

[image: Cover: Running on hope : female community health labor in Rajasthan, India by Svea Closser and Surendra Singh Shekhawat.]






Running On Hope




[image: Logo: Policy to Practice: Ethnographic Perspectives on Global Health Systems.]

SERIES EDITORS: Svea Closser, Emily Mendenhall, Judith Justice, & Peter J. Brown

Policy to Practice: Ethnographic Perspectives on Global Health Systems illustrates and provides critical perspectives on how global health policy becomes practice, and how critical scholarship can itself inform global public health policy. Policy to Practice provides a venue for relevant work from a variety of disciplines, including anthropology, sociology, history, political science, and critical public health.

For the Public Good: Women, Health, and Equity in Rural India, Patricia Antoniello

Delivering Health: Midwifery and Development in Mexico, Lydia Z. Dixon

Unmaking Russia’s Abortion Culture: Family Planning and the Struggle for a Liberal Biopolitics, Michele Rivkin-Fish






Running On Hope Female Community Health Labor in Rajasthan, India


Svea Closser and Surendra Singh Shekhawat

Vanderbilt University Press

Nashville, Tennessee




Copyright 2024 Vanderbilt University Press

All rights reserved

First printing 2024

Library of Congress Cataloging-in-Publication Data

Names: Closser, Svea, 1978- author. | Shekhawat, Surendra Singh, author.

Title: Running on hope : female community health labor in Rajasthan, India / Svea Closser and Surendra Singh Shekhawat.

Other titles: Policy to practice (Nashville, Tenn.) ; 4

Description: Nashville, Tennessee : Vanderbilt University Press, [2024] | Series: Policy to practice ; vol 4 | Includes bibliographical references and index.

Identifiers: LCCN 2024038185 (print) | LCCN 2024038186 (ebook) | ISBN 9780826507631 (paperback) | ISBN 9780826507648 (hardcover) | ISBN 9780826507655 (epub) | ISBN 9780826507662 (pdf)

Subjects: MESH: Community Health Workers | Women | Government Programs | India | Interview

Classification: LCC RA529 (print) | LCC RA529 (ebook) | NLM W 21.5 | DDC 362.10954/4--dc23/eng/20250123

LC record available at https://lccn.loc.gov/2024038185

LC ebook record available at https://lccn.loc.gov/2024038186

This book is freely available in an open access edition thanks to the generous support of Johns Hopkins University. Learn more at the JH Libraries Open Monograph Initiative website, available at https://www.library.jhu.edu/library-services/scholarly-communication/jhlomi-grant/.




For Rajasthan’s ASHAs





Contents


	People in This Book


	Acronyms


	Preface. Our Collaboration


	1. Call Whenever You Need Me: Rajasthan’s Community Health Workers


	2. We Talk to Everyone: The Work of an ASHA


	3. We Have Honorable Work, but That’s All: Women’s Labor in Rajasthan


	4. If There’s No Problem at Home, There Will Be No Problem Outside: Shifts in Family Structures


	5. I’ll Fight For Them: ASHAs as Leaders


	6. Our Union Can’t Stop Us: Leaving the Unions Behind


	Conclusion. Toward Truly Supported Community Health Workers


	Acknowledgments


	Notes


	Bibliography


	Index








People in This Book

All names have been changed. The brief list here is for reference; we provide details on all of these people’s experiences and perspectives in the main text.

Meena, whose story opens this book, has moved from rarely leaving the house, to being someone who helps community members around her navigate the health system, to working with ASHAs around her to unionize and advocate for greater benefits. Meena is an extraordinarily committed ASHA and union leader who feels betrayed both by the health system and the unions. She lives in a mid-size city in Rajasthan.

Bharti is the only ASHA in Gurha Sajjanpura that does not live with her extended family. Bharti has worked very hard to build a modest home, and to ensure that her two daughters, now both around twenty, are educated. She is an avid gardener.

Kavita is an ASHA who lives in a large home just outside of Gurha Sajjanpura, with many fields and cattle. She got a master’s degree through correspondence courses. In addition to her work as an ASHA, she also works with her sister-in-law on embroidery and in the fields.

Anju also lives in a home just outside Gurha Sajjanpura, although hers is less well furnished than Kavita’s. Anju has a nine-month-old baby. She zips around Gurha Sajjanpura on a motor scooter, veiled and confident.

Anita is a dynamic, charismatic ASHA who is a union leader. She worked under Shiv Partap for years, but then broke away in order to try becoming a union leader herself. Her vision is to form a union where ASHAs organize for themselves.

Shiv Partap is a union leader who holds a powerful bureaucratic position within the Rajsthani state government. He is sophisticated and strategic, artfully managing his many ties and political responsibilities.

Shafique is also a union leader. In addition to his ASHA union, he also has other unions, for example one for rickshaw drivers.

Seema is the most militant ASHA organizer we met, aiming to break away from established, male-led unions to lead one of her own. She and her friends have blocked cars, staged hunger strikes, and in their telling gotten into a physical altercation with the Minister of Women’s Affairs.

Priya is an ASHA who became more involved in ASHA protests after COVID. She lives in a rural village outside Gurha Sajjanpura.





Acronyms


	ANM:
 	Auxiliary Nurse-Midwife. ANMs are female workers in India’s health system, employed as permanent staff.

	ASHA:
 	Accredited Social Health Activist. ASHAs are an all-female cadre of Community Health Workers in India. The word asha also means “hope” in Hindi.

	BA:
 	Bachelor of Arts, a university degree.

	BJP:
 	Bharatiya Janata Party, a right-wing political party in India. The BJP is the party of populist leader Narendra Modi.

	BMS:
 	Bharatiya Mazdoor Sangh, a union affiliated with the BJP.

	CHW:
 	Community Health Worker.

	CMHO:
 	Chief Medical and Health Officer, a high-ranking official within the Indian health system.

	FIR:
 	First Information Report, a written document prepared by the police during a formal complaint of wrongdoing.

	IAST:
 	International Alphabet of Sanskrit Transliteration.

	ICDS:
 	Integrated Child and Development Services, an Indian program falling under the Department of Women and Child Development. Anganwadi Workers are the female village-level staff of ICDS; until 2022, ASHAs in Rajasthan worked for both ICDS and the Ministry of Health.

	ICU:
 	Intensive Care Unit, a part of the hospital.

	IMF:
 	International Monetary Fund.

	MDRTB:
 	Multi-Drug-Resistant Tuberculosis.

	MGNREGA:
 	Mahatma Gandhi National Rural Employment Guarantee Act.

	NGO:
 	Non-Governmental Organization.

	SDGs:
 	Sustainable Development Goals, a set of goals created by the United Nations.

	WHO:
 	World Health Organization.







Preface Our Collaboration

The work in this book is centered in a place we call Gurha Sajjanpura, a town of around ten thousand people in rural Rajasthan, an Indian state in a desert region in North India (fig. 1). Gurha Sajjanpura was once a center of power—there are imposing royal structures in town dating back to the 1400s—but they have fallen into disuse, and today the atmosphere is quiet. The town, easily traversed on foot, is made up of cement houses and a single sun-baked strip of stores connected by a jumble of roads just wide enough for a car. Outside of town, the landscape opens up and becomes greener; dirt roads traverse large fields dotted with the colorful figures of the women working in them. Many of Gurha Sajjanpura’s men work in Rajasthan’s capital city, Jaipur, a rapidly expanding desert megacity about an hour away.

[image: A hand-drawn map with illustrations of camels and marionettes. Three shaded regions in western India are labelled “Rajasthan.”]

Figure 1. Location of our fieldwork in Rajasthan, India. The ASHAs in this book lived and worked in the shaded area of the state. Illustration © Soniya Kanwar.



Svea is a middle-aged white female anthropologist from the United States; Surendra is a young male anthropologist from Jaipur. We first met when Surendra was contracted by the Fulbright-Nehru program in India to help Svea get settled in Jaipur. That first meeting grew into a strong collaboration and deep friendship that now spans multiple research projects and life events over nearly a decade. We enjoy our collaboration greatly—we are both anthropology nerds, and in doing the work that led to this book we immersed ourselves in the process of refining research questions, conducting interviews, and planning next steps. We found our complementary identities (male and female, younger and older, insider and outsider) helpful, both in conducting interviews and in thinking through our analysis.

We both stayed in Gurha Sajjanpura when we were conducting research, each of us with a different family; Surendra arranged these homestays and we paid the families we stayed with, although the atmosphere in the homes felt more like being family than renting. The houses were just around the block from each other. The structure of our days in Gurha Sajjanpura was quite consistent.

In the mornings, we would each get up in our respective houses, awakened by the bright light and intense heat of summer in Rajasthan. (Neither of the houses we stayed in, although lovely middle class homes by Gurha Sajjanpura standards, had air conditioning). We would each go downstairs and greet the families we were staying with; the daughters-in-law of the families would make us tea. As is normal in the system of gender segregation in Gurha Sajjanpura, which we will describe more in later chapters, Surendra rarely if ever saw these younger women’s faces; Svea, as a woman, was free to participate in other women’s worlds. In the mornings, Svea would sit with tea and biscuits in the common room of her house, chatting with the older couple who headed the household and playing with the kids, while the young women of the house strategically positioned themselves in the doorway so that Svea could see them and chat with them, but their father-in-law couldn’t (as we discuss in Chapter 3, young married women limit the extent to which they are seen or heard by men in the household).

When it was time for breakfast, Svea would walk over to the house where Surendra was staying. This was a short walk of a block or two, on the dirt roads in this residential area of the village. There would always be people, cows, and sometimes goats or other animals on the street. Because Surendra had laid the groundwork for our work by making introductions throughout town, and because the gossip network in Gurha Sajjanpura was swift and effective, most people knew who we were and why we were there, and the atmosphere was friendly. As Svea walked, older women would sometimes engage her in little, friendly conversations.

Over breakfast, served in the public room of the house where Surendra was staying, we discussed the plan for the day. Surendra had usually made the necessary arrangements for our work in the evening of the day before, going around town and making phone calls asking people if they were willing to be interviewed, or if we could conduct participant observation. We would go over, together, what we were hoping to learn from the interviews or participant observation we would do that day, discussing between us lingering questions we were hoping to answer and our thoughts about what we had learned so far.

We conducted our interviews together, in Hindi, the national language of India. The local language in Gurha Sajjanpura is Dhundari, Surendra’s native language, and a language that Svea doesn’t speak. Most people in Gurha Sajjanpura were also fluent in Hindi; the ASHAs and other people who worked in government health posts had been formally educated in it since childhood. Conversations within the health post were already mostly in Hindi. So it felt natural to conduct interviews in Hindi, allowing Svea to participate. In the few cases where family members of ASHAs felt more comfortable speaking in Dhundari, Surendra conducted the interview.

We conducted our interviews wherever our interviewees preferred, which was usually at their place of work for ASHAs, and at their homes for family members. In very rare cases, interviewees preferred to come to us.

When we visited families at home, they always made us tea. The ethics review board in India had required us to get written informed consent from all of our respondents, and the first cup of tea usually was devoted to going over the written information sheet, answering questions about our study, and allowing our less literate respondents to get the informed consent sheet they were signing read by a more literate family member. We found that this process, which often took more than half an hour, was valuable in facilitating in-depth discussions about what we were doing and why. By the time the interview began, we were often on the second cup of tea, and our interviewees were well informed about what kind of information we were looking for and often quite invested in helping us with our work. This extended informed consent process helped lay the groundwork for talking in an open, conversational way.

We conducted our interviews collaboratively, each of us asking questions whenever one came to mind. We did this because it worked well; our interview styles are similar, and we were on the same page about what we wanted out of our interviews. We both feel that often, the other person would ask the perfect follow-up question of our interviewee, one that we ourselves had not quite formulated. Sometimes, when Svea tripped over her words in Hindi, Surendra would clarify what she was trying to ask.

We also conducted participant observation collaboratively. Svea does not blend in in rural Rajasthan, so in cases where some people at the events we were observing did not already know who we were, it was natural as well as ethical for us to introduce ourselves and explain our project. This was made easier by the fact that ASHAs who knew us were almost always present when we did participant observation, so we were never total strangers. We explained what we were doing, and the kinds of notes we would be taking. Generally speaking, people in health care settings were somewhat mildly interested but overall not very bothered by our presence; we had permission letters from state-level authorities allowing us to do the work, and observers of various types were fairly common in the Rajasthani health system. In union settings, ASHAs were generally quite pleased that we were there, as they were hoping for more visibility for their efforts and they saw our documentation as contributing to that.

We both participated in the same events, but we took independent jottings throughout the day. Most of the interactions we were observing during participant observation in health centers and union events took place in Hindi. The interactions between ASHAs and the community members they served, however, were mostly in Dhundari, so Surendra could pick up much more of what was happening in those interactions.

After conducting participant observation, in the evening or the next morning, we would write fieldnotes collaboratively from the jottings each of us had taken. We would meet in a public room in one of the houses where we were staying, and go over what we had learned. We discussed the events we had witnessed, putting together details of what we had seen from the jottings each of us had taken in our notebooks. Svea typed the more formal fieldnotes up in English on her computer as we talked, drawing details from the notes both of us had taken.

We analyzed the material later, when Svea was back at home in Baltimore, in the United States, and Surendra was at home in Jaipur, the capital of Rajasthan. During the long hours of COVID lockdowns, Surendra listened to the recordings of our interviews and transcribed them in Hindi in notebooks. Then, in hours of Zoom and WhatsApp calls, in the morning for Svea and in the evening for Surendra, we worked through the Hindi transcripts together to translate them into English. Svea typed up those English transcripts as we worked. In some cases, when English didn’t quite capture the meaning, we kept the original Hindi, written out in Roman characters.

In this book, we have sometimes included material in Hindi (along with English translations), mostly in places where the words in English were not as poetic or resonant as what our interviewees actually said to us. For the transliterated Hindi, we used International Alphabet of Sanskrit Transliteration (IAST) conventions, except in places where there is a more commonly used spelling of a Hindi word in roman characters (for example, for the title of a village leader, we used the common spelling of sarpanch rather than the IAST spelling sarpañca). We hope this makes the book come alive a bit more for our Hindi-speaking readers.

Next, over Zoom and WhatsApp calls, we discussed the themes we wanted to write about—something that was clear to us at this point due to our collaborative, careful work with both our fieldnotes and our transcripts, as well as what by now had become personal connections to the ASHAs involved in our project. Although we did not formally code our material, Surendra looked over all of the interviews and transcripts again, highlighting material that was particularly useful for each of the themes we were covering. Together, we discussed which ASHAs would be featured as main characters in the book.

Once we agreed on the material that we thought was essential for the book, Svea put all of the vignettes and the important ideas on index cards, and arranged those cards into chapters. She then typed up the resulting outline, and both of us discussed, refined, and improved it.

Svea next wrote up each chapter from the materials we had put together. As she wrote, she aimed for accessibility. We wanted this book to be engaging for both policymakers and students, two of our primary audiences for this book.

Anthropological theory has informed the thinking in this book profoundly. The many articles we cite in the footnotes of this book are great resources for people interested in more theoretical background on many of the dynamics we describe. In the conclusion, we offer a few theoretical observations for other anthropologists. But for the most part, aware that much anthropological work can be unreadable to those working in global public health, we tried not to have the narrative get too bogged down in theory. The written material in this book focuses on the experiences of the ASHAs we knew.

We went over each draft chapter together, reading aloud, on more Zoom and WhatsApp calls, discussing the material and our analysis of the material. Svea made edits as we worked. The resulting book is deeply and thoroughly a collaborative project, to the point that it is impossible for us to pinpoint whose contributions are whose. All of the thinking here was developed together, and neither of us could have done the work or made the arguments in this book alone.

We think that the nature of our collaboration shows how misleading it can be to use the term “research assistant,” a dismissive term too often used by American-trained anthropologists for their very skilled South Asian collaborators. We recently heard the Indian research assistant of a prominent American anthropologist described as her “secret weapon”—which for us raised the question: why was this collaborator a secret?

Part of the answer to this question is in the structure of American anthropology, which, wedded to the “lone wolf” ideal, may reward young anthropologists with jobs and tenure only if they write as if they conducted research alone. In fact, of course, few anthropologists get very far without a lot of friends and a lot of mentoring at their field site—this is true even if they do their fieldwork in the country where they grew up. The danger is that the myth of the lone wolf can blind American-trained anthropologists to the extent of the support they receive: it can lead them to refer to their teachers as their “assistants,” and to believe that the language reflects the reality.

The neocolonial aspects of the foreign “researcher” and the local “research assistant” are perhaps too obvious to belabor here, except to say that a change in this language is long overdue. Two other ethnographers of Rajasthan, Ann Gold and Bhoju Ram Gujar, coauthored a book in 2002.1 This step is obviously appropriate in many anthropological collaborations; it should not still be so rare.






Chapter 1 Call Whenever You Need Me

Rajasthan’s Community Health Workers


A public hospital in rural Rajasthan, India was very busy on a sweltering summer day in 2018. Although a storm was gathering, in the crowded courtyard in front of the building, two lines of people—one for women, one for men—jostled to get the entry tickets they would need to get care.

The two of us looked around for Meena. Meena was an ASHA, or Accredited Social Health Activist, a Community Health Worker in India’s government health system. We had been following her life and story.

Meena finally arrived, an hour later than expected, rushing and carrying a bag of paperwork, lighting up and greeting us warmly when she saw us. She was a woman of around thirty, perfectly turned out as always, today in a vibrant navy and pink sari and a richly colored blue sari blouse. We followed her inside through the hospital, the wards overflowing with multiple people on beds packing the hallways. She was late, she explained, because she had been at the hospital all night helping to deliver a baby. Did we want to come with her while she checked on the mother?

The delivery ward was so crowded that we could barely make our way in. Meena led us to a bed near the door, where a weary, ecstatic new mother pulled up some covers to reveal a sleeping newborn. The baby was tiny and perfect: the mother, the father, the baby’s toddler brother, and the thrilled grandmother warmly pulled both Meena and her two anthropologists into their circle of elation and joy.

The baby was a girl, the grandmother explained, laying her arm over Svea’s. Gesturing to the mother, she said, “Everything is great now. A brother and a sister, now we are free from worry!”

Then the grandmother gushed, “Meena is doing everything. Back in the old days, it was the mother and father who cared for their child. And now what has happened, it’s the ASHAs who do everything. They take care of the children!”

Meena laughed and shook her head, saying that that was the truth. ASHAs had a huge amount of responsibility.


