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Abstract
Background: Community-based programs in rural low-and middle-income country settings are well-placed
to conduct gender transformative activities that aid program sustainability and catalyse wider social
change, such as reducing gender inequities that in turn improve health outcomes. The Anchal program is
a drowning prevention intervention for children aged 1-5 years old in rural Bangladesh. It provides
community crèche-based supervision delivered by local trained paid-female volunteers. We aimed to
identify the impact of the Anchal program on gender norms and behaviours in the community context,
and the effects these had on program delivery and men and women’s outcomes.
Methods: Qualitative in-depth interviews, focus group discussions and observations were conducted with
program beneficiaries and providers. Gender impacts and outcomes were analysed using FHI 360’s
Gender Integration Framework.
Results: The Anchal program was found to be a gender accommodating program as it catered for
communities’ gender-based roles and constraints but did not actively seek to change underlying beliefs,
perceptions and norms that led to these. The program in some cases enhanced the independence and
status of female community staff. This changed perceptions of communities towards acceptable levels
of physical mobility and community involvement for women. Conversely, gender impacted program
delivery by reducing the ability of female supervisory staff to engage with male community leaders. The
double burden of wage and household labour carried by local female staff also limited performance and
progression. Gender-based constraints on staff performance, attrition and community engagement
affected efficiency of program delivery and sustainability.
Conclusions: The Anchal program both adapted to and shaped community gender norms and roles. The
program has well-established relationships in the community and can be leveraged to implement gender
transformative activities to improve gender-based equity. Health programs can broaden their impacts and
target social determinants of health like gender equity to increase program sustainability and promote
equitable health outcomes.

Background
To enhance uptake and sustainability of community based health programs it is important to highlight
the suite of additional beneficial outcomes, such as impacts to wider social norms and other health
indicators. These broader outcomes may affect acceptance and implementation of a program, and hence
its sustainability (1–3). Community-based programs build close relationships with people in their context,
and can comprise negotiation and sometimes influencing of gender norms, perceptions and behaviours
(4, 5). How women and men differently perceive, interact with and respond to programs affects delivery
and effectiveness (5, 6). Including gender analysis in evaluations can therefore reveal how involvement or
exposure to a program may be affecting gender in implementation contexts (7–9).
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While community-based programs no doubt affect cultural gender norms, gender-based roles may in turn
affect program delivery and sustainability, especially in cases where local women are agents of change
or program beneficiaries. Understanding the gender-related constraints local staff face may improve
retention and wider community acceptability (10, 11). Further, programs may also change community
norms towards women’s employment over time, improving access to a capable workforce (12). Many
rural Low-And Middle-Income Country (LMIC) child programs also engage extensively with mothers, the
main caretakers of children. Identifying how mothers are impacted by gender-based attitudes, such as
towards mobility, decision making at home and engagement with men, may reveal insights for programs
on improving accessibility (13, 14).
The Anchal program is a community-based drowning reduction intervention in rural southern Bangladesh.
It hires local women to supervise groups of children in a secured space during daytime when they are
most at risk of drowning. Rural communities in Bangladesh typically follow gender-based norms and
roles for men and women (15). Women are primarily responsible for household work and child-rearing,
while men engage in income-earning work requiring frequent travel; women experience cultural
restrictions on mobility, access to formal employment and participation in leadership roles(16–18).
Bangladesh ranks 142 out of 167 countries on the Women Peace and Security Index, with particularly low
scores on indicators relating to equitable access to education, employment and finances (19).
We conducted a gender analysis of the Anchal program aimed at identifying and assessing the bi-lateral
relationship between the program and effects on gender norms, roles and relationships. We identified
program impacts on gender-related context, and how gender influenced program delivery and
sustainability. The detailed protocol for this study has been previously published (20).

Methods
Qualitative methods were used to develop an in-depth understanding of impacts between the program
and contextual gender norms, roles and relationships in communities. A range of key stakeholders were
engaged to ensure perspectives from both program providers and beneficiaries.

