby gets sick and the FCHV gives us Co-trim medicine [an antibiotic] and if the mother is in 

the weak condition they come and help us and asks to take her to the health post. She encourages us to 

have regular check-ups for the baby every month and measuring their weight.''  

Fathers' FGD participant, rural, age 40, Darchula 

However, rural men seemed to know more about FCHVs compared to their urban counterparts. In 

Tehrathum male participants from the urban municipality knew little about FCHVs but participants in 

rural municipalities were well-aware of them and their role. In this district it was reported men 

occasionally attend HMGs in their wife’s absence, but this is a rare occurrence and the purpose of the 

attendance was not clear.  

Four categories of ‘1000 day’ mothers 

Based on demographic background, sources of health information, and engagement with FCHVs this 

research categorised women in the communities into four categories: rural engaged; rural restricted; 

rural isolated; and urban independents. 

 

 

Rural Engaged 

 

➢ Mothers of children under 2 years and interacting with 

FCHVs 

➢ Live in rural areas without easy access to health facilities 

➢ Found more in Darchula and Tehrathum and less in 

Rautahat 

➢ FCHVs are their primary point of contact for health care  

➢ Attend HMGs and meet FCHVs during household visits 

➢ Have access to a mobile phone and occasionally use it to 

contact FCHVs 

➢ Husband is working away from home and mother-in-law is 

taking an active role in child support 
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Rural Restricted 

 

➢ Rural woman, first time pregnant 

➢ Restricted by family to go out in public and too shy to break 

the taboo 

➢ Rural restricted women were found more in Rautahat  

➢ Mothers-in-law are their main source of health information, 

who pass on information from the FCHVs 

➢ Those who live near to health facilities go there for check-ups 

but those living far away rely on traditional practices and 

information provided by their mothers-in-law 

➢ Do not attend HMGs as their mobility outside their home is 

restricted 

 

Rural Isolated 

 

➢ Rural women who live in remote hill villages and do not 

have any transportation facilities 

➢ These rural isolated women were found in Darchula and 

Tehrathum 

➢ FCHVs live far away and do not visit their community 

➢ Health posts are their primary healthcare point of access, 

but these can be quite far away 

➢ They hardly meet with FCHVs but are aware of their 

services  

➢ Most of them have access to a mobile phone commonly 

used to communicate with family members, some also 

using it to access social media  

 

Urban Independents 

 

➢ Urban educated women with easy access to health 

facilities in their local area and facilities in metropolitan 

areas 

➢ Urban independent mothers were found more in 

Tehrathum and some in Darchula 

➢ She has her own feature phone and accesses health 

information from media and internet 

➢ Not acquainted with FCHVs and their services  

➢ Working in small shops and undertaking household work 
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3.2 FCHVs’ knowledge of the key health issues  

The formative research found a mismatch in FCHV and community perceptions of the work FCHVs 

undertake. People in the communities primarily believe the FCHVs role is promoting and providing 

vaccines and vitamins to children and pregnant women and distributing family planning commodities. 

This contrasts with the long list of issues that FCHVs reported counselling families on.  

FCHVs report discussing lots of health issues with families, but the families themselves did not recall 

such a comprehensive list of issues. Many members of the communities and families reported three 

things that FCHVs discuss with them: family planning; vaccination and vitamin A for children. This 

indicates that either there is a mismatch in what FCHVs say and what they do, or there are issues with 

what communities recall and perhaps they only recall the key issues that are most important to them or 

are delivered in a clear and engaging way. Some women in Darchula and Tehrathum reported that 

FCHVs inform them on the various issues related to pregnancy, institutional delivery and the associated 

incentives, provided misoprostol to reduce post-partum haemorrhage. This was also reflected in the 

FCHV interviews when asked what information and products they usually provide.   

Though FCHVs have knowledge across many different aspects of family planning and RMNCH issues, this 

formative research shows a clear lack of knowledge in identifying neonatal and maternal danger signs. 

These findings are also reflected in the FCHVs’ survey of 2014 where only around a quarter of FCHVs 

(23%) provided information on the maternal danger signs to pregnant women and less than half of 

FCHVs knew all the neonatal danger signs. Many of the community members reported FCHVs lack 

detailed knowledge on the issues and therefore limit the discussion on issues. For example, one mother 

shared that FCHVs in her locality do not brief women on the ways different contraceptives can affect a 

mother’s health.   

Overall, the knowledge of FCHVs on the health issues appeared to be stronger in Darchula compared to 

the other two districts.  

''FCHVs have been providing many services to the community people. Especially they focus on the 1000 

days mother, providing knowledge and awareness regarding family planning, its importance and 

methods to them. Similarly, they also suggest pregnant women for the regular medical check-up after 

their pregnancy and provide Iron tablets and they provide family planning devices like condom and 

contraceptive pills.''  

Health facility in charge IDI participant, rural, age 31, Darchula 

Health issues that FCHVs reported knowledge of and sharing with communities 

FCHVs across three districts reported providing information and distributing products to improve 

maternal and child health. These are the health areas/issues FCHVs mentioned covering in as part of 

their day-to-day activities. 

Issues across Antenatal Care, Post Natal Care and Institutional delivery  

During the FGDs and IDIs FCHVs reported sharing the following knowledge with communities: 
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• Pregnant women should go for 4 ANC check-ups at 4th, 6th, 8th and 9th month of pregnancy and 

will receive NPR 400 from the government for completing all four appointments 

• PNC check-ups should be completed on the 3rd, 7th and 29th day after giving birth 

• Pregnant women should take 180 iron tables from the 4th month of pregnancy to 45 days after 

delivery 

• Pregnant women should take the tetanus vaccine 

• Government incentive scheme for institutional deliveries that pays families for institutional 

delivery – NPR 1500 in mountain areas, NPR 1000 in hill areas and NPR 500 in Terai areas 

• FCHVs reported promoting and providing Misoprostol tablets (Aama Suraksha Chakki) which 

helps to decrease the risk of post-partum haemorrhage and Chlorohexidine (Navi Malam) to 

prevent the infection in the umbilical cord in case of home delivery 

• In Darchula only, FCHVs shared information on maternal danger signs. The symptoms shared 

were lower abdominal pain, bleeding, headache, and swelling of limbs in pregnancy (this could 

be linked to the USAID funded Suaahara programme operating in Darchula) 

• In Tehrathum only, FCHVs reported knowledge of using the urine pregnancy testing kit  

The following key RMNCH issues were not mentioned by FCHVs in terms of what they covered with 

communities: 

• None of the FCHVs in Rautahat mentioned the frequency of PNC check-ups 

• No FCHVs mentioned (unprompted) anything about neonatal danger signs other than identifying 

chest infections 

• No FCHVs in Tehrathum or Rautahat mentioned (unprompted) maternal danger signs 

• No FCHVs were aware of how many tetanus vaccinations the pregnant mother should have 

during her pregnancy 

''I have known the things which I didn’t know before and I have known about the frequency of 3 check-

ups after delivery. She always encourages us to go to hospital rather than to stay at home in any 

complications. Receiving all this information has brought a lot of change.'' 

