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Abstract

India requires expanded efforts for reaching the healthcare needs of its vulnerable community. Due to a shortage of qualified
health workforce, particularly in rural India, less-skilled health workers are selected and trained to mobilise these efforts.
These community health workers (CHWs) are primarily women who work as an interface between the communities and
the health system. These workers face several systemic challenges like high workloads, insufficient training and little or no
feedback about performance. But apart from these, the CHWs also face several challenges that adversely impact their indi-
vidual and family health and well-being, disrupting their work-life balance. Performing multiple roles results in strain in the
balance, affecting their job and quality of life. The imbalance was noticeable in CHWs playing a pivotal role in fighting the
recent pandemic in a less resilient health system. We explore these experiences of imbalance across the Indian sub-continent
based on published literature and broadcasted stories from social networking platforms, investigate these work and family
stressors and outline the reasons for their occurrence among female CHWs. Some stories revealed inequitable access to
COVID-19 prevention kits, gender disparities, unpaid wages and lack of psychosocial support for their mental well-being.
At the same time, they negotiate through the structural nuances of the Indian health system. This triple burden of dealing
with employment, family and structures during these COVID times has amplified their daily struggles as CHWs and women.
The article hypothesises that a balanced work-life interface for CHWs matters for improved organisational performance,
gender equality and a better quality of life for their children. We performed a systematic review of CHW-related literature
and a thematic analysis of stories from social media and print media from March 2020 to March 2021. The research findings
attempt to inform the organisation policies responsible for ensuring that their employees are treated fairly and provided
with their employment rights. The Indian public health system that supports these CHWs need to engage in ethical work
practices that are legal, fair and ensure decent treatment of the workforce by providing conditions that do not harm the staff.
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Introduction

The past decade has witnessed an increased interest in the
community health worker (CHWs) programmes at the
national level (Schneider et al., 2016). The CHWs are paid or
voluntary members from the community who are given basic
training in order to improve the health of their communities.
They are seen as an essential component that helps in over-
coming the shortage of the health workforce at the global
level (Maher & Cometto, 2016). However, there has been
little discussion on the gendered nature of this programme.
Although no comprehensive data are available for the
CHW programme, in most of the countries, it is female-ori-
ented by design (Gilmore & McAuliffe, 2013). The CHWs
face various social restrictions which limit their movement
and are more vulnerable to criticism when they travel alone at
odd hours or are seen speaking to men (van Ginneken et al.,
2013). These dynamics of gender are not only seen at the
social boundaries but also cut across at the individual, health

system and community levels (Raphael et al., 2013). The
CHWs act as a bridge to reach the poor and marginalised indi-
viduals and communities (Theobald et al., 2015). At the same
time, it becomes essential to note that the health systems are
not gender-neutral. Within the health system, gender power
relations create inequitable access to resources, unequal dis-
tribution of labour and role, challenges with social norms,
values and decision-making (Morgan et al., 2018).

ICentre for Public Health and Healthcare Administration, Eternal
University, Rajgarh, Himachal Pradesh, India

2DYPU School of Public Health, DY Patil Deemed to be University, Navi
Mumbai, India

3Centre for Social Medicine and Community Health, JNU, New Delhi, India
“National Institute for Stroke and Neurosciences, School of Clinical
Sciences, Auckland University of Technology, Auckland, New Zealand
Corresponding author:

Balakrishnan Nair, National Institute for Stroke and Neurosciences, School
of Clinical Sciences, Auckland University of Technology, Auckland | 142,
New Zealand.

E-mail: balakrishnan.nair@aut.ac.nz


http://crossmark.crossref.org/dialog/?doi=10.1177%2F09720634241307290&domain=pdf&date_stamp=2025-02-28

Menon et al.

