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Background: Accredited Social Health Activists (ASHA) are Community Health
Workers (CHWs) employed by the National Health Mission of the Government of
India to link the population to health facilities and improve maternal and child
health outcomes in the country. The government of Kerala launched primary
health reform measures in 2016 whereby Primary Health Centres (PHCs) were
upgraded to Family Health Centres (FHCs). The COVID-19 pandemic in 2020
impacted essential health service delivery, including primary care services. The
CHWSs network of Kerala played a crucial role in implementing the primary care
reforms and COVID-19 management efforts that followed. We carried out a
study to understand the perspectives of the CHWs in Kerala about their role in
the recent primary healthcare reforms and during the COVID-19 pandemic
management efforts.

Methods: We conducted in-depth interviews (IDI) with 16 ASHAs from 8 primary
care facilities in Kerala from July to October 2021. We further conducted Focus
Group Discussions (FGDs) (N = 34) with population subgroups in these eight
facility catchment areas and asked their opinion about the ASHAs working in
their community. We obtained written informed consent from all the
participants, and interview transcripts were thematically analysed by a team of
four researchers using ATLAS.ti 9 software.

Results: Our study participants were women aged about 45 years with over 10
years of work experience as CHWSs. Their job responsibilities as a frontline
health worker helped them build trust in the community and local self-
governments. CHWs were assigned roles of outpatient crowd management,
and registration duties in FHCs. The COVID-19 pandemic increased their job
roles manifold. Community members positively mentioned the home visits,
delivery of medicines, and emotional support offered by the CHWSs during the
pandemic. The CHWs noted that the honorarium of INR 6,000 (USS$73) was
inconsistent and very low for the volume of work done.

Conclusion: The CHWs in Kerala play a crucial role in primary care reforms and
COVID-19 management. Despite their strong work ethic and close relationship
with local self-governments, low and irregular wages remain the biggest challenge.

KEYWORDS

Community Health Worker, ASHA, Accredited Social Health Activist, Family Health
Centre, Primary Health Centre, Kerala, COVID-19
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Introduction

Community Health Workers (CHWs) are health providers who
live in their community but may lack formal training compared
with healthcare professionals like doctors or nurses (1). They are a
critical human resource for health management in developing and
less developed countries where health workforce shortage and
uneven deployment remain a significant challenge for attaining
Universal Health Coverage (UHC) (2). A CHW programme is
considered a cost-effective intervention in essential health service
delivery as the training cost and duration are cheaper than that for
health professionals, and CHW interventions have effectively
reduced burden of diseases like malaria and asthma, as well as
neonatal and child mortality (3). CHWs globally have job roles
that can be clustered under three main domains: (a) delivering
clinical services, (b) building community resource connections, and
(c) providing health education and coaching (4). A recent WHO
report acknowledged the varying levels of integration and health
system support to CHW programmes globally and detailed
recommendations to improve the performance of CHWs (5).

The Accredited Social Health Activist (ASHA) programme of
India is one of the world’s largest community health worker
programmes. The ASHA programme started in 2005 as part
of the National Rural Health Mission (NRHM) to improve
health outcomes in rural areas. The programme has currently
expanded country-wide, and the ASHA is an integral part of
comprehensive primary care service delivery through the Health
and Wellness Centre programme of the Indian government
(6, 7). The programme recruits high-school-educated married/
widowed/separated/divorced women in the age group of 25-45
years to be trained as CHWSs. The population served by an
ASHA per village is around 1,000 residents (8). ASHAs are
inducted with training on their roles and responsibilities followed
by skill training on basic Reproductive, Maternal, Newborn,
Child, Adolescent Health and Nutrition (RMNCAH+N), and
communicable diseases. Supplementary and refresher training is
given for skill enhancement in disability screening, non-
communicable disease (NCD) screening, counselling support,
and so on. The programme envisions the role of an ASHA as a
healthcare facilitator who links the health institutions to the
community, a service provider who delivers essential drugs and
healthcare services to the community, and as an activist who
actively interacts with the community to identify health issues
and proactively works to find a solution (7).