Mother's IDI participant, urban, age 35, Darchula 

 

Issues on Nutrition and Immunisation: 

FCHVs reported sharing information on: 

• The importance of exclusive breastfeeding up to six months and not giving other milk products 

to the child 

• The importance of nutritious food to under five years child for their growth 

• The importance of and providing zinc tablets if children suffer from diarrhoea 

• Taking Vitamin A until the child is five years old and its importance for child growth 

• 15 different types of vaccines until child is 15 months old 

FCHVs did not mention providing communities with information on the following areas: 

• Very few FCHVs in Darchula mentioned the child’s brain development during their first two 

years despite being promoted by the Suaahara programme during the training and HMG 
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meetings. This is an example of FCHVs having knowledge of something (nutrition is important) 

but lack the detailed understanding of why it is important 

''If the child is taken care of properly up to the age of two years then about 80% brain development 

happens at that time. For six months after the baby is born then no giving any other milk other than 

mother’s milk to the baby." 

FCHVs' FGD participant, urban, age 30-45, Darchula 

''She suggests us about how to maintain the baby’s weight and suggested to weigh the body weight of 

child during immunisation clinic. She tells us about vaccines that should be taken and vitamin A 

campaign date.''  

Mother' IDI participant, urban, age 45, Tehrathum 

Issues on Family planning and birth spacing 

FCHVs reported sharing information on: 

• Using condoms to prevent unwanted pregnancy and avoiding STDs 

• Birth spacing of at least two years between children 

• The consequences of early marriage on women’s health and 20 years being the appropriate age 

for women getting married  

• In Darchula only, they reported discussing uterine prolapse  

FCHVs did not report sharing information on: 

• Side effects of family planning products 

Hygiene and sanitation 

FCHVs reported sharing information on hygiene and sanitation: 

• Menstrual hygiene practices like drying clothes under sunlight 

• Hand washing techniques with soap and water before having meals and after using the toilet 

FCHVs did not report sharing information on: 

• Hand washing before feeding a baby, after changing a baby’s nappy and before cooking 

• FCHVs did not mention tackling harmful norms related to menstrual practices 

 

3.3 FCHV’s engagement and communication with communities 

Who do the FCHVs engage with?   

FCHVs cover a minimum of 40 households in Darchula and up to a maximum of 300 households in 

Rautahat. Within the households, mothers of young children (0-5 years old) and pregnant women are 

the main target population for RMNCH issues as well as adolescents and newly married couples for 

family planning advice. However, men are often uncomfortable to discuss issues with FCHVs, especially 

those who are young. Rural communities in Darchula and Tehrathum are more engaged with FCHVs 

compared to those living in urban settings and rural populations with easy access to health facilities. 

''There are 60-70 households where 4-5 houses have pregnant women and 20-25 houses have 1000 days 

children, so I look after all those houses.''  
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FCHV FGD participant, urban, age 50, Tehrathum 

How do FCHVs engage with communities?  

The FCHVs main interaction points with communities are health mothers group meetings (HMGs), 

FCHVs’ household visits, vitamin A camps, and immunisation clinics. Some FCHVs in Rautahat and 

Darchula reported that they also meet mothers and sometimes men in more opportunistic settings such 

as the communal water sources or the market places (Haat Bazar) which are more informal, 

unstructured interactions compared to the HMGs. They use these opportunities to contact mothers who 

do not attend the HMG meetings and men who are generally absent during household visits. 

"Whenever we meet on the way she talks to us there and she also comes to household to share more 

information. Also, in HMG the FCHV gives information and medicine.'' 

Mother' IDI participant, rural, age 19, Tehrathum 

Health Mother Group meetings are the most frequent interaction and engagement point  

HMG meetings are the main and most frequent interaction and engagement point FCHVs have with the 

communities. Where active, the meetings are held once in a month, where group members gather and 

discuss health topics. HMG members are married, usually live near to the meeting locations, and attend 

regularly – even though groups are open to all women of reproductive age. Older women i.e. mothers-

in-law attend HMGs and in most cases are more frequent members compared to younger mothers. 

However, many participants in Rautahat and in some municipalities in Tehrathum reported that HMGs 

in their communities do not take place regularly. 

 

 

Observing HMG meetings in the study sites 

Researchers attended one HMG meeting in each study municipality. They remained as a silent 

participant and observed activities – looking at how the FCHVs engage with women, what and how 

they communicate, use of communication/IEC materials etc. Researchers also interviewed the FCHV 

after the meeting and requested further explanation for their actions.  

Mothers of young children and older women attended the HMGs that the researchers observed, 

though there were very few young women and first-time pregnant women. A few men (fathers) were 

observed attending the meetings as a proxy for their wives. Observations revealed that in most sites 

in Rautahat and Tehrathum, the HMG was mostly used as a cooperative for collecting instalments and 

disbursing loans rather than discussing and disseminating health information. This often means 

communities disengage with the HMGs if they are not a part of the cooperatives. FCHVs in Rautahat 

reported that they do not hold HMGs often due to administrative barriers and political clashes. The 

observed HMGs in Rautahat appeared to be arranged as a result of the research interest rather than 

naturally occurring. IDIs and FGDs with community people suggested that HMGs were not well known 

to lots of people in the communities. Many participants were confused about what the HMG was and 

thought some other cooperatives they attended were HMGs.     