79

The Indian health system is no different in its experiences
with such inequities and challenges. Indeed, the challenges
faced by the female health workforce have been in place since
the inception of their profession. Nevertheless, the pandemic
of COVID-19 has brought these struggles of health care pro-
fessionals to surface. Apart from the regular health profes-
sionals, nearly 3.5 million female CHWs, comprising of 1
million accredited social health activists (ASHA), 2.6 million
Anganwadi workers (AWWs) and the auxiliary nurse mid-
wives (ANMs) have been leading the crusade against the pan-
demic in India since March 2020 (Rao & Chowdhary, 2020).
During this period, the primary duty of these female health
workers has been strengthening the primary health care and
outreach programme and engaging with the community—a
service lauded and recognised by World Health Organisation
(WHO) (Dasgupta, 2021). Among them, ASHAs have been
actively involved in connecting marginalised communities to
the health care system since 2006. However, several incidents
have been reported where their services were—undervalued
and underpaid. Despite their protests during the first wave of
the pandemic, these exploitations have gone unnoticed by the
Indian government. These CHWs were not provided basic
safety gears such as masks and sanitisers in the second wave
of COVID-19, during which the virus penetrated rural India.
This situation remains unchanged from the first wave, which
witnessed many protests from this rung of workers. On the
contrary to the government assuring them of duty incentives,
these promises have not seen the light of the day (Gupta, 2021).

The CHWs are also placed in a socio-cultural and gen-
dered context because of their personal and professional
standing. The socially expected gender role restricts their
potential to perform their professional role. By tradition,
women cannot participate in decision-making processes on
matters of the community. This challenges the ability of
CHWs to engage in negotiations with the community proac-
tively and undermines their role as health educators and ser-
vice providers (Saprii et al., 2015), nothing of which changed
during COVID-19. Our study aims to provide a pragmatic
approach to the issues of one of the CHWSs’ groups called
ASHAs during COVID-19 in India and suggest solutions for
an effective work—life balance.

ASHA Workers in India

In order to improve various health indicators under National
Rural Health Mission (NRHM) in India in 2005, one of the
critical elements was ‘communitisation’, which meant
increasing the ownership of the public health system by the
people (Gaitonde et al., 2017). Under one of its interventions
for communitisation, ASHA were introduced to connect the
marginalised communities to health care. They form the
world’s largest community healthcare workforce and have
been influential in improving maternal and child health and
reducing the communicable disease burden in India (Rao &
Chowdary, 2020).

ASHAs act as a bridge between government and people
and work ‘for the nation’ in challenging times. Due to the
dynamics associated with their job, they are playing multiple
roles—of health care facilitators, health activists and service
providers—putting their lives at risk (Bisht & Menon, 2020).
Not only do ASHAs act as a bridge between the rural and
vulnerable population within the health service centres,
whereby they are trained and provided with a kit that includes
commodities such as condoms, oral contraceptive pills, deliv-
ery kits and simple life-saving drugs, but they also create
awareness on health and its social determinants. This is influ-
ential in mobilising the community towards local health plan-
ning and increased utilisation and accountability of the
existing health services (Saprii et al., 2015).

Under the guidelines mentioned in NRHM, an ASHA must
primarily be a woman resident of the village, married/wid-
owed/divorced, preferably in 25—45 years of age. She should
be a literate woman and qualified up to the eighth standard.
However, these criteria in education are relaxed in case no
suitable candidate is found in the field. One ASHA is respon-
sible for health promotion activities for 1,000 people in the
field for which they receive a monthly performance-based
incentive (National Rural Health Mission [NRHM], 2013).
Their employment, however, replicates patriarchal culture,
which put down women’s employment to the perilous and
informal dominion of economy, health systems being no dif-
ferent. This low-paid labour puts them at additional risks
requiring them to perform duties separate from their desig-
nated role. In addition, their social positioning in low socio-
economic backgrounds limits their professional role, and they
are not able to leave this job for better career opportunities
(Steege et al., 2017). Nevertheless, ASHA workers find them-
selves at the lowest level of hierarchy in the country’s health
system.

