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Even if one life can be saved because of each Small 
Grant Project, it is well worth it. (NGO worker, Is-
lamabad, December 2010)

Jani, an NGO worker in Pakistan’s HIV prevention 
sector, had been travelling with a senior colleague, 
Dr Nadeem, on an uncomfortable flight in a small 
Fokker plane over the great Himalayan mountain 
range. They were headed north, to a very remote 
location on the Pakistan–China border, to deliver 
some training to the staff of a local community-based 
organisation (CBO) that was getting ready to imple-
ment a European Commission-funded Small Grants 
Project (SGP) for HIV prevention among cross-
border traders. Jani, expressing his doubts over aid 
effectiveness, asked Dr Nadeem: ‘Sir, is all the money 
and effort that goes into HIV prevention activities 
worth anything? Does it have any impact at all?’ 
Dr Nadeem replied: ‘Even if one life can be saved 
because of each Small Grant Project, it is well worth 

it’. This answer not only quelled Jani’s anxiety about 
the worth of his own work at that time, but, as he re-
called, these ‘golden words’ had a lasting impact on 
him for his moral and emotional attachment to HIV 
prevention work on the ground. However, in the 
‘projectified landscape’ (Meinert and Whyte 2014) 
of HIV prevention in Pakistan, the instrumental-
rationality of development required NGO workers 
like Dr Nadeem and Jani to spend most of their time 
and energy on reporting quantitatively measureable 
and verifiable indicators in order to maintain their 
access to funds. This development rationality is at 
the heart of international health and development 
models and practices that drive from the universal 
logic of new institutional economics such as rules, 
incentives, efficiency, accountability and transpar-
ency. It travels and traverses the globe to ‘produce 
success’ for development projects (Mosse 2011) and 
to assemble ‘global foreknowledge’ to be replicated 
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across countless development interventions (Maha-
jan 2008). Manjari Mahajan notes that the ‘foreknowl-
edge’ of international technical practices provides 
pre-existing templates for governments to ‘imagine 
what an AIDS epidemic looks like, anticipate pat-
terns of risk and plan intervention’ (2008: 558). In-
deed, as David Craig and Douglas Porter have noted, 
the ‘travelling rationalities’ of development interven-
tions have a tendency ‘for the universal to assert itself 
over the particular, the travelled over the placed, the 
technical over the political, and formal over the sub-
stantive’ (2006: 120). In poverty-reduction schemes, 
for instance, wider political economy is often side-
lined in favour of technical interventions, but at the 
same time, these apparently technical interventions 
have significant political implications, as their shift-
ing and slippery application on the ground makes it 
easy for their appropriation by the powerful (Craig 
and Porter 2006). 

In global health, João Biehl observes that the 
‘power of “data” is ever more fetishized, [and] vi-
sions of technocrats tend to outweigh other forms of 
practical and meaningful evidence’ (2016: 130). This 
‘new landscape of evaluation’, as he calls it, makes 
the provision of health services secondary to the 
generation of comparable data in the global informa-
tion systems (see Harper 2005). Global health has 
attracted a large number of ‘techies’ into its admin-
istrative folds, in order to mine the ‘global health 
space’ for valuable data, thus further undermining 
the value of that which cannot be rendered as ‘data’. 
As Sarah Gimbel and colleagues put it: ‘in global 
health, data is capital that is harvested from sites, 
passed between partners, used to audit and surveil 
systems, and ultimately deployed to justify and pro-
mote subsequent rounds of project making and data 
gathering’ (2018: 80). Moreover, the neoliberal ethos 
of ‘cost-effectiveness’ and ‘value for money’ in global 
health interventions demands that the impact of 
specific projects must be quantified for comparison 
and justification. Thus ‘playing the numbers game’ 
in pursuit of vertical funding for health-related in-
terventions (see Storeng and Béhague 2014) gives 
rise to evaluative landscapes with uniform targets 
regardless of the complexities of care and support in 
the local communities – that is, who provides care 
and how they do it or what constitutes ‘care’. ‘The 
supposed beneficiaries of interventions are too of-
ten hidden from view, appear[ing] either as having 
nothing to contribute or as unabashedly, uncritically 
receptive’ (Biehl 2016: 130). 