In Darchula, the scenario was slightly different where people were seen to be more interested in 
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attending the meetings and were reported to take place regularly by both mothers and FCHVs. This 

higher engagement could be driven by the additional support HMGs receive in Darchula from the field 

level staff of the USAID funded Suaahara programme. Researchers observed that HMGs in Darchula 

were led by Suaahara Field Supervisors and assisted by the FCHV. The Suaahara Field Supervisor was 

observed bringing communication materials including flip chart, leaflets and some videos about 

sanitation and hygiene, complementary feeding etc. Maternal and child nutrition was the main health 

issue discussed and demonstrated in the meetings, in line with Suaahara thematic priorities. The 

facilitator used communication materials to share nutritious recipes for both mothers and babies. An 

ANM from that respective Health facility also attended each meeting but most of the time remained a 

silent observer. 

Communication materials were also observed being used in the HMG meetings in Tehrathum. Those 

were supplied by the NGO working in the district, Ipas. FCHVs have their own flip charts but were not 

using them, reporting that they are old, worn and members have seen those many times. Mothers in 

the IDIs said they were bored and reluctant to go back to the meetings because of the lack of unique 

information. Apart from flip chart, dolls were also used to showcase breastfeeding techniques to 

mothers, again provided and facilitated by Ipas. 

Observation revealed that most FCHVs carried their mobile phones and often used them to 

communicate dates and times to group members.  

 

FCHVs only visit households when there is a need  

FCHVs do not conduct regular household visits. They do it based on the perceived need, generally during 

the pregnancy period, in the post-delivery phase and to target children who have dropped out of the 

immunisation and vitamin A campaigns. During household visits, FCHVs refer pregnant women or new 

mothers for health check-ups, advise on birth preparedness and complication readiness, provide iron 

tablets, distribute misoprostol to prevent post-partum haemorrhage, and provide family planning 

commodities. 

''It is good because she comes and gives vitamins to the babies during HH visits, brings and gives some 

medicines provided from the hospital and when it’s time she reminds us to go for a check-up and we do it 

accordingly.'' 

Grandmothers'' FGD participant, rural, age 50-61, Rautahat 

 

Communication materials improve comprehensibility of health information  

In all three districts most of the interviewed participants reported that FCHVs communicate information 

verbally but have also used communication tools / job aids in the HMG meetings. Both FCHVs and 

mothers reported the advantages of using communication tools/job aids. FCHVs said these tools make 

their life easy as mothers (especially uneducated mothers) understand health information easily when 

using a pictorial/visual aid, reporting that they use it more when people struggle to understand the 

point/information. This finding was supported by the community members, especially by the mothers of 

young children. 
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"FCHV use flipcharts, it has father and mother feeding the baby and mother-in-law and father in law in 

it. While looking at the pictures, it is understood better, we can understand about how healthy we can be 

by eating such foods. Seeing those kinds of pictures, we feel like we can also do something from our side 

to be healthy'' 

Mother's IDI participant, rural, age 35, Darchula 

Observing FCHVs’ household visits  

Researchers accompanied FCHVs on household visits in each study site. In many places’ mothers were 

found surprised to see FCHV after a long time at their homes. As household visits are not mandated in 

the government FCHV strategy (many FCHVs in Tehrathum reported that they were not clear if 

household visits were part of their role) they do not take place at regular intervals and are generally 

only demand based, therefore some of the observed visits may not have been true reflections of 

typical household visits. 
 

It was found that FCHVs neither made any preparations for the visits nor informed the family 

beforehand. Similarly, they weren’t seen carrying any communication/IEC materials in their visits. 

When researchers asked about not carrying the materials, many FCHVs said it was very difficult for 

them to carry flip charts and most of the materials are old and worn, and not been updated for many 

years. 
 

FCHVs and families spoke with each other in their local languages. They informed about hand washing 

before having meal, four ANC visits, and emphasised institutional delivery and incentive for pregnant 

women to go for four or more ANC visits. They also talked about iron consumption, tetanus 

vaccination, confirmed the date for vaccinations and asked them to attend immunisation clinics, 

instruct not to do heavy work and nutritious diet during the pregnancy etc. 
 

3.4 FCHV’s mobile phone usage 

In order to design an effective mobile phone tool that FCHVs can and want to use, it is important to 

understand how FCHVs use mobile phones in their daily lives. This section explores FCHV mobile use and 

their attitude to mobile and other communication tools.  

Key highlights 

➢ Access to and ownership of mobile phones among FCHVs interviewed in Tehrathum and 

Darchula is higher than those in Rautahat  

➢ Most of the FCHVs interviewed in Rautahat have access to a mobile phone but do not own a 

handset  

➢ Nearly one-third FCHVs interviewed in the three districts use a shared phone, though this is 

largest in Rautahat   

➢ Most of the phones they use (owned or shared) are either brick or feature phones 

➢ Smart phone access and ownership is low and most of them don’t know how to use applications 

➢ FCHVs use of mobile phones for FCHV work is limited to communicating times and locations of 

HMGs and immunisation or Vitamin A camps to community members. Though they sometimes 

also receive calls from families who seek their help  
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The quantitative data shows that all surveyed FCHVs from Darchula and Tehrathum and 96% of surveyed 

FCHVs in Rautahat have access to a mobile phone.1 

Figure 3: FCHVs access to mobile phones is high 

Base: All FCHVs in research study (n=89) 

 

Among the FCHVs who have access to a mobile phone, it was found that across all three districts 66.3% 

of FCHVs own the phone, 29.2% share it with others and 4.5% FCHVs don’t have mobile access. 

However, this average is skewed by very low ownership in Rautahat of 21.4% while Darchula stands at 

79% and Tehrathum 94%. Most FCHVs that share the mobile phone share it with other family members, 

usually the husband and sometimes a child.  

Figure 4: More FCHVs own their own mobile phone than share it with others 

Base: All FCHVs in research study (n=89) 

  

 

                                                           
1 All figures presented here are indicative of the wider population of FCHVs, given the study was qualitative in 
nature and followed a purposive sampling technique. They should not be taken as representative of the access to 
mobile phone levels by all FCHVs in the study districts. 
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 Figure 5: Mobile ownership varies by districts 

Base: All FCHVs in research study (n=89) 

 

Around half of the surveyed FCHVs (47%) in all three districts use a brick phone which can only make or 

receive calls and send or receive text messages. Only 28% of FCHVs have their own brick phone across 

all three districts, while the ownership proportion for feature and smart phones is slightly lower at 21% 

and 17% respectively. Nepal Telecom (42%) was the most used operator for FCHVs over the three 

districts followed by Ncel (32%) and Sky CDMA (13%), though SKY CDMA is part of Nepal Telecom. 