Methodology

An observational research approach was used to collect vid-
eos from social media platforms. The online data collection
tools involved no direct contact with any human participants.
The videos from digital media platforms detailed the stories
of the daily struggles of CHWs as women health workers in
the time of COVID-19. Though it was challenging to directly
engage with the subjects in this research because of restric-
tions of movements and complete and partial lockdown in the
country, these videos served as vital raw data that recognised
their struggles with the country’s health system and the accen-
tuation of these struggles due to their gender. The information
used in the current research was present on public platforms:
YouTube, Twitter and webpages. Although the information
available on social media platforms is identifiable and not pri-
vate, the information gathering required no direct contact
with those who posted it online and did not constitute the
research on human subjects (Moreno et al., 2013). Therefore,
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this observational research met the criteria for exemption
from institutional review boards.

Among social media, YouTube is the most common web-
site that publishes content ranging from news to entertain-
ment, with almost 5 billion videos watched every day. The
research team used YouTube as a central social media plat-
form to search videos related to the experiences of CHWs in
India during the COVID-19 pandemic. Additionally, for a
more targeted search, the team also included prominent
Twitter handles that regularly shared content related to con-
cerns of CHWs in India and their day-to-day struggles at the
institutional and individual levels. A digital media platform
for gender journalism was identified during this process since
it flashed the underreported stories of women ‘at the intersec-
tion of data policy and law’ (Behan Box, 2021). The published
stories, podcasts and other videos on the related topics were
screened from this platform and included in the data.

The search for CHWs-related media content followed an
inductive method, with the initial search using a broader key-
word and gradually narrowing it down. Some keyword com-
binations of CHW and COVID or ANM and COVID or AWW
and COVID or ASHA and COVID in India were used. More
search operators were also utilised for an in-depth data-min-
ing exercise. The study also aimed to explore whether there
was any difference in the government’s approach towards
them, even after the earlier protests of ASHA workers for
nearly a year. Similar content was searched for the period of
the second wave of COVID-19 to capture this data on earlier
protests. The search exercise spanned for a year from 1 March
2020 to 31 May 2021. The mentioned period includes the
critical phases of lockdown and unlock, which experienced
the highest utilisation of the health care workforce in com-
munity engagement.

After the media content was collected, the stories were lis-
tened to and transcribed. Several stories were in English,
while others were in some Indian languages, namely Hindi,
Punjabi and Malayalam. The videos in other languages with
subtitles were also included in the study. The videos were
revisited and rewatched to extract themes emerging out of
stories. These emergent themes were then categorised into
broader categories of struggles individual level, community
level and at levels of health systems. This thematic analysis of
the experiences of CHWs was also complemented by review-
ing selected literature and media releases in order to bring any
new information.

The search was conducted in June 2021. The keyword com-
binations delivered 110 videos out of 487 videos that were rel-
evant to the research topic. Sixty of these 110 videos were
included to collect the raw data, while 13 were excluded as the
content was repetitive or too short to make any meaning out of
it. Furthermore, seven videos were excluded as they lacked
subtitles or transcripts, and the language was either non-com-
prehendible or the audio unclear. However, after searching
these 60 videos, data saturation was achieved as no new themes
emerged (Figure 1). As an output for searching for a digital

media platform for gender journalism, several gender-sensitive
journalism platforms were identified, and their contents were
analysed. Behan Box was found as the prominent platform on
Twitter that covered the unheard voices of ASHA workers from
a gender-sensitive perspective, while the other few platforms
were either having a more generalised outlook on the perspec-
tive or posted unvaried content.

Along with their Twitter handle, their web page and
Facebook page were utilised to supplement information on
the related issues. Emergent themes were collated and anal-
ysed for similarities and uniqueness. The various themes
were categorised under subheadings which have been
described in detail in the next section.

Results

The various issues faced by the ASHA workers during
COVID-19 have been classified under four major headings,
namely structural, community, personal and health issues
(Figure 2). These issues, which were in place even before the
pandemic hit the globe, have resurfaced since the state
machinery had neglected the voices of ASHA workers earlier.
The various issues faced by ASHA workers are interrelated
and are a result of their gender placed within a faulty health
system. These issues are functional at the intersections of
their personal and professional struggles as women health
workers. The dominions set up by the social and health sys-
tem architecture determine their position and placement in
the society and health system.