Study Setting
A drowning mortality survey in Bangladesh found high rates of drowning at 121 per 100,000 children 1–
4 years old (21). The Anchal program was introduced in 2016 for the purposes of drowning prevention by
a large non-governmental organisation, the Centre for Injury Prevention and Research, Bangladesh
(CIPRB), based on a World Health Organization recommendation to keep children in crèches during at-risk
hours (22). CIPRB runs 400 Anchal centres across its intervention areas. Each Anchal centre is managed
by a locally-trained Anchal Maa (caregiver) and Anchal Assistant, with 20–25 children aged 1–5 years
old under their care from 9 am to 1 pm, six days a week. The centres are most often located in the home
of the Anchal Maa.
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Anchal staff (Anchal Maas and Anchal Assistants) are directly managed by Supervisors employed by the
program provider. Of 14 supervisors, three are women. Each Supervisor oversees between 25 and 30
centres. Anchal Maas are also provided ongoing training and support from female Anchal Mentoring
Officers (AMOs) in monthly cluster meetings. See Appendix A for a diagram of the program’s
organisational structure.
Within each community, program implementers established a Village Injury Prevention Committee (VIPC)
comprised of leaders and influential locals. The VIPCs oversee program operations, contribute to
community outreach and facilitate Anchal Maa and Assistant recruitment. At the lowest government
ward level, Union Injury Prevention Committees (UIPCs) engage government and community leaders biannually to update on program progress and gather support.
See Appendix B for a logic model of the Anchal program, describing its key components.

Framework
The Anchal program is implemented in a rural community setting and is impacted by its social context,
including existing gender norms, roles and relationships. We sought to better understand this context
using the Gender Integration Framework (7), which allows for the analysis of the roles men and women
play within the program and wider community. The framework has been applied to community-based
interventions in LMIC contexts, including programs that seek to address gender-based violence, HIV and
food insecurity (23, 24).
The framework was used to analyse how gender interacted with program delivery and affected
opportunities, needs, constraints and relationships across the five key domains outlined in Table 1. The
domains capture a breadth of possible bi-directional impacts between the Anchal program and gender
norms, roles and relationships.
Table 1
Gender Integration Framework domains(7)
Domain

Examples of key gender relations, barriers and opportunities

1. Access to
resources

Education, information, services, employment, benefits, freedom of movement,
transport

2. Knowledge,
beliefs, perceptions

Beliefs about capabilities, self-efficacy and confidence, acceptable behaviour
and value in society, child safety and protection

3. Practices and
participation

Autonomy and time to participate both within the home and in the community,
types of activities and practices

4. Legal rights and
status

Employment contracts and rights, biases in governance and policy at program
and institutional level

5. Power

Autonomy, household financial control, control over resources, decision
making within the household and in the community
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Data collection
Data collection was of a qualitative nature with key informant In-Depth Interviews (IDIs), Focus Group
Discussions (FGDs) and observations. While IDIs provided insights into individual perspectives, FGDs
provided information on community dynamics and norms. Observations allowed for a deeper
understanding of program settings and interactions between providers, beneficiaries and the community.
These data sources were triangulated to provide a comprehensive picture of gender impacts.
Qualitative methodology was guided by the Consolidated Criteria for Reporting Qualitative Research
(COREQ) (see Appendix C), which details steps for reporting qualitative research using in-depth interviews
(IDIs) and focus group discussions (FGDs) (25). Data was collected by trained data collectors in Bangla
across all three intervention areas. Qualitative data collection of all types (IDIs, FGDs and Observations)
was divided into two phases. Approximately half the data was collected in Phase 1 from September to
October in 2018 and was analysed and used to inform key themes for investigation in Phase 2 from
March to April 2019. Findings that were found to be unclear or unusually homogenous in Phase 1 were
probed further in Phase 2.
Anchal Supervisory staff introduced data collectors to the communities, who engaged local leaders to
gain appropriate permissions before approaching participants. All participants were recruited and
interviewed face to face. All IDIs and FGDs were audio recorded and held in private locations that were
accessible for the participant and lasted between 30 minutes and 1.5 hours. Only data collectors and
participants were present. Less than 10% of participants refused to participate (n = 3) once initially
approached. Data collection for each participant role ceased once thematic saturation was reached in
Phase 2.