Interestingly, 13% of FCHVs don’t know which operator they are using. 

When we asked FCHVs about their use of mobile phones beyond making and receiving calls, the most 

common other function was listening to music/radio (47%), followed by using the camera (22%) and 

internet (19%). Just 16% of FCHVS reported using their phone for SMS services, preferring Nepali script 

over roman script. 

Figure 6: Features mostly used in mobile phones 

Base: All FCHVs in research study (n=89); multiple response counted 
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Within the survey 90% of FCHVs reported using their mobile phone for their work. When this was 

probed further within the qualitative research, FCHVs reported using it to inform people about the dates 

of HMGs, vitamin camps and vaccination dates. However, this was not identified amongst the 

beneficiaries where no respondents reported receiving a call from FCHVs. Just under one third (30%) 

reported receiving SMS messages about their work and 2% reported receiving funds to use their mobile 

for work. 

“Babies are not always born on the exact date. Some give birth seven days before or after the date. We 

call them seven days around the dates to know about their condition and keep them alert.” 

FCHV's IDI participant, urban, age 46, Darchula 

There was appetite amongst FCHVs to use their mobile phone or audio-visual content with mothers in 

order to help them communicate more effectively. FCHVs were enthusiastic about the use of video as 

they felt this would help them to engage people, adding that if they were to show a video in the village 

everyone would come to look at it out of curiosity. FCHVs suggested showing video using any media 

whether a smart phone, projector or TV in HMG meetings so that interest in the HMGs will increase. In 

Darchula they also suggested using content like a Suaahara Bhanchhin Aama Radio Programme which is 

a very engaging programme for the community. At the same time, Health Facility in Charge’ and CBOs 

were concerned about the feasibility of using video content because the majority of FCHVs are using 

brick phones that do not support video. In regard to the style, most of the community members 

suggested using a FCHVs voice or a doctor or female nurse as this would help people feel more 

comfortable and trust them more as experts in health.  

''Sometimes people don’t believe our talks so it's better to make them the recording and show some 

information through a phone.'' 

FCHV IDI participant, rural, age 65, Rautahat 

 

3.5 Barriers of communication and engagement  

The FCHVs face various challenges and barriers to accessing, engaging and communicating effectively 

with the community members they serve. The research categorised these barriers into four types: 

• Individual barriers: These are barriers owing to the abilities of the FCHV themselves 

• Community barriers: These are barriers owing to the perception, expectation and knowledge of 

the communities around FCHVs and the role they play 

• System driven barriers: These are barriers derived from limitations in the health system and the 

lack of support FCHVs receive   

• Environmental barriers: These are barriers related to the challenging environmental settings, 

such as terrain  

3.5.1 Individual barriers of FCHVs 

Lack of health knowledge 
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FCHVs lack detailed and in-depth knowledge on the range of health issues. The foundation training and 

occasional further trainings provided by the government and NGOs are not enough to provide detailed 

and comprehensive knowledge and information on the health issues they cover. For example, FCHVs are 

good at reminding pregnant women about four ANC check-ups and their timing, but often don’t, and 

can’t explain why those visits are important and why is it important to have them at the recommended 

times. Almost every FCHV interviewed in the research reported operating with the limited information 

they have and that this is often not enough to meet people’s expectations or to answer questions. This 

is resulting in people disengaging with FCHVs, especially in Rautahat. Moreover, there are many 

educated and connected people in the more urban communities who receive information from different 

sources (including media sources) and are more up to date compared to their local health volunteer. 

Lack of understanding about role and responsibilities among FCHVs 

There is a lack of clarity in terms of specific health information FCHVs should provide to communities, 

namely how much detailed information they should provide on a specific health issue and whether 

household visits are part of their role. Some FCHVs in Tehrathum thought these visits are part of their 

regular job but many others were unsure and do not undertake them regularly. The uncertainty 

expressed by FCHVs seems to also manifest within the community where community members are 

regularly reported they were unsure about what FCHVs can do and cannot do. Neither the FCHV 

Strategy, 2010xiii or FCHV 'supervisors' interviewed in the research were able to clearly explain their role 

beyond the broad health areas FCHVs' need to promote and communicate on.  

Low or no literacy or education 

Education and literacy levels have increased in the past 25 years, but low literacy and education was still 

seen as a barrier, particularly amongst the older FCHVs. Those with very low illiteracy, face difficulties in 

keeping their registers and monthly reporting and many of them reported facing difficulties in using IEC 

materials as they rely on the visuals only and cannot refer to the text associated with the pictures. This 

affects their ability to provide detailed health information and presents a risk that the messaging is 

inconsistent or inaccurate if visuals are interpreted differently. 

Informal and unstructured approach 

Although the FCHVs main task is to inform, promote and motivate families to uptake healthier 

behaviour they often struggle to have those effective conversations with community members. It was 

found that FCHVs were seen to lack the communication skills that are needed to deliver their job well 

across all three districts, which is more dominant in the older FCHVs in Rautahat. Their engagements 

and communication are usually informal and lack structure and clarity so that people are not taking on 

board key information.  

Difficulties in communicating with young women   

The majority of FCHVs (typically middle aged and older FCHVs) mentioned that young women don’t go 

to them for information and don’t listen to them when they try to engage with them. This is true for 

most young people but more relevant to young women in their first pregnancy, and young women and 

girls who need advice on menstrual hygiene and safe abortion. Young women tend to be very shy about 

discussing their pregnancy with anyone, even FCHVs. It seems FCHVs lack the skills or mechanisms to 

overcome this barrier and build rapport with these groups. In Rautahat, mothers-in-law also create a 
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layer of added barrier between FCHVs and young pregnant women which FCHVs were not seen to 

address. 

Difficulties in communicating with men 

Men are disengaged when it comes to RMNCH issues, believing it is the mother and mothers-in-law’s 

responsibility, though some men across all age group reported wanting to learn more but didn’t know 

how to. FCHVs did not appear to have or use any targeted measures to bring men into these 

conversations. 