The ASHA programme in India is reasonably well studied: a
systematic review that looked at published literature in 10 years
(2005-2016) identified more than 122 academic articles about
CHWs in India, most of which were descriptive and looked at
ASHA training and performance. Most of the studies reported
on CHWS’ roles and involvement in managing health conditions
related to (RMNCAH+N) (9). Some studies evaluated the process
of the CHW programme (10-12), and a few looked into the
rights of CHWs and captured their perspectives (3, 13-15).

Kerala is a southern Indian state with 14 districts and a
population of 33 million as per the 2011 census. It has 26,448
ASHAs and the programme has been operational since 2007
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(16). The state has better maternal and child health outcomes
than the rest of the country, but faces the challenges of an ageing
population and a growing NCD burden (17, 18). The per capita
expenditure on health is the highest, at Rs. 9,871 (US$121), in
the country and 68% of it is contributed by out-of-pocket
expenditure (19). The state also reports the lowest maternal
mortality ratio and infant mortality rates in the country (20) and
high rates of institutional delivery. In 2017, Kerala initiated a
massive health system reform project named the “Aardram”
mission under which Primary Health Centres (PHCs) were
upgraded to Family Health Centres (FHCs) with additional staff
and better infrastructure (21). In 2020, the COVID-19 pandemic
started in the country, affecting health service delivery, including
the rollout of the Aardram mission. The strong community-led
response and decentralised management of COVID-19 in Kerala
earned global attention and acclaim in 2021, specifically for
CHWs, to whom much of the success were attributed (22). The
studies on CHWSs conducted in Kerala mostly report on the
mechanism of service delivery of maternal child health, NCD
health
applications (23-26). With the epidemiological and demographic
the morbidity pattern
expectations from CHWSs in India are evolving. While there is

surveillance, community-based trials, and mobile

transition, in the community and
literature to suggest that upskilling CHWs with digital tools and
additional competencies like NCD management and mental
health can have positive impacts (27-29), what the CHWs feel
about their current job roles and the new responsibilities added
on needs to be closely studied. Qualitative explorations offer
unique insights in understanding the local health system and
community dynamics. Similar studies conducted in Delhi and
Madhya Pradesh have provided crucial insights about the
enablers and barriers of community health programmes and
local health
perspectives of CHWs (30, 31). As the CHW programme evolves

system factors in the country through the
to become the frontline of the public healthcare delivery system
in Kerala, it is important to understand how their roles have
changed in light of the PHC reforms in 2017 and thereafter,
once the COVID-19 pandemic struck. This qualitative study aims
to explore the perspectives of CHWs who are serving in the
catchment areas of eight primary health centres of Kerala and
the perspectives of the community members about the role of
the CHWs.

Methods
Study design and sampling

To study the perspectives of CHWs and the community’s
perspective on their work, we conducted in-depth interviews
(IDIs) with CHWs working in eight selected health facilities and
focus group discussions (FGDs) with selected community groups
in the catchment area of these health facilities. The current
analysis was part of a 5-year larger health system mixed-method
study (32). The selection of health facilities where the CHWs
work were determined through a multistage random sampling
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done for the parent study; to begin with, we used principle
component analysis to rank the 14 districts in Kerala based on
the selected indicators of health and social determinants of
health. We used data from the National Family Health Survey
(2015-2016) for this analysis and the ranked districts were
further clustered into four groups. One district per cluster was
randomly chosen, and lastly, two primary care facilities in that
selected district were randomly selected. The selection criteria
creation of the index and sampling techniques are detailed
elsewhere (33).