Sampling and Selection criteria
Perspectives were gathered from both program beneficiaries and program providers. To understand
program beneficiary perceptions, convenience sampling was used to recruit three types of parents in the
community: those who had enrolled in the program, those who had enrolled and dropped out of the
program, and those who had been approached by Anchal program staff but refused to enroll. This
provided information on gender-related barriers and enablers to participation. They also provided insights
into wider community responses to the program. Both male and female parents were equally engaged to
identify differences in perspectives by genders. Eighteen IDIs and 2 FGDs were conducted with
beneficiaries.
Program providers included all those who implemented the Anchal program and oversaw its activities. In
both phases, purposive sampling was used to recruit program staff who provided specific insights to
gender-related program delivery challenges and community responses. These included community-level
staff such as Anchal Maas and Assistants, community-level VIPC members who supported on-ground
implementation, and staff employed by CIPRB to monitor the program and manage background
processes including Anchal Mentoring Officers, Supervisors and program headquarter staff. CommunityPage 5/19

level staff and VIPC members had close relationships with the wider community and were asked to
provide insights on responses to gender-based roles and norms being catered to or challenged by the
program. Program providers were privy to responses from local government and community leader
responses, and how gender norms and roles affect program delivery. All Anchal Maas, Anchal Assistants
and AMOs were female. Most other staff were male, bar two Supervisors, one headquarters staff and two
VIPC members. Forty one IDIs provided individual experiences and perceptions of gendered impacts and
two FGDs were held with community-level staff to capture community perspectives.
Additionally, three Anchal centre sessions and one Anchal Maa monthly cluster meeting were observed to
understand engagement and interactions of providers and beneficiaries with the program and each other.

Tools
The IDIs, FGDs and observations took a semi-structured format using interview/observation tools
developed in accordance with the framework. All tools were field tested before finalisation.

Data collectors
Three female and three male data collectors were recruited by the program provider for this project, led by
and including ND. All were fluent in both English and Bangla and had previous Masters-level 8training in
anthropology and social work with experience in qualitative data collection. They were trained by the
research team on the study methodology and use of tools.

Consent
The aims of the study were described to all participants. Participants were informed that data collectors
were hired by the implementing organisation as independent interviewers. Informed written consent was
sought from all participants. Written consent for child participants was sought from their parents or
guardian. Where literacy was a barrier, data collectors verbally described the study as per the Participant
Information Statement and obtained fingerprints for consent.

Ethics approval and consent to participate
Local ethical approval from the Centre for Injury Prevention and Research, Bangladesh Ethical Review
Committee was granted (Memo no: CIPRB/ERC/2017/24). Ethical approval was also obtained from the
University of New South Wales Human Research Ethics Committee (HC: 180608).
All participants were informed on study objectives and freely provided verbal or written consent to
participate and be audio recorded (as depending on participant’s literacy). Participant Information
Statements were provided in Bangla where required.

Analysis
All qualitative data were transcribed in Bangla and translated into English for analysis by professional
transcription and translation agencies. A fluent Bangla and English speaker completed a quality check on
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all documents to ensure translation and transcription was accurate. Transcripts or findings were not
returned to participants due to logistical difficulties and low literacy rates in the region.
Analysis of the transcribed qualitative data was assisted by NVivo 12 software (26). Deductive thematic
analysis was conducted using the Gender Integration Framework (27, 28). A priori codes were based on
the framework domains and sub-codes under these were generated based on findings. Transcripts were
also coded for qualitative method type (IDI, FGD and Observation) and points of convergence and
divergence were identified to triangulate findings and identify differences between community and
individual-level perceptions and impacts (29). Two independent teams of researchers headed by MG and
NCD initially coded the data before discussing discrepancies and identifying final themes.
This analysis allocated the program along the Gender Integration Continuum (7), which described
whether the program was gender exploitative, accommodative or transformative. Exploitative programs
are those that take advantage of and perpetuate harmful gender norms to meet outcomes, such as
reinforcing harmful gender roles or practices. Accommodative programs may acknowledge or cater to
gender norms, but do not seek to change them. Gender transformative programs actively seek to change
harmful gender norms to improve outcomes for both men and women by targeting the underlying causes
for gender disparities, such as by shifting attitudes that prevent men from being caregivers and women
from being bread earners. Often for men and women to have equitable outcomes, differential support and
strategies are required.