At the same time, militating against this metrifi-
cation to a certain extent, there is a lot of emphasis 

in global health on ‘rights-based’ approaches and 
the participation of the affected communities, as en-
shrined in the Greater Involvement of People Living 
with AIDS or GIPA principle of UNAIDS (see Boes-
ten 2007; Piot and Aggleton 1998). The Global Fund 
for AIDS, Tuberculosis and Malaria (GFATM) has 
made it mandatory for Country Coordinating Mech-
anisms (CCM), which are the national committees 
that submit funding applications on behalf of their 
countries, to have representation of HIV-affected 
communities and ‘at risk’ groups in this high forum 
(Davis 2015). This emphasis on participation of the 
targets of interventions in development planning 
and decision-making goes back to the ‘participatory 
development approach’ which became popular in 
the 1990s as a reaction to the earlier top-down and 
technically oriented Structural Adjustment Programs 
(Mosse 1994).

The emergence of these new landscapes of evalu-
ation in global health can be attributed to the ‘new 
managerialism of international development’, which, 
according to Mosse and Lewis (2005) is no longer 
confined to project cycles but – with its neoliberal 
underpinnings – aims to reorganise state and society 
for delivering quantified targets on poverty and ill-
health. Yet, as Collier and Ong (2005) have argued, 
what makes the transnational forms of assemblages 
such as global health interventions different from 
that of, say, multinational corporations such as Coke 
or McDonalds is the wide range of reflexive practices 
that take place within them – technological, political 
and ethical reflections. For example, highly techno-
cratic and data-driven work of HIV prevention un-
der the aegis of global HIV response in Indonesia’s 
Western Papua province with its ‘rhetoric of metrics’ 
and ‘professionalisation’ became a justification for 
excluding already marginalised indigenous Papuan 
workers from NGOs and their replacement by non-
Papuan Indonesians. Munro calls this ‘technocratic 
racism’ which ‘occurs when global health rationali-
ties intersect with [pre-existing] ethnic stereotypes 
and gendered racial ideas to make possible certain 
HIV workers and not others’ (2020: 706).

In this article, I explore the ‘landscape of evalu-
ation’ as it emerged in Pakistan in response to a 
Global Fund project to understand the reorganisa-
tion of community-based HIV/AIDS prevention and 
care work. This article demonstrates that although 
local models of relatedness and personhood, infor-
mal networks in communities, and the particular 
social and emotional skills of development workers 
were co-opted under the rubric of ‘participation’ 
while rolling out HIV/AIDS prevention and care 
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projects, the affect, relations of trust and confidence 
built by these workers during the work were not 
translated into recording and reporting templates 
because they were not measurable in term of head 
(or body) counts or demonstrable for their impact in 
the form of diagrams and graphs. This article points 
to the contradictory demands of ‘participation’ and 
‘bureaucratisation’ in the projectified landscape of 
HIV/AIDS prevention and care. This, I argue, results 
in harmful outcomes for the supposed beneficiaries 
and workers in these projects. It can be considered 
a form of ‘bureaucratic violence’ which affects their 
physical, social and emotional wellbeing. ‘Bureau-
cratic violence’, as Erin Eldridge and Reinke have 
argued following several ethnographic engagements, 
‘is not merely an outcome of abstract structures but is 
administered through processes of decision-making, 
paperwork, knowledge production, inaction and ex-
clusion’ (2018: 95).