“They Called Me, and I Came”

Meena’s first order of business this morning—one of the most important parts of her job—was to start preparing the mother’s paperwork. The Rajasthani government had recently started an incentive program, called Mukhyamantree Rājśrī Yojanā (more or less literally translated, the Prime Minister’s Brilliant Idea), designed to narrow the survival and education gaps between boy and girl children in a setting of severe gender inequality. Mothers received cash incentives when they gave birth to a female child in a health facility, when they vaccinated their daughter, when the daughter enrolled in school, and when the daughter completed secondary education. (To try to reduce the preferential treatment often given to boys, these incentives were only for daughters; this incentive program paralleled a global enthusiasm for investment in girls as a way to produce economic gains).1

There was paperwork for these incentives for the family; there was paperwork for Meena’s documentation that she had helped the family with the delivery. This was only a small sliver of the paperwork that made up much of Meena’s job, documenting (among many other things) child weights, immunization status, antenatal care visits, tuberculosis patient medication compliance, what kinds of family planning people were using, and even whether families had installed gutters on the roof of their homes. She did all of this for every family in her catchment area, around a thousand people. The data Meena generated through this voluminous, labor-intensive paperwork tied her invisibly to government health administrators at district, state, and national levels, and to a large network of global health policymakers using that data to evaluate programs and make decisions.2

None of the people in the small family before us was literate; they had moved to Meena’s neighborhood only two years ago, when their home in the city of Jaipur, a sprawling desert metropolis that is the capital of Rajasthan, was destroyed by the government because it was built on land not zoned for residential use. They badly needed the economic assistance these government incentives would provide. But to get them, the mother needed two different ID cards and a bank account—and she had none of these things. Meena would help her navigate the paperwork and the bureaucracy to get them, bringing her forms, collecting documents, and ferrying them to the health center and the bank.

As payment for her efforts in helping this family—going with them to the hospital, staying up all night, checking in on the family, completing piles of paperwork—Meena would receive 300 rupees (about US $5). It was not enough, she commented to us, for many hours of work and missing a night of sleep.

At 2:30 a.m. that morning, this woman’s family had called Meena. She got up, called the ambulance, met the ambulance, and directed them to the woman’s house. Meena brought them all to the hospital, helping the woman navigate the check-in and paperwork; moving her through the hospital to the maternity ward; and acting as a mediator and guide between the mother and the hospital staff. At 6 a.m. the baby was born; Meena stayed until seven. Then Meena went home, made up her children’s lunches for the day, and brought her children to school. After that, she showered, went to the local child-care center where she also had responsibilities as an ASHA, and now was back at the hospital. She had barely slept. But when we left the delivery room, Meena explained to us:


Those people just came here from Jaipur two years ago. People who’ve been around for a while, they’ve been through the process of delivering a baby, they have some experience, so they know where to go, what they need to do. But this family, they didn’t know any of that. The poor woman was so frightened. She asked me to help. I told her, whenever you need me, you can call. And this morning at 2:30 a.m., she called.

The thing is, when you are there for people, then you build trust. It means something to them: they called me, and I came. That’s why people in my area trust me more than anyone else in the health system. This morning, when I got back home from the hospital, a woman was waiting for me at my house. I brought her with me to the hospital, and showed her the line to get her entry ticket. I’ll help her through the hospital. You know, she believes in me.



Meena had been an ASHA for more than ten years; she had built up trust with people in her community over time. The ASHA title (pronounced “ah-sha”) reads as an acronym, but it was much more than an acronym to Meena and everyone else in the health system in Gurja Sajjanpura. The word asha in Hindi means “hope,” and ASHAs were nearly universally seen as critical links between the health system and the people that system aimed to serve.



“My Family, They Tell Me to Quit”

At first, the job had been a real challenge. When Meena started her work, she had been a young mother with two toddlers. At the time, the salary was Rs 500 (around $10) per month. Meena had moved to this town only after her marriage. Following the conventions of young married Hindu women in Rajasthan, at that time she rarely left the house, and did so only veiled. She knew little of the world outside her walls. She explained:


My husband had forbidden me to take the job: “You’re going to abandon the children for $10 a month?”

But my mother-in-law said, “Everything is so expensive these days, and this way she’ll be standing on her own two feet. She’ll take care of her own family herself.” Then my husband had to go along. My mother-in-law said, “I’ll take care of the children, you go.” My mother- and father-in-law have experienced great poverty, so they understood the value of a job.

But at the beginning, it was so difficult! At the beginning, they told us that each day, we had to do a survey of ten households. And my catchment area was huge. I didn’t know anything! If I ever left the house, my mother-in-law used to make sure that not even my teeth were showing from under my sari. She would scold me: “Your teeth are showing! Your chin is showing! The neighbors are watching!” Think of it, in that situation how would I go out and do a door-to-door survey?

But my father-in-law, he was a pandit [priest]. Everyone knew me as the pandit’s daughter-in-law. He went with me when I went door to door. He supported me. He told everyone, “This is my daughter-in-law, and she just started work as an ASHA. Whatever you need, tell her and she’ll get it for you.”



Meena had grown into the job. After almost ten years of work, she now did it easily on her own. But the hours could be brutal, and the pay was awful. She and her family were both ambivalent, she explained:


Sometimes I get stressed about all the work, and my family, they tell me to quit. But the thing is, I have worked so hard to get to know all those people, and even if I quit they’ll still come to me asking for help! I won’t be able to say no.

And then, I think, what am I getting out of this work? I mean, in terms of living a good life. Whatever heartbreak I have at home, whatever pain and problem I am facing, I forget it all, when I work with these people.

In the past few years my father died. My brother had kidney disease, he died too. When I’m at work, I’m not thinking about those things. Helping others, I forget.

And the people I’ve met, they’ve become family. I don’t dwell on my sadness. So that’s why I tell myself: I’ve made so many friends, I’ve learned so many things. And I have left the house and gotten to know the wider world.



Meena had gotten to know this world better than many of her male relatives. When her brother fell ill, she was the one who took him to a faraway city and guided him through the hospital system. And at home, she had taken on much of the work running errands and visiting relatives—something she never would have done before.

Yet despite her expanded freedom, Meena’s job remained stressful and the pay very low. Every ASHA in Gurha Sajjanpura commented to us that their pay was low. Teachers, they pointed out, could earn 50,000 rupees a month (about $700). But between their base salary of 2,500 rupees and the incentive-based payments they got, most of Gurja Sajjanpura’s ASHAs averaged around Rs 6,000 (about $80) per month. It was, we heard repeatedly, “nothing.”

Meena, like the other ASHAs she worked with, waited for the day when their job might become a “permanent” government position, one with minimum wage pay and benefits. Because they worked so hard and provided so much, they hoped that the government would recognize those contributions with job security. They were, Meena explained, “running on hope.”



Health by the People

India’s 900,000 ASHAs make up the largest Community Health Worker (CHW) program in the world. CHWs are the backbone of the health systems in contexts like India, where there are not enough doctors and nurses in rural areas to cover the population with basic health services. The CHW model is common worldwide; Ethiopia’s Health Extension Worker program, as just one of many examples, also employs local women to provide essential health services in remote areas and underserved urban settings alike. CHWs bridge the social and service delivery gaps between communities and health systems, and they have long been held up as the embodiment of community participation and empowerment in health.

Long before the ASHA program, India was home to a pioneering Community Health Worker program. In 1970, Rajanikant and Mabelle Arole founded the Jamkhed Comprehensive Rural Health Project in the state of Maharashtra. The Aroles were medical doctors who had been stationed at a rural hospital, but they soon found that their efforts as physicians were not addressing the root causes of illness. The underlying causes of poor health, from inadequate nutrition to poor sanitation, would continue to make people sick, and their efforts at curative care were not addressing these issues. They explained:


After four years of service we recognized that 70 percent of illnesses were preventable and large numbers of patients “cured” in the hospital were going back to the same environment and later returning to the hospital for the same sort of episode of illness. This repetitive pattern of simple preventable illnesses could not be changed by the hospital even though it was situated in the heart of the rural area. Since a traditional curative-oriented hospital system does not penetrate the communities and does not see patients as a part of a community in relation to the environment they live in, it fails to meet the total needs of the community.3



The Aroles centered their project around marginalized women, teaching illiterate widows and Dalits (a low-caste group in India) to provide basic health services and health education.4 For example, they reached out to the families of underweight children, providing supplemental nutrition support. They encouraged immunization and referred mothers who had danger signs during pregnancy. These female Community Health Workers were extraordinarily effective. In just five years, the infant mortality rate was cut by two thirds, and both antenatal care coverage and immunization rates went from near zero to more than eighty percent.5

The project was enormously influential at a global level, not only for its effectiveness, but for its ethos. In his landmark book Health by the People, published by the World Health Organization in 1975, Kenneth Newell highlighted the Jamkhed project, commenting that it was not enough to think of health in terms of disease burden, rates of child stunting, and maternal deaths. Instead, Newell argued, health planners should focus on “such qualities as hope, human dignity, a capacity for improvement and change, organization and responsibility, and mastery over one’s own fate.”6

The Jamkhed project, along with other pioneering CHW programs in South Africa, Guatemala, and China, shaped an emerging vision of what was being called Primary Health Care.7 Throughout the 1970s, there was growing momentum for community-based provision of comprehensive health services globally. In part, this was a philosophical movement away from single-disease programs targeting malaria and smallpox, and toward a vision of health care provision where everyone could access basic health services, provided conveniently and affordably, as a basic health right.8

This culminated in the landmark Alma-Ata conference in 1978. The Alma-Ata Declaration articulated a vision of the future in which communities actively participated in the provision of proven, socially acceptable health care.9 The Alma-Ata document passionately argued against health inequality; stated that health was a “fundamental human right;” argued for health provided in accessible ways by and for communities; and emphasized that nutrition, education, and housing were all health issues.10 It was a model rooted in a vision of social justice, and Community Health Workers were a core part of that vision.



Lackey or Liberator?

Even as momentum grew for the lofty ideals of Alma-Ata, however, some observers urged caution. The lofty ideals of community-based Primary Health Care are hard to achieve, and not always appealing to those in power. In the mid-1970s, David Werner, author of Where There Is No Doctor, visited forty rural health projects in nine Latin American countries. “We were inspired by some of the things we saw,” he wrote of the projects’ deployment of CHWs, “and profoundly disturbed by others. While in some of the projects we visited people were in fact regarded as a resource to control disease, in others we had a sickening impression that disease was being used as a resource to control people.”11

Werner was concerned that Community Health Workers were being managed in a deeply problematic way by the programs that employed them—that they were, in his words, made to be lackeys rather than liberators. He continued:


We find, in certain programs, a different breed of village health worker is being moulded—one who is taught a pathetically limited range of skills, who is trained not to think but to follow a list of very specific instructions or “norms,” who has a neat uniform and a handsome diploma, who works in a standardized cement-block health post, and who is subject to restrictive supervision and rigidly predefined limitations. Such a health worker has a limited impact on the health and even less on the growth of the community. He, or more usually she, spends a great deal of time filling out forms.12



If, as in the conception that underlies the tenets of Alma-Ata, health is most powerfully shaped by social justice—access to land, to food, to clean water, to communities’ ability to determine their own priorities, including health priorities—then CHWs should be advocates for social justice and community health. They should see equitable distribution of food as much as their priority as the provision of medicine. Yet such a vision of CHWs is often not particularly appealing to those in power—the policymakers and doctors that have the most influence in shaping CHW programs. These actors tend to want CHWs to serve and assist them, not to upend existing hierarchies.

In practice, CHW programs are often designed so that CHWs are not activists, but low-level laborers carrying out the tasks dictated to them from above. Often, CHWs around the world are disempowered staff at the bottom of health bureaucracies, facing severe restrictions on their ability to advocate for themselves or for the needs of their communities. They are frequently given strict orders on how to work, and little latitude to raise up health issues that are priorities for community members. Thus, there are long-standing tensions between “bottom-up” and “top-down” approaches to CHW work.13 The scholar Kerry Scott, a close observer of the ASHA program in India, summarizes these “debates and tensions” (Table 1). They exemplify the difference between the “liberator” model, envisioned in places like Alma-Ata, and the “lackey” model, embodied by Werner’s description of the form-filling and heavily supervised health worker. These tensions run to the heart of CHW programs, including the ASHA program.



“Every Responsibility Falls on the ASHA”

It was time for the biweekly ASHA meeting at the hospital where Meena worked. Fifteen or twenty ASHAs sat on the floor, on a large carpet spread out in the hallway. We took a seat near Meena on the floor.

Chairs were lined up in front of the carpet. A male supervisor sat in one of them, flanked by the male computer operator and the female Auxiliary



Table 1. Kerry Scott’s Debates and Tensions in CHW Programs




	Liberator
	Lackey





	Self-motivated
	Self-interested



	Volunteer
	Employee



	Activist
	Extender



	Of and for the community
	Of and for the health system



	Empowered
	Exploited





Source: Marta Schaaf et al., “Report on the ‘Think-in’ on Community Health Worker Voice, Power, and Citizens’ Right to Health” (Accountability Research Center, January 2018), 10.

Nurse-Midwife (ANM), looking down on the group of ASHAs. The hospital’s main doctor, a man, joined them on the chairs a little late.

The male supervisor started the meeting by saying sternly, “This meeting won’t be over until all of your lists are verified. There’s no excuse for having the registers being anything other than 100 percent correct. I’ve explained this to you before; I shouldn’t have to tell you again.”

The ASHAs’ response to this opening salvo was heated. The register in question, they explained, was the responsibility of the Auxiliary Nurse-Midwife, and they should not have been tasked with it. “You’re forcing us to do other people’s work,” one ASHA called out.

The vehemence of the response was not a matter of a single register.

The ASHAs were frequently tasked with the work of their supervisors. An ASHA next to Svea leant over her notebook, where she was jotting field notes. “Write this: We’re doing the ANM’s work. We’re doing the panchayat’s work. Why should we do all of that?”

Several ASHAs in the room had taken it upon themselves to travel hours to Jaipur, the state capital, to meet with Ministry of Health officials. They met, they said, with the Chief Medical and Health Officer (CMHO), a high ranking official. “We won’t fill the register, it’s not our job,” another ASHA called out. “The CMHO in Jaipur clearly told us not to.”

In the midst of the meeting, the lights went out. It was pouring outside, and thunder rumbled. This fit the mood of the meeting, which was tumultuous, an argument between those on the chairs and those on the floor. The ASHAs were unruly and vocal. Half of them had let their saris slip off their heads. The more powerful people in the room, sitting on chairs, clapped their hands in the hope of restoring order. The Auxiliary Nurse-Midwife looked seriously displeased.

The ASHAs’ refusal to do this paperwork—paperwork which was, in fact, not their responsibility—had had negative repercussions for the doctor and the hospital management, who had been called out at state meetings for not having proper documentation. They were redoubling pressure on the ASHAs in hopes of getting them to do it. It wasn’t really working.

Meena was the most vocal of all the ASHAs at the meeting. She spoke back to the supervisor clearly and firmly, in a steady voice. But as she did so, her hand worried at her purse handle, nervously fingering the straps even as she strongly stated the ASHAs’ case. She rocked just a little. She was nervous and simmering mad.

Later, a few ASHAs explained to us that their anger was rooted in the severe discrepancy between the work they do and the pay they get. “Everyone is our supervisor,” they said. “Everyone dumps their work on us.”

Meena was more sanguine: “There are only two Auxiliary Nurse-Midwives—how much work can they do? They get assigned the night shift.

And they are forced to do the work of their supervisors, too. We need to have a good rhythm, good relations. Then the work will keep going.”

Still, she commented, it wasn’t fair: “We are the ones that fill out every field report. If there’s any work that involves getting up from the desk, it becomes the ASHA’s responsibility. And the manual labor: last night I stayed late emptying coolers and water tanks.”

Another ASHA added, “If there’s a dengue patient, a malaria patient, it’s the ASHA who will follow up and do the paperwork. And look for more cases. Every responsibility falls on the ASHA, but the ASHAs are paid nothing.”



No Love Without Fear

In the years after Alma-Ata, new CHW programs were founded across the world. India initiated a huge CHW program in the late 1970s, aiming for one worker for every one thousand people. The aim was to put “people’s health in people’s hands.”14 This move drew on a long history of support for CHWs in India, dating back to the freedom movement of the 1940s. Members of the freedom movement envisioned a community-based health system that would democratize knowledge; they wrote that CHWs should be a “corner-stone” of this system.15

Yet the massive CHW program scaled up in the 1970s faced challenges. One challenge—shared by CHW programs across the world—was opposition from doctors, who moved to protect their turf.16 Anthropologist Mark Nichter observed that doctors in Indian health posts tended to “underplay the skills of field staff and jealously guard medical supplies for symbolic as well as economic reasons.”17

Doctors wanted CHWs to be underlings under their control, not community control. In Werner’s terms, they wanted lackeys, not liberators. In one example, researcher Rushikesh Maru noted in 1980 that although on paper, CHWs were to be controlled by the community, health staff had wrested control of CHW activities back. When Maru asked health post officials in India about CHWs, they insisted that top-down control of CHW activities was essential. “Control is a must because people are dishonest,” one health post official told him. Another, arguing for intimidation tactics in managing CHWs, quipped, “There is no love without fear.” Maru concluded that the Indian health bureaucracy was able to successfully resist “any new innovation which undermines its power to command and punish.”18

The CHWs of the 1970s and early 1980s, who were mostly men, received a small stipend and a supply of medicines, but did not get a salary or benefits.19 But once CHWs were treated as underlings by the health system, they began to feel that they deserved a wage.20 It proved very difficult to maintain momentum over many years in a program that relied on workers that were paid very little. As CHWs began striking to demand fair wages, the government phased out the program.21

These developments in India mirrored the trajectory of many other CHW programs globally. Many programs fizzled out after a brief lifespan, in large part because training and remunerating huge cadres of CHWs was perceived to be too expensive. Structural Adjustment Programs implemented by the International Monetary Fund (IMF) in the 1980s and 1990s required the privatization of many industries, emptying government health system budgets. They pushed away from a model of health care as a social good and toward the privatization and commodification of health care.22 Health systems, drained of money by neoliberal policies including these Structural Adjustment Programs, simply could not afford large scale salaried CHW initiatives.23

Thus, in the 1980s and 1990s, international enthusiasm for and attention to Primary Health Care and CHW programs waned. International initiatives, in India and elsewhere, overwhelmingly focused on “vertical” programs aimed at a few select diseases and delivered in a targeted way, not the broad-scale goals of Primary Health Care.24

However, in the 2000s and 2010s, CHW programs saw a global resurgence, paralleling the huge increases in funding and attention given to global public health in the wake of the HIV/AIDS pandemic. In the context of a global shortage of doctors and nurses, CHWs were seen as a way to get essential health services to those most in need. In this new environment, CHW programs were pitched as cost-saving strategies.25 This framing of CHWs as a cost-effective solution to health labor shortages has far-reaching implications.