Results
Bi-directional impacts of the Anchal program and gender were found. The program was influencing
gender norms, roles and relationships in the communities, while also adapting its delivery to cater to
these. The results are discussed below as per the types of gender impacts along the framework domains.
No findings were reported against the domain of Legal rights and status as this refers to impacts of the
wider rights and status of women under law.

Access to resources
Involvement in the program led to changes in access to resources for Anchal Maas and Anchal
Assistants hired in the community. As part of the program, Anchal Maas and Assistants opened their own
bank accounts to receive their salary.
Women in communities previously had few opportunities for formal employment due to constrained
economic conditions and cultural limitations on appropriate work for women. Employment in the Anchal
program provided a rare opportunity for women to earn an income.
“The Anchal Maas or Assistants … find it a good opportunity. Because community people, especially
females, work at home. They do not have access to any income generating activities through which they
can earn.” - [Supervisory Staff, Male]
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With access to income Anchal Maas and Assistants contributed to family expenses and businesses
which reduced financial stress. Anchal Maas purchased fertiliser for their farms, materials for trade or
invested in goats and chickens. They contributed to better education for their children with admissions
into private schools and tuitions. Greater access to resources such as mobile phones, refrigerators, TVs
and other electrical devices improved their overall quality of life.
“She makes assets with her earnings, such as making gold ornaments…They also utilize the money in
their family businesses.” - [Anchal Mentoring Officer, Female]
“I have children and I spend my money on them. I admitted my son in a better private school and their fee
is costly.” - [Anchal Maa, Female]
In addition to material impacts for Anchal Maas and Assistants, access to income improved financial
independence. Anchal Maas became less reliant on male family members for money and showed more
discretion and efficiency when spending. For example, Anchal Maas were able to quickly purchase
emergency medicine if their child was sick.
“Previously I would have to demand from my husband if I wanted to purchase anything and ask him
several times. Now I can buy anything that I like to buy. There is no problem now.” - [Anchal Maa, Female]