This article draws from an ethnographic study of 
the politics of Pakistan’s HIV/AIDS response, which 
I carried out between 2010 and 2011. I was primar-
ily based at the National AIDS Control Programme 
(NACP) which gave me opportunities to interact 
with many CBO workers and conduct interviews 
with them. I also worked with colleagues from the 
NACP on NGOs capacity assessment for an up-
coming Global Fund partnership. I have chosen the 
following two case studies as they reflect broader 
dynamics of metrification which I have outlined 
above. In the final section, I will conclude by sug-
gesting that the violence of quantification and bu-
reaucratisation in community-based HIV/AIDS work 
makes it imperative to find novel ways of promoting, 
implementing and acknowledging care work within 
communities. This would require going beyond the 
usual evaluative methods of accounting and metrics. 

Sister AIDS

Ask for as much as you can now because, after this, 
no one is going to offer you anything. (NGO worker, 
Rawalpindi, December 2010)

This was the advice one of Sadia’s relatives gave her 
when a CBO of HIV-positive people offered her finan-
cial assistance with the funeral of her husband, who 
had been suffering from AIDS. She had never heard 
of this CBO and neither was her husband a member 
of this group – but she accepted the offer and became 
a member. The CBO leader asked her to find other 
HIV/AIDS-affected families in her area to increase the 
membership. Her first lead was someone who had 

mentioned at her husband’s funeral that they knew 
someone who had also died after suffering from the 
same disease. In a short time, she managed to build 
a network of HIV/AIDS-affected families around her. 
When her in-laws eventually forced her out of her 
dead husband’s house, along with her two small chil-
dren, she rented a one-room annex close to where her 
brother lived. This room would serve as her home as 
well as the regional office of the CBO with Sadia as its 
regional coordinator. The CBO supported her with a 
small salary. As membership increased, she rented 
a shop on the main road to set up what she called 
a proper office. Her brothers did not like her being 
in such a prominent public space talking about HIV 
and AIDS, which were highly stigmatised and taboo 
topics. They tried to dissuade her, but she remained 
firm in her ambition to help other families like hers. 
As a compromise, they got her shopfront shielded 
from the outside with a tinted glass wall. They also 
arranged an ayah, an elderly maid, to assist her in 
the office. The office served as a hub for advice and 
networking for HIV/AIDS-affected people and their 
families. There were also unpleasant incidents when 
rowdy information-seekers visited her exclaiming, ‘a 
woman talking about AIDS – impossible!’ ‘I used to 
cry after they left. Some thought that I was a prosti-
tute’, she recalled. 

Sadia visited local hospitals, clinics and labora-
tories to find new members for her CBO. Soon she 
became known in the neighbourhood as ‘AIDS wali 
baji’, roughly translated as ‘sister AIDS’ – someone 
who talked about AIDS. As the CBO membership 
increased in her regional office, the head office sup-
ported her to set up a new office in a three-room 
rented apartment in the neighbourhood. The inter-
national donor of the CBO, Catholic Relief Services, 
supported her with a nutrition programme under 
which they distributed food rations to poorer mem-
bers. Meanwhile, she reached out to the local police, 
politicians and community notables for financial 
support. She managed to pair up a number of AIDS-
affected poor families with well-to-do families in an 
arrangement which she termed ‘adoption’ of the poor 
by the rich, whereby the rich neighbours took care of 
the financial needs of the poor on a regular basis. She 
was also able to channel zakat (Islamic charity) in the 
neighbourhood to her CBO, which was a valuable 
addition to the funding from Catholic Relief Services. 
She collected old clothes from the neighbourhood 
and stocked them in the CBO office for anyone to 
help themselves to. She visited the schools where 
children from AIDS-affected families studied, ‘to 
make sure that they had notebooks and pencils’. She 
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accompanied her CBO members to HIV counselling 
and treatment centres and offered overnight stays at 
the CBO office to those who came from other towns 
and cities. One of her achievements was to ‘settle’ a 
number of her CBO members into employment in the 
HIV/AIDS sector. For instance, Malaika was one of 
her HIV-positive protégés, who literally ‘used to hate 
HIV-positive people’, as Sadia explained – a not un-
common emotional response. ‘I feel like ripping their 
faces to shreds [mun noch loun inka]’, she told Sadia in 
the beginning, while coming to terms with her own 
HIV-positive status. Sadia managed to help Malaika 
overcome her anger and channel her energy into HIV 
counselling. Through her connections in the National 
AIDS Control Programme, Sadia got Malaika a job as 
a counsellor at a government HIV Counselling and 
Treatment Centre. Similarly, she spoke of another 
member of her CBO who was ‘pissing in his pants 
when he first came to see me’ – he was so frightened 
of his HIV-positive status. With Sadia’s help and en-
couragement, he overcame his fears and went on to 
become a leader in AIDS activism in Pakistan.