Power and Political Economy in Health Systems

Since the field of medical anthropology was born in the 1970s, medical anthropologists have explored the social organization, power relations, and politics of health systems. Ethnographers have worked to understand the lives and worlds of policymakers and health staff, as points of entry into the power structures that run through the global health enterprise. The tradition of studying health systems from the inside dates back to the pioneering work of Judith Justice, whose classic book Policies, Plans and People explored, among other things, the role of the “peon” in the Nepali health system. Officially the person tasked with getting tea for the doctor, peons were often preferred providers at rural health posts because they were knowledgeable, respectful, and connected to the communities they served.26

Fifteen years ago, the Critical Anthropology of Global Health (CAGH) Interest Group, part of the Society for Medical Anthropology, articulated a “health systems perspective” as a core anthropological contribution to global public health, pointing out that anthropologists could provide important insights on the economies, politics, and governance of health systems.27 More recently, Katerini Storeng and Arima Mishra have shown that ethnographic work can illuminate health systems “in historical, political, and social perspective.”28 Karina Kielmann has noted that anthropological work can provide an “in-depth, rich, and nuanced analysis of the relationship between power, knowledge, and practice in health systems.”29 This book fits securely in that tradition.

Within this body of work, there is a growing literature on healers working within under-resourced government health systems.30 And the anthropological literature on Community Health Workers is particularly strong. There are several resounding themes within this body of work.



Volunteer or Exploited Worker?

Many CHWs across the world are described as volunteers. ASHA work pays far less than minimum wage, on the legal grounds that it the work is “voluntary.” The term volunteer in these contexts is slippery and often misleading: many volunteer CHWs globally get per diems or payments of some type that they consider pay—albeit awful pay.31 Anthropologists have argued that the extremely low pay in most CHW programs leads to exploitative conductions in a wide variety of contexts.32 Many “volunteer” CHWs are volunteers only in the sense that their often irregular remuneration is less than minimum wage.

Necessity is the driving force for low-paid or unpaid labor in many cases—a Community Health Worker force covering the population of even a small country will be a large number of people, and many Ministries of Health simply do not have money for a living wage for that many people in their budgets.33 There are around one million ASHAs in India; even small changes in remuneration, multiplied by a million, add up to serious money very quickly. Paying CHWs the minimum amount required to get them to work means saving as much money as possible for other critical needs of the health system, such as lifesaving basic medications for impoverished patients.

Yet, this extremely low pay has profound consequences for CHWs. Anthropological work has shown that CHWs across contexts live in poverty.34 CHWs across the world have taken up community health work as one income generating tactic among many, “volunteering” as a subsistence strategy in the hope that it will build social connections and one day result in a stable job.35 Further, many CHWs hope—a hope that goes unfulfilled in most cases—that low-paid work as a CHW might eventually lead to a more stable job in the health system, or to political connections that would benefit them.36

CHW “volunteerism” has been justified by global health officials with a range of discursive strategies, the most common of which being that volunteers are intrinsically motivated, and that pay would interfere with intrinsic motivation.37 Anthropologists have been quick to point out that those arguments are rarely applied to positions occupied by doctors, policymakers, or other high-status individuals.38

Many CHWs, of course, do find joy and meaning in their work.39 A large body of anthropological work has shown that the desire to serve others coexists with an acute need for money in the motivations of many CHWs across the world.40



Women: the “Superior CHWs”

The new CHW programs of the 2000s and 2010s, which include India’s ASHA program, are overwhelmingly made up of women. Out of the estimated five million CHWs serving their communities across the world, there are approximately twice as many female CHWs as there are male.41 These women are tasked with providing care and saving lives at the front lines of often weak and unreliable health systems. As a recent World Health Organization (WHO) report put it, health services across the world are delivered by women—women who are managed by men.42

One reason for this is that women are often socially well positioned for the maternal and child health work that is central to many CHW programs. In Rajasthan, as in many other communities in South Asia, unrelated men are not always granted access to new mothers and newborn babies, but female CHWs are free to meet them. As we describe in this book, rural Rajsthani households have strict geographies of gender segregation, and in most households men simply could not do the kind of work that Meena does.

There are ideological reasons as well. Women are frequently idealized as caring and connected to their communities. For example, a Columbia University report promoting CHW programs said that women “often are superior CHWs” compared to men, due, in part, to “their attachment to the community, and their less common use of alcohol in evenings.”43 These constructions of female commitment and virtue echo others throughout global health and development programs, where women are portrayed as people whose gender makes them more caring, more giving, and more moral.44 There are several deep issues with these narratives, which can function to mask and enable relationships of exploitation and domination.45

Often rhetoric around care posits caring as if it is something that an individual does, whereas care actually occurs in relationships.46 “It makes little sense to think of individuals as if they were Robinson Crusoe, all alone, making decisions,” scholar Joan Tronto writes.47 Instead, caring happens in relationship with others, and carers themselves need support and care. As the stories in this book show, this is definitely true for CHWs.

Also, narratives of certain groups of people as caring or altruistic are almost always tied up in relations of power. Some groups of people—usually more powerful people—get a societal “pass” out of being caring or altruistic, because they are doing other things (making money, governing countries) that are presumably more important. At the same time, people constructed as being particularly caring are often assumed to be unconcerned with things like stable incomes, safe living environments, or gaining power—whether or not this is actually the case.48

Conceptualizing community health work as something that altruistic women do for their neighbors also can hide recognition that the work is often dangerous. Frontline health workers put their bodies in dangerous situations—exposing themselves to infection, and dealing with the emotional labor of interacting with a wide range of community members, including those who may not want the services they are providing.49 Many CHWs are exposed to violence.50 And sexual harassment and violence, both from supervisors and community members, can be common.51

Narratives of female virtue and giving, which circulate in centers of global health power across the world, can eclipse the fact that CHWs are not saints but humans—humans who usually desire fair pay and good working conditions.52 Obscured by the rhetoric about female morality, but frequently behind the choice to deploy women, is the fact that men often will not work for the low or nonexistent pay offered CHWs. Women, who have fewer employment opportunities and a narrower radius of movement in many social contexts including Rajasthan, are often more willing to accept a very low wage—a set of dynamics that we will describe in detail in this book.53 The Columbia report quoted earlier hints at this, saying that women “are less likely to abandon their posts as CHWs for better opportunities.”54

Many countries besides India, including Nepal and Ethiopia, transitioned their volunteer CHW programs from male to female workers in the last fifty years; these transitions were influenced in part by stringent demands by male CHWs for more payment.55 Someone with familiarity with internal discussions in India told us that women were favored as ASHAs in part because of the Indian government’s previous experience with male CHWs; women were seen as less likely to be vocal or to unionize.



The Birth of the ASHA Program

The Mitanin program, started in the Indian state of Chhattisgarh in 2002, is a paradigmatic example of volunteer, community-engaged CHWs. Female CHWs called Mitanins were selected by their communities, through a facilitated process that elevated “weaker voices” and limited the power of local elites.56 Conceptualized as “state-initiated community activism,” the program was run and supported by the State Health Resource Center, an entity that brought together civil society, health experts, and government officials.57

Mitanins were trained as health activists, for example taking action to make sure that families who were food insecure were getting the government entitlements that were due them. In this program, the volunteer model seems to have worked very well. In part, this may have been because there was a rationale for volunteerism that did not rely particularly heavily on constructions of women as inherently virtuous. Instead, the volunteer nature of the program was a calculated move to disrupt the usual power dynamics. The rationale was that if Mitanins were paid employees at the lowest level of the government health system, they were likely to be answerable to the system, not the community.58 Still, even this program eventually gave incentives to Mitanins for tasks that the state wanted accomplished—incentives that some observers felt were part of a process of pulling Mitanins away from activist work and into the top-down command structure of local elites.59

Even so, the program had some notable successes. Mitanins took on local elites, even identifying corruption within the health system. They protected themselves by forming alliances, including a state-wide network of Mitanins with powerful support at the state level.60

The success of the Mitanin program influenced the nascent ASHA program. In the mid-2000s, the Indian government created the ambitious National Rural Health Mission, a program aiming to expand effective health services to India’s vast rural population. The ASHA was a key part of the National Rural Health Mission’s design.

The Mitanin program was an inspiration and a model to those designing the ASHA program—up to a point. When the Mitanin model was taken up by powerful donors and national policymakers in Delhi, someone familiar with the process told us, “they took some of the convenient components”—meaning the parts palatable to those in power—“and left out some of the less convenient components.”

While Mitanins had been given job security (albeit low-paid or unpaid job security), ASHAs would not be so secure. The neoliberal atmosphere that surrounded the creation of the National Rural Health Mission was one in which contractual, temporary work was increasingly the norm globally. At that time—and now—there was little or no appetite in donor organizations for the recurring costs involved in hiring large cadres of health workers.61 Nor were governments always enthusiastic about such investments. Two people familiar with the negotiations of the early ASHA program told us independently that the government was unwilling to provide these new workers with paid employment.

The incentive structure of the ASHA program evolved in a way that reflected broader trends in the CHW resurgence of the early 2000s. It was agreed that the ASHA would be given incentives for doing particular tasks. This reflected a broader trend of international initiatives (most of which focused on particular diseases) providing incentives for specific tasks related to their disease of interest—all while avoiding supporting the human resources of health systems in any broader way.62

So the ASHA was provided with incentives for carrying out particular activities, mostly related to maternal and child health. “They had a vision of her as a broker—a tout,” one person familiar with the negotiations commented of those who created the ASHA program. But, they added, at least the incentives were “a way of getting past the government being unwilling to employ her.”



Activism Despite the State

This incentive-based pay structure—which rewards ASHAs for specific tasks like childhood immunization and facility births, not broad based goals like community participation—reflects and reinforces the top down orientation of the ASHA program, as well as the metrics-focused orientation of global health broadly.63 In other words, ASHAs are busy carrying out and quantifying specific tasks—like getting mothers to give birth in health facilities, getting babies into health centers for vaccination, and submitting reports showing the numbers of those tasks completed.

The tasks that an ASHA is reimbursed for, and the kinds of data she collates, are aimed at changing the behaviors of rural families in particular ways—for example, encouraging them to dramatically change rural Rajasthani family structure by having only two children.64 These sets of tasks mirror those in CHW programs globally; many states want to change the behavior, particularly the reproductive behavior, of their rural populations through CHW programs.65 They want to convince rural people to marry their daughters later, to use birth control, to educate their daughters, and to give birth in health facilities. These goals are shaped both by international metrics like the Sustainable Development Goals, and by government officials’ own ideas of development and modernization.66 India’s policies for the ASHA program mirror these larger trends. As Sisdel Roalkvalm has observed, ASHAs are “both the objects and agents of development,” expected to mold themselves and their neighbors in specific ways mandated by the state.67

Although ASHA stands for “Accredited Social Health Activist,” the “activist” part of the ASHA’s work was not given the same attention as in the Mitanin program. While the Mitanin program had been run largely independently of state ministries, the ASHA would be part of the Ministry of Health, accountable to supervisors within that structure. Although there is a training module on activism in the official ASHA training materials, the ASHAs we knew had never seen it. In fact, they did not think that activism was part of their job responsibilities.

“The Indian state is extremely shrewd,” someone who participated in the founding of the ASHA program commented. “They know how to say one thing and ensure that something else happens. They didn’t want her to demand anything. The program is designed to keep her from being an activist. The state instituted education requirements: this is, of course, a proxy for class and caste.”

In addition to the education requirements, ASHAs were required to be married—women in most parts of rural India move from the place they were born to live with their husband’s family when they marry, and it may not always be appropriate for unmarried women to discuss topics like birth control. ASHAs’ family involvement, too, could keep her from activism, the person who was active in the early program pointed out: “The daughter-in-law of a sarpanch (local elected official) is not likely to be an activist. She gets money for what the government wants her to do, not the village. Activism is a collective activity—so you would have to support community organizing for health.”

Yet, both people we spoke to who were familiar with the founding of the program agreed, the creation of the ASHA program was a milestone. Although many ASHAs might be activists “despite the state,” the program is nonetheless deeply meaningful: the largest system of CHWs in the world, around a million spanning the country.

And, the working conditions of ASHAs have had some political traction at the national level, with periodic discussions on how to better support ASHAs with pay and reasonable workloads.68 Incentives have increased steadily over the years. So have ASHAs’ responsibilities.



Beyond Lackeys and Liberators

This book builds on the existing literature on the political economy of health work through an exploration of two key aspects of CHW labor: first, the role that ASHAs’ labor plays within their families; and second, the trajectory of their participation in unions. Both of these issues are central in understanding ASHAs’ relationship to their work. Yet neither has thus far gotten much attention in either the anthropological or public health literature on CHWs.

We take as a starting point the important point, made in the anthropological literature on CHWs, that the lackey versus liberator dynamics are never quite so simple. CHWs are often both monitors of their neighbors’ behavior and advocates for them.69 And CHWs are diverse: their social, economic, and generational positions determine how they think about and enact their responsibilities, and CHW programs change over time.70

South Africa-based social scientists Chris Colvin and Alison Swartz have advised that anthropologists look beyond the top-down versus community-based models of CHW work, and instead understand CHWs “in community,” through a model “that moves away from the individual and asks instead about the ways care work fits into broader social structures and processes more generally.”71 In this book, we aim to do just that for the ASHA program. In doing so, we build on existing literature, including the work of anthropologists like Kenneth Maes who have so clearly outlined the ways that volunteer CHW labor can be exploitative.72 In this book, we explore additional social dimensions of CHW work: ASHAs’ relationships within families and within labor unions. These social dimensions are deeply gendered. They also illuminate the multifaceted nature of CHW work for ASHAs, and show how the work transforms their lives in complex ways.

The literature on ASHAs is voluminous: a recent review identified 122 articles written on the program.73 Within this literature, several excellent pieces situate the ASHAs’ work in Rajasthan within social relations in the health system, and within community hierarchies.74 As Nordfeldt and Roalkvam show, the government’s promotional material notwithstanding, the ASHA is not a “health sister,” she is rather “a village sister, participating in the local social games of relations and hierarchy.”75

For ASHAs in Rajasthan, one critical village relationship was the one they had with Anganwadi Workers, village-level female volunteer workers focused on child nutrition. The relationships between ASHAs and Anganwadi Workers—and other co-workers and supervisors—are sometimes fraught, and tied to their families’ statuses in the community.76 As in the vignette above where Meena argued with her supervisors, relationships between different cadres of workers can be hierarchical and sometimes strained.

These hierarchies are not just in health systems: they are also in families, where the young women who are often chosen as CHWs are typically low-status members. Yet across the literature on ASHAs and Anganwadi Workers—and indeed the literature on CHWs around the world—the role of CHWs’ families remains largely unexplored. Many researchers, particularly in India, are well aware that families are important: Kavita Bhatia, for example, describes ASHAs’ families in Maharashtra as “an uncounted stakeholder.”77 By this Bhatia means that ASHAs’ families shape their work and the program in significant ways. However, these dynamics remain for the most part mentioned only in passing.

In part this may be because of an unhelpful conceptual distinction between “work” and what many people in the United States often call “life” (meaning everything outside of work). But for the ASHAs we knew, this distinction was not neat at all. At home, the labor burden of many of the ASHAs we knew was crushing. As we describe in this book, going to work as an ASHA was for some women a break from the work at home. And the very fact that they were ASHAs at all was almost always because of family ties and family decisions. The stories in this book show that for ASHAs, CHW work could not be separated out from family relations.

This book also explores the social entanglements of ASHAs in union structures. Although CHWs across the world are involved in unions, our understanding of what really happens within unions, the social and power relations involved, and the implications for health systems is still nascent.78 Some recently published work has suggested that the impact of CHW unionization may be limited in many contexts.79 In South Africa, the fragility of emerging CHW unions, as well as opposition from the South African Ministry of Health, has thus far kept CHW organizing from making significant headway.80 Our goal was to understand these dynamics in India, to flesh out CHW work and the complexity of its power relations and politics.81

We went into this research with a range of questions about the social context of community health work: How does this work shift gender relations within the family? How and when do ASHAs push back against power structures in the family, and in the health system, and what happens when they do? Are unions a way of shifting these power dynamics, and what might the complicated unintended consequences of unionization be?

In this book, we tell the story of ASHAs’ families, and ASHAs’ unions, from the ASHAs’ point of view. Our telling of these stories would be different if we had spent most of our time with supervisors, policymakers, or union leaders. We interviewed all of those people, but we did not spend our days with them. The focus of this book is on ASHAs’ central concerns. So, for example, this book is not really about whether ASHAs are doing a good job at their work (a concern of many supervisors and policymakers). Instead, this book is about what the ASHAs we came to know and admire wanted us to write about.

These stories are complex. Working as an ASHA changed these women’s lives and relationships in profound ways; but there are no easy narratives of “empowerment” here. Nor do narratives of neoliberalism or biopower—two anthropological frames often applied in analyses of global health programs—paint the full picture.82 The structure of ASHA work was shaped in part by neoliberal forces—as can be seen in the reluctance to provide ASHAs with a salaried position, and in the incentive-based pay structure that was implemented instead. And biopower—the diffuse and complex ways that people’s very bodies are shaped by powerful global forces—is at work in the program. This can be seen in what those incentives reward: encouraging smaller families, and promoting specific practices of immunization and child feeding. Yet these forces explain only a piece of what is going on for the ASHAs we know.

In this book, we go deeper into how ASHA work changed the trajectory of young women’s lives in rural Rajasthan in meaningful and complicated ways. These changes were something much more complex and more interesting than either exploitation or empowerment. Despite the undoubtedly top-down nature of the program, ASHAs were not just cogs in the machine (although they complained that they felt that way sometimes). In addition, the work was profoundly transformative in various ways for ASHAs themselves.

Early chapters of this book explore how ASHA work intersected with young women’s positions as young daughters-in-law, and how working as an ASHA changed their relationships with their families, and also their views of the world.

In the later chapters of the book, we describe what happened when, after experiencing these transformations, women began to advocate for themselves, within the health system, and through unions. There, they encountered power structures that were very slow to bend.

The ASHAs who are featured in this book opened up their lives to us, and were generous with their time and their energy, because they had something important to say, and they saw us as a conduit to saying it. They were not shy about telling us that was the deal: they would help us tell the stories of their lives in all their messiness and complexity; we would write a book that would show the world that they deserved more respect, and more power. Our job—a job that is taking us far too long according to the ASHAs involved—is to tell their stories in a way that does them some justice. We hope that we have communicated the passion, commitment, humor, and luminous intelligence of these women, and that we have passed on a bit of the enormous respect we have for them.