The IDIs were conducted with 16 CHWs working in 8 primary
care facilities in Kerala from July to October 2021. A total of 34
FGDs with a minimum of 4 FGDs per district were conducted
with population who identified as “left-behind.” The population
groups were identified with the help of health system actors
[health workers, local self-government (LSG) leaders, and local
non-governmental organisations (NGOs)] from each of the
facility areas. The population groups interviewed in all districts
were palliative patients, persons identifying as being from
Scheduled Castes and Scheduled Tribes women, elderly, and so
on. Specific occupational groups like fishermen and coir factory
workers were also interviewed. The identification of these
population groups was part of an earlier assessment conducted
by the same study team and the detailed process of selection is
detailed elsewhere (34).

Ethics

The Institutional Ethics Committee of The George Institute for
Global Health India (TGI) reviewed the study proposal and
approved the study (Project Number 05/2019). A four-member
team from TGI consisting of two male research fellows (HS, JJ)
and two female research assistants (SuS, GB) with qualitative
training conducted the fieldwork, supervised by the principal
investigator trained in qualitative and health systems research.
HS is trained in public health with a Master’s degree, JJ holds a
Master’s degree in social work, and GB and SuS have Master’s
degrees in development and anthropology, respectively. Study
permissions and approvals were secured from the Department of
Health and Family Welfare, Government of Kerala. The District
Medical Officers (DMO) of the four districts were briefed about
the study objectives, and the methods of data collection and
permission were obtained. The medical officer in charge of each
facility was met with and appraised regarding the study, and two
CHWs per facility with work experience of at least 3 years
(worked during the Kerala PHC reforms in 2019 and COVID-19
pandemic in 2020) who agreed to participate in the study were
selected purposively and briefed about the study.

Data collection
A grounded theory approach was used for this analysis (27). A

semi-structured interview questionnaire was used for conducting
the IDIs. The semi-structured questionnaire had questions about
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the opinion of CHWs regarding the need for the recent primary
healthcare reforms implemented in the state, their role within
these reforms, as well as challenges faced during their
implementation. Further, we enquired about the outcomes of the
programme and how the COVID-19 pandemic affected essential
health service delivery. The CHWs were met with in person at
their time and place of convenience in a quiet place ensuring
privacy. A copy of the participant information sheet (PIS) was
CHWs and

participation and audio recording of the interview were taken.

given to the signed informed consent for
The language of IDIs conducted was Malayalam (the native
language of the CHWs) and the time taken per interview ranged
from 20 to 40 min. All the interviews were recorded using a
voice recorder and stored in a password-protected database.
Detailed field notes were maintained by the researchers to
supplement the interviews.

The FGDs were conducted between March and August 2022.
Each FGD consisted of five to eight participants. An FGD topic
guide was developed and pilot-tested. We asked the participants
about their care-seeking experience pathways, the drivers and
challenges in accessing care. The discussion was conducted at a
time and place convenient to the participants. The participants
were informed about the purpose of the study before arrival for
discussion and after they assembled for the discussion they were
detailed again about the purpose of the study, the identity of the
researchers, and the process of the FGD. Individual audio-
recorded verbal consent was taken from all participants. The study
team could conduct interviews of all the scheduled participants
and none refused the invitation to participate.

Data analysis

An independent third party that signed confidentiality
agreements transcribed and translated the Malayalam recordings
to English transcripts. The research team cross-checked the
transcripts with the audio files to ensure quality.

The transcripts were divided among four researchers, ensuring
that the person who conducted the interview handled the coding
whenever possible. A basic coding framework and codebook were
developed deductively based on the interview guide and the
literature review. The code book and was modified inductively
through discussions held in weekly meetings convened by a
senior health system researcher (DN). The coding was done
inductively using ATLAS.ti 9 software. The emerging codes were
discussed, and a consensus was reached. The finalised codes were
incorporated into the code book after each meeting. The coders
used an updated codebook for coding their allotted transcripts.
All the ATLAS.ti 9 files coded by the researchers were files cross-
checked by other coders for consistency, and conflicts raised
were resolved. Finally, the files were compiled into one and
verified by DN who supervised the project. The codes were
arranged into themes and consolidated into a narrative summary.
The study findings were disseminated to state and district level
health department officials, local self-government leaders, and
community leaders.
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Results