In addition to helping newly diagnosed HIV-
positive people overcome their complex emotional 
reactions of anger, fear and distress, through her 
skilful counselling as an elder ‘Sister AIDS’, Sadia, 
the AIDS wali baji, also arranged marriages of her 
CBO members in keeping with the cultural milieu 
of the CBO work. She told me about Sabiha and her 
mother who had been under a lot pressure from their 
relatives to accept a marriage proposal. They had 
not disclosed Saiqa’s HIV status to anyone except 
Sadia, and Saiqa’s mother could not go on refusing 
marriage proposals for her daughter without a valid 
reason. At the same time, she did not want to disclose 
her HIV status to the rest of the family and relatives. 
So, she turned to Sadia for her help. Sadia succeeded 
in arranging Saiqa’s meeting with Imran, another 
CBO member who had been looking for a suitable 
match. The marriage between them was agreed with 
Sadia’s mediation. Another CBO member, Zubair, 
had asked Sadia to find a match for him. One day, 
when Sadia visited his house unannounced, she was 
surprised to see the family in the midst of a wed-
ding preparation. After learning about their plans, 
she said, she did their counselling in ‘a complaining 
mode [shikway kay andaaz mein]’ for not inviting her 
– the sister AIDS– to the preparations. The family 
assured her that the bride-to-be was informed about 
Zubair’s HIV status and that they had no problem 
with it. Sensing that this could not be true, Sadia 
managed to get the bride’s phone number from one 
of Zubair’s sisters-in-law and called her up to break 

the news. The wedding was called off within hours 
of that phone call. There was no discussion of the 
breach of confidentiality of Zubair’s HIV status by 
Sadia: instead her act made moral sense to everyone 
involved. Zubair’s family apologised to Sadia for 
keeping her in the dark about it. Later on, Sadia ar-
ranged Zubair’s marriage with another CBO member 
Kamila, who was ‘young and beautiful but poor’. 
Zubair’s family had objected to the girl’s poverty, 
and asked Sadia to arrange his marriage with an-
other CBO member, an Afghan girl whose parents 
lived in the United States. Sadia was convinced that 
‘Zubair and Kamila are a good match’ and was even-
tually successful in prevailing over Zubair and his 
family to accept the proposal. Sadia’s interference in 
the personal lives of her CBO members may break 
any number of confidentiality and trust requirements 
among the ‘global best practices’ in transnational 
HIV prevention, yet it was a responsible part of the 
role of AIDS wali baji that she had assumed in her 
work. As a baji (elder sister) she felt that she had a 
haq (right/claim) over her younger siblings. The CBO 
members were close to her life, as she was to theirs. 
This was a relationship that existed outside docu-
ments and templates that her office was required to 
produce for upwards consumption. She valued these 
personal relations even though, she thought, she had 
become a diabetic and ‘high blood pressure patient’ 
because of ‘the pain of many people’ that she took on 
herself. She said, ‘I am happy among these people; I 
go to any extent for them’. She had no ambition of 
upward mobility in her career: 

I don’t want to go up. All I know is that I am a coordi-
nator here. I do the counselling and coordination. My 
fieldworkers go in the field to assist the patients for 
check-ups. I also sometimes go with patients. I am 
satisfied. But I am not satisfied with the facilities for 
PLHIV (People Living with HIV/AIDS) – you have 
to visit their homes to see their financial conditions. 
They have nothing to eat. Even the medicines do not 
work in such situation […] we cannot do much about 
this because we are not the donors. (NGO worker, 
Rawalpindi, December 2010)