Methods: Following the Threads of ASHA Activism

There were ten ASHAs in Gurha Sajjanpura. There were also ten Anganwadi Workers and “Anganwadi Helpers,” other women who work on child nutrition. The Anganwadi Workers and Anganwadi Helpers were employed at Anganwadi Centers, child care centers that provided preschool education and nutrition supplements. All of these groups of women were “voluntary” workers, none provided with minimum wage or job security. The Anganwadi Workers were all educated; they taught the preschool classes and made a bit more than ASHAs.

The Anganwadi Helper position did not require literacy; these women cooked food for the children and helped clean the center. Anganwadi Helpers earned least of all, and many of these women were living in total poverty. They had often been given the Anganwadi Helper position by community leaders as a way of providing some limited income support after they had been widowed or abandoned by their husbands’ families.

In 2018 and 2019, we interviewed all thirty of these women. We also interviewed the families of five of these ASHAs, five Anganwadi Workers, and three Anganwadi Helpers. These family interviews varied in format. Some were one-on-one interviews with the worker’s husband or father-in-law, but in most cases when we visited workers’ homes, we found that many family members were curious about our project and interested in providing their perspectives; they often wanted to discuss our questions with us as a group. In cases where they preferred it, we conducted group interviews with families—discussions that lasted one to two hours and often included both male and female family members spanning two generations. All participants provided informed consent, and we audio recorded the interviews.

We also conducted participant observation in many settings around Gurha Sajjanpura. We stayed in town, with local families, while we conducted our fieldwork. We attended ASHA trainings and meetings. We spent time at the health center during immunization days and accompanied ASHAs on their home visits with families. We spent mornings at the Anganwadi Centers. And we participated in local events, from festivals to children’s birthday parties. We took detailed fieldnotes during participant observation.

Our work was based in the community, but overall, it focused on ASHAs. It was ASHAs’ concerns and workloads and experiences that were the heart of the work, not the experiences of the community members they served. Those voices are also important, of course. But every research project has to make choices about where to bound the work, and we focused on ASHA experiences because we felt that doing so provided a particularly fascinating and revealing entry point for institutional ethnography—understanding the complex workings of the state and international agencies from the vantage point of ASHAs was our overall goal. This provides a complement, not a replacement, to the huge body of anthropological work focused on the experiences of clients of health systems.83 In this book, we center the experiences of the ASHA.

While our work started in Gurha Sajjanpura, it did not end there. Following the threads of ASHAs’ activism took us to the city of Jaipur. Tourists from around the world flock to Jaipur for its spectacular ancient forts and palaces. But most of the ASHAs we worked with had never been to these sites—they visited Jaipur to attend trainings, or to attend union rallies and sit-ins. We joined the ASHAs at these union activities in Jaipur, talking to ASHAs, to police, and to union leaders, and sitting with them as they protested. We took fieldnotes during this participant observation.

At these events in Jaipur, we met influential ASHAs we had heard talked about in Gurha Sajjanpura, women who had organized other ASHAs and who were seen as leaders. Meena was one of those women. With their collaboration, we followed those women, too, learning more about their lives and visiting the towns where they lived and worked. We conducted in-depth interviews with these women, often multiple times. We also interviewed key union leaders.

This project was supposed to wrap up in summer 2020—but the COVID pandemic altered both our plans and those of the ASHAs we knew. This project sat on hold for a few years. In 2022 and 2023, after the pandemic’s restrictions on our work were eased, we conducted follow-up interviews with ten of these ASHAs. It has been a true joy to connect with them repeatedly and follow them over five years.



“Something Could Change”

“My family says this: the biggest thing I’ve gotten from my job is an expanded awareness,” Meena explained. Navigating travel outside of town—to obtain goods or heath care—was something that was usually reserved for men in Rajasthani families. But thanks to her ASHA work, Meena had become so much more comfortable with the broader world than the men in her family that she was doing it now.

“Actually, I understand so much that I have taken over a lot of the family travel from my husband,” Meena told us. “If we need to visit somewhere, or get something, I will go—spend the night, come back the next day. My husband tells me to get a motor scooter—I say, I don’t make that much!”

She laughed, but turned serious when considering the road ahead, toward unionizing, advocating for a living wage, a real job. “All of the ASHAs will have to work together. Otherwise, it doesn’t matter what you do, nothing will happen. If all the ASHAs work together, something could change. I am ready.”







Chapter 2 We Talk to Everyone

The Work of an ASHA


Bharti, an ASHA in Gurha Sajjanpura, had always been an avid gardener, but during COVID she really leaned into it. Her modest three-room house opened onto an outdoor courtyard, packed with thriving potted plants large and small. Some were useful as herbal remedies; some were beautiful; some, Bharti explained with her big smile, just looked interesting. Before COVID, we used to sit on her bed in one of her small rooms and chat with her. After COVID, we would sit among the plants outside and drink tea while we talked.

Bharti was the only ASHA in Gurha Sajjanpura who didn’t live with her extended family. In an unusual move, she and her husband had left the house they had shared with his parents, and struck out on their own. That had been years ago—they had left when Bharti’s first daughter was a toddler, and her second daughter hadn’t even been born yet. Now both her daughters had master’s degrees. Bharti, herself only educated to the twelfth grade, had come a long way.

It had been a long, hard road though. Money had always been scarce. Bharti’s husband worked as a salesperson in a grocery stall, making Rs 8,000 (about $100) a month. Since they had left the extended family, they didn’t have any land, so no food or income could come from farming.

“I’m telling you, I work so hard!” Bharti said, laughing. When she and her husband had first moved to Gurja Sajjanpura, she made jewelry from home in an attempt to make extra money. Then, she learned to sew, got a sewing machine, and began tailoring clothes for local women. And she took up ASHA work when it became available. It was all part of her ongoing hustle to create a pleasant home and to educate her daughters.

“We all used to work together,” Bharti said, thinking back to the years when her daughters were younger. “Their father would go to earn money, and the girls would go to school, but the girls also worked hard in the morning and the evening.” Bharti herself worked hardest of all: getting up early in the morning to make the day’s food, do the housework, and care for the cow before she had to head off for her ASHA work.

The ASHA work itself, Bharti commented, didn’t make a lot of sense in terms of her overall income. Laughing, she commented that one of her friends had asked her, “Why are you doing this job? You’re not getting anything! You make better money at home.”

But it wasn’t just about the money. Yes, she was hopeful that someday the pay would increase. But Bharti’s motivation was deeper, she explained to us:


I built this house. I don’t have enough money for the roof—so I just used corrugated metal! I don’t really have much furniture either—I just cover my clothes with a sheet! I have three rooms and one kitchen, but no stairs. My house isn’t yet complete. But, my daughters have studied well.

Some women, they are just living, and they don’t know anything about the outside world. If I didn’t do this job, I’d also be like them. They haven’t had a chance to consider what they want out of life. And what could be more important than that? There’s so much more out there than doing housework and making dinner.





“Those Days, They Won’t Come Again”

To understand the social context of ASHA work, it’s helpful to look at the defined life trajectory for Hindu women in rural Rajasthan. The life trajectories of Gurha Sajjanpura’s ASHAs unfolded in a series of very distinct stages.

All of the ASHAs in Gurha Sajjanpura were Hindu (despite the fact that there was a sizable Muslim minority in town). Since the ASHA position had educational requirements, the ASHAs all also came from families with enough money to educate them, meaning they were not from the poorest families. At each stage of their lives, these women had different responsibilities, opportunities, and freedoms.

From birth until their marriage, women lived primarily with their parents, almost always in their fathers’ extended families—with grandparents, aunts and uncles, and many cousins sharing a home or a group of homes. In the village or town they were born in, they were a “sister of the whole village”—they moved freely, and the ideology, at least, was that everyone would look out for them.

Most girls and unmarried women in Gurha Sajjanpura wear the same clothes as their age-mates in the cities: cute dresses when they are young, and as they get older, stylish jeans and tops. They do not veil, and they speak freely at home. They have relatively few responsibilities: they may help out with cooking or fieldwork, to a greater or lesser degree depending on the family’s needs, but they are not seen as primarily responsible for these tasks. These young women have many freedoms—for example, they can travel freely with other young women, even taking the bus to nearby cities. If the family can afford it, women at this stage in their lives might be sent to a city for their higher education, where they might live with relatives or in a university hostel.

Marriage brought on a dramatic change in the lives of Gurha Sajjanpura’s ASHAs and Anganwadi Workers. Being married was a requirement for getting one of these jobs—both to ensure that they would stay in town long-term, and that they would have the necessary status to talk to married women about issues of family planning and childbirth.

When they were married, all of the women we interviewed moved out of their parents’ village and into a new village or town to live with their new husband’s family. In some cases, the young woman knew her husband and may have pushed for the match—in other cases, her parents chose him, and she did not know him at all before moving into his home. But in any case, ASHAs’ husbands were not the only, or often even the primary, social relationship in their new homes: the contours of their new life were often largely set by their mothers-and fathers-in-law.

In a young Hindu Rajasthani bride’s new home, a comprehensive set of rules about veiling, modesty, and seclusion—ghūṅghaṭa—apply. Women leave jeans and t-shirts for saris or ghagra cholis—beautiful clothes with yards of fabric that signal her adult status. Young married women commonly veil completely in front of their male relatives in their husband’s house and in their husband’s town, pulling their saris or scarves down to completely cover their faces. (These rules are quite different from veiling traditions in Muslim communities in South Asia, where women do not veil inside the house with their families or their husband’s families.) Young married Hindu women in Rajasthan also speak in a whisper in front of male relatives and their mothers-in-law; sit physically below male relatives and their mothers-in-law, choosing the ground if those people are on chairs; and limit their mobility outside the home to essential tasks only. The embodiment of these rules is comprehensive: young married women in Gurja Sajjanpura constantly adjust themselves in space depending on who can see them. We watched ASHAs’ body language change completely when a male relative entered the room, and when ASHAs passed men on village paths.

The extent to which these guidelines actually apply varies from house to house, and women stretch these boundaries in all kinds of ways.1 As we will explore in the next chapters, ASHA work changed these rules significantly. Still, many ASHAs who were animated and voluble at the Anganwadi Centers remained completely silent when we visited them at home.

Young married women in Gurha Sajjanpura go back and visit their parents frequently, particularly when they are having their first child. In their natal homes, they regain some of their old freedoms. But the shift is nonetheless profound. “Those days, they won’t come again,” one young married woman in Gurha Sajjanpura mused wistfully about her time in college, when she had lived in a hostel with her classmates in a major city.

In their new families, young married women are generally low-status members expected to do a great deal of work. Under the supervision of their mother-in-law, these women typically manage a heavy work burden.

We asked all of our interviewees about the structure of their days. ASHAs’ responses were quite consistent. Nearly all of Gurha Sajjanpura’s ASHAs got up around 4 a.m. Most began their day by collecting manure from the cattle; making tea and food for the entire household; and packing lunches for the children that were going to school. They cleaned the house, woke their children, and prepared them for school. Then, they left the house in order to get to work at the Anganwadi Center.

When their ASHA work was done (usually around noon or one, but occasionally substantially later), these women went home and ate lunch. They fed their preschool children and stole their few moments of rest in the day, napping or scrolling on a phone if they had one. Then, they washed the lunch dishes by hand, washed the clothes for everyone in the household by hand, worked in the fields for several hours, tended and milked the animals, cooked dinner for everyone, worked with the school-aged children on their homework, cleaned up the dinner dishes, and hoped to make it into bed by 10 p.m.

This relentless work structure would last for years. But it would not shape the rest of their lives.

As a woman ages and younger women marry into the household, her status increases. The most dramatic status change for married women in Gurha Sajjanpura occurs when their sons get married. Some older Anganwadi Workers had married sons; their workloads were much more relaxed. With daughters-in-law of their own to do the work of the household, these women’s roles shifted from labor to supervision. Rather than cooking food, washing dishes and clothes, and working in the fields, these older women advised and supervised their daughters-in-law in carrying out these tasks. An older woman’s workload decreases; her power increases.

Along with these changes in power come changes in veiling and mobility. Middle-aged women in Gurha Sajjanpura still veil symbolically in front of older family members, but the rules surrounding veiling and mobility relax progressively as women age and gain status. Women in their forties commonly speak in confident voices in all settings. And although they are still less mobile than men, they move quite freely around town without asking for permission.

Throughout all of these changes, there was a powerful throughline—izzat, or honor. Married women were expected to behave in ways that upheld the honor of their families. Maintaining honor—both for the family and the woman herself—held deep and profound social importance.


“Why Are You Repeatedly Coming to Our Door?”

Once COVID hit, things were very tough for Bharti. Gurha Sajjanpura, like the rest of Rajasthan, had extremely strict lockdown measures in the early days of the pandemic. There was one worker, however, who was expected to go door to door, delivering supplies and checking for COVID cases: the ASHA.

ASHAs across India went door to door to every house in the country. They found out who had symptoms, and who had come to the village from outside. They didn’t have tests; those were available at the quarantine center that had been set up at the local school. All they could do was tell people about COVID and tell them to isolate. Bharti told us about it.


It was difficult. The hospital was telling us to go out and do community surveys. Go and tell everyone not to leave their houses. Tell everyone to wash their hands, maintain social distancing, keep themselves away from the cold. We told everyone these things, going door to door. But some people said, “Madam, we know these things. Why are you repeatedly coming to our door? You are going to give us Corona.”

Some people also said, “Do you actually have any test kits? If so, please tell us. And test us now for Corona.” And I would say, “I have nothing. I have to send you to the hospital for that.”

If I was thirsty, nobody would offer me water. In those Corona times, nobody offered. Nobody wanted to touch me, nobody wanted me to get close. Nobody offered me a chair, and nobody was ready to talk. If I was speaking, someone would answer me from far away. “Why did you come here?”

We did this for a long time. Until there was a vaccine, and until the vaccine was delivered, we continuously did surveys.



When the ASHAs found a probable COVID case, they would tell their supervisors. Then, the person would be called to the school for testing. If the test came back positive, the ASHA would be sent to bring that person to quarantine. This was a very difficult job for the ASHA, who did not have a lot of power to tell older people or men in her village what to do. But, they were the ones in the field. “In that time, the only ones who went out door to door, in the village, it was us, right?” Bharti commented. “So the reporting for the entire village, it all came from us ASHAs.”

In Gurha Sajjanpura, quarantine was initially at the school, but over time home quarantine was increasingly allowed, using the school facility only if there wasn’t space in someone’s home for them to quarantine. Every day, one ASHA explained, they would check back in with the family, and “check in with the patient, are they still testing positive, do they have any problems, do they need to be referred to the hospital.” Bharti explained that she would give the COVID-positive person a care kit from the hospital. And at the end of the quarantine period, she would let them know that they could leave.

ASHAs also had to tell anyone who had come into Gurha Sajjanpura from outside to quarantine, either at home or at the school. This was really difficult for Bharti. Her supervisors at the hospital were insistent that she find visitors and tell them to quarantine. Since the quarantine center obviously was a high risk place for COVID, most people didn’t want to go. So the people Bharti was directing to quarantine were often angry. And Bharti herself was stuck in the middle.

“People were really afraid,” Bharti explained. “And they would get upset: ‘Why are you stopping us here [at the quarantine center]? We came from so far away only to see our family members—and you are keeping us from doing that! What do you hospital people want?’” There was no way to fix this situation.

Every ASHA we asked about their time during COVID talked about fear: how scared they were going door to door, how scared their families were. They all laughed when recalling these things, but it wasn’t really funny. It was more of: what can you do?

“I don’t know what kind of debts I incurred in the last life,” one ASHA commented, laughing, “that I have this much opportunity to do service in this one.”

“Yes, I was afraid,” Bharti told us. “But what to do? It was my duty. I had to go. And my supervisors had put so much pressure on me!”

She added, laughing, “sometimes my husband, he would say, ‘What kind of job is this? Put yourself in danger, put your children in danger, get everyone in the house sick, and go around helping other people.’”

Bharti was, again, caught in the middle.



“Grab Them However You Can”

When the vaccine became available, again the ASHAs had a central role. They were among the first to be vaccinated, given priority as medical professionals. To some ASHAs, this felt like much needed recognition. But this was mixed with anxiety. Another ASHA named Kavita commented, again laughing: “I got the vaccine, first. The first of anyone. They gave it to ASHAs first. Because, we were going to the field. Yes, by all means, give it to us! If we die, then you all will know it’s not safe!”

When more vaccine became available, ASHAs were responsible for organizing people to be vaccinated: to identify who was eligible, to let those people know where to go. At first, ASHAs had to navigate scarcity; there was not enough vaccine for everyone. They had to let people know who was eligible, setting people’s expectations and helping the elderly navigate long lines. Over time, they had to navigate opposition, trying to convince people to be vaccinated.

Every ASHA talked about the intense pressure they faced during this time from their supervisors at the health post. One explained:


They told us: “The vaccine has come. You have to bring fifty people, by any means.” By any means at all! We were so pressured. “Grab them however you can. We shouldn’t send any vaccine back.” They put an unbelievable amount of pressure on us. To use every last bit of vaccine. If there were any doses left in the vial, find ten more people.

They made us work by threatening us.



While the ASHAs were pressured by their supervisors to deliver people to get vaccinated, they also faced resistance from some people who were frightened that the vaccine would harm them. ASHAs often used their own example in these cases: “I’m not dead! I got the vaccine and I’m still here!” Kavita said she would tell people. Sometimes they soft-pedaled the side effects. Bharti commented, “I didn’t tell anyone I got a fever from the vaccine! I didn’t want people in the village to be afraid.”

But finally, the ASHAs told us, almost everyone in Gurha Sajjanpura was vaccinated, something they were proud of. “In the end,” Bharti said, “everyone was ready to vaccinate.”

The ASHAs we spoke to were justly proud of the work they did during COVID. One commented:


The government benefited so much from us. Otherwise, the ANMs and the doctors were definitely not going to go door to door! They would never go. The doctors, if you called them to see a COVID patient, they might come but they would just look at the patient from far away. But the ASHAs don’t think like that. We don’t talk from far away. We always go in the house and talk to everyone.

Without the ASHAs, there wouldn’t have been that much vaccination for Corona. It wasn’t happening. It was because of the hard work of ASHAs that people were getting vaccinated. If they refused, we would explain to them.



“I was afraid,” Bharti said, “but the work had to get done. Otherwise, Corona was going to spread. How would the village be spared from Corona?”

Everyone worked hard, she explained, “but the main work was for the ASHA.” And, she noted, although the door to door work was the most emotionally weighty, the paperwork was perhaps the most onerous part of the job during COVID. “We had to fill out so many forms!” There were forms for COVID patients, forms for tracking who had come from outside the village.

But this was nothing new. Filling out forms had always been a central part of the ASHA job.