The role of CHWSs in primary healthcare
reforms in Kerala

All the CHWs we interviewed were middle-aged women (42—
56 years) with over 10 years of work experience and all of them
had completed 10th-grade schooling. The PHC areas, although
selected randomly, covered the varied geography of Kerala, in
Thiruvananthapuram district one PHC had a forest ward in the
catchment area and provided services to the tribal population,
the second PHC area was located closer to the capital city of
Thiruvananthapuram. The PHC areas in the Kollam and
Alappuzha districts were coastal areas. The PHC catchment areas
in Kasargode catered to rural populations. We observed that
health infrastructure and service delivery models did not vary
much in the selected study sites even though each area had its
own unique challenges in service utilisation. In accordance with
the national CHW programme design, in Kerala, CHWs are
assigned to a population of around a thousand people and are
primarily tasked with duties of identifying and mobilising
pregnant RMNCAH+N
programme-recommended check-ups and vaccinations. They also

mothers and infants to receive
provide NCD care to the population. A CHW from Alappuzha
district working in a coastal PHC area summarised their routine

workload, which has increased in recent years, as follows:

We were assigned to NCD and antenatal duties... duties such
as immunisation at the sub-centre. It was not much work then.
We used to come regularly for ASHA meetings and
immunisations at the sub-centre. After 1 or 2 years, our duty
increased. Our workload also increased. Earlier we used to go
to every house in the ward. We still have that work, we visit
every house and enquire about their welfare and other things
and submit a report to the JPHN. But our most important
work was to monitor mothers and children, which we used
to do every week. (CHW-1 ALP)

Our FGD participants from the community also reflected
positively on the work of CHWs in supporting pregnant women
and health promotion activities: “My friend’s wife was pregnant.
So, I called her (ASHA), and the next day, ASHA came, took all
their details, and got them registered. Later, she visited them
again and got details from them about what the doctor said”
(FGD Male TVM).

One of the health facility catchment areas of our study included
a tribal settlement, and the community members we spoke to
expressed that CHWs were not posted in every settlement, which
often delayed access to information about service delivery: “This
area includes four settlements. There are two ASHA workers
inside (the forest area). It is through them that we come to know
about this kind of information. But we do not have ASHA
workers here” (FGD ST Male TVM). The community also
expressed that the lack of cell phone coverage in the area was a
serious limitation restricting access to information, especially
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when a lot of health messages post-COVID-19 were sent through
social media.

The health workers recruited by the Department of Health and
Family Welfare, Government of Kerala, including the medical
officers and field health workers, are transferred every three
years. Although the posts remain, the people get rotated.
However, the CHWs remain in the community in the same job
role and as described by a CHW in the Kasargode district, they
are “permanent health workers” who have longstanding
knowledge about local health systems and communities. This
association is crucial while chronic

long-term managing

conditions like NCD and palliative care.

The JPHNSs and JHI (field health workers posted by state health
department) will only be posted in an area for around 3 years,
right? They (Department of Health) came to understand the
need of permanent staff in an area, which is how the
importance of ASHA workers was noticed. They will know
the demography of an area, the diseases, and what their
needs (CHW

are, especially [in] the palliative sector.

Kasargode)

PHC reforms in Kerala starting in 2017 ensured additional
doctors and staff nurses in FHCs, which increased the footfall to
their outpatient departments (OPD). The CHWs in the FHCs
were then tasked with additional duties of crowd management
and registration of patients visiting the OPD. CHWs in Kerala
were also an integral part of operationalising the E-health
along with PHC
management and digitisation of health records. The E-health

platform launched reform for patient
programme requires electronic storage of PHC records and
linking patient records to the Unique Health Identity numbers
(UHID) assigned to each patient. A CHW from Kasargode
district mentioned about the additional duties they were assigned
post-primary care reform: “After the PHC was converted into
FHC, we are assigned OP duty twice a month. We were given
training for the same. We did not know how to use computers
earlier, but now we learned all of these. Now we handle OP
tickets and UHID cards” (CHW-1 KSD).