Knowledge, beliefs and attitudes
Within communities, women were considered responsible for household domestic duties and child
rearing as per prevailing gender norms. The Anchal program was acceptable to communities as it catered
to these gender norms by largely taking place in the women’s homes and involving the care of children.
“Still, there are some who don't allow their daughters and daughters-in-law to work outside the home, but
as they are working inside the home, they [the Anchal Maa’s family] accept it.” - [Supervisory Staff,
Female]
Although the Anchal program upheld norms pertaining to women’s roles, it simultaneously influenced the
breakdown of constructive attitudes towards mobility. Culturally, most women in these communities did
not travel beyond a few homes alone due to gender-based norms and fears for safety. Anchal Maas,
however, travelled within and between communities for training, child enrolment and community
meetings. Many Anchal Maas and Assistants’ families were initially concerned about this outside
exposure but became accepting as Anchal staff became settled into their roles and fears around safety
dispersed with experience. Anchal Maas gained more independence and access to resources as they were
free to travel outside the community to places such as markets without taking permission. Anchal Maas
and Assistants appeared to be self-assured in their right to independence and chose to ignore negative
perceptions from their communities around their mobility.
“She goes house to house now. She would not go outside of the home earlier because of criticism, as she
is a wife. Now she does not think about that criticism.” - [Supervisory Staff, Female]
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Involvement in the program also challenged the norms preventing women from entering formal
employment. Families became more accepting of women working and interacting with program
implementing staff, including men. Some Anchal Maas were able to access additional employment
because of the knowledge, skills and experience they gained through the Anchal program. Anchal Maas
and Assistants developed their own identity as teachers and advisors in addition to their role as a mother,
wife or daughter-in-law.
“Nobody gave me any attention before. But now I have become a President for one NGO a few days ago. I
go for a meeting every Friday. We receive 20,000 taka and I have the responsibility of managing this
money.” - [Anchal Maa, Female]
These changing perceptions around women’s work impacted the perceived value of educating girls.
Anchal Maas also reported that community girls they interacted with felt encouraged to continue their
education so they may also one day find employment. Lack of exposure to working women also meant
that communities may have viewed women as unable to effectively engage with formal work. However,
according to both program providers and community members, exposure to the Anchal program shifted
community beliefs around the capability of housewives in conducting complex tasks and contributing in
the wider community.
“The people of the village think that housewives can’t do anything. But now, they realize that if we let her
train a little then she would be able to do a big job.” - [Anchal Maa, Female]
Gender attitudes affected program monitoring staff. Female Supervisors experienced initial difficulty in
engaging with male community leaders due to limiting norms around interaction between genders and
little community exposure to women in leadership positions. Compared to male Supervisors, female
Supervisors sometimes required more time to build rapport with community leaders and gain permission
for implementing the Anchal program as leaders were slower to trust and engage productively with them.
However, female Supervisors were better able to access households and engage mothers at a community
level than male Supervisors due to cultural barriers on interactions between members of opposite
genders.
“The male Supervisors are better able to connect with the decision makers. Suppose a Supervisor met a
chairman at a tea shop in the evening and they sat together and had some tea and a chat. My female
Supervisors can’t do it…The females get more access to connect with the local people but the males
connect better with the decision makers.” - [Supervisory Staff, Male]
Hiring women local to the area as Anchal Mentoring Officers or Supervisors mitigated some of these
challenges for female program monitoring staff, as they had pre-existing relationships with the
communities.
“… the AMOs of Kalapara are new in the job. I am working for a long time. I was an administrator in a
local NGO...It is better for me.” - [AMO, Female]
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Practices and Participation
Employment in the Anchal program led to limited changes in the roles of Anchal Maas and Assistants at
home. Anchal Maas and Assistants’ responsibilities were still constrained by their defined domestic
gender roles and their lower position in the household hierarchy. Anchal Maas and Assistants were
expected to carry a double burden, being responsible for both domestic work and child rearing. Anchal
Maas and Assistants worked long hours to ensure all their work was completed. Some received support
from other women in their family, but often only in return for sharing their income. A major reason for
Anchal Maa and Assistant drop out was difficulty in managing responsibility at home with work in the
Anchal program.
“They have to make the baby’s food, take care of the father-in-law, her husband’s needs, demands of the
office. She does a lot of jobs. And we have to create a suitable environment for her to do her jobs well and
support her.” - [Supervisory Staff, Male]
Gender roles also reduced the ability of the program to engage effectively with fathers of Anchal children.
Although fathers were usually the final decision makers on children’s attendance in the Anchal program,
they were more likely to be away for work and rarely available for engagement due to their roles as family
breadwinners. Many fathers in the region are fishermen who are absent for weeks at a time. This often
slowed initial enrolment. Fathers were also less likely to be educated on the Anchal program activities
and injury prevention methods through parent meetings.
“If you analyse our parent meetings, VIPC meetings, any kinds of meetings that we run, the fathers are not
found. The number of fathers is very low. All the mothers remain present. Because most of the people in
this area are fishermen.” - [Supervisory Staff, Male]
Male and female program monitoring staff reported being treated equally within the implementing
organisation. However, the lack of differential support catering to gender differences meant that staff
were not always able to produce the same outcomes. Female staff struggled with transport and mobility.
As it was not culturally appropriate to ride their own motorbikes, female Supervisors were spending more
time waiting for shared transport which impacted their productivity. They were also less able to respond
to community problems or engagement opportunities that required night-time return travel due to safety
concerns.
“If office provided vehicular support to female staff while working in field it would be very helpful for us.
It's needed only for females, males don't need it.” - [Supervisory Staff, Female]
Conversely, male Supervisors faced difficulty in engaging with Anchal Maas and mothers due to cultural
constraints on contact between genders. Male Supervisors were not able to provide Anchal Maas
feedback or engage with mothers as effectively as female Supervisors. This was a problem in more
conservative communities which follows the parda system, where women covered their faces in public
and were unable to speak directly to men. This system prevented community women from talking to male
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Supervisors face to face. This adversely impacted quality control of Anchal activities and community
engagement for male Supervisors.
“The women of this area are very sheltered. If our office staff go to them, they [the women] do not want to
come out. They do not want to talk. There is a village where the women there will not even come out of
the fence. Our supervisor talks with them from outside of their house.” - [Supervisory Staff, Male]