Structural Issues

The data analysis data show that ASHA workers felt ignored
and alienated by the public health system of the country. As
volunteers, the work hours of ASHAs remain flexible, and
many ASHA workers prefer this part-time job as it lets them
take care of their domestic responsibilities. However, in real-
ity, their work hours extend way beyond the daily 2—-3 hours
suggested in the ASHA guidelines. During the time of
COVID-19, they were reeling under an increased workload
where they were spending more than 6 hours in the field.
Apart from spreading awareness about COVID-19 and con-
ducting related surveillance and surveys, their work also
included keeping records of immunisation, family planning
and nutrition. This posed them with a dual burden of carrying
out their regular duties along with the duties for COVID-19.
While the country shut for regular medical services in the first
wave, the ASHA workers relentlessly carried out their regular
duties. They were denied proper masks and protective equip-
ment despite making regular appeals to the concerned author-
ities and officials. In the words of an ASHA worker,

Whenever we used to ask for mask and gloves, they used to
say that the supplies are not coming.! (Mirror Now,
15.08.2020)
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Figure |. Search Results for Related YouTube Videos.
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Figure 2. Issues Faced by Accredited Social Health Activists (ASHA) Workers.
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The ASHA workers also complained of non-payment of
incentives and lack of regular pay, even during the pandemic
period, when their workload increased two- to threefold. There
had been pan-India protests by ASHAs in the pre-COVID
period on releasing the backlog of their incentives and
including them in the category of salaried workers. The delays
in payment to ASHA workers during COVID-19 left many
worried as their only source of income was this work-related
incentive. Although the regular salaries of the other health
workers were released, the ASHA workers felt alienated by
the state machinery. They also reported that they noticed that
the government disowned them despite applauding them for
their efforts. In the words of an ASHA worker.

An ASHA worker tested positive she was not given any
medicine or help by the government. But when other health
workers come positive, they are treated with respect.?
(Enquirer Today, 1.06.2021)

Community Issues

Apart from the health system failing to retain the workers at
the forefront in this pandemic, the mistrust of the community
towards the health system was also challenging for ASHA
workers. In the initial period of the pandemic, the community
members targeted ASHA workers for being the agents of the
government. They were also accused of being the spreaders
of infection since they spent considerable amount of time in
the field for surveillance. Since the mobility of women work-
ers is often a contested terrain, it gets defined and controlled
as per social norms. Therefore, the mobile nature of the work
of ASHASs constrained them in their social outreach. This
patriarchal nature of the society acted as a significant struc-
tural force influencing power relations, thus creating a power
imbalance, begetting violence towards them in the field. The
ASHA workers were of the view that their contributions have
been taken for granted by the community, an outcome of the
social understanding of women’s labour and its invisible sta-
tus. Since they were entrusted with conducting community
surveillance, ASHA workers faced increased resistance from
communities due to fear, mistrust, poor communication and
the mobile nature of the work. They were seen as carriers of
disease due to their work environment, and it became increas-
ingly difficult for them to engage with dialogue with com-
munity members on COVID-19 and its spread.

Personal Issues

The data obtained highlight that socially expected gender
roles limited the ability of ASHAS to carry out their duties
effectively. As a woman, their family expected them to run
the household and take care of the children and elderly.
ASHASs complained that any failure to comply with the norms
of womanhood at home would attract rebuke from her hus-
band or elders. To justify their role as daughters-in-law, they

had to serve their in-laws and perform household duties as
well as other social obligations. Also, the meagre amount of
money they received after strenuous and risky activities dur-
ing COVID-19 made the families question their job status at
the expense of leaving their household duties. In the inter-
views, they expressed concerns about being away from their
families in these challenging times, especially their children.
The resentment of no acknowledgement of their work in prac-
tice left them fatigued and more demotivated.

In the words of a few ASHA workers,

We have to answer our in-laws and husband now children too;
then we have to answer administration. In some homes of
ASHA workers, she is the only source of income. (Enquirer
Today, 1.06.2021)?