Along with digitising the records of patients visiting FHCs,
health records of families were also generated through a
population-based survey that the CHWSs administered using
handheld devices. The E-health programme envisaged patient-
friendly public hospitals by introducing online OP booking,
especially in tertiary care facilities, and interoperability of medical
records between referring FHCs and higher centres. A CHW in
the Trivandrum district mentioned the digital data collection
drive they were involved in as follows:

So before the centres (FHC) was established, as a first step, we
visited houses and conducted surveys. Even though we had
conducted manual surveys previously, we conducted it again
for E-health registration. For this, JHI sir along with ASHAs
would go to an area and focus on about 15-20 households in

that locality. One member from those households in the

locality visited us with their Aadhar ID, and we do the E-
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health registration. Before the Aardram mission, people used to
go to the medical college a day before to get tokens for a
doctor’s appointment after waiting in long queues. This was
before Aardram. Now it is not that difficult, we can book OP
tickets... As part of Aardram, we have health cards, which
were given to our hospital. Using that health card, one can
book doctor’s appointments online. (CHW-2 TVM)

The FHC programme increased the scope of primary care
services by offering specialty clinics for Chronic Obstructive
Pulmonary Disease (COPD) management called SWAAS and
depression screening and management called ASWASAM. As
link workers who connect health institutions and the community,
CHWs were tasked with informing the population about existing
as well as newly added services and mobilising patients according
to the schedule of the clinics in FHCs. A CHW in Alappuzha
noted the following:

We have to do publicity about our services and clinics. The
people would not understand without us telling them; they
would not know about it. So, we should let them know that
we have specific clinics on specific days. It is only if we tell
them that pregnant women have a special clinic on Monday
will people come to know of it. Similarly, the SWAAS clinic
on Tuesday etc. The people already know about the injection
for children [immunisation] and such; but about the other
services, we are the ones who introduce this to the public.
(CHW-2 ALP)

The FHC programme also ensured quality of care by envisioning
an uninterrupted supply of medicines and ensured availability of
costly medicines like Insulin for diabetes care and inhalers for
COPD care. An elderly female participant from Kollam district
we interacted with narrated experiences where the CHW would
inform them once these medicines were restocked in the FHC.
“Every Thursday when insulin come (in the health facility).
Messages used to come, and the needed ones can go and buy.
Then, our ASHA worker would call and tell us” (FGD Elderly
females KLM).

Impact of COVID-19 on CHW work

The Union and State governments lockdown guidelines limited
the movement of the population and affected the routine work of
CHWSs and they were assigned at the forefront of COVID-19
management in Kerala. The lockdown restricted people to their
health
institutions and group sessions for health education, the primary
nature of the work of CHWs, was affected. The CHWs had to
reach every house individually to record the health statuses of

own houses, and mobilising communities towards

the families and continue to deliver essential health services.
They were supported by LSG members, Junior Public Health
Nurses (JPHN), Junior Health Inspectors (JHI), and community
volunteers in this task:
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Even after the COVID outbreak, we continued doing all the tasks
that we used to perform earlier. We refrain from entering people’s
houses, but we could stand outside. We could go inside the gate,
but we don’t go as close as we used to. But in our surroundings,
whatever work we used to do, we continued to do even after the
COVID outbreak. Even in households where members were
infected with COVID, as an ASHA, we still served them and
performed our duties. Not just ASHAs, but ward members,
RRT [Rapid Response Team] group, JHI, and JPHN everyone
performed their duties very well. (CHW-4 TVM)

When COVID-19 was declared a pandemic in 2020, it was a new
virus with limited research and information around it, and
widespread panic and stigma existed in the community. The
CHWs faced a higher risk of getting exposed to the virus given
their nature of work. A CHW we interviewed recalled the time
as stressful as there was a risk of being infected themselves and
putting their own families at risk of infection. Many of them
become infected early on. She recalls the time

3

...Fear..., I was a
little afraid in the beginning. Even then we did go outside, after
taking bath; we were afraid of the disease spreading from us. I
caught it first, I was the first among the ASHA workers here to
get COVID” (CHW-3—TVM).