Low efficacy 

One of the identified reasons FCHVs find it difficult to communicate with men and young women is a 

lack of confidence. FCHVs are women who work against strict gender norms in a male dominated 

society. Moreover, issues like family planning and contraception are social taboos. This puts FCHVs in a 

difficult situation, where without enough support, including tools and skills training, they lack the 

confidence to take on difficult conversations. Some FCHVs across all three districts reported doing 

targeted communication with men, mainly focusing on family planning and birth spacing but these kinds 

of interactions were not reported by the male respondents. FCHV confidence seemed to be significantly 

higher in health issues such as ANC visits, where there are no social and cultural taboos. 

Low mobile literacy 

Most of the FCHVs use mobile phones just for making and receiving calls, while around half also 

reported using it to play music or radio, indicating relatively low levels of digital literacy. Although many 

reported using their phones for their FCHV work it is generally limited to calling HMG members while 

organising the meetings and calling and receiving calls from health posts. 

Infrequent and low value HMGs 

Health mother group meetings are designed to be the main engagement point for FCHVs and 

community people. But irregular HMGs in Rautahat and parts of Tehrathum mean that people don’t 

have regular engagement with FCHVs. FCHVs in these districts did not seem to have much health facility 

support for the HMGs and were reported and observed to be less focused on health issues. Health 

matters appear to have been side-lined for savings schemes and health content was superficial, 

unengaging and repetitive. 

Infrequent, ineffective and uninformed household visits 

Household visits have not been mandated since the current strategy was introduced in 2010 and FCHVs 

are not regularly conducting these visits. While some FCHVs report undertaking household visits for 

pregnant and postnatal women it was reported that the visits are limited and mostly in the post-partum 

period. FCHVs were not observed doing any preparation before going on these visits, taking any IEC 

materials or informing the family beforehand. As a result, many important members such as fathers are 

often absent during the visits and the interactions lacked structure and professionalism that could make 

them more effective. 
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Not undertaking responsibilities due to health problems associated with old age 

As most of the FCHVs in Rautahat are old and have their own health issues impacting their ability to 

travel and use IEC materials they don’t tend to conduct HMGs or household visits. The wider community 

tend to be unaware of their services and have very little or no engagement with them. 

3.5.2 Community barriers 

Lack of awareness and understanding among community members  

FCHVs provided a long list of activities they carry out and a similarly long list of the health issues they 

communicate regularly on. However, community members don’t appear to recognise the role of FCHVs 

as health promoters across the different health issues. Most community members think that FCHVs are 

associated just with vaccination and vitamin A programmes, with some also recognising their role in 

distributing contraceptive commodities. 

''FCHV visited once during my pregnancy at home, but most of the time I see her talking about the date 

for vaccination clinic and Vitamin A campaign, but does not interact with us.'' 

Mother IDI participant, rural, age 39, Rautahat 

Communities near to health facilities are hardly aware of FCHVs and their services, while men more 

broadly also do not know about FCHVs and their work. Many people also do not know that FCHVs aren’t 

getting paid for the services they provide.  

FCHVs not ‘known’ or ‘visible’ 

Communities in urban municipalities and in rural communities close to health facilities FCHVs tend not 

to be known but the community are accessing health facilities directly. However, there is also a group 

that live away from health facilities and FCHVs and where the FCHV also is not known or visible. This 

could be due to a lack of active HMGs and household visits and related to FCHVs motivation or mobility 

and is a concern due to the risk that these communities are not receiving adequate health information. 

Lower trust in FCHVs  

FCHVs do not have detailed knowledge across diverse health issues and are often unable to convincingly 

answer questions or justify their advice leading to lower trust in the FCHVs advice. This, perhaps unfair, 

expectation for detailed knowledge and the communities lack of understanding of FCHVs role as health 

promoters is turning some people away from FCHVs. The study found this particularly evident among 

educated people, mostly in urban areas, who do not rely on FCHVs advice as they think they know more 

than them and are able to access more trusted information via social media, TV, radio and internet 

searches. 

Local leaders are not supportive of FCHVs  

Local government leaders such as elected members and chairpersons in the local councils/wards 

interviewed for this study were not very well informed about FCHVs' roles and responsibilities in the 

community, only interacting with them during rare trainings or meetings. Leaders are more focused on 

prioritising the high-level budgets for health and other sectors and seem uninterested in FCHVs. 
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Restrictive social norms 

In Rautahat, FCHVs generally meet with mothers-in-law whether during opportunistic interactions, at 

HMGs or targeted household visits. Daughters-in-law or young mothers are not allowed to go outside 

because of restrictive gender norms. The communication chain between FCHV, mother-in-law and 

young woman represents a risk that information is not passed on clearly or at all. There are other 

significant norms around family planning where modern family planning methods are regarded as a sin 

and children are a gift from god, particularly prevalent in Muslim communities in Rautahat. FCHVs were 

not seen to be actively tackling these issues but perhaps also should not be expected to be the primary 

driver of change in these deeply entrenched issues. 

 “Elderly women think that family planning devices are impure and using it is a sin, they believe that God 

gets angry if people use contraceptives, again they believe that it affects women's working capacity i.e. 

they won't be able to carry heavy loads.”  

FCHV IDI participant, urban, age 45, Rautahat 

Male decision-making  

Nepal is a male dominant society and men make most of the decision in the families. However, in all 

three districts men/fathers were not very engaged with RMNCH issues as they think these are women’s 

issues and so mothers-in-law decide on health issues. This was particularly true in Rautahat where 

female decision making is very rare because they are kept inside their home and won't have much 

exposure outside. However, the research did identify that educated young women or those who live in a 

household where elders aren’t present, or the husband works away are more involved in the household 

decisions. 

''Since birth, the females are kept inside their homes and won't have much experiences in the outside 

world. Even if the females try to do something, they are told that they can’t and don’t have the brains to 

do it. Decisions are far-fetched for females when even for the smallest things they have to bring in men.'' 

Mother IDI participant, rural, age 45, Rautahat 

Caste based exclusion  

Caste based discrimination is also identified in the community, particularly strong in Darchula. While 

FCHVs engaged with different castes and ethnicities in the community their way of communication was 

observed and reported to be slightly different in Darchula. Dalit families reported that while FCHVs from 

upper castes may enter into their homes, and touch someone like a child for vaccination or vitamin A, 

they do not eat anything in their houses and clean themselves afterwards. Conversely, lower caste 

FCHVs are also subject to discrimination where one Dalit FCHV reported that they are not allowed to 

enter the houses of upper caste Brahmins and Chhetri's, interacting only from the doorstep. 