Power
Although the program encouraged shifts in thinking around women’s participation outside the home, their
power to make autonomous decisions remained limited due to their lower place in household hierarchy
and men’s roles as main decision makers. Family support was vital for Anchal Maas and Assistants to
work. Anchal Supervisors spent considerable time ensuring family support before Anchal Maa and
Assistant recruitment. In some instances, family members were invited to visit field offices to meet the
larger team to gain their trust. Ongoing permission from Anchal Maas and Assistants’ in-laws, parents or
husbands was essential for them to continue in the program. The family decision-making hierarchy
where women were often at the bottom usually remained intact.
“Because when a girl is married her parents don’t have any control over her. Her husband becomes
everything for her. She has to do what her husband tells her to do.” - [Anchal Maa]
“Some family members like fathers and mothers-in-law also don’t keep their word. They say they will
provide a room for the Anchal centre and will give support to Anchal Maa, but they don’t. At that time, it
becomes very difficult for the Anchal Maa to continue and then they drop out. If the family doesn’t
support the wife, it becomes difficult for that Anchal Maa.” - [Supervisory Staff, Male]

Varied experiences of Anchal Maas as compared to Anchal
Assistants
Anchal Assistants had lower educational qualifications and fewer responsibilities during centre hours, but
were present with the Anchal Maa four hours a day and took sole responsibility of the children when
Anchal Maas attended monthly cluster meetings. As their salaries were one third of Anchal Maas’, here
was a less pronounced effect on access to material resources and financial independence. Many Anchal
Assistants were motivated by the social cause of the work and some were foregoing other activities that
may generate more income by working in the program.
“You would be able to earn a lot working in tailoring. I would get at least 5000 taka wage. If I spend 3 to 4
hours here, I do not get that money…Society considers us [Anchal Maa and Assistant] good as we do
great work...I like it very much.” - [Anchal Assistant, Female]
For some Anchal Assistants, the low pay reduced their value in their family or community as it wasn’t
considered enough for the number of hours worked. Some Anchal Assistants felt shame and lied about
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their earnings to others. This partially explained the higher dropout rate of Anchal Assistants compared to
Anchal Maas reported by Supervisors.
“I do the job, I get 1000 taka – but I do not tell anyone how much I earn. I tell them that I get about 2000
or 2500 taka otherwise there exists no honour for me.” [Anchal Assistant, Female]
Anchal Assistants were also provided fewer opportunities for skill development and support from the
Supervisors and AMOs, who concentrated their efforts on Anchal Maas. This led to lower engagement in
the program and poorer development of their capabilities, possibly reducing their ability to access other
employment or opportunities compared to Anchal Maas.
“There she [Anchal Maa] learns so many things, so many tips. Since we are Assistant, we have to learn
from her. That’s it. In addition to this, if something more is required to learn, then there should be one
training for us as well. Suppose, if there will be one training for us in each month, then shouldn’t we
participate in it? Couldn’t we learn so many things?” [Anchal Assistant, Female]

The Anchal program as Gender Accommodating
We found that the Anchal program was gender accommodating as per the Gender Integration
Continuum(7). The program provided some opportunities to change gender norms and roles for
community-based program providers, namely the Anchal Maas and Assistants. Communities became
more accepting of women’s employment and mobility and Anchal Maas showed greater financial
independence. However, the program did not actively implement strategies to address gender equity
issues. Supervisors staff largely continued to function within gender-based constraints and roles, such as
limiting norms around engaging with the opposite gender. Anchal Maas and Assistants also continued to
have limited autonomy over domestic decision making. Mothers in the community were not exposed to
any activities that challenged harmful gender norms despite opportunities to do so, such as through the
regularly held parent meetings.