The CHWs reported that their duty load went up manifold
during the COVID-19 pandemic as the government directed
suspected cases and their contacts to remain in home isolation.
CHWSs were assigned with checking on their health conditions
and providing information regarding disinfection and COVID-19
management after consulting with the Medical Officer. A CHW
described the work done by them during the period as follows:

We cannot put away our mobile phones and we needed to
enquire about the patient’s health condition and problems
now and then. They also needed medicines and we had to
take care of that too. We also called pregnant women on
Mondays to enquire whether they were having a fever or not.
To control the spread of the COVID-19 virus, I requested the
family members to provide room isolation for the infected
person. We also provided bleaching powder and asked them
to make a liquid solution from it to disinfect surfaces. Since
the beginning of the pandemic, my prime focus was the
COVID patients rather than my own home. (CHW-1 KLM)

As part of the government policy to maintain essential health
service delivery during the lockdown periods in 2020-2021,
CHWs in Kerala were tasked with home-delivering NCD
medicines and other essential medicines to the community after
consulting with PHC medical officers. As noted by a CHW in
Thiruvananthapuram “We would get medicines from the PHC
casualty and deliver them to patients’ homes. Not everyone has
a vehicle. We would do this for the ones who did not have any
means to reach the hospital. We have provided all services to
those who require antenatal care and to bedridden patients.”
An FGD we conducted with women employed under MNREGA
(a rural employment guarantee scheme funded by the central
government) from the Alappuzha district validated this as follows:
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It was the ASHA workers who delivered these medicines to the
houses, it is the ASHA workers who worked hard the most. All
we have to do is just make a call. Even if the COVID
medication comes in supply, and we cannot go and get it
from there, all we have to do is make a phone call and give
the book, and they will deliver the medicines to our homes.
(FGD MNREGA elderly females group)

The elderly male members of the community from Kasargode who
participated in our FGD reflected positively on the work of CHWSs
during the pandemic “...ASHA workers also worked well during the
COVID period and other times as well. They used to call, enquire
about us and give reports to the concerned centres. They had a good
involvement in all these things” (FGD Elderly males KSD).

A group of elderly female widow members from the Kollam
district who participated in our FGD reported that CHWs and
LSG members worked together and helped them with grocery
kits during the lockdown. “The (elected LSG) member visited
every house and did all the help they needed. Yes, ASHA
workers came and helped all. They delivered food Kkits,
medicines, vegetables etc. to houses. It was a good help to
everyone” (FGD Elderly Widow KLM).

CHW:'s perception of remuneration

A CHW reported that despite the growing number of duties to
perform over the years, the honorarium given to them remains low.
They acknowledged that additional incentives were provided to
them as part of the COVID-19 pandemic management duties.
According to a CHW in Kollam, “The honorarium we receive
now is Rs. 6,000 (US$73). All ASHA workers are working hard
enough and all are having a hard time too. We do not get our
honorarium regularly in all months. It would be great if our
honorarium is hiked” (CHW-4 KLM).

This was corroborated by another CHW from Kasargode “We
are not getting enough salary as per the work we are doing. We are
not getting good payment. We are receiving an honorarium. We
have received the payment during the COVID-19 period too. We
have received an additional amount for COVID duty. It would
be great if an honorarium is increased” (CHW-3 KSD).

The study team received a request from the participants during
an FGD conducted with elderly women in the Kollam district. A
participant said, “If it is possible, you have to ask (the
government) to increase ASHA workers’ salary by Rs. 500 (US
$6).” We asked if they felt that CHWs are doing much work in
the field to which they replied “Yes, they do their work perfectly.
I am a social worker..., I have not seen anyone who does their
work with utmost sincerity and perfection as the ASHA workers”
(FGD Elderly women KLM).