“I Helped Her with the Paperwork”

On a sunny July morning back in 2019, Kavita headed out for her door-to-door ASHA visits (fig. 2.1). We were going with her. “You’ll understand my work better if you walk with me,” Kavita had told us, adding the caution, “It’s far!” Kavita was young, in her early twenties. When she started work as an ASHA, she was only tenth-grade educated, but now she had a master’s degree that she had gotten from correspondence courses. Kavita was from a relatively wealthy family in Gurha Sajjanpura; she always dressed beautifully, today in a vivid green sari edged with a silver ribbon.


[image: Hand-drawn illustration of Kavita working in her community. The drawing at the top shows a woman crouching on the ground, sharing a booklet with another woman who holds an infant in her lap. They are surrounded by other figures including a musician, men, women, and young people walking or standing and talking, and 2 elephants. The lower illustration is a scene in a medical office. Kavita fills out paperwork while a woman wearing a white jacket and a face mask gives an injection to a woman in traditional Indian dress, while other women wait behind them.]

Figure 2.1. Kavita at work. At the top, she travels around the village counseling women and helping with their paperwork. In the lower scene, she keeps records at the health post while the ANM gives vaccinations. Illustration © Soniya Kanwar.



In July in Gurha Sajjanpura, the brutal heat of May and June begins to break, with the arrival of the torrential afternoon downpours of the monsoon. We followed Kavita along a dirt road, a fence of thorns protecting a field on one side. The sun was punishing, but Kavita commented that the walk was not so bad now that the monsoon had started. “Once on this road, the heat was so bad, and I had no water, and I started to cry!”

After walking a kilometer or so, we reached a house, set back from the road amid bright green fields. As we turned toward it, Kavita pulled the end of her beautiful sari down over her face, obscuring herself completely.

The grandmother of the household, who was sitting in the outdoor courtyard, greeted Kavita warmly, welcomed us, and called out to the two young women of the household, her grandsons’ wives. The young women came out, saris also pulled down over their faces, greeting Kavita quietly and politely. One of them was pregnant; the other held a small girl.

“I helped her with the paperwork,” Kavita explained. “To get her payments.” Because this woman had a girl child, she was eligible for financial incentives from the government. For immunizing and educating her daughter, she received substantial payments—payments not available to parents of boys.

“Girls can be a burden,” the grandmother explained to us. “This makes them less of a burden.” A major goal of the Mukhyamantree Rājśrī Yojanā program is to close the mortality gap between girls and boys in Rajasthan, which is wide. Boys have better survival rates than girls, largely because daughters, with their huge dowry requirements, are truly enormous financial burdens on families—while sons, who will receive dowries when they get married, and will stay with the family they are born into, generally improve a family’s economic situation long-term. In situations of extreme poverty, having mostly daughters can be disastrous for the well-being of the family as a whole. And, through a steady accumulation of subtle ways that families prefer boys, these dynamics add up to worse health outcomes for girl children. The financial incentives from the government are designed to make raising a daughter less financially painful for impoverished families—and, hopefully, to improve female survival and education rates.

These financial incentives are meaningful for families. But obtaining them, Kavita explained to us, was complex, with many bureaucratic steps that could be difficult for illiterate women. First, the mother needed to have an aadhaar card—a national ID card. Often, these cards still had the address of the woman’s parents, and needed to be changed to reflect the address of her marital family. The ASHA helped women with that.

Next, women needed a ration card, a way of getting government food aid. The ASHA helped with that, too.

Women also needed a bhamashah card, a type of family health incentive card issued by the Government of Rajasthan only to women, with payments going to the woman’s account. Some women still did not have bhamashah cards when they first became pregnant. And yes, Kavita added, she helped women get their bhamashah cards.

In order to get the bhamashah card, though, the women first needed a bank account. Most women did not have accounts in their own names. So ASHAs helped with that, too.

The ASHA also filled out a mamta card for pregnant women; it was a booklet that tracked their prenatal checkups, as well as their child’s health care and growth.

Once women had all of those items, they could begin to get some of their incentives. Even then, to actually get the incentives, they needed to submit yet more paperwork—for example, paperwork showing that their daughters had been immunized. The ASHAs filled out all the forms, Kavita explained, and then the money went into the mother’s account.

As we sipped tea at the house, there was discussion of one child’s ringworm infection. They had sought treatment at the health center, and the medicine had worked for a while, but now the itching was back. The grandmother asked Kavita what to do; Kavita didn’t know, and didn’t pretend to. She advised the family to go back to the health center.

Then the conversation turned back to paperwork. Kavita explained in detail to the young mother about the documents she needed to file, including some steps that had to be done online. Kavita outlined all of the steps for the forms that needed to be filled out, the photocopies that needed to be made. If Kavita was not an authority on ringworm, she was an absolute authority when it came to bureaucracy.



“Everyone Treats Me Well Here”

We went on to the next house—this one had a painted cement gate, and two charpoys (rope and wood beds) in the courtyard. A young woman greeted us familiarly—she also knew Kavita—and invited us into the main room, a large, spare space with brick walls. Birds chirped from the rafters. There were two babies at this house, both enormous cute chubby round six-month-olds. They knew Kavita and laughed when she scooped them up; they eyed both of us warily, though.

The babies’ mothers brought out some documents for Kavita to look over. As she did so, Kavita told them it was time to start giving the babies some solid food and told them when the babies should get immunized next. As she worked, one of the babies’ mothers made us tea, her sari obscuring her face.

“Everyone treats me well here,” Kavita commented. “They understand that I’m doing my job, that I’m helping them.” Before she started working as an ASHA, Kavita knew this family a little. At that time, though, she “never left the house” because of restrictions on her movement, so she had no chance to get to know them well. Now that she visited for ASHA work, the friendship had grown. The friendship had genuine warmth; it was good to see the two of them together.

Surendra and the men of the house moved into the other room, and Kavita, the two young mothers, and Svea moved into the kitchen, now an all-female space. The young women immediately took their saris off of their heads, and the quiet figures transformed into gregarious personalities. They brought the conversation around to family planning—a topic never discussed when men were in the room—explaining confidently and comfortably, and with a bit of humor, what local women saw as the pros and cons of the various methods the ASHA offered. These women preferred condoms, and Kavita provided them.

Svea asked Kavita if she needed to weigh the babies—growth charts being a big part of the data Kavita needed to submit. “Look at these babies!” Kavita cried, gesturing toward the plump, healthy kids—who, it was true, were definitely not underweight. “In our area there aren’t any underweight ones! Yes, if they’re premature, then you should measure them.” Kavita took a pragmatic approach to the work she was asked to do, skipping some tasks (weighing babies) if she saw them as unnecessary, and spending an enormous amount of time on tasks that were not part of her official job description (compiling and filing paperwork to get women official identity cards and bank accounts).

Kavita was typical in allocating her time this way. The bulk of ASHAs’ work in Gurha Sajjanpura—and the task that was seen as most helpful by the women they served—was assisting women in navigating bureaucracies, from filling out the paperwork needed to access government benefits, to helping them make their way through confusing urban hospitals. In part, this was because for the women ASHAs served, filing paperwork was necessary to get cash incentives from the government for activities like vaccinating baby girls. It was also critical for the ASHAs themselves—if their clients’ paperwork was not correct, the ASHAs would not get incentive payments for the services they assisted with. Sometimes ASHAs performed this work themselves; in other cases, they advised families on how to do those tasks. The people that ASHAs served were grateful for this work.



“People Get Frustrated with the Bureaucracy”

The health center in Gurha Sajjanpura was a pleasant place: light, with tiled floors and walls. We arrived at 9 a.m. one Thursday morning in 2019, a little before the center really got busy. The Auxiliary Nurse-Midwife (ANM), who lived in a nearby city, was already there, getting set up in the hallway and entering information into a huge register. The ANM, unlike the ASHAs, had a permanent government position, with higher pay, job security, and benefits. She was above the ASHAs in the very hierarchical hospital system.

Near the ANM, a woman sat on a bench and sorted through a huge stack of papers; she was getting ready to file the necessary Mukhyamantree Rājśrī Yojanā paperwork for her daughter. Her son, a cute grinning boy of four or five, eagerly helped her organize the papers. At long last, she got her paperwork in order and gave it to the ANM. The ANM glanced at it, handed it back to her, and told her to wait—she was busy filling out the register.

When it was her turn, the ANM looked over all of the paperwork, organized it, got her to sign it, told her to get a photocopy of the documents from the market, and then to submit all of the documents to the computer operator—who had his own room across the hall, with the health post’s only computer in it.

“I’ve been to so many shops, the electricity is out at all of them,” the woman complained, but headed out anyway to attempt to find a working photocopier somewhere in town.

When she returned, the ANM and the computer operator examined and discussed her bank paperwork. The computer operator collated the documents that were needed for her to get her benefits: an aadhaar card; a bank passbook; a discharge ticket from her hospital birth; and a photocopy of her mamta card.

“People get frustrated with the bureaucracy,” the ANM commented to us, “but the ASHA and I, we both follow up with them. I call them on the phone, the ASHA visits them in person.”

This Thursday was an immunization day in Gurha Sajjanpura, an event that happened once a month. The hallway was starting to fill up, a line forming in front of the ANM, who had set up a table with vaccines in coolers and a stack of disposable syringes. A gap-toothed toddler, who was accompanied by her very pregnant mother, proudly showed us the two rupees her parents had given her as an enticement to be vaccinated. When it was the toddler’s turn, the ANM took the vaccines from the cooler on the table—a specially designed one with depressions in it to hold the vials—and with swift, practiced movements, opened a disposable syringe, filled it with vaccine, and vaccinated the toddler. The girl screamed loudly with her first shot, and even louder with her second, while the ANM handed a few pain relief tablets to her mother, instructing her to give them to the child if, and only if, she had pain and fever.

While the ANM was vaccinating children, a skeletally thin man entered and stood in the hallway, wearing a face mask. Seeing him, the ANM got out special vials with powder in them, carefully adding water to reconstitute his medicine. The ANM explained that this man had multi-drug resistant tuberculosis (MDRTB)—to treat his strain of the disease meant providing expensive drugs that previously had been all but unavailable. But now there was a program to get the extraordinarily expensive, lifesaving drugs to MDRTB patients free of cost through the health center. Although the ANM was helping monitor the medication at the health post, ASHAs also followed up with these patients.

The man was a cement laborer, and we knew that one of his co-workers had recently died—likely also of MDTRB. Without the medication that the ANM was preparing, this man would probably die too.



Immunization Data

Around 10 a.m., Kavita arrived, along with two other ASHAs. The ANM scolded them as they came through the door: “You’re so late! I was so stressed—here all by myself.”

The ASHAs laughed, each blaming her lateness on the other. The ANM, scolding them again sternly, moved on to explaining to the ASHAs how to fill out the huge registers spread out on a table next to her. As parents came through the line, the ASHAs recorded the weights of pregnant women and toddlers using a scale.

Three more ASHAs showed up, including Bharti; half of Gurha Sajjanpura’s ASHAs were now present to help. (The other five would come for the next immunization day.) The paperwork required all five ASHAs’ full attention. Two ASHAs checked everyone in on one side of the line; the ANM gave the vaccinations and entered some information into a register of her own; and then the other ASHAs copied information from the mamta card into three places: two health center registers, and the ASHAs’ own booklets where they tracked all the parents in their catchment area. Kavita did this in a notebook, explaining, “This is just rough work—I’ll copy it nicely into the final register later.”

One woman had showed up with a newborn but without a bhamashah card; the ANM carefully coached her and her husband on how to obtain one, and in the meantime the ASHAs worked out how to enter her materials properly into the various registers.

Some cases were complex. For example, a grandmother came in with her infant granddaughter, asking how to get her registered for the Mukhyamantree Rājśrī Yojanā payments. There was a problem with the payments, because the father of the baby had kicked the mother out of the house. The mother had taken the baby with her, but the official paperwork still listed the baby as living with her father (the usual pattern in Rajasthan). This made paperwork a challenge: the ASHAs patiently walked her through the steps she would need to take to submit the necessary paperwork in the child’s father’s village.

For many other complex paperwork issues, the ANMs and ASHAs, busy as they were at the moment, told parents to follow up with the ASHAs later, when they would have more time to help.

Eventually the line began to wind down. The group had seen more than thirty-five families that morning, and by 12:30, it was quiet. The ANM and two ASHAs were left with paperwork in the main room, and the other three ASHAs congregated in the computer room to submit their information into the lone computer. The Internet wasn’t working at the moment, so their supervisor was entering everything into Excel; she would have to copy it onto a web form later. By one o’clock, the ASHAs began to head back home.



“We Have 100 Children”

Before the pandemic, the ASHAs not only worked on collating health data, they also worked on collating data on nutrition for the local Anganwadi Center, a place that provided child care and nutrition services to children in the community. Every Anganwadi Center had female community workers as well—they taught preschool concepts to children and provided them with food.

At every Anganwadi Center, there were around twenty separate registers that had to be maintained by the ASHAs and the Anganwadi Workers (fig. 2.2).


[image: The photo looks down on a blanket; the knees of three women sitting on the blanket are visible. About a dozen register books are spread across the blanket, with more stacked up between the seated women.]

Figure 2.2. Bharti’s data registers. She exclaimed, “There are boxes of registers! There are more inside.” Photo by Surendra Shekhawat.



Bharti sat with us one day in 2018 at her Anganwadi Center, fanned out the registers in front of us, and went over them. The data that ASHAs and Anganwadi Workers were expected to keep current in separate registers included:


	The ASHA diary, a complete compilation of all of the ASHAs’ tasks

	A complete list of everyone in the catchment area of the Anganwadi Center, including a comprehensive list of births and deaths: Kavita’s center served 152 houses, with 223 families—a total population of around 1,200 people

	Another register summarizing this information by household

	A separate summary birth register

	Growth charts for every child in the area

	A separate register with the weights of every child

	A register of pregnant women, including information on maternal immunization and interventions like iron supplementation

	A record of Vitamin A supplementation for all the children in the area

	A daily log of which children came to the Anganwadi Center for preschool

	A register of the food given to the children at the Anganwadi Center, with daily details

	A summary register of the food given

	A referral log for children who need health interventions

	A home visit register for pregnant women, documenting the ASHAs’ prenatal care visits (seven visits for each pregnant woman)

	A register of supervisory visits by the Anganwadi Supervisor

	A register for the sarpanch, a local political leader, including mobile phone numbers of everyone in the area, and information on whether each family had received certain government benefits



“Look at all this work, and how low our salary is!” the Anganwadi Worker who worked with Bharti exclaimed. “We have one hundred children!”

The amount of paperwork that ASHAs and Anganwadi Workers were managing—some of which was officially their responsibility, and some that was officially the responsibility of their supervisors—was in fact overwhelming. Many of the registers were simply made up of data copied from other registers, meeting the reporting requirements of the many health programs operated through the ASHA program. These data, collected by ASHAs and collated at district, state, and national levels, were used to track targets and evaluate programs.

The paperwork ASHAs did was so complicated that it was hard for us to document in any straightforward way—it was part of many different programs of work, many different reporting streams, duplicated in several ways, and these systems were constantly changing. The various apps and mHealth initiatives that were adopted during the course of our fieldwork, whose stated goal was to streamline these operations, in fact made them more complex. Workers still kept all of the records on paper, and in addition also had to enter data into multiple apps.



“Enter Some Numbers and Give the Poor Woman a Rest!”

ASHAs found ways to make this extraordinarily burdensome data collection manageable. Like Kavita, who skipped weighing obviously healthy babies and simply noted down some number that seemed reasonable, many ASHAs skipped onerous data collection tasks with no clear connection to patient wellbeing, and they recorded some roughly appropriate figure instead.

Several scholars have noted that global health programs frequently have data requirements that are impossible for workers to manage without engaging in data fabrication. Patricia Kingori and Rene Gerrets have written about survey research expectations that are “unimplementable in practice” without the people collecting the data making “experience-based modifications.”2 Cal Biruk has pointed out that “genres of audit present themselves as technical transparency but embed submerged racialized suspicion”—underlying the desire for all this data is an inherent distrust that frontline workers are in fact doing their jobs.3 But demands for yet more data may end up undermining the very care that data collection is designed to promote.4

When a new smartphone app for Anganwadi Workers was rolled out, ASHAs and Anganwadi Workers quickly found ways to bypass its incessant data collection alerts, entering in numbers to calm the app’s notifications. The loading page for data entry on the app had an animation of a woman in a sari in motion. “Look at that poor running ASHA,” an Anganwadi Worker commented as she input what she thought were roughly accurate figures in response to the app’s many demands for data. “Enter some numbers and give the poor woman a rest!”

As in the meeting in the last chapter, where ASHAs were berated for incorrect data that was officially not their responsibility to collect, supervisors continually pushed ASHAs for more and more data. ASHAs resisted those demands. Sometimes the resistance was explicit, as in the ASHA who declared at the meeting, “We won’t fill the register, it’s not our job!” Sometimes the resistance was quieter, as in the Anganwadi Worker’s making up numbers to give the poor running ASHA on the app a break.5

The ASHAs framed this resistance in both pragmatic and moral terms. Pragmatically, at the end of the day, the data didn’t matter much to care provision—it was for the most part not used by ASHAs or by the primary health system to serve patients, but fed upward to serve the reporting demands of the system. It was used to supervise and evaluate ASHAs, but not to support patient care. ASHAs knew this and acted accordingly.

The resistance was also moral. Patricia Kingori and Rene Gerrets show that data fabrication by fieldworkers in global health studies can be an act of defiance by workers “against institutions that inadequately reward or exploit them, or against perceived unfair or abusive ‘bad bosses.’”6 They point out that institutional policies and practices toward workers affect data quality. This was absolutely the case in the ASHA program; faced with very low pay, no job security, and stunningly voluminous data reporting requirements, ASHAs made choices about how to spend their time. Weighing healthy babies didn’t make the list of priority tasks.

As Kingori and Gerrets also point out, ultimately these acts of data fabrication and resistance do little to change top-down, abusive systems.7 But for ASHAs, they were a way to manage them. In fact, it seemed to us, as a practical matter, that given the volume and diversity of data collection and reporting demands, they had little choice. This is not to say that ASHAs were making up the majority of the data they submitted; much, probably most, of it was quite systematically and carefully collected. But, given the extreme inefficiency of the system, keeping all of it fully up to date was not practical.

After COVID, the ASHAs in Rajasthan were relieved of the responsibility of filling out Anganwadi Worker registers. But that was in part because their work was growing in other ways.



Technology and Additional Work

While we were visiting with Bharti in 2023, she had to stop talking to us because her supervisors were calling her about Chiranjeevi Yojanā cards. Chiranjeevi Yojanā (literally, the Long Life Program) was a new health insurance program.