''When we had to give the medicines of elephantiasis, FCHV had to go to their house and give it to them 

while they were laid down and very sick. They wouldn’t drink the water that we touched.'' 

FCHV IDI participant, urban, age 35, Darchula 
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Traditional views of older women  

Mothers-in-laws reported knowing about FCHVs and their services more than others, it seems that 

FCHVs are engaged with mothers-in-law more, but they don’t pass that information to their daughter in 

law or to their sons. In Darchula, mothers-in-law do not follow the suggestions given by FCHVs and rely 

on their own beliefs. Many mothers-in-law expressed negative attitudes towards FCHV’s advice such as, 

they think FCHVs are making young women lazy when they advise taking rest during pregnancy. 

3.5.3 System driven barriers 

Little effective supervision of FCHVs from health workers  

The health post in-charge or a senior health professional such as an Auxiliary Nurse Midwife (ANM) is 

meant to attend and support FCHVs at HMGs, supporting the facilitation and providing more detailed 

health information to the group members. However, our research found them to be absent or inactive, 

where researchers observed them remain silent during the whole group activities. FCHVs also reported 

that they do not feel sufficiently supported by the health facility in their wider work. 

Lack of consistent support from I/NGO 

Several I/NGOs are operating and implementing projects to improve health issues in the study districts. 

These can improve the health system around FCHVs and provide targeted training and support to 

FCHVs. In Darchula the large USAID funded Suaahara programme is focussing on maternal and child 

nutrition (also active in more than 40 other districts in Nepal). In Tehrathum Ipas is trying to improve 

safe motherhood and Catholic Relief Services are targeting safer sanitation practices. In Rautahat no 

major INGO support was observed. In Darchula, FCHVs were observed most active and organised in 

delivering their job compared to the other two study districts. Suaahara has provided training to FCHVs 

but their higher levels of activity and motivation could also be linked with working closely with Suaahara 

Field Supervisors who are acting as trained and highly motivated role models for FCHVs, particularly 

supporting the HMGs. Whilst I/NGO support has benefitted FCHVs in Darchula and Tehrathum there is 

also the opportunity cost, although it was not discovered in this research, where FCHVs are being 

supported and encouraged to focus on I/NGO priorities there is a risk other area of their work suffer. 

IEC materials/job aid  

The majority of FCHVs mentioned that they don’t carry the IEC materials whenever they go for 

household visits as they are too cumbersome to carry about and have not been updated for a long time. 

Mothers get bored of seeing the same aids and getting the same information again and again and so 

FCHVs have disengaged with them. 

3.5.4 Environmental barriers 

Access to health facilities  

Communities with easy access to health facilities tend to use them more and contact FCHVs less or do 

not contact them at all. This was more common in Rautahat which is a Terai district where 

transportation links are better compared to the other two districts. In Darchula, some mothers live at 

least two hours walking distance from FCHVs house resulting in a major barrier to the household visiting 

the FCHV or vice-versa and the family preferring to visit health facilities instead. 
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Difficult terrain  

Geographical terrain is a distinct challenge in the hill and mountain districts of Darchula and Tehrathum. 

With poorer road connections people tend to travel by foot or have very slow journeys by vehicle on 

poor quality roads. This study revealed that many mothers from Darchula and Tehrathum were 

disconnected from HMG meetings and FCHVs, as the travel time is very long and walking a long way up 

and down hills is too tiresome.  This was found to be particularly an issue for pregnant and postpartum 

women where their mobility is impaired. 

Some patchy mobile network coverage 

Though the mobile access was high in all three districts there were some reported challenges with 

regard to signal/network issues in Darchula and Tehrathum, particularly during bad weather and 

charging issues where there was no electricity. The cost of running the phone and mobile literacy were 

also found to be barriers for the FCHVs in using their phones for work. 

  



37 
 

4. IMPLICATIONS  

4.1 Implications for BBC Media Action’s mHealth initiative 

• It is evident from this formative research that there is a clear demand across all FCHVs for a 

more effective way to communicate with mothers and communities on key health issues. FCHVs 

expressed that visual communication aids are helpful in talking to mothers and the community – 

especially in areas where literacy is low – but existing communication materials they already use 

can often be old hat and too large or burdensome to carry. This finding lends itself well to an 

initiative such as inter-personal communication materials or a mHealth tool. 

• A mHealth initiative would be an effective way to reach and engage many FCHVs to help them 

communicate better with mothers and communities. The research found that there are high 

levels of mobile phone access amongst FCHVs, many of whom have access to their own mobile 

phone. Though some FCHVs expressed a desire for a mHealth initiative which could use short 

video format, a more basic IVR mHealth initiative would be more accessible to more FCHVs (who 

mainly use basic mobile phone handsets and have relatively low levels of mobile literacy). It 

should be noted however, that in a district such as Rautahat, indicative quantitative research 

found that mobile phone penetration was much lower than in the other districts.  

• A mHealth initiative could also fill a gap in training that some FCHVs are lacking as they reported 

that they did not feel they were sufficiently supported through existing training. They reported 

receiving the foundation training but that after this sporadic training sessions on different heath 

issues, either by the government or NGOs are helpful but too infrequent. As a result, they tend 

to forget information they learn during the training sessions. An accessible mHealth training tool 

which is aimed at FCHVs to support their knowledge and learning could help to fill this gap. 

• The research found that there is a clear need for FCHVs to improve their communication skills 

with mothers and communities and their knowledge of key health issues in order to improve 

their confidence and trust within the communities. As such, a mHealth initiative should focus on 

the key knowledge gaps – such as maternal and neonatal danger signs in order to eventually 

contribute to improvement in overall health indicators. 

• The production of a mHealth initiative also has the flexibility to use technology and high 

production values to shape and deliver content in such a way that is trustworthy and addresses 

the needs of the target audience in a very specific way. For example, FCHVs and communities 

stressed the importance of mHealth content providing short, specific information which is 

delivered via a trusted character or personality which would have more credibility – such as a 

doctor. In turn a high-quality tool that is visible to and trusted by communities can raise the 

profile and credibility of FCHVs themselves. 