Discussion

CHWs play a key role in ensuring the delivery of primary health
services to communities. Our study captured the job role of CHWS
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in Kerala through their perspectives and found that CHWs in Kerala
are primarily tasked in RMNCAH, NCD care, and recently during
COVID-19, with surveillance and management. We identified the
additional roles that were assigned in light of the primary care
reforms Kerala had undergone: CHWs had been tasked with crowd
management and issuing pre-check tokens in the FHC outpatient
department, populating digital population health records, and
actively popularising specialty clinics as part of primary care reform.
The COVID-19 pandemic added additional responsibilities of
COVID-19 case tracking, management, and drug dispensing, which
increased their workload. The decentralised COVID-19 management
in the state, which involved home quarantine, required that CHWs
to monitor patients’ health regularly and supply them with essential
medicine, a task supported and appreciated by the community
members and local self-government members. The major challenge
mentioned by CHWs was the wages they receive, which remain low
and irregular despite the increased scope of work every year.
Glenton et al. conducted a review of CHW roles globally,
summarising their involvement in health systems, including health
promotion, disease prevention, curative care, community
mobilisation, and epidemiological surveillance (35). Our study found
that CHWs in Kerala were actively involved in all the roles except
curative service provision.

Kerala has an ageing population and a very high burden of NCDs
at present. Effective management of NCDs and quality palliative care
are only possible through decentralised primary healthcare focusing
on community participation (36-38), which means that CHWs are
a vital element of the state health system. There is literature
specific to low- and middle-income countries (LMICs) to suggest
that non-physician health workers including CHW involvement
supported by the health support
management, and improved access for NCD care (39-41). CHWs

system can screening,
in Indian states are primarily tasked with maternal and child
health service delivery and the programme has made a significant
impact in improving maternal and child health outcomes in the
country (42, 43). State governments in India are in the process of
involving CHWs in NCD care, in addition to their primary focus
on RMNCAH activities. Abdel-All et al. found that CHWs in the
state of Andhra Pradesh in India were not recognised by the local
health system even though the national NCD policy of the country
had detailed their roles and responsibilities in the programme (40).
Shukla et al. reported that although most of the CHWs in Delhi
possessed moderate to good knowledge about NCD care, they
found the task an additional burden to their RMNCAH activities,
and in the absence of additional incentives and lack of formal
referral linkages, they found it difficult to perform the job roles
satisfactorily (44). Unlike other Indian states where maternal and
child health services delivered through CHWSs are a priority, Kerala
with its achievements in improved maternal and child health
outcomes can focus the job role of CHWs more towards NCD and
palliative care services. The primary care reforms in Kerala
recognised this role of CHWs, and their work in the forefront of
the public health system appears to have improved the quality of
health services and community uptake of government health
services, which is reported in our study and similar studies
conducted in Kerala post the PHC reforms (45, 46).
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The dedicated work done by CHWSs of Kerala during the
COVID-19 pandemic in delivering essential health services,
surveillance of cases, and psychosocial support to the community
as narrated by our study participants is consistent with news
reports and studies that describe the role of CHWs during the
COVID-19 pandemic in detail (47-50). A review by Sahoo et al.
about the mental health status of frontline health workers
resonates with the observations from our study participants who
reported mental stress, anxiety, and fear of getting infected at the
time of the pandemic. A news article reported two CHW deaths
and 1,798 CHWs in Kerala were infected with COVID 19 as of
May 2022 (51, 52). A report that looked into the wage issues of
CHWs in Kerala also described a scenario where the Personal
Protective Equipment (PPE) kits and masks were in shortage
even for the frontline workers who were exposed the most (50).

The close relationship CHWs maintain with the community and
the robust health data collection and recordkeeping practises they
maintained over the years were crucial in setting up a community
surveillance system as part of the trace-test-isolate model adopted
by Kerala for COVID-19 management. An important aspect
discussed by our study was the interaction of CHWs with LSG
leaders. This close relationship helped them to serve as an integral
part of the system, which delivered medicines and groceries and
took care of livelihood matters of the most vulnerable populations
during the lockdown period (2020-2021) of the pandemic. Their
active involvement in issues of the common people related to
healthcare service delivery has certainly increased the acceptance
of CHW s in the state, which in turn has improved the trust of
communities in the public health machinery of the state. The role
of CHWs in the COVID-19 response of Kerala has been reported
by other studies conducted in the state (48, 53).