The CBO had two outreach workers, a man and a 
woman: ‘both are illiterate but positive […] because 
no one else gives them a job, so they work here’, 
explained Sadia. She also had not had many years of 
schooling, but she had great interpersonal skills and 
a touch of warmth about her persona. She had a spe-
cial bond with the widows of AIDS patients because 
of similar shared experiences. Counselling, for her, 
comprised retelling her own story most of the time, 
and over the years she had mastered that art. She 
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had founded this office and seen it through thick and 
thin. She had built valuable connections in the neigh-
bourhood, won over her critics, turned opponents 
into supporters and built alliances with people who 
mattered in that locality. For her, there was more 
to this CBO than a point of relaying international 
donor-sponsored ‘care and support’ to HIV-affected 
families. Nevertheless, this indigenous model in 
which the hierarchical and the familial worked to-
gether to actively control and patronise the targets of 
development was not sufficient for the donors of HIV 
control and prevention. To retain her job as the CBO 
coordinator, Sadia would have to put up a different 
kind of performance – one that would be legible to 
them. A big office table with emblematic green cloth 
under a glass covering which displayed business 
cards of important people, an old computer, the ‘in’ 
and ‘out’ trays, pen-holders and paper weights, files 
and filing cabinets, and so on and so forth. However, 
she herself hardly did any paperwork. Instead, they 
had hired a local college professor on a part-time 
basis who prepared reports, filled in the templates 
and did all the accounting for the upwards reporting.

Pakistan was getting ready to implement The 
Global Fund Round-9 HIV grant in 2011. This project 
would upgrade local CBO centres like Sadia’s into 
CHBCs (Community and Home Based Centres). This 
upgrading was anticipated with a lot of unease by 
local workers as it was not just about changing the 
name. The prevalent sentiment was shared by Sadia, 
as she explained: 

We have only heard the name of Global Fund; we 
do not know if they will accept us or not … We are 
not very much educated whereas we have heard that 
the Global Fund wants educated people. Now, if 
educated people came to work in our place what will 
become of those like us who are already working? 
We request the Global Fund to keep their funds with 
them if it means depriving us of our livelihood. Take 
the example of our centre, neither of my outreach 
workers is educated, nor am I well educated but cur-
rently we have a livelihood. Likewise, there are many 
other people who have their households running 
(on the salary for the CBO) […] we are the ones who 
go in the field and speak to people. If Global Funds 
pushed us out, our hard work will be wasted. (NGO 
worker, Rawalpindi, December 2010)

Livelihood, for Sadia and her co-workers, was at 
stake now. It was not just about securing their mea-
gre salaries for their CBO work, but also about the 
lives they lived in the community while carrying out 
the care work from the CBO. The care work that they 
did from this platform, and that was under threat 

now, was life-sustaining for themselves as much as 
for their CBO members. I confirmed these apprehen-
sions with the CBO’s donor, Catholic Relief Services, 
which was a sub-recipient of The Global Fund grant 
and learnt that new ‘educated’ staff would indeed be 
hired in order to improve the recording and report-
ing mechanism to meet the Global Fund’s ‘conditions 
precedent’ for the release of quarterly funds which 
were tied to demonstrable progress on measureable 
indictors. Hence, the up-scaling of this local office to a 
CHBC was necessary – it would be transformed into 
a kind of bureau that would produce those progress 
reports for the Global Fund. Activities of the CBOs 
like Sadia’s can be divided into three main areas: 
they (a) register HIV-positive people to increase their 
numbers in order to create a supportive community 
for themselves and to increase their CBO’s profile, (b) 
provide a range of services such as counselling and 
handouts and marshal HIV-positive people to treat-
ment centres (Beckmann and Bujra 2010), thus serv-
ing as a bridge between treatment and prevention 
programmes and HIV-positive individuals and (c) 
document their own activities for upward reporting. 
It appear that this third type of activity trumps the 
other two in the ‘evaluative landscapes’ of care that 
have emerged in HIV/AIDS-related interventions. It 
is noteworthy that these documents are always for 
‘reporting up’ rather than for communities that these 
CBOs serve. The activity reports are for the commu-
nities of experts in the development sector for their 
frames of interpretation of whether these interven-
tions were successful (see Mitchell 2002; Mosse 2007). 
The local communities learn about these activities 
through word of mouth and interpersonal exchange, 
rather than quarterly, monthly or annual reports or 
external evaluations.