• The formative research indicates that there are different types of FCHVs who will engage with a 

mHealth initiative more than others. FCHVs who own a phone and have better digital literacy 

and those that have better engagement and trust within the communities are the most likely to 
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become active users of a mHealth initiative. Given the scope and length of the project and the 

remit of the project to test and refine a mHealth prototype it may be beneficial to target the 

mHealth initiative to a more specific set of FCHVs, e.g. ‘active enthusiasts’ and ‘the educated 

youth’ FCHV segments, which would provide in depth insight and learning for any wider future 

roll-out. 

• As well as targeting the mHealth initiative to a more specific set of FCHVs, it would also be 

recommended to ensure that a mHealth prototype is launched within environmental conditions 

which lend themselves to effective implementation. Some barriers to engagement and 

interaction between FCHVs and mothers and communities are out of scope of the mHealth 

initiative to tackle, such as where HMGs are not active and not being supported by health 

facilities, or areas where entrenched gender norms mean young women often do not leave the 

home and therefore are also hard to access. While a mHealth tool can encourage uptake of 

HMGs or tackling gender norms it won’t be an effective means on its own. Increasing the wider 

system support or focussing on areas where that provision already exists would provide an 

environment to better support the mHealth tool. 

 

4.2 Wider implications for the role of FCHVs 

Outside of the scope of BBC Media Action’s existing mHealth initiative, the research uncovered 

additional insights which are notable for the wider issues of FCHVs and their engagement and 

communication with communities. 

• There are other barriers to engagement and interaction between FCHVs and mothers and 

communities, which may be better served through alternative interventions outside the remit of 

this mHealth initiative – including media and communication interventions. For example, there 

is a clear gap between FCHVs perceptions of the services they provide and communities 

understanding of the services they receive. This mismatch lowers community trust and value in 

FCHVs as some expectations are unrealistic. Other types of interventions (such as mass media 

campaigns) which help to explain and promote the role of the FCHV and the services they offer 

in order to generate demand for their work may be beneficial. 

• There are still many deeply entrenched social and gender norms to be addressed in order for 

young women and mothers to have first–hand access to the information and services they need 

to ensure the health of themselves and their baby. For example, it is evident from the research 

that husbands and mothers-in-law play key roles as gatekeepers to health service access or 

promote harmful norms and practices. Interventions which aim to address these deep-rooted 

norms and offer alternative models for the role of a husband or mother in law could be the 

function of large-scale drama or public service announcement (PSA) campaigns. This could 

particularly be beneficial in districts such as Rautahat and other areas of Nepal where such 

norms are more pertinent.  
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• The FCHV strategy 2010 could be refreshed to respond to the inequalities in FCHV provision and 

the support that they receive across the three pilot districts. FCHVs are not universally receiving 

regular refresher training, health facilities are not always supporting FCHVs to make HMGs 

successful and FCHVs are not clear whether they should be undertaking household visits. Clarity 

in the FCHV strategy within the new federal model could set minimum expectations that would 

discourage the inequality of FCHV services that Rautahat communities are receiving compared 

to those of Darchula and Tehrathum. 
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APPENDIX 

Appendix 1 – Distribution of sample size and study participants  

Participants Method 
Instan

ce 

No of 

participan

ts 

Purpose 
Participant's selection 

process 

 

 

 

FCHVs 

 

FGD 9  62 Understand FCHV's confidence, capacity, 

barriers, challenges, motivators, 

communication needs, engagement with 

families and preference of using the mobile 

phone as a job aid.  

Purposive sampling-included 

different levels of education, 

caste, ethnicity, age groups 

IDI 27 27 

Mobile 

survey 

89 89 Understand mobile phone ownership, access, 

usage habits and behaviours amongst FCHVs. 

All FCHV FGD and IDI 

participants were selected for 

this survey 

Pregnant 

women/ 

mothers of 

children 0-23 

months 

IDI 36  36 Explore mother's perception towards the 

FCHVs, gaps and barriers to access the 

services and information, decision-making 

access within the families and communities, 

and importance of mobile phones to receive 

the information and services. 

Purposive sampling-included 

different levels of education, 

caste, ethnicity, age groups, 

first time pregnant and 2nd 

time pregnant, 1 child, or more 

than 1 baby  

Grandmothers 

(maternal and 

paternal) 

FGD  9  59 Perceived understanding of FCHVs’ work, 

acceptance and relevance of services and 

information provided by FCHVs, access to 

information and services and their needs and 

importance of mobile solutions for getting 

any information and services on RMNCH 

related issues and areas.  

Most participants were selected 

from the same houses from 

where we selected the mothers 

of children 

Fathers FGD 9  54 Understand father's health seeking 

behaviours for health problems in their 

families, access and relevance of information 

by FCHVs, their interaction and 

communication with FCHVs and other health 

workers for any information and services 

they need. 

Fathers who have a child 0-23 

months and have pregnant wife 

with the different age groups, 

caste, religion 

Community 

Gatekeepers* 

IDI 26 26 

 

Understand the capability, capacity and 

confidence of FCHVs in communicating and 

engaging with families and communities on 

different RMNCH related issues, challenges 

and barriers that are faced, perception of 

families’ and communities towards the 

FCHVs 

Purposively sampled based on 

the organisations who are 

working in the health sectors 

and engaged with FCHVs 

8 CBO officials  

9 Health facility representatives 

9 elected local government 

officials 

Note- In Tehrathum, only 2 

CBOs were successfully found to 

be engaged with FCHVs.  

 

 

FCHV's 

Observation  

Househol

d visits 

9   9 Observe the knowledge, skills, capability, 

capacity, and confidence of communicating 

and delivering the information and services 

to their families and communities, types of 

information disseminate, content of 

information, utilisation and access of IEC and 

BCC materials  

 

Mothers 

group 

meetings 

9 9 

Total  225 371   

*community gatekeepers-Health Facility in-charge or Health Coordinator, Ward Chairperson or elected female 

member, CBO representative 
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Appendix 2 – List of key health facilities across three districts 

 

Characteristics  
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Total population  101, 577 16873 16513 17447 686,722 45394 28169 27263 133,274 23814 16588 15785 

Number of FCHVs 411 68 70 75 929  39 45 369 54 38 36 

Number of community health units 3 0 0 0 0  0 0 0 16 6 2 3 

Number of health posts 29 4 6 5 91 5 4 4 40 5 4 4 

Number of primary care centres 2 1 0 0 3 1 0 1 0 0 0 0 

Number of urban health centres 2 0 0 0 0 0 0 0 3 0 0 0 

District hospital 1 0 0 0 1 0 0 0 1 0 0 0 

General hospital  0 0 0 0 1 0 0 0 1 1 0 0 
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Appendix 3 – Demographic breakdown of sampled FCHVs in the formative research  

 

 

Districts  

Age group Education Caste and ethnicity  Year of experience 
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0
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. 