Discussion
Our findings suggest that while the Anchal program was delivered in line with gender norms in rural
Bangladesh, it did not actively seek to change them. Gender transformation usually occurs once a
program is well embedded in the community (4). At the time of the study the Anchal program had been
operational for two years and strong ties had been developed between the program provider, community
leaders and community members. Moving forward, delivery of the program may lead to changes in
gender roles and perceptions that harm both men and women’s health and social outcomes. These
changes may enable better integration with the community and improve sustainability. More data is
required to better understand the link between gender transformation and long-term sustainability (30),
and the Anchal program has an opportunity to contribute to this evidence-base.
At the time of the study, the Anchal program could not be considered a gender transformative program as
it did not systematically employ strategies to change harmful or limiting gender norms and relationships
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that can improve program sustainability and the social position of women involved in it(7). One
opportunity to do this in the Anchal program could be increasing the visibility of women demonstrating
leadership behaviours by engaging more female Supervisory staff and actively involving them in
traditional male-dominated spaces such as UIPC meetings. Such visibility has been found to influence
perceptions in the wider community, including of women’s roles and participation (9, 10, 31, 32). While the
Anchal program has begun to change these perceptions by hiring female Supervisors and Anchal
Mentoring Officers, further steps are required to support female Supervisors staff in performing equally to
men and vice versa. The provision of tailored support to men and women based on their gender-based
constraints may ensure better performance and further demonstrate the capability of women in these
roles (33). Possible strategies from other programs in LMICs that seek to address similar gender-based
barriers to work performance include the provision of culturally appropriate motorcycles for female staff
(34) and using films and performance theatre to challenge community perceptions around male and
female interactions (35). These strategies may improve retention, satisfaction of workers and build
capabilities in communities, leading to greater sustainability. Increasing women’s mobility and leadership
in decision-making also improves health outcomes for women as they have increased access to health
services and information, and representation leads to attention and action on their needs (36–38).
Retention of Anchal Maas and Assistants may be improved by assessing the impact of the double
burden of work and home duties. Solutions to improve conditions for Anchal Maas and Assistants at
home may be brainstormed with the community, such as through gender sensitisation workshops and
discussions (39, 40). In particular, the program may consider raising the pay of Anchal Assistants to meet
community expectations, although the current amount is commensurate with minimum wage in
Bangladesh. The social incentive to remain in the role may not be sufficient for Anchal Assistants in front
of practical barriers related to wages. Fair remuneration is a key factor that improves empowerment
outcomes of female community health workers in Bangladesh and increases retention(9). Raising pay
may also improve perceptions towards the equal value of women’s work in a country with only 36%
female workplace participation(41). Economic empowerment has also been shown to improve women’s
reproductive health outcomes in LMIC settings (42, 43).
As programs are impacted by their social context, the approach the Anchal program took in adapting
delivery to gender roles, such as hiring women for childcare roles and more male Supervisors for
leadership and community leader engagement roles, initially supported the implementation of the
drowning program at the ground level. The program appeared to have acceptability in the view of
communities who were generally supportive of hiring community women as Anchal Maas and Assistants
and were also ready to accept some changes in their access to resources and mobility in return for their
good work. As most community health workers in rural health programs in LMICs are women, being
cognisant of gender attitudes and roles ensures that these workers are supported and retained (9, 44, 45).

Limitations
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No findings were reported on the impact of wider legal structures and context on gender as per the Gender
Integration Framework domain of Legal rights and status. A longer study period and additional methods
such as interviews with local government-level key informants may have revealed program impacts on
gender norms, roles and relationships mediated by women’s legal rights and status.

Conclusions
The Anchal program is integrated in southern Bangladeshi communities and has been able to adapt to
and shape gender norms and roles. However, further opportunities exist for the program to take strategic
steps towards ensuring gender equity in social and health outcomes as well as program sustainability.
Identifying and implementing initiatives that empower program provider staff, community staff and the
wider community to challenge harmful gender-based norms and beliefs would move the program from
being gender accommodative to gender transformative. These may include hiring and supporting
supervisory female staff to change norms around working women, engaging communities in discussions
relating to division of household work and child rearing between genders, and engaging males in
childcare work. This has implications for men and women’s equity, health and financial outcomes, as well
as for program success.
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Highlights
Community-based programs in lower-middle income country contexts have a bi-lateral relationship
with contextual gender norms, roles and relationships
The Anchal drowning reduction program in Bangladesh has impacted gender-based norms relating
to women’s employment and physical mobility
The Anchal program is in turn affected by cultural norms and must cater to these, such as hiring only
women in child caregiving roles and recruiting fewer female supervisory staff due to mobility and
cultural constraints
Community-based programs such as Anchal are well-embedded in communities and have the
opportunity to be gender transformative and actively seek to change harmful or limiting gender
norms and roles
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