Sadia and her outreach workers were not adept at 
writing glossy reports but through their work over 
many years they had brought an impressive number 
of HIV-positive people and affected families to-
gether and provided locally valued care and support 
services by combining external funding with com-
munity resources, interpersonal relations and per-
sonal skills. Replacing these local workers with the 
so-called ‘educated’ outreach workers from outside 
the communities reflected a tendency in the donor 
community to overlook these contributions in pur-
suit of documentation and reporting. This centrality 
of reporting up on given templates can be seen as a 
form of violence – a violence of bureaucratic ratio-
nality that silences and obscures human experiences 
that are not easily quantifiable or that do not fit the 
reporting templates, rendering them insignificant. 
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Such is the power of quantification that when NGO 
workers talked about qualitative aspects of their proj-
ects, they often did so by using quantitative expres-
sions such as percentages to make a point about (or 
‘account’ for) the significance of qualitative aspects 
of care work (e.g. meeting people’s emotional needs). 
In their private lives, however, these same colleagues 
rationalised their work in terms of its intrinsic worth 
or their own emotional investment in it, rather than 
achieving quantitative targets, as illustrated by my 
conversations with Jani, in the opening vignette.

An Undeserving Project

Nabeela was born and brought up in a family of sing-
ers and dancers in the red light district of Lahore, 
commonly known as Heera Mandi (diamond market). 
She was one of the very few girls in that area who 
were allowed to attend a school up to 10 years of edu-
cation. As a young woman in the early 1990s, she was 
approached by a team of doctors to work for them on 
an HIV-related project. She helped them collect blood 
samples from more than 100 sex workers, which was 
a big breakthrough for these doctors. For Nabeela, 
this was the start of a new career as a ‘contact person’ 
for HIV prevention in the hard-to-reach population 
of sex workers. After some time, and apparently after 
falling out with the team of doctors, Nabeela set up 
her own CBO in the red light area, with the help of 
her friends in the community and some well-wishers 
in an international NGO. Initially, the CBO faced 
problems from the police for distributing condoms, 
which was seen as ‘spreading sex’, as she termed 
their objection. However, once the police were con-
vinced that condoms would be the last thing to help 
‘spread sex’, because they were perceived to reduce 
customer satisfaction, they became friends with the 
outreach workers. Some other powerful people in the 
‘sex business’ in the red light area also turned against 
Nabeela for providing alternatives to young girls, she 
explained. At one point, she was even shot at in her 
home, but luckily she managed to escape any serious 
injury. The CBO developed an expansive network 
and ability to work with female sex workers not only 
in Lahore but also in other major cities of Pakistan. 
The number of outreach workers and volunteers 
multiplied. Nabeela told me very proudly in an in-
terview, ‘we have field expertise, network operators, 
contacts not only in Pakistan but also in UAE, USA 
and the UK […] I have phone numbers of all net-
work operators and promoters’ – these were the key 
gatekeepers of the sex workers’ community. Despite 

these valuable resources and impressive work on the 
ground, the CBO did not have what Nabeela called 
‘technical capacity’ for writing reports for its donors. 
Therefore, the CBO had to hire expensive consultants 
to write reports for them. This had huge implications 
for the way project money had to be distributed. Giv-
ing an example, Nabeela said:

Suppose it’s a Rs. 50 lakhs project, 15 lakhs will be 
taken back by the ones who give it [kickbacks]. This 
leaves you with 35 lakhs. Now what would you ac-
complish with these remaining 35 lakhs? Would you 
hire staff, run a project or write reports? The result 
then is also matching: reports are written in AC [air-
conditioned] rooms and have no head or tail [i.e. they 
do not reflect the actual situation]. (NGO worker, 
Lahore, June 2011)

Nabeela implied that such reports –which have ‘no 
head or tail’, were a common practice in the devel-
opment sector. Adding to the problem of ‘technical 
capacity’ was the gap between what the CBO thought 
was desirable in the community and what the donors 
believed to be worthwhile. The CBO had set up a 
project combining textbook education for young 
girls with singing and dancing lessons. The rationale 
behind this highly original project was that in the red 
light district singing and dancing was a main source 
of livelihood, in addition to less acknowledged sex 
work and therefore ‘these girls should also learn 
some skill other than sex’. Teaching them stitching 
and embroidery were not suitable alternatives be-
cause these skills ‘could not match the earnings from 
sex work’, whereas singing and dancing could. Thus, 
they had to have the skills of singing and dancing if 
they were to depend less on sex work for their living. 
Nabeela’s CBO started this project under its health 
and education programme with the help of a small 
amount of funding. Soon the project became very 
popular. Those parents who were unwilling to send 
their daughters to a regular school because they saw 
it as a waste of time were now sending their daugh-
ters to the project school to get education as well 
as learn a useful skill. As the number of pupils in-
creased, the instructors demanded better salaries but 
the CBO could not find a donor to scale-up or even 
continue this project. Regardless of its popularity and 
relevance for the local people, no donor was willing 
to support this project because it could not produce 
a direct measure of impact on HIV prevention. The 
donors, according to Nabeela, were interested in 
measureable activities like condom distribution and 
awareness sessions with sex workers.
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Discussion and Conclusion

The Global Fund is notoriously bureaucratic, to the 
extent of ‘undermining the Fund’s own intentions 
to award life-saving grants’ (Taylor and Harper 
2014: 206). The greatest beneficiaries of the regimes 
of quantification and bureaucratisation, such as the 
Global Fund’s reporting mechanism, are the staff of 
their administrative apparatus – as David Graeber 
(2009) has argued for neoliberal policies and their 
‘planetary-scale administrative bureaucratic sys-
tems’, or as in the PEPFAR (President’s Emergency 
Plan for AID Relief), which dominated competi-
tive ‘development staffing markets’ of Sub-Saharan 
Africa (Pfeiffer 2003). The grassroots community 
workers such as Sadia and Nabeela have been seen 
as intermediaries at the interface of different world-
views and knowledge systems who rework develop-
ment projects on the ground, giving them their local 
‘social lives’ (Mosse and Lewis 2006). In this article, I 
have showed how regimes of quantification and bu-
reaucratisation of development change the social lives 
of these intermediaries when – for example – loose 
networks of care and support are forced to turn into 
report-writing bureaus of the global health’s admin-
istrative apparatus, to furnish data for the ‘techies’ 
(Gimbel et al. 2018). 

Through case studies of two CBOs, I have shown 
that in the transnational assemblages of HIV/AIDS 
prevention and care, community workers such as 
Sadia and Nabeela were tasked to operationalise 
the terms of the global HIV/AIDS interventions. In 
doing so, they drew on their networks in the com-
munities and used local modes of relatedness such as 
hierarchical intimacy between an elder sister and her 
siblings, to reach and provide care for those affected 
by HIV/AIDS. This recontextualising of global ‘fore-
knowledge’ (Mahajan 2008) for HIV/AIDS prevention 
and care aligned with the ‘participatory’ approach 
favoured by donors and the GIPA principle of UN-
AIDS. The inclusion of local actors like Sadia and Na-
beela, with their distinct ways of providing care, was 
not the cultural ‘local’ as opposed to the universal 
‘global’, but rather, as Collier and Ong suggest, cir-
cumvention of the global form and its effects are ‘as 
much part of the assemblage as the global form itself’ 
(2005: 13). Collier and Ong argue that assemblages 
are ‘expert systems’ in which ‘those who are able to 
participate in “technological” reflection – whether 
in the domain of economics, science, technoscience 
or administration – are by definition “elite”’ (2005: 
9). My ethnography suggests that those in Paki-
stan’s HIV/AIDS prevention and care who were less 