We have to take care of our children too, even at home we
have to take calls. We are also wife, mother and daughter in
law. (Enquirer Today, 1.06.2021)?

Family says what do you get in this much money? You leave
household work. You leave your kids and go out. What if
anything happens to kids in Corona? (NDTV, n.d.)}

Health Issues

This study corroborates the already established fact that
ASHA workers feel burdened and stressed due to the nature
of their job (Bisht & Menon, 2020), which has increased
manifold in the current circumstances. The immensity of
tasks carried out during COVID has impacted the physical
and mental health of ASHA workers. They reported weight
loss due to prolonged work hours with no availability of food
and water in the field. Also, the fear of infection and the bur-
den of debt that they carried to sustain their livelihoods,
aggravated anxiety and stress levels, adversely impacting the
mental health of ASHA.

There is a risk. I have my children and my mother with
me, and if anything happens to me, they will be affected.
(NDTV, n.d.)3

COVID work is unpaid labour for us. In the field, we have no
toilet facilities and no water to drink. (Karnataka, 7imes Now,
29.07.2020)*

The gender insensitivity of the health system to the labour of
ASHA workers was costing these corona warriors their
health. Also, there was no support system or counselling
available to address the mental health issues of ASHA workers
that were exaggerated due to their workload, unstable family
support or environment and segregation by the community.
The frontline workers who are responsible for taking care of
health in the community were ignored by the system of the
country.
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Discussion

The CHWs are neither a panacea for a weak health system
nor a cheap alternative for providing access to healthcare for
marginalised communities (Lehmann & Sanders, 2007). In
addition, a significant challenge with the CHWs is that their
interaction is with the formal health system and community
systems in context-specific and complex ways. Although
seen as an essential component of the health system, approach-
ing them from a systems perspective limits access to their
problems and performance. Notably, the various health gains
made in the community depend not only on the role of CHWs
but also on the health system and the community itself
(Schneider & Lehman, 2016). The issues faced by the ASHA
workers during the period of COVID-19 have not been lim-
ited to those dealing with the health system as such but with
the interaction of the health systems with the external envi-
ronment, namely social, political and cultural. Understanding
the socio-cultural-economic as well as the political context
within which these workers function becomes essential for
successful health interventions. However, the health systems
present limitations and preconditions that limit the function-
ality and performance of these CHWs (Kok et al., 2015). The
ASHA workers have been reporting the various structural or
institutional barriers, namely limited supplies, overload of
excessive paperwork and inadequate support from a rigid and
hierarchical public health system (Sharma et al., 2014) even
before the advent of COVID-19 in India.

Studies have shown that the hierarchical social structures
and local leaders had a strong influence on the acceptability of
CHWs (Prata et al., 2012). This has been experienced by the
ASHA workers and seen an accentuation in the time of
COVID-19. The CHWs operate within an ecosystem both for-
mal and informal. In some contexts, CHWs like ASHA work-
ers are explicit agents of downward accountability, which
means that they are expected to improve the accountability of
health systems to the community they serve. However, in other
settings, they have an implicit downward accountability func-
tion meaning representing the concerns of the community to a
local health facility or making the community aware of their
rights (Standing & Chowdhury, 2008). Despite being commit-
ted to working for the betterment of health indexes in the popu-
lation, the lack of regular remuneration undermines the morale
and commitment to job duties (Schaaf et al., 2020). Studies
have shown that CHWs with higher educational qualifications
have opportunities for alternative employment and migrate
from one job to another (Brown et al., 2006).

As far as India is concerned, till January 2021, as informed
by a minister in the Indian Ministry of Health, forty-four
ASHA workers had died in India due to COVID-19 (PTI,
2021). However, after the devastating second wave, there has
been no update on this number. Not only the family members
of ASHA workers been denied compensation for their on-
duty deaths, but there is also a lack of data on the actual num-
ber of deaths in these frontline workers. With no PPE, gloves

or masks, they are treated as disposables. (Madhav & Gurmat,
2021). A survey carried out by Oxfam India in four states of
India (Uttar Pradesh, Bihar, Chhattisgarh and Odisha)
revealed that only 23% of ASHA workers had received
bodysuits. Out of 306 respondents, nearly 29% worked more
than 8 hours a day, while 42% worked between 6 and 8 hours
a day. Also, 33% of the respondents suffered from violence or
discrimination while performing their duties. In a male-dom-
inated health sector, ASHA workers are an example of exploi-
tation by the establishment (Raina, 2020).