It was creating a lot of work for ASHAs. When we visited Kavita a few weeks later, she told us about it.


Now they have put pressure on us to make the Chiranjeevi cards. “Make fifty of them every day.” Nobody can make fifty cards in a day! Not more than ten or fifteen. Because there are problems with the network. And then all of the data has to line up in ways that aren’t always possible. Sometimes a woman’s mobile number isn’t the one that is listed on her aadhaar card. Or someone’s SIM card isn’t working. Or someone else’s SIM card is lost. Chasing after all of this, even ten or fifteen cards in a day is difficult.

But the pressure is on for me to make fifty cards, every day. How can I do it?



This new card, as well as most of the other paperwork that ASHAs did, was now supposed to be entered into a new app. The new app, theoretically designed to make life easier for ASHAs, was making their lives very complicated. Every time an ASHA updated the app with information about one of their clients, that client would also get a notification. Often, that person would then call the ASHA to ask about it. This turned data entry into a social exercise that required an enormous amount of time. And, the government hadn’t yet provided ASHAs in Rajasthan with smartphones, so sometimes they had to borrow phones from male family members to get the work done. Some ASHAs we worked with had smartphones of their own. In other families, only men had them. Bharti didn’t have one yet.

Bharti was hopeful about the phones though—the newspapers had said that all women in Rajasthan were going to be given smartphones by the government. “We’re women! So if the government is going to give us a mobile phone, wonderful. We’re not going to be able to get one any other way.”

But the app had not eliminated paper records. It had just added another layer of work. Globally, the shift to “mHealth” for Community Health Workers has had complex effects, sometimes increasing flexibility but at other times creating more administrative tasks.8 Bharti now had to fill out registers on paper and on the app. After she explained the app to us, Bharti went inside her house and brought out a pile of registers. “Just look at how much work there is!” she exclaimed.



A Day with the Snake Oil Salesmen

Because people valued the work that ASHAs and Anganwadi Workers did for them, their reach and trust within Gurha Sajjanpura was exceptional—likely stronger than any other group in town. This was illustrated for us in a surprising way by the tactics of some traveling salespeople.

One morning in 2019, we showed up at an Anganwadi Center to find the ASHA annoyed with some calls lighting up her phone. “Because we are so well connected in the village,” the ASHA explained, “a lot of people want to use us to sell things.” A traveling sanitary pad saleswoman, she reported, was trying to get her to act as an intermediary. She wasn’t interested.

Later in the morning, the traveling salespeople in question showed up. They were a sharply dressed man and woman, both wearing blue. The woman was wearing a shirt and pants, something that marked her as from the city. Their pitch was smooth. “We’re an MNC—multinational corporation—we have many products—but we’re here for health. Education and health.” They continued their spiel for almost an hour, mostly ignored by the Anganwadi Worker and the ASHA. They pushed the women to sell sanitary pads, to little effect, and left unrewarded.

Later in the day, we ran into the pair again at another Anganwadi Center. This time, they attempted to use Surendra, a reluctant participant, in a dynamic presentation of the virtues of a metal bracelet that would save Surendra from the radiation from his cell phone, magically improving his health. The ASHA, bored, fanned herself and Svea with a laminated work schedule.

Later, the ASHA explained that she had been burned by such people before. Some tricksters had convinced her to collect money from the people she served in order to multiply it in an investment. People gave the ASHA the money; they trusted her completely. When the money disappeared, the ASHA was heartbroken—the trust she had worked so hard to build over years had been damaged. She was not going to make a similar mistake again.

That fraudsters and traveling salespeople consistently attempted to work through ASHAs illustrates something important about the trust ASHAs had built up across rural Rajasthan. There was no other network with the same reach and influence as the ASHAs—their services were valued, and they were trusted. Presumably, the ASHAs in Gurha Sajjanpura could have made a cut of the profits if they connected their clients with the traveling salespeople. Maybe, some ASHAs took advantage of these moneymaking opportunities. But this ASHA’s previous bad experience had left her wary. She valued the trust she had built up in the community too much, she said, to jeopardize it in this way.



Data Work

We provide these arguably mundane vignettes of ASHA work in so much detail because we want to give a bit of the texture of daily work, and because we believe there is an important point here: ASHAs are not really primarily health workers, or at least not health workers in the sense of people whose primary job is to provide clinical care. Rather, ASHAs are primarily data workers. As the vignettes illustrate, their working days were consistently focused on data collection, organization, and on helping people with paperwork.

They are not alone in this among health workers. Across the world, health workers spend much of their time collecting and collating data—a topic that has garnered a lot of interest in medical anthropology. Several scholars have pointed out that health data allows people who never set foot in a health center to understand what is going on—or at least to feel they understand what is going on—from afar. This can empower technocrats while disempowering those with firsthand knowledge of on-the-ground realities.9

Anthropologists have also shown that programs can end up serving data, rather than data serving programs. The efforts of health workers are often directed toward improving data, rather than improving health.10

These critiques apply in this case—at least to a point. It is certainly the case that ASHAs spent much more time on documenting the provision of health services than on actually providing health services. All of the meetings of ASHAs we attended focused on data collection and reporting, and irregularities in data collection and reporting.

And the reporting of the data was the focus of their supervisors. “Once I was gone on a trip several hours away, to visit a religious leader, and my supervisor made me come back to the health post that day—just to submit my paperwork,” Kavita told us. “They have such a grip on you!”

But the data the ASHAs collected did more than just empower technocrats by providing them with the data they needed to create reports on population health (although of course it did that): it also benefited the people that ASHAs served. The ASHAs’ efforts to help women get identity cards, bank accounts, their Mukhyamantree Rājśrī Yojanā benefits was enormously important, and enormously appreciated. There were no other staff in the government system with the inclination or the time to provide this kind of assistance. Because the ASHAs enabled the transfer of significant financial benefits to the families that needed it most, they likely had very significant impacts on health and wellbeing—if not exactly in the way that had been envisioned by the ASHA programs’ founders.







Chapter 3 We have Honorable Work, but That’s All

Women’s Labor in Rajasthan


A few days after we followed her doing her work, we went to Kavita’s house to meet her family for the first time. Her house was lovely—among the nicest we saw in Gurha Sajjanpura. It was a little out of town, so there was space around it, and green fields. The house was freshly painted, and on coming through the doors, we entered a room with a tile floor, a flat screen TV, and a satellite box.

We sat on the couches in the room, along with Kavita and her father-in-law. Kavita’s sister-in-law came in to greet us too and sat on the floor—the usual place for young married women, physically below the other family members. The fact that Kavita chose to sit on the couch was unusual and significant—an example of the self-confidence that the ASHA position had given her.

In the next room, a large piece of bright orange cloth with beautiful silver embroidery was stretched out over a large frame. This was Kavita’s sister-in-law’s work—all the women in the family contributed economically to the household. Her sister-in-law explained that what she earned for embroidery depended on the design—but she earned as much or more doing embroidery at home than Kavita did working as an ASHA.

“We also work in the fields, we tend to the cattle, it’s not as if I am only working as an ASHA,” Kavita explained.

“There’s so much work to do for the ASHA position,” her father in law commented, “but they get almost nothing. So much work.”

Her sister-in-law agreed: “If you look at the work she does, the money is nothing.”


Empowered or Exploited?

Groundbreaking Indian CHW programs like the Jamkhed program managed to improve health in environments of scarcity, while simultaneously giving poor women a voice—or at least, this has been the narrative around these programs.1 In the years since, a durable and prevalent discourse about women’s empowerment and CHW programs has developed in glossy global health reports and slick websites. Globally, most CHW programs employ women; across the world, claims are often made that working as a CHW is empowering for the people in these roles.

It is worth examining these claims carefully. Whether these programs result in empowerment for the women who work in them is a complex question. The story in Gurha Sajjanpura is a case in point. Understanding “empowerment”—a word that has been so overused in global public health as to perhaps be meaningless—requires understanding the multifaceted power structures in women’s lives.

Looking closely at ASHA work shows that it is deeply entangled with Rajasthani social structures. To understand these entanglements, first we have to talk about money. ASHA work is a job. And next, we will discuss honor, because ASHA work is a job that takes place in the context of rural Rajasthani society. Also, honor and pay are inextricably linked, in tricky ways.



“She Makes Nothing”

The amount women made as an ASHA, averaging less than $100 a month, was significantly less than these same women could have made by engaging in unskilled labor. Another ASHA explained her dissatisfaction with a recent very small wage increase: “Look, the raise we’re getting now, compare that to people who work in the fields. Look at the difference in our wages. And they’re uneducated. I think looking at our work, our salary should be proportional to that. But we don’t get that.”

The fact that these educated women were paid less than unskilled workers stung them. “An Anganwadi Worker should make at least Rs 10,000 [a month; about $150],” one Anganwadi Worker explained. “Because it shouldn’t seem to her family members as if she isn’t helping the family. Some of our families say, ‘She just wastes the whole day’ (din bhar yūṅ hī kharāb kar dete hain). A maid who works in other people’s houses, she makes more than we do.”

Like many CHWs across the world, ASHAs had a complicated relationship with their work; they were proud of what they did to help others, even as many were angry over what they saw as exploitation.2 Nearly all spoke of the value of their work. They all also said that the low salary and their competing work responsibilities created stress.

Many ASHAs’ families were also frustrated by the low pay. One family discussed this issue when we visited them at home:


	ASHAS’ FATHER-IN-LAW:
 	The salary is extremely low. This is a big problem. She has this huge bag full of work to do. Like a big officer! [laughing] But she makes nothing.

	HUSBAND:
 	The salary, for as much as she works, it might as well be nothing. . . . Every month they ask for a survey, two or three times. Every week, one or two meetings. You have to go to Gurha Sajjanpura. Then you have to call women about vaccinations. They ask for the records. Then we also get angry. The pay is so low, and there’s so much work. Why are we giving so much to them?

	MOTHER-IN-LAW:
 	She makes so little money, and we are paying for day laborers to do her fieldwork.



The ASHAs’ supervisors, too, were frustrated by the low pay. One commented, “Whoever works, they are working because they want to make money. Of course, this job is service to society. But women have responsibilities at home. They have children to provide for.”



“You Are Going Out for Your Tiny Little Salary?”

COVID intensified all of these pressures. Because routine health services weren’t happening, ASHAs stopped getting their incentive-based payments, drastically lowering ASHA salaries even as the work increased. There was a Corona supplement of Rs 1,000 ($12) a month, but it didn’t make up for the lost incentive-based pay. “It was a big financial loss,” Kavita explained. She elaborated:


The thing was, we wanted to stop working and stay at home. Everyone wanted that, at that time.

But, we also had a responsibility as an ASHA. So I said, okay, let’s serve the country. If I die, so what?

But my family told me not to go. They said, people who make two lakh rupees ($3,000) a month are sitting at home, and you are going to go out and put yourself at risk for your tiny little salary? But what to do? I also felt I had a duty. I had to go.

Still, my family was scared. Sometimes I was able to explain to them that look, I have a job to do. Other times they criticized me, and then I would just listen quietly.



Once the COVID pandemic passed, Kavita’s salary went back to normal. But Kavita felt that the lessons of COVID had not really translated. “Even people in the government now appreciate our work more,” she commented. “Nobody ever says anything against the ASHA. But at the same time, nobody says we should get a raise in pay. Nobody says it. Nobody.”

Yet, few women left the ASHA position. To understand why, it’s helpful to understand the social context of work in Gurha Sajjanpura more broadly.



“A Man’s Salary Alone Isn’t Enough to Support a Family”

It was not only ASHAs who engaged in wage work in addition to work in the home and fields: many of Gurha Sajjanpura’s young married women did so. In a broader atmosphere of high unemployment and drought related to climate change, many ASHAs and other women said that it was impossible to rely only on agriculture and men’s income. Some also mentioned the pressures created by social media to display status items like new clothing and store-bought birthday cakes. In the intensely social and status-conscious world of rural Rajasthan, these concerns were not frivolous; maintaining a solid social position had real impacts. “These days,” one woman explained, “a man’s salary alone isn’t enough to support a family. So women are all working too.”

Women in Rajasthan have traditionally sewed for others from their own homes and worked in the fields. These jobs were thus widely accepted as honorable and appropriate for young women. At the same time, they were also not aspirational: girls did not dream of doing embroidery or tending crops when they grew up. Doing sewing piecework usually earned women only a few thousand rupees per month; working in neighbors’ fields paid Rs 250 per day.

Some other jobs for women carried social disapproval, an aura of being in desperate straits. Construction work, for example, was hard labor that paid Rs 300 to 350 per day for women (and Rs 400 to 600 per day for men). The government’s MGNREGA (Mahatma Gandhi National Rural Employment Guarantee Act) program employed women to labor on public works projects for 195 rupees per day. Fully veiled women carrying large loads of construction materials were a common sight in Gurha Sajjanpura, but these jobs were not ones that educated women cared to take.

Instead, educated women aspired to jobs in education, healthcare, or government administration. Our respondents repeatedly referred to these as izzat kī naukrī—honorable jobs. These positions marked those who worked in them as modern and higher class, even as many workers still simultaneously desperately needed the income these jobs provided. We heard this phrase—izzat kī naukrī—again and again, from many women.

This was a concern they shared with many women across India. Indian women in work settings from beauty parlors to piecework are deeply concerned with honor and respectability, because these are important social factors with real material effects. Achieving a middle class, not lower class, persona is critical for many women.3



“What Choices Are There for a Woman?”

Women’s education levels underwent a dramatic shift in Gurha Sajjanpura in the past generation. Twenty years ago, few women in rural Rajasthan were literate.4 Most of the older Anganwadi Workers we spoke to—women in their forties—commented that when they were selected for the job twenty years ago, they had been recruited because they were one of the few educated women in town.

That dynamic has changed. As in other parts of North India, education is increasingly important for securing a good marriage for girls in Rajasthan.5 Having educated daughters also positively affects the broader social status of the family.6 Now, not only literacy, but higher education including graduate study, is common in Gurha Sajjanpura.

Higher education was a status symbol that could gain women marriage into a higher income, higher status family. But many women also wanted the years they had spent in school to actually go to use. “I’m educated, so there should be some use for that education,” an Anganwadi Worker explained.

Thus honorable work—like ASHA work or other jobs that required education—was very attractive to women in Gurha Sajjanpura. They could make a little money; they could avoid engaging in stigmatized work; and they could put their education to use in the service of others.

Many ASHAs’ families were deeply proud of the honorable work the ASHAs did. One ASHA’s father-in-law, who himself had spent a lifetime as a construction laborer, commented:


Her salary is low. But everyone in town, they tell me my daughter-in-law is so intelligent. When the doctor calls her in, she goes and works at the hospital. She’s paid nothing, but what choices are there for a woman?

She’s educated, right? What is the point of being educated—if you can get government work, that’s a huge benefit. Even if you just have a fourth class peon job, it’s government work. The salary is low, but there’s value in it. . . . When you wake up and know you have a job to go to, that is honorable work (izzat to hai hi ki din uṭh ke dhanda milegā).



This man compared the honorable work of a government job, where you wake up in the morning and can feel confident that your job exists, to the insecure and contingent work of day labor in fields or sewing (or the construction work he himself did). He took pride in his daughter-in-law’s holding such a position—even though her pay was minimal.

The fact that ASHA work was honorable made it attractive even though the pay was very low. There were few honorable jobs available to women in Gurha Sajjanpura; most were accessible only to men. So women, despite their deep frustrations with the pay, tended to stay.



“We have Honorable Work—but That’s All”

In contrast to most government jobs, ASHA work is contingent. Both ASHAs and Anganwadi Workers were “voluntary” workers, meaning that they earned less than minimum wage and did not enjoy the benefits or job security of “permanent” government employees. Scholars have noted that the voluntary status of Anganwadi Workers “can be seen as an illustration of the State’s ability to violate its own labour regulatory framework, particularly in an arena such as care, where women are predominant.”7

Women often mentioned a government job as a school teacher as the ideal honorable work: it was “permanent,” meaning it included a substantial salary, job security, and benefits. Anganwadi Workers and ASHAs did not get such benefits.

ASHA work paid well below minimum wage. However, most other work for educated women in Gurha Sajjanpura was not much better. Many educated women, for example, worked for local private schools, and were paid around Rs 5,000–Rs 7,000 (about $80) per month.

This low wage was deeply gendered. Men with equivalent educational levels made much more—and had many more options. One young woman who worked as a teacher in a private school commented, “Even if they raise our pay, they’ll raise men’s more. They’ll keep us at one level, and men at a higher level.” Thus gender inequality in pay intersected with gendered ideas of honor in severely limiting job options for women in Gurha Sajjanpura.

It was precisely the honorable nature of the work—combined with gender inequality—that drove wages down to almost nothing. Maria Mies wrote of in-home lacemakers in rural India in the 1970s that the tenacity with which women clung to honorable work “even when they are virtually starving, is the ideological and psychological base on which a new phase of exploitation can be built up.”8

Skilled work opportunities in rural Rajasthan were in short supply in general, and employment opportunities for educated women were particularly scarce. Because educated women preferred these jobs over manual labor, every honorable job for women was in extremely high demand. And honorable government jobs for women—even “voluntary” jobs like ASHA positions—were in the highest demand of all. These factors allowed remuneration to fall below poverty level wages. Almost all honorable jobs for women in town were extremely poorly paid.

ASHAs and Anganwadi Workers were not blind to the exploitative nature of their jobs. It rankled. While they were proud of what they did to help others, many of these women were angry. One ASHA bitterly commented, “we have honorable work—but that’s all” [Bas yah hai ki izzat kī naukrī le ke bhete hain].



“People Like Us, We Get Ground Up and Spit Out”

Women and their families hoped that eventually, ASHA work would become “permanent”—a government job with tenure, pay and benefits, like other jobs in government schools and government health centers. This was the central reason the women stayed in their jobs, the central reason they were studying via correspondence courses: if permanent work became an option, they wanted to be ready for any potential educational requirements.

We heard about the desire for permanent work repeatedly, in nearly every interview. In the context of low pay, ASHAs and their families remarked again and again that they only reason they stayed in these jobs was because they hoped the jobs would become regular government employment. Often, an ASHA’s mother-in-law and father-in-law—ultimately responsible for deciding labor allocation within the family—would encourage her to stay in the job, citing potential long term benefits. One father-in-law’s discussion of this issue was typical:


What she’s getting now, it’s basically nothing. . . . Sometimes I get angry, I say she should just quit this job (golī lagāo). She gets stressed. We get stressed. And we think, it doesn’t make any sense to be doing this. But then I think, who knows, what will happen in the future? If she becomes permanent, she can earn a living, right from here. . . . You have to believe that will happen (viśvāsa hī to karanā hai), otherwise there’s too much work in this job, it makes no sense.