Our study found that the CHW honorarium in Kerala
remained low at Rs. 6,000 (US$73) per month and the disbursal
often was interrupted. A multistate study about CHWs work
during COVID-19 echoes similar findings where CHWs from
Uttarakhand, Chattisgarh, and Uttar Pradesh complain about
low wages that were disbursed in an untimely manner (54). In
Tamil Nadu, CHWs protested to have their wages raised from
Rs. 3,500 (US$41) to 24,000 (US$287) per month. West Bengal
CHWSs were earning Rs. 4,500 (US$53) per month with
incentives up to Rs. 1,500, while Rajasthan hiked the CHW
honorarium of Rs. 2,970 (US$34) in 2021 by 20%. The
Maharashtra government recently raised the CHW honorarium
to Rs. 11,500 (US$137). Telangana ASHA workers receive Rs.
7,500 (US$89) per month but have been striking to demand an
increase to Rs. 10,000 (US$119) (55, 56). Another study by
Krishnan et al. about CHW work in six Indian states has a
CHW from Kerala reporting that after COVID-19 the payments
are on time (49). Similar studies conducted across the country
reported that CHWs complained about the low and irregular
salaries they receive compared with other health department
Both
recognised the additional work done by CHWs during the
COVID-19 pandemic and life
insurance protection. This finding was corroborated by a CHW

colleagues (50, 57). state and central government

and provided incentives

in Kerala sharing her perspective in a similar multistate study
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that examined frontline health workers’ performance during
COVID-19 in India (49). A key factor determining the low-paid
work by CHWs in India is that the government considers
CHWSs as activists or voluntary workers who are paid an
honorarium for their services; this prevents them from getting
the basic labour security benefits that organised sector
employees enjoy in the country (13, 58). Unions of CHWs are
consistently protesting to change these conditions and
regularise their jobs in all states in the country. With the
programme being in place for two decades and the CHWs
being key stakeholders in the Indian public healthcare system, it
is time to rethink the strategy and provide CHWs with better

institutional support.

Limitations

This analysis was part of a larger health system study that
examined accessibility of healthcare services for vulnerable
populations. It consisted of in-depth interviews with CHWs and
FGDs with community members. First, we conducted the IDI
with CHWs in a selected FHC area, and then the FGDs with
members of the community living in the catchment area of the
same FHC. However, it is to be noted that the sampling of the
FGD was done to include the most vulnerable communities in
the particular area, which often did not match with the area
served by the CHW we interviewed. This may have affected the
triangulation of findings. Moreover, given the scope of our
study, we were not able to capture a wide range of experiences,
level of expertise, and location of work done by CHWs. We
could also not focus in the history and evolution of the CHW
programme. Finally, the data collection for the study happened
in 2021 and 2022, a time when the COVID-19 pandemic was a
major concern for the health system and the health staff were
overworked. We had to purposively include CHWs who were
ready to speak to us during their busy schedules and this might
have led to selection bias. Further research may shed light on
these additional contexts and how they may shape the roles,
experiences, and challenges of CHWs in Kerala.

Conclusion

CHWs in Kerala have been an integral part of the primary care
team in the state and played a major role in successfully
implementing the primary care reforms and then managing the
COVID-19 pandemic. Their willing acceptance of the expansion
of tasks assigned and the close relationship with local self-
government officials in Kerala have helped the CHWSs enjoy
acceptance and recognition in the community. CHWs shall be
further trained to use the data they are collecting and improve
service delivery especially with their involvement in managing
chronic conditions. Low and irregular wages and lack of
employee rights continue to remain the biggest challenges faced
by CHWs in the state, which needs to be addressed through
policy action.
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