Furthermore, the socio-cultural norms and social geogra-
phy restrict the females’ movement and their interaction with
the opposite gender, which have been barriers for them to
carry out their work efficiently (Haq & Hafeez, 2009; Mumtaz
et al., 2013). Due to uncertainty associated with the spread of
COVID-19, ASHA workers had to bear the brunt of the com-
munity. Their gender and social standing made them more
vulnerable to attacks from the community. In fact, as a female,
the ASHA workers are expected to be obedient to in-laws and
spouses. They are also required to give priority to their house-
hold work and commitments over their professional work. If
their spouse and in-laws belong to a relatively better socio-
economic status, they are not allowed to go out and work in
the community, resulting in fewer incentives for them and
low social status (Sharma et al., 2014).

ASHA workers are also a perfect example of how the gov-
ernment devalues the labour of women workers, especially
those involved in care work. The continued typecasting of
women’s ability to comprehend the feelings of others, espe-
cially other women, makes them perfectly suitable to the job
profile of community workers. However, in India, there is a
refusal to recognise this ‘all women workforce’ as workers pro-
viding labour. They are denied minimum wages, leave and
other work conditions and termed ‘honorary workers’. It is sig-
nificant to note that the idea that women’s care and emotional
labour does not fall within the boundaries of the ordinary world
of markets. The authorities are often evoked to pay these over-
worked CHWs just an honorarium (Neetha, 2021). Researchers
also note that the term voluntary is misleading for work done
by female volunteers who often come from low socio-eco-
nomic backgrounds (Banerjea, 2011). As outliers in the official
medical staff hierarchy in the NRHM, they have little negotiat-
ing power with staff at primary health centres, hospitals and
dispensaries (Rao & Chowdhary, 2020).

Conclusion

Findings attempt to inform the organisation policies respon-
sible for ensuring that ASHA workers are treated fairly and
provided with their employment rights. The Indian public
health system needs to engage in ethical work practices that
are legal, fair and ensure proper treatment of the workforce
by providing conditions that do not harm ASHAs. The gov-
ernment should recognise ASHAs as public health workers



84

Journal of Health Management 27(1)

and should give them at least minimum wages, social security
coverage, standard service conditions and safety at work,
including protection against violence. The process of policy
should be inclusive, and their voices should be included in the
process of decision-making. Policy development in health
systems does not necessarily pay adequate attention to gen-
der. In addition, policymakers often have inadequate capacity
or knowledge about gender and gender inequities, limiting its
recognition and inclusion within policy and practice.
Importantly, gender relations and roles need to be considered
within the health system to address gender inequalities
(Morgan et al., 2018). Public acknowledgement and resolu-
tion of the gendered nature of the health workforce will be a
significant step in ending the struggles of these CHWs. Lastly,
the development of support systems for ensuring the physical
and mental well-being of ASHAs is the need of the hour for
this workforce to function for the better health of the
community.
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Notes

1. https://www.youtube.com/watch?v=KY 57afpppzA
2. https://www.youtube.com/watch?v=n-n2sopjT64
3. https://www.youtube.com/watch?v=dnqHtdHAOPS
4. https://www.youtube.com/watch?v=19ul Aid7aSA

References

Banerjea, N. (2011). Voluntary participation and self-governance: A
study of community health volunteering in Kolkata, India.
Cultural Dynamics, 23(3), 197-218.

Behan Box. (2021). Behan Box. Gender Politics Policy. Home-
BehanBox.