One Anganwadi Worker discussed the issue with her husband, who was a government teacher:


	HUSBAND:
 	So the teaching that I do, I get 80,000 rupees [per month] for it. And she gets 7,000.

	ANGANWADI WORKER:
 	And I have more work than he has.

	HUSBAND:
 	She has so much work. The government wants to raise their salaries, but it’s not able to. . . . There are so many of them [Anganwadi Workers], making them all permanent is a huge financial commitment. When the Anganwadi program started, nobody was thinking that the government could ever make them permanent. But now, a lot of people are thinking that.



There was some precedent for this hopeful thinking. There was a pattern in Rajasthan in which cadres of government workers who had endured very low pay for years eventually became permanent. Parateachers in the school system had become permanent after nearly a decade; ANMs in the health system had become permanent after many years of voluntary work; the people who dug holes for electrical poles, too, had endured years of low pay and were ultimately rewarded with a permanent job.

Over time, shifts in the ASHA program had increased workers’ hopes that they would eventually become permanent workers. First, there had been enormous increases in the work burden. Also, with time, more educated women from more powerful, politically connected families had begun taking these jobs.

At the same time, permanence was not a foregone conclusion for ASHAs and Anganwadi Workers. Many of them told us that Maneka Gandhi, a national-level minister, had said some years ago that Anganwadi Workers should become permanent. However, we could not find this quote; we did find repeated instances of Gandhi saying that making Anganwadi Workers permanent employees was “not possible” given the budget she had to work with. At the state and national levels, there was not a consistent enthusiasm for regularizing these huge cadres of workers; it was simply extraordinarily expensive to do, and some government stakeholders were not convinced it would pay off.9 A very few ASHAs and Anganwadi Workers were able to gain permanent jobs by being promoted to supervisory positions; but most spent their careers waiting.

They said that they were “stuck”—if the jobs ever became permanent, they needed to stay in their positions when that happened. And, there were few better options: with the exception of government teachers, nearly all the honorable jobs for women in Gurha Sajjanpura were similarly low paying.

What ASHAs and Anganwadi Workers did receive were a series of very small raises. This was something, but most commented that it was not enough. “We’ve heard that it will happen, we’ll become permanent,” one ASHA said. “Right now, they’re giving us a raise, but I’d rather not get that—instead give us benefits. Today I can work, I’m able bodied. But when I get old, and am forced to retire, what will I get then (kis cīz ke sahāre jīeṅge)?”

This ASHAs’ concerns were quite valid. We visited one retired Anganwadi Worker who had no retirement benefits at all, and she bitterly recounted how she gave the best years of her life to the program, only to be left with nothing once she retired.

“This isn’t retirement!” she cried. “They threw me out!” Both she and her husband were frankly angry:


	FORMER ANGANWADI WORKER:
 	I was thinking, “Okay fine, I’m a temporary worker. I don’t make much. But in the future, I’ll become permanent. I’ll get more money.” Believing that, I ruined my life (bharose hī bharose mẽ jīndagī kharāb kar lī).

	HUSBAND:
 	This is exploitation. The ones who sit in offices, they don’t do anything. They don’t work at all. They get all the benefits. And the temporary workers, they do everything. Cakkī mẽ pīs rahe haiṅ, yah sab. People like us, we get ground up and spit out.





Honor and CHW Work

As Padmini Swaminathan points out, employing ASHAs under contracts that violate the state’s own labor laws both creates and perpetuates gender inequality.10 The “voluntary” government jobs in Gurha Sajjanpura—ASHAs, Anganwadi Workers, Anganwadi Helpers, and material workers—were overwhelmingly female. By providing honorable work, and keeping the mirage of permanent employment in view but always just out of reach, the Indian state has, perhaps unintentionally, created a system that exploits the labor of over two million women.

Women in Gurha Sajjanpura, like women everywhere, did their best to make the most of themselves and their lives within the paths available to them. Within the clear path laid out for them across each stage of their life cycle, they tried to make an impact. The path of becoming an ASHA was attractive to many women because of what it represented: honorable work, the chance to make a difference in the community, the potential of someday having a permanent government job. But increasingly, women found that the permanent job was unlikely to happen soon, and the wages were obviously exploitative. The ASHA path proved deeply disappointing for many. But in the absence of other workable job options, they were stuck.

Yet these women saw more transformative possibilities on the horizon—or at least, they hoped for them. They valued the knowledge and the space their work provided, one outside the structures of their families. And they looked forward to a day when their work was rewarded with the salary and benefits they deserved.

It is a bit tough to know how realistic this aspiration of stable, minimum-wage work was. The policymakers we spoke to nearly all said that converting millions of ASHAs and Anganwadi Workers, not to mention the lower-status Anganwadi Helpers, into permanent government jobs was somewhere between unlikely and impossible.

Yet the dream of becoming permanent government workers was robust for all of the ASHAs and Anganwadi Workers we knew, as well as their families. If that happened, an Anganwadi Worker commented sardonically, “we could leave the cows behind and focus on this work.”

“Then,” an ASHA said, “we could actually make something of ourselves.”







Chapter 4 If There’s No Problem at Home, There Will Be No Problem Outside

Shifts in Family Structures


We had been following Anju in her work for a while before we met her family. We had visited with her when she spent time at her small, bright Anganwadi Center. We had gone with her door-to-door for her ASHA work, where we watched her patiently and cheerfully help poor women from nomadic families access critical government benefits. We even saw her lend small amounts of money to impoverished women to help them get paperwork filed.

Across all these interactions, Anju radiated a friendly, quiet competence. She was softspoken, but she was confident. And she crossed social barriers easily.

The nomadic families that lived in Anju’s catchment area lived literally and figuratively on the margins of society in Gurha Sajjanpura. Many of them lived out of wagons (fig. 4.1). When those people went to weddings or other events in town, they stayed on the margins, not sitting in the company of others. For a woman from an impoverished nomadic lower-caste family, speaking to Anju, an educated woman from an established family, would normally be hard to do. Yet we watched Anju move through the neighborhood comfortably, being greeted warmly and answering bureaucratic questions with an approachable confidence.

Anju explained to us how she found value in this work:


At first I really wanted to quit. It was so hard. . . . At that time I didn’t know anything. I had never worked outside the house. I’d never written up a report.

It was so, so, difficult.

I didn’t know anybody. And I worried so much about ghūṅghaṭa [the veiling and seclusion expected of young married women].

But now? I can talk to anybody. I know about everything, right? It was hard then. But it’s no problem now. I do all my work easily. And I get respect from everyone in town.

And, it’s so satisfying, making sure no child misses their immunizations. And that women are taken care of when they are pregnant. And helping out with malnourished children, helping their parents understand what to feed them.



So, we had gotten to understand Anju and her work. But the more we followed Anju—and other ASHAs—the more we realized that without talking to their families, we were missing a key part of their stories. For one, many ASHAs did not know the answers to the questions we asked them about why they had decided to become ASHAs in the first place. They hadn’t decided, they explained to us. Their mothers-and fathers-in-law had decided. And they didn’t know what had gone into that decision-making process.

Also, we were increasingly struck by how much freedom and mobility ASHAs had compared to other young women in Gurha Sajjanpura. Anju, for example, zipped around town on a scooti—a small motor scooter. This was definitely not common for women in the area, and absolutely not for young women. Why had Anju’s family decided to grant her that much freedom, freedom that would certainly expose the family to gossip? Again, Anju told us, that decision had been made by her mother-and father-in-law. To understand it, we would need to talk to them.


“It’s Good to Have a Backup Plan”

When Anju took us to her house one day after work, Anju’s father-in-law welcomed us into the unpainted cement home; we sat in a large, clean, and sparse room. Anju’s mother-in-law entered with Anju’s chubby nine month old baby, fresh from his bath. She dried him off as we chatted. Anju’s husband was away at work in town, but that hardly mattered; these people, her mother-and father-in-law, were the ones who had made the decisions about Anju’s work and mobility.



[image:  Hand-drawn illustration. The top panel shows Anju talking to two women standing with a small child in front of a house. Anju is writing in a notebook. Another person sits on the ground to the right side of the illustration working or playing; there is a wagon with cases and blankets near them. The bottom panel shows Anju sitting at a table, taking notes, near the back of a room. There is a woman standing next to her speaking to eight children sitting, lying, and playing on a blanket. To the left of the drawing another woman leads a child into the room.]

Figure 4.1. Anju at work. In the top panel, she fills out paperwork for a nomadic family. Below, she helps out in the Anganwadi Center, a preschool child care and nutrition center. Illustration © Soniya Kanwar.



When we mentioned what Anju had told us earlier, that she was thinking of quitting at first, her father-in-law laughed.


Yes, it’s true. She was really ready to quit! I told her, you know, sometimes you have to go through difficult times to see good times. I told her, it’s true you’re paid very little, but if you’re made a permanent government worker in the future, it will all be worth it. Then you’ll have a government job with benefits, plus you’ll have the security of our farm and fields. I told her, I put you in that job, and I’ll support you in it.

Otherwise, she would have quit. There is so much work, and the money is so bad. But if she becomes a permanent government worker, if she makes five or ten thousand rupees a month, she’ll be set up for life.



“There’s no water in the ground anymore,” Anju’s mother-in-law added. “It’s good to have a backup plan, not just depend on agriculture.”

This, it turned out, was a common theme among the families we spoke to. The economic changes happening in rural Rajasthan were far-ranging and swift. Farming—which had been the economic bedrock of rural Rajasthani society for many hundreds of years—was becoming increasingly unreliable due to climate change and dwindling water availability. Higher education, including for women, was opening up new options, but it was not clear which of those options would be economically viable in the long term. Within the family as an overall economic unit, it made sense to diversify: to deploy the labor of young family members in a variety of jobs, in the hopes that some would pan out. Putting your daughter-in-law in an ASHA job was a calculated bet: if the job became a permanent government position, that would ultimately be good for the family, and so it was worth a significant investment of time and support now.



“There Was No Cheating, and Our Team Won”

Because honorable government jobs for young women were in such high demand, obtaining a post as an ASHA or Anganwadi Worker was difficult. Navigating the complex politics and paperwork of getting an ASHA or Anganwadi position was not something that young married women could typically do alone. In Anju’s case, as in most others, the process of obtaining one of these jobs was initiated and managed by the woman’s family, generally her father-in-law.

Families often began working their connections in an attempt to secure their daughters-in-law ASHA and Anganwadi positions even before those posts became officially available. For example, when rumors began that an Anganwadi post would open up, Gurha Sajjanpura’s sarpanch (the elected leader of the gram panchayat) received calls from a number of families on behalf of their daughters-in-law; some offered bribes.

A particularly politically savvy ASHA named Anita explained to us how this all worked:


	ANITA:
 	These days, people really want ASHA posts. They’re ready to give a bribe of one or two lakh rupees ($1,200–$2,500).

	SVEA:
 	Why are they doing that, when the work is so hard, and the pay so low?

	ANITA:
 	Most people aren’t really aware how much work is involved, they think we just wander around doing nothing. . . . They think: if I spend one or two lakh rupees now, I’ll get a job for life! Or at least, I’ll be on the track to a job for life, God or the government might make it permanent someday. They think, they should get a seat on the train, then if it ever actually leaves the station they’ll be on it!



But even for politically connected older men, the process of obtaining an ASHA or Anganwadi position for their daughters-in-law could be challenging. Selection happened through a complex process. On one side, there were the official requirements, including educational requirements, of the Ministries of Health and Women’s Affairs. But, the process also involved the gram panchayat, a local council of elected leaders. Thus political dynamics as well as the formal educational requirements played into ASHA and Anganwadi Worker selection.

One man who was a ward panch—an elected member of the gram panchayat—described the process of getting his daughter-in-law into an ASHA position. First, he explained his desire to get employment for her in the context of limited options. “She really wanted to do it, and she worked so hard on her education. And she’s very responsible,” he explained. “So we think, what can we do?”

But getting an ASHA position, he explained, “is very difficult. Nowadays, if there’s one seat open, there are fifty applications for it. And the priority goes to the educated ones.” So in addition to filing the necessary paperwork with the relevant ministry officials, he assembled a “team” to support his daughter-in-law’s application at the gram panchayat. He lobbied the others in the group, in one case asking the wife of an elected official to make his case. “We did the work properly, there was no cheating,” he explained.

“And our team won!”

But even once his daughter-in-law had secured the appointment, there were additional barriers. The previous ASHA—who had been removed from the position by the government because she had reached the mandatory retirement age of sixty—did not want to give up the post.

“The previous ASHA’s family blamed me,” he explained, “saying, ‘you kicked her out of the ASHA position’ (āpane usako haṭā diyā). So I went to their house. In the end, they accepted it (vah śānt huī).”

Such controversy over ASHA and Anganwadi Worker positions was common. In another instance, the family of a young woman who had been passed over for an open Anganwadi Worker position filed a court case alleging inappropriate political interference—and won. As one of our interviewees told the story, the politically connected young woman was removed from the Anganwadi post, and the more educated woman got the job.

But another interviewee told it differently. In her telling, it was the original Anganwadi Worker who had been chosen through the correct bureaucratic channels, and the court case was a ploy to get the politically powerful family’s choice into the position. “Whoever is powerful, they’ll get it. Whoever has a strong stick will own the buffalo,” this woman said.

Whichever version of this story is accurate—and both probably held some truth—what was clear was that selection for these positions was political and contested, and that families jockeyed to get their daughters-in-law into these positions.



“The Person Who Doesn’t Need It, Don’t Give It to Them!”

The politics of ASHA selection were shaped by political connections. But they were also shaped by morals and optics. The gram panchayat couldn’t repeatedly choose politically connected women to be ASHAs—they also had to consider how those selections would be perceived among their constituents more broadly. Thus both political connections (generally favoring wealthier women) and the need for the job (generally favoring poorer, more marginalized women) could play into the selection of an ASHA, at different ways in different times. Anita explained:


The sarpanch used to be able to just select someone, but not now. People are aware of the value of an ASHA job, and there is political pressure to give it to a woman who needs the money.

People say, the person who doesn’t need it, don’t give it to them! Like, if a woman has a twelfth-grade education, but her father-in-law is a headmaster and her husband is a teacher, then she doesn’t need the ASHA job. Instead, it should be given to a widow, someone trying to raise her children alone. She really needs the post.

Sometimes, the gram sabah might have someone more qualified, but they also look at people’s family situations, who needs the job more. They might give it to someone who has a desperate need for even the three to four thousand ($50) a month she would get as an ASHA. So then the sarpanch might go explain to the more educated woman: “What will you do with that ASHA job? You have a BA, you should go teach in a private school, you might make a few thousand more. Or, study a bit more and get a higher level job. The ASHA job has nothing in it for you.”



Optics were complex not just for selection—they also played out after ASHAs were chosen. Having drawn on connections to get their daughters-in-law selected for ASHA and Anganwadi Worker positions, families also experienced social pressure to ensure that these women performed their jobs well. Once his daughter-in-law started work as an ASHA, the ward panch quoted above found that the position presented challenges for her:


There was a time when my daughter-in-law wanted to quit, although she didn’t say so directly. She was so worried [about the workload]. I told her, if you quit, it’s no problem, it’s not as if you’re earning anything from it. 500 rupees or 800 rupees, whatever.

But, if she doesn’t do good work, people will complain about us and our family. They’ll say she was appointed because of political connections but doesn’t do anything.



He explained that ultimately, his daughter-in-law decided to stay in the job, but the family cut back on her responsibilities at home in order to make her workload reasonable and ensure that she could carry out her ASHA duties to the best of her ability.



“We Are Paying for Day Laborers to Do Her Fieldwork”

The ward panch was not alone in making significant sacrifices in order to keep his daughter-in-law in the ASHA job. Once they got the job, ASHAs generally found it challenging, and families discovered that they needed to make significant changes to the structure of the family’s work in order to free up time for the daughter-in-law to work as an ASHA.

Anju’s family discussed this with us too. They said that keeping Anju in the ASHA job was hard on the family. “It costs us a lot of money to help her do the work,” her father-in-law commented, “so it all adds up to nothing in the end.”

The lost labor to the family was significant—Anju spent many hours a day at work as an ASHA, time that she otherwise would have spent doing fieldwork at home. Her father-in-law sometimes hired day laborers to make up that work; each one cost the family Rs 250 per day, plus tea, plus transport—much more than Anju made through her ASHA work.

Like Anju’s family, many families hired help to do the fieldwork that their daughter-in-law could not. Many families incurred significant costs in supporting an ASHA or Anganwadi Worker, from paying for transport to replacing the woman’s labor.

Families also took on responsibility for ASHAs’ and Anganwadi Workers’ extensive work at home, cooking and caring for her children. Those tasks generally fell to the ASHAs’ sisters-in-law and mothers-in-law.

In cases where families were not willing to make such accommodations, women found it hard to hold onto ASHA or Anganwadi positions. For example, one ASHA said that her predecessor had to quit. “She couldn’t do the door-to-door work [of the ASHA position],” she explained. “Her mother-in-law, her father-in-law, her husband, they didn’t support her. So, she was forced to quit (majbūrī mẽ cẖoṛnā paṛ gayā).”

ASHA work significantly shifted work relationships at home. Families made profound changes in the division of labor. Mothers-and fathers-in-law deployed the labor of other family members—or of paid help—to make up for the agricultural work and housework the ASHA could no longer do. These shifts are striking because they illustrate the deep flexibility and pragmatism of Rajasthani households. Despite the strict structure and hierarchy of the rural Rajasthani family, the need to ensure financial stability in the context of social and climate change meant that the older generation that held control in these families were willing to significantly alter the traditional division of labor in order to support ASHAs in their work. One of the most significant shifts was in young women’s mobility.



“A Lady Driving a Scooti!”

Anju’s house was several kilometers from the Anganwadi Center, and several more from the health center where Anju filed her reports. To avoid having a young woman walking these distances alone, her father-in-law walked with her at first. But this, too, was an issue: it took up a great deal of his time, and both of them were exhausted from walking so far in the brutal heat of the Rajasthani summer. Anju’s mother-in-law worried about both of them.

So, in a move nearly unheard of for young women in this area, Anju’s in-laws decided to buy her a scooti, or a small motor scooter. Now, Anju drove around the village, veiled and confident, covering the long distances she needed to travel—to do her fieldwork, to file paperwork, to get from her house the health center—quickly and easily. Yet this, too, cost money: Anju’s entire ASHA salary went toward the scooti loan payment and the Rs 300 per month it cost to keep the scooti fueled.