equipped with technical demands of the top-down 
donor models were being forced to extend their roles 
into report-writing, template-filling and ‘indicatorisa-
tion’ (Airey 2015) or lose their jobs. The interpersonal 
aspects of how they work on the ground, which were 
co-opted while rolling-out projects under participa-
tory approach, and the ways in which their distinct 
sociality – as a baji – crystallise for the project ‘benefi-
ciaries’ are often disregarded in scaling-up and set-
ting numerical targets for these projects. This, I argue, 
is a form of violence that undermines community 
care and puts the physical, social and emotional well-
being of community care workers at risk. Ironically, 
Sadia’s CBO was subjected to this violence in name 
of scaling up as ‘Community and Home Based Care’ 
(CHBC) under a Global Fund project.

Unlike Indonesia, where the data-driven global 
HIV interventions combined with existing racial 
inequalities in Western Papua province result in 
‘technocratic racism’ of excluding indigenous Pap-
uan workers from NGOs in favour of non-Papuan 
Indonesian workers (Munro 2020), in Pakistan, race 
was not the fault line, but rather education and social 
class. The so-called ‘illiterate’ community workers 
and their valuable interpersonal work in the local 
communities was lost to the prioritisation of quantifi-
able targets that would be achieved, recorded and re-
ported by newly hired, better educated and computer 
literate outreach workers who did not necessarily be-
long to the community they were supposed to serve. 
Those community workers who learn to respond to 
the top-down demands for churning data as part of 
their ‘technological’ reflections in these assemblages 
often make a distinction between actual project plans 
in the community and plans on paper for the donors’ 
consumption. As an interlocutor put it to me while 
responding to a question on his CBO’s preparedness 
for the upcoming scale-up: ‘there are “paper plans” 
and there are “people’s plans”’, meaning that what 
was on paper was only responding to the donors’ 
templates, whereas the actual plan for how this 
scale-up would be carried out in the community was 
presumably shared between CBO members as a mat-
ter of common sense, even if it was not recorded on 
paper or reported to the donors in the form of mea-
sureable quantities. 

While criticising ‘data vacuuming’ by donors in 
global health, Gimbel and colleagues have called 
for the need for engaging ‘those who are providing 
services’ in ‘the design, selection, collection, analysis 
and use of data in order for health services to im-
prove’ (2018: 92). I agree with this suggestion and I 
also acknowledge the reality of a larger shift towards 
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‘audit cultures’ where individuals and organisations 
are required to account for their work in the form of 
quantifiable inputs and outputs. Indeed, it would be 
a missed opportunity for development projects to 
ignore ‘true collaboration … to jointly build capac-
ity to collect, interpret and improve data collection, 
analysis, and application’ (2018: 94). However, if 
we place a global health intervention outside of its 
evaluative framework, inside a community of care 
perspective, the limitations of metrics-driven data 
determinism become all too obvious. Thus echoing 
Marilyn Strathern (2000: 310), what ‘visibility con-
ceals’ in numbers and graphs in the metrification of 
the project impact assessments can be revealed by 
taking the ‘subject near’ viewpoint that takes into 
serious consideration the lived experiences of global 
health interventions for community workers and the 
communities they serve. I suggest that global health 
practitioners should redefine evidence beyond met-
rics by taking a pluralistic approach for ascertaining 
the impact of their interventions, an approach that 
acknowledges lived experiences of people but at 
the same time moves beyond flashing testimonials 
of ‘suffering strangers’ (Butt 2002) in project evalua-
tion reports, which Adams (2016) has rightly called 
‘residual stories’ of metrics-driven data determinism 
in global health. 
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