Bisht, R., & Menon, S. (2020). ASHA workers are indispensable. So
why are they the least of our concerns? The Wire. https:/
thewire.in/rights/asha-workers-coronavirus

Brown, A., Malca, R., Zumaran, A., & Miranda, J. J. (2006). On the
front line of primary health care: The profile of community
health workers in rural Quechua communities in Peru. Human
Resources for Health, 4(1), 1-6.

Dasgupta, S. (2021, January 19). Community engagement by ASHA
workers behind India’s successful COVID-19 response—WHO
panel. The Print.https://theprint.in/india/community-engagement-
by-asha-workers-behind-indias-successful-covid-response-
who-panel/588374/

Gaitonde, R., San Sebastian, M., Muraleedharan, V. R., & Hurtig, A.
K. (2017). Community action for health in India’s National
Rural Health Mission: One policy, many paths. Social Science

& Medicine, 188, 82-90. https://doi.org/10.1016/j.socscimed.
2017.06.043

Gilmore, B., & McAuliffe, E. (2013). Effectiveness of community
health workers delivering preventive interventions for maternal
and child health in low-and middle-income countries: A system-
atic review. BMC Public Health, 13(1), 1-14. https://doi.
org/10.1186/1471-2458-13-847

Gupta, S. (2021). ASHAs brave the second wave of COVID-19.
Without masks, sanitisers, and rightful remuneration. Gaon
Connection, Your Connection with Rural India.

Haq, Z., & Hafeez, A. (2009). Knowledge and communication needs
assessment of community health workers in a developing coun-
try: A qualitative study. Human Resources for Health, 7(1), 1-7.
https://doi.org/10.1186/1478-4491-7-59

Kok, M. C., Kane, S. S., Tulloch, O., Ormel, H., Theobald, S.,
Dieleman, M., Taegtmeyer, M., Broerse, J., & de Koning, K. A.
(2015). How does context influence performance of community
health workers in low-and middle-income countries? Evidence
from the literature. Health Research Policy and Systems, 13(1),
1-14. https://doi.org/10.1186/s12961-015-0001-3

Lehmann, U., & Sanders, D. (2007). Community health workers:
What do we know about them? Evidence and information for
policy. Department of Human Resources for Health, Geneva,
WHO.

Madhav, N., & Gurmat, S. (2021). Underpaid and without protec-
tion, 15 ASHA workers died during COVID second wave in
Bihar. The Wire.

Mabher, D., & Cometto, G. (2016). Research on community-based
health workers is needed to achieve the sustainable develop-
ment goals. Bulletin of the World Health Organization, 94(11),
786. https://doi.org/10.2471/BLT.16.185918

Moreno, M. A., Goniu, N., Moreno, P. S., & Diekema, D. (2013).
Ethics of social media research: Common concerns and practi-
cal considerations. Cyberpsychology, Behavior, and Social
Networking, 16(9), 708-713. https://doi.org/10.1089/cyber.
2012.0334

Morgan, R., Ayiasi, R. M., Barman, D., Buzuzi, S., Ssemugabo, C.,
Ezumah, N., George, A. S., Hawkins, K., Hao, X., King, R., Liu,
T., Molyneux, S., Muraya, K. W., Musoke, D., Nyamhanga, T.,
Ros, B., Tani, K., Theobald, S., Vong, S., & Waldman, L. (2018).
Gendered health systems: Evidence from low- and middle-
income countries. Health Research Policy and Systems, 16, 58.
https://doi.org/10.1186/s12961-018-0338-5

Mumtaz, Z., Salway, S., Nykiforuk, C., Bhatti, A., Ataullahjan, A.,
& Ayyalasomayajula, B. (2013). The role of social geography
on lady health workers” mobility and effectiveness in Pakistan.
Social Science & Medicine, 91,48-57. https://doi.org/10.1016/].
socscimed.2013.05.007

National Rural Health Mission [NRHM]. (2013). Guidelines for
community processes. Nirman Bhavan: Ministry of Health and
Family Welfare.