All in % 29 27 25 19 20 7 17 25 24 8 24 21 13 16 4 21 34 29 35 2 

All in N 26 24 22 17 18 6 15 22 21 7 21 19 12 14 4 19 30 26 31 2 

Rautahat in % 16 19 26 39 58 6 13 13 10 0 6 0 19 0 13 61 26 29 39 6 

Rautahat in N 5 6 8 12 18 2 4 4 3 0 2 0 6 0 4 19 8 9 12 2 

Tehrathum 

in % 
19 34 31 16 0 6 25 22 41 6 22 34 0 44 0 0 38 16 47 0 

Tehrathum in 

N 
6 11 10 5 0 2 8 7 13 2 7 11 0 14 0 0 12 5 15 0 

Darchula in % 58 27 15 0 0 8 12 42 19 19 42 31 27 0 0 0 38 46 15 0 

Darchula in N 15 7 4 0 0 2 3 11 5 5 11 8 7 0 0 0 10 12 4 0 
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Endnote  

                                                           

i The Human Development Index-HDI is a statistic composite index of life expectancy, education, and per capita 
income indicators used to rank countries by levels of human development. It measures the average achievement in 
a country in these three basic dimensions of human development, calculated into an index. All HDI figures in this 
report were used from: National Planning Commission, Government of Nepal (2014), Nepal Human Development 
Report, Beyond Geography unlocking Human potential. Available from: 
http://hdr.undp.org/sites/default/files/nepal_nhdr_2014-final.pdf [accessed on 02 May 2019]  
 
ii Ministry of Health and Population; Department of Health services (2016/017), Annual report, Health 
Management Information System. Available from: 
https://drive.google.com/file/d/1zuZKDTSzbfb1SaOmkWwXez8RV5Yq67DQ/view [accessed on 02 May 2019] 
 
iii Central Bureau of Statistics, National Population and Housing Census 2011; Available from: 
www.nhssp.org.np/NHSSP_Archives/monitoring/Nepal_Population_Report_2011.pdf [accessed on 02 May 2019] 
 
iv Bennett, Lynn, Dilli Ram Dahal and Pav Govindasamy, 2008. Caste, Ethnic and Regional Identity in Nepal: Further 
Analysis of the 2006 Nepal Demographic and Health Survey. Calverton, Maryland, USA: Macro International Inc. 
Available from: https://dhsprogram.com/pubs/pdf/FA58/FA58.pdf [accessed on 02 May 2019] 
 
v Central Bureau of Statistics, National Population and Housing Census 2011; Available from: 
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vi Central Bureau of Statistics, National Population and Housing Census 2011; Available from: 
www.nhssp.org.np/NHSSP_Archives/monitoring/Nepal_Population_Report_2011.pdf [accessed on 02 May 2019] 
 
vii Ministry of Health; Family Health Division; USAID; UNICEF; Save the Children/Saving New-born lives; JSI/APC; 
FHI360; HERD (2014). Female Community Health Volunteers of Nepal National Survey Report. Kathmandu, Nepal: 
Government of Nepal. Available from 
https://www.advancingpartners.org/sites/default/files/sites/default/files/resources/fchv_2014_national_survey_r
eport_a4_final_508_0.pdf [Accessed  October 2018]. 
 
viii Ministry of Health and Population (2010) National Female Community Health Volunteer programme Strategy  - 
unofficial translation; Available from: 
https://www.advancingpartners.org/sites/default/files/nepal_national_female_chv_program_strategy.pdf 
[Accessed on 02 May 2019] 
 
ix Ministry of Health; Family Health Division; USAID; UNICEF; Save the Children/Saving New-born lives; JSI/APC; 
FHI360; HERD (2014). Female Community Health Volunteers of Nepal National Survey Report. Kathmandu, Nepal: 
Government of Nepal. Available from 
https://www.advancingpartners.org/sites/default/files/sites/default/files/resources/fchv_2014_national_survey_r
eport_a4_final_508_0.pdf [Accessed  October 2018]. 
 
x Ministry of Health ad Population (2010). Female Community Health Volunteers Strategy. Child Health Division 
Ministry of Health and Population. (remarks; The nursing division is currently reviewing the FCHV strategy with a 
view to update it in line with current federal structure and recent healthcare need) Available from: 

 

http://hdr.undp.org/sites/default/files/nepal_nhdr_2014-final.pdf
https://drive.google.com/file/d/1zuZKDTSzbfb1SaOmkWwXez8RV5Yq67DQ/view
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https://www.advancingpartners.org/sites/default/files/nepal_national_female_chv_program_strategy.pdf 
[Accessed on 02 May 2019] 
 
xi In the foundation training, government of Nepal has provided the 18 days of basic training in the initial phase of 
recruitment to the FCHVs to provide the basic knowledge on different health related issues, which they have been 
focusing since long time and develop the interpersonal communication skills which includes counselling approach. 
No online link of training is available  
 
xii Feature phone-type of mobile phone that has more features than a standard cell phone but not equivalent to a 
smart phone. Apart from making a call and texting a message, it provides some of the advanced features and 
applications. For more information you may check: https://www.techopedia.com/definition/26221/feature-phone   
xiii Ministry of Health ad Population (2010). Female Community Health Volunteers Strategy. Child Health Division 

Ministry of Health and Population. (remarks; The nursing division is currently reviewing the FCHV strategy with a 

view to update it in line with current federal structure and recent healthcare need) available - 

https://www.advancingpartners.org/sites/default/files/nepal_national_female_chv_program_strategy.pdf 

[Accessed on 02 May 2019] 

https://www.advancingpartners.org/sites/default/files/nepal_national_female_chv_program_strategy.pdf
https://www.techopedia.com/definition/26221/feature-phone
https://www.advancingpartners.org/sites/default/files/nepal_national_female_chv_program_strategy.pdf
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