Neetha, N. (2021). Govt must give ASHAs, Anganwadi volunteers
rights, benefits due as workers. Indian Express. https://indianex-
press.com/article/opinion/columns/india-covid-pandemic-
asha-workers-contribution-7142449/

Prata, N., Ejembi, C., Fraser, A., Shittu, O., & Minkler, M. (2012).
Community mobilization to reduce postpartum hemorrhage in
home births in Northern Nigeria. Social Science & Medicine,
74(8), 1288-1296.



Menon et al.

85

PTI. (2021). 162 doctors, 107 nurses, 44 ASHA workers died due to
COVID-19 in India till 22 January—Govt. The Print. https:/
theprint.in/health/162-doctors-107-nurses-44-asha-workers-
died-due-to-covid-in-india-till-22-january-govt/597733/

Raina, A. (2020). ASHA workers are hailed as COVID warriors, but
only 62% have gloves, 25% have no masks. The Print. https://
theprint.in/opinion/asha-workers-are-hailed-as-covid-warriors-but-
only-62-have-gloves-25-have-no-masks/506623/

Rao, B., & Chowdary, S. D. (2020). Female frontline community
health workforce in India during COVID-19. Behan Box.
https://behanbox.com/wp-content/uploads/2021/03/APU-
Report-Final.pdf

Raphael, J. L., Rueda, A., Lion, K. C., & Giordano, T. P. (2013). The
role of lay health workers in pediatric chronic disease: A sys-
tematic review. Academic Pediatrics, 13(5), 408-420.

Saprii, L., Richards, E., Kokho, P., & Theobald, S. (2015). Community
health workers in rural India: Analysing the opportunities and
challenges accredited social health activists (ASHAs) face in
realising their multiple roles. Human Resources for Health, 13(1),
1-13. https://doi.org/10.1186/s12960-015-0094-3

Schaaf, M., Warthin, C., Freedman, L., & Topp, S. M. (2020).
The community health worker as service extender, cultural
broker, and social change agent: A critical interpretive syn-
thesis of roles, intent, and accountability. BMJ Global
Health, 5(6), €002296. https://doi.org/10.1136/bmjgh-2020-
002296

Schneider, H., & Lehmann, U. (2016). From community health
workers to community health systems: Time to widen the hori-
zon? Health Systems & Reform, 2(2), 112—118. https://doi.org/1
0.1080/23288604.2016.1166307

Schneider, H., Okello, D., & Lehmann, U. (2016). The global pen-
dulum swing towards community health workers in low-and
middle-income countries: A scoping review of trends, geo-
graphical distribution, and programmatic orientations, 2005—
2014. Human Resources for Health, 14(1), 1-12.

Sharma, R., Webster, P., & Bhattacharyya, S. (2014). Factors affect-
ing the performance of community health workers in India: A
multi-stakeholder perspective. Global Health Action, 7(1),
25352. https://doi.org/10.3402/gha.v7.25352

Standing, H., & Chowdhury, A. M. R. (2008). Producing effective
knowledge agents in a pluralistic environment: What future for
community health workers? Social Science & Medicine, 66(10),
2096-2107.

Steege, R., Theobald, S., & Hawkins, K. (2017). A community
health worker gender action framework: Implications for decent
work, rights, and responsibilities. http://www.reachoutconsor-
tium.org/news/towards-a-community-health-worker-
gender-action-framework-implications-for-decent-work-rights-
and-responsibilities/

Theobald, S., MacPherson, E., McCollum, R., & Tolhurst, R. (2015).
Close to community health providers post 2015: Realising their
role in responsive health systems and addressing gendered
social determinants of health. BMC Proceedings, 9(10), 1-11.
https://doi.org/10.1186/1753-6561-9-S10-S8

van Ginneken, N., Tharyan, P., Lewin, S., Rao, G. N., Meera, S. M.,
Pian, J., Chandrashekar, S., & Patel, V. (2013). Non-specialist
health worker interventions for the care of mental, neurological,
and substance-abuse disorders in low-and middle-income coun-
tries. Cochrane Database of Systematic Reviews, 11. https://doi.
org/10.1002/14651858.cd009149.pub2