Anju’s path to scooti ownership had been paved by other women in town. The first woman to ride a scooti in Sajjanpura was an Anganwadi Worker, a woman who had been with the program almost since its inception and who was among the first women in Sajjanpura to hold a government position.

“Before, in the village, no women used a scooti,” her husband explained. “When people saw her, they were surprised: a lady driving a scooti! But in Rajasthan, it’s like this: once one person has gone down a road, others will follow (eka ko dekh ke dūsara usī rāste par chalte hain).”

He was right: the groundbreaking and socially risky move that his wife took in riding a scooti had ripple effects. Because of the substantial work involved for men in supporting an ASHA’s mobility, scootis were seen as a reasonable investment by many families. Without one, families had to invest a huge amount of male labor in escorting the ASHA from place to place. Another ASHA’s husband explained:


	HUSBAND:
 	The thing is, I am busy myself. She doesn’t make enough for someone else to spend all of their time supporting her (uske lie piche piche kar dīn). And look, we have a lot of work in the fields. You lose all kinds of work time bringing her there, bringing her back. . . . That’s why it became necessary to get her a scooti.

	SURENDRA:
 	Did people react negatively to her using a scooti?

	HUSBAND:
 	At first when we got the scooti, people in the village had issues. But when she walked, some people also had negative thoughts. Anyway, as she kept doing it, people stopped thinking about it. They moved on to other things.



Family support for ASHA mobility was particularly critical in the early stages of employment. Training involved travel to another city, a task that was well beyond the experience of many young women. This could add up to weeks of commitment from male relatives. One ASHA’s father-in-law and sister-in-law discussed this:


	FATHER-IN-LAW:
 	Then she had training. I went with her. Her baby girl was small, we left her behind. The baby was still being breastfed.

	SISTER-IN-LAW:
 	The baby was only four or five months old, and [the ASHA] was gone for ten days. I fed her from a bottle. Then the younger baby, she was only fifteen days or a month old, when [the ASHA] started working. She would be gone from seven until noon. It’s a lot of work! [laughing]

	FATHER-IN-LAW:
 	The mother-in-law, the sister-in-law, they do the work. You have to work.

	SISTER-IN-LAW:
 	Now, she has three kids, and they are my responsibility during the day. I look after them.

	FATHER-IN-LAW:
 	Now, [the ASHA] goes to the Anganwadi Center herself. But before, I had to bring her there to drop her off. It was difficult at first, but you know what? Now [the ASHA] goes to the district capital, she even goes to Jaipur by herself!



Like this father-in-law, many ASHAs’ families took real pride in the ASHAs’ expanding mobility, commenting on the sophistication and competence of their daughters-in-law. These shifts in mobility were truly notable, not only to us but also to ASHAs’ families and to ASHAs themselves.

ASHAs’ worlds expanded in profound ways, and what is particularly striking is that the very families that had previously enforced their seclusion supported them in expanding their mobility not only outside the walls of the house, but even to faraway cities. The potential for an ASHA to make long-term economic contributions to the family was enough for that family to dramatically widen her world.

But, ASHAs still lived in rural Rajasthan. This expanded mobility opened them up to gossip and community censure. Here, too, their families were key supporters.



“If There’s No Problem at Home, There Will Be No Problem Outside”

We asked Anju’s mother-and father-in-law about Anju’s concerns about ghunghat, the system of seclusion that keeps many young married women in Gurha Sajjanpura at home. We wondered if they faced censure from others for allowing Anju to leave the house.


	MOTHER-IN-LAW:
 	Lots of people said things.

	FATHER-IN-LAW:
 	And they still do! They say, what’s going on with her? She’s just wandering here and there.

	MOTHER-IN-LAW:
 	They disrespect her, say she’s going all over town, raṇḍ roṭī phiratī hai.

	FATHER-IN-LAW:
 	But what to say, if she gets a permanent government job, it will all be worth it.

	MOTHER-IN-LAW:
 	And you know what? Those same people come to us asking for help getting their daughters-in-law into that job. They ask us to tell them if any positions open up at the Anganwadi Center!



In rural Rajasthan, gossip about young women’s mobility was gossip about morals. What is striking is that Anju never heard these rumors or objections. Instead, her mother-and father-in-law heard them.

Neighbors often voiced objections to an ASHA’s mobility to the ASHA’s family rather than the ASHA herself, the implication being that the young woman’s mobility should be restricted for the good of the household. It fell to family members to protect and defend the young woman’s mobility; when these defenses came from powerful elder family members, they were generally respected by neighbors.

One Anganwadi Worker’s father-in-law talked about how he forcefully countered gossip: “There are some people who will say, ‘Are yāra, she went here, she went there. Today she went to Jaipur.’ Are, of course she has a job, so she’ll go! She’ll go for work, and am I supposed to follow her around everywhere? She has work there, she’ll go there. . . . The person who leaves their home, that person will understand the world.”

Many families and young women alike commented on how, over time, ASHAs and Anganwadi workers experienced a revolutionary change in mobility. Another family discussed this issue:


	ASHA’S HUSBAND:
 	She [the ASHA] goes to [a nearby city] herself now! She used to be afraid, but now she goes out.

	SVEA:
 	What was she afraid of?

	FEMALE FAMILY MEMBER:
 	You worry about what people will say about you: Why is she going to other people’s houses? What is the reason? People say lots of things like that.

	FEMALE FAMILY MEMBER:
 	If you go to an unfamiliar house, there may be a man there, how will he behave (uskā kyā soc hogī)?

	HUSBAND:
 	But now, everyone knows the ASHAs.

	ASHA:
 	Anyway, there’s no problem in doing the work. If there’s no problem at home, there will be no problem outside.



Women whose families did not provide such support found themselves facing intense conflicting pressures: pressure from their supervisors to get work done, and pressure from their families not to leave the house. Some supervisors were sympathetic to these issues.

Discussing the case of an ASHA who frequently failed to show up for work, one supervisor commented: “She has family problems that make it hard to work. Sometimes she just has to leave. Some people’s families don’t allow them out of the house. You know, some families, they put their daughters in law in these positions, and then they don’t give them enough time to do the work.”

In such cases, ASHAs generally did not last long at the job. For the most part, we were struck by how flexible families were in supporting their daughters-in-law.

Like Anju, many ASHAs considered quitting soon after they began work, both because of the low pay, and because of the stress that moving around the village independently caused them. Pay never ceased to be an issue. The mobility, on the other hand, came to be something that they valued greatly.



“I’m Not Dependent on Anyone”

For some ASHAs, the post also gave them another new freedom: control over a bit of money. How much control they gained varied depending on their family situation.

For families like Anju’s, with substantial fields and other assets, the expense of keeping an ASHA or Anganwadi Worker in her job could be more than her salary. But for some other families living closer to the edge, without agriculture to support them, even the very low salary could bolster the family finances. An Anganwadi Worker’s husband commented:


We used to have water at the house, but now only seasonally, so we can’t always grow things. So I do construction work too, when I can get it. I don’t have a fixed job to run the family.

So her job is helpful, right? When she gets six thousand [rupees per month], I bring in six or seven thousand, together we can make it fourteen or fifteen thousand. . . . So her job, it’s a support. If she wasn’t doing this, she’d have to go work in someone else’s fields—she’d have to do something.



In some cases, as in this example, a woman’s pay was pooled with the family finances. In other cases, women kept the money for their “own expenses” (hāth kharca)—usually clothes for themselves and their children, school fees and supplies for their children, and household items. For women whose finances were set up this way, it meant a lot not to have to ask for money from their husbands or in-laws for every purchase. An Anganwadi Worker commented, “It’s good, from this work, I’m not dependent on anyone, I have my own spending money. Before, I had to be dependent on others.”

The ability of a woman to control her own salary often depended on the overall financial health of the family. Another woman whose husband made almost nothing commented, “I give what I earn to my husband—some of it—I also spend some myself,” but then added: “With only five to seven thousand [rupees per month for an ASHA salary; about $80], we can’t ask our family to let us keep any for ourselves. If we were making more, then we could do something for our children.”

Women who managed their finances separately from those of the family also found that the expenses involved in their work cut significantly into income. One ASHA commented:


So what happens is this, sometimes they call me to the PHC [Primary Health Center], sometimes they call me somewhere else. Half of my salary gets spent on this. On going here and there. To get to my PHC, I have to walk, and then take a bus, and then walk again. If I get hungry somewhere along the way, I don’t have a salary to pay for a snack.



Again and again, women commented that if ASHA work was better paid it would change their lives for the better, allowing them to justify their increased mobility to skeptical family members (there were a few of these in most families) and giving them more of their own cash to control.



“Even if it’s a Small Job, It’s Mine”

Some women gained a small measure of economic independence through their jobs. But more significant for many women was the broader independence. One woman discussed her emotions when she left her ASHA job in order to start a BA program:


I was so sad. I even cried! It was so hard to sign my resignation papers. My husband said, “Why are you crying over 500 rupees? Take 500 rupees from me.”

I said, it’s not about the 500 rupees, I went to the field, I got to know everybody. And I earned it myself—even if it’s a small job, it’s mine. And everyone in the whole village had gotten to know me.



Many women described how leaving the house expanded their concepts of what was possible, both for themselves and for their daughters. They commented that it was practically helpful to be mobile: they could pick up items in the market or help family members navigate the hospital. They also talked about the relief of getting a few hours away from the extended family. “The pay is nothing—it disappears in one day,” one ASHA explained. “But it’s a way to get out of the house, and that helps me make it through (is ke bahane bahar nikalte hain, to is mein hi sabr karte hain).”

Other women whose home life was not happy noted that being an ASHA or Anganwadi Worker was a reprieve. “I go crazy at home (dimākh bhī kharāb ho jātā hai ghar par)!” one woman said, laughing. “We come here [to the Anganwadi center] and we can rest easy.”



Shifts in Family Power Structures

Family structures bent to accommodate ASHA work; young women were provided with additional freedoms, and family members worked to support those freedoms. The availability of respectable government work for young women shifted family structures and women’s lives in ways that were often profound.

Young women were often able to control a bit of money; they gained more freedom to move; they gained freedom from the constant supervision of their mothers-in-law; and with time, they gained understandings of the workings of the world beyond the walls of their home. These shifts occurred because of the potential—not yet realized—that ASHA work would lead to a secure, long-term income stream for the family. Family power structures bent because of hope: hope that investment in a young woman’s capabilities would lead to the government rewarding those capabilities.

As they grew into their own, many ASHAs started to wonder if there was anything they could do within the ASHA program to advocate for a living wage. As those questions arose, some ASHAs, supported by their families, entered into a striking new chapter in their lives, one that would take them far from home.






Chapter 5 I’ll Fight For Them

ASHAs as Leaders


Amid hundreds of women gathered at ASHA labor protests in the city of Jaipur, Anita stood out—she was always a center of attention and activity. Anita, in her late thirties, dressed plainly and did her hair simply. Outspoken and confident, she had a shimmering intellect. It was easy to get wrapped up in whatever Anita was saying—and she was usually saying it to a group of attentive women. We introduced ourselves and asked if she could make some time to talk with us.

On a hot summer afternoon, we drove several hours into the country-side to get to Anita’s house. She welcomed us warmly and ushered us into the two dark small rooms where she lived. We sat on small wooden stools in one room, and looked around as she made tea in the other. Both rooms opened onto a dirt-floored courtyard open to the pale Rajasthani sky. We could hear the sounds of the other neighbors—a cough, murmured voices, a child’s cry—through the crumbling brick walls, blackened from rain.

Anita’s simple home reflected her modest financial situation. Her husband earned 12,000 rupees (about $150) a month, which Anita described as “nothing for savings, just enough to have food on the table.” She said the money she made as an ASHA was an important support, and something that brought “balance” into the relationship between the two of them.

There was barely space for the three of us to sit in Anita’s small room, but that all seemed to evaporate around us once Anita started talking—she was thoughtful, intelligent, funny, and shared with us a deep interest in the questions we were discussing. We sat and talked for several hours in the gathering dusk.

We can think of no more powerful way to tell Anita’s story than in Anita’s own words. Throughout this chapter, we include sections taken directly from what she told us. We translated her recorded words and edited for length and flow.


Anita’s Story, I: “Wandering Around Like That Doesn’t Look Good”


Years ago, shortly after I got married, someone told me there was an ASHA vacancy in my area, and I asked my father-in-law if I could apply. But he brushed me off, saying, “What will you do at the Anganwadi Center?”

You see, traditionally, people didn’t allow women to work in those kinds of jobs. My father-in-law thought that work at the Anganwadi Center was choṭī naukrī—small work. These days, the big shots put their daughters-in-law to work at the Anganwadi Center! But at that time, they saw it as beneath them.

But I held onto the idea. Later, when I had a son, I said to my father-in-law, “All the women are getting work, so let me work too. If I work hard, ASHA work could lead to a government job in the end. And the work is just going from house to house visiting women. Anyway, they probably won’t even hire me. So it really doesn’t hurt to try.”

But I was hired. I was hired, and then for the first two years I didn’t do any work at all! I was hesitant to leave the home. Because here, there’s a ghūṅghaṭa system. In going outside, bahus, young women, they have problems.

And my family had problems too. They said, “Coming and going, wandering around the whole village like that, it doesn’t look good.” So, for two years after I got trained, I sat at home.

Actually, it was the families of other ASHAs who convinced my family to let me work. There were four other women who had been hired—my husband’s aunt was one of them. She said to my family, “What’s the problem? I’m going with her, right? Nobody is going to kidnap your bahu!”

So slowly, slowly I started going to a few meetings. I met the other women who had also been hired, and we used to gather together and then work together. The other women and I would tell each other, “You come with me and go door-to-door. And I’ll go with you.” Five of us would go in a group!

Bit by bit, I started to actually do fieldwork. We would all spend the day working on one woman’s area. And the next day in another woman’s area. We were all too afraid to do the work alone. But when we went in a group, the fear went away.

And then, in the end, we got to know the area. The shame dissipated, the fear dissolved. And we started to get to work.





Anita’s Story, II: “I Thought, We Should Organize”


It was a few years later that I got involved in advocating for fair pay. There was a time when they raised pay for Anganwadi Workers, but not for us ASHAs. I had, like, a jealous feeling. I thought, we should organize.

Then I thought, I suppose I have to be a leader!

All the women I talked to said, “Let’s go to Jaipur.” If we were upset, ASHAs in other areas were upset too. Other women we reached out to said, “We’ll go too.” So we spread a fire in all of Rajasthan. In a field in Jaipur, fifty thousand ASHAs showed up to protest.

When we got there, I met Shiv Partap, the union leader. He heard me when I was giving a speech at the podium during the protest. He came to me, and he said, “If you can speak at a podium like that, you can definitely handle leading a union. Women will listen to you.”

He said, “You make the union, and I’ll guide it.”

So in 2007, we joined him. He gave me control over one area. He gave another ASHA a different area. And organizing like that, dividing the areas among us, we created a union.

We found leaders for every district. Then, we organized women in each block [sub-district], and in each block we designated a leader. And we held protests, and they had effects. Through our action and protests, our 250 rupee salary became 500 rupees. Then we protested again, and we got 750. Then 1,000. Then 1,500. Then 1,600. And now, we get a 2,500 rupee salary. After doing all that work and fighting, we got to this level.

Without protests, that pay would not have been raised. Look, the government has found women who are willing to work for free! Without our activism, why would they change anything? If a baby doesn’t cry, the mother doesn’t feed it.

In addition to raises, we are saying that the path to becoming an ANM should be open to ASHAs. Our responsibilities in pregnancy and delivery have multiplied. When there’s no doctor, when the nurse is nowhere to be found, it’s the ASHA who picks up the slack. So what if I haven’t taken a course on childbirth—I have the practical experience! We know how these things work.

Shiv Partap supported me. He said, “She can hear women, and women can hear her. She has that quality of being able to listen to and sort out their problems.”





Labor Unions in India

The union that Anita was part of was typical in India. India’s labor movement was an influential part of the fight for independence against the British; when India gained independence, collective bargaining rules were established, and unions have held an important role in labor relations ever since. Often, unions agitate to ensure that employers operate according to Indian labor law.1

Most unions in India are affiliated with political parties.2 In Rajasthan, the two biggest parties—which are also the two major parties in India as a whole—are the BJP (Bharatiya Janata Party, the party of the populist leader Narendra Modi) and the Congress party (Congress being the more left wing of the two). Both have ASHA unions. So does the communist party in Rajasthan, although unlike in some South Indian states, that party doesn’t have much of a local following.

One result of the fact that each political party has its own union is that there are frequently multiple unions, affiliated with different political parties, attempting to represent the same workers. Because there isn’t an established way to recognize one official union as representing workers in most sectors in India, each political party generally tries to recruit workers into their own union. And, in addition to unions affiliated with a given political party, there are also often independent unions, aiming to recruit workers who feel that the party-affiliated unions may not be effectively representing them.3 This was the case with ASHA unions.

Anita’s union was headed by a man named Shiv Partap. Shiv Partap was officially unaffiliated with any political party (although as we discuss further, he had extensive political ties and ambitions). But Anita never mentioned party ideology once in our hours-long interview. For her, the choice to affiliate with Shiv Partap was primarily practical, not ideological.



A Powerful Union Leader

One afternoon, we went to visit Shiv Partap. In addition to being a union leader, he also had a government job. When we reached his office—which was packed with people in rows of chairs across from a desk—we found Shiv Partap presiding at his desk in a crisply ironed peach colored kurta pajama. His forehead was marked with tika powder, a visible sign of his Hindu faith.

On the desk itself were stacks of worn papers bound in cardboard folders. A clerk came in and out to deliver papers; the clerk was visibly nervous in front of Shiv Partap, shaking as he handed over the files. Shiv Partap was a powerful and intimidating man.

Shiv Partap skillfully managed a stunning number of conversations and tasks at once: our interview, the papers he needed to sign for his bureaucratic position, what seemed to be nearly constant phone calls, and discussions with his political followers in the room. All of his stakeholders were simultaneously and artfully balanced.

Shiv Partap, between his other tasks and conversations, discussed the issues involved for ASHAs and Anganwadi Workers in a way that revealed his sophistication and his knowledge. He referenced the Labor Act in arguing that ASHAs should receive a minimum wage. He pointed out that at least thirteen other states had already raised the ASHAs’ salary. He commented that in addition to the ASHAs’ existing heavy workload, they were often assigned more tasks by their local sarpanch.

He explained what he saw as the role of the union. “If they ever have problems, if a supervisor comes down hard on them, then we are with them to solve the problem,” he told us. “We made the union so that there can be power in numbers, so that all can be one.”

Moving on to the question of permanent work, Shiv Partap again argued in passionate and compelling language that ASHAs, Anganwadi Workers and Anganwadi Helpers should have permanent jobs. He mentioned high-level national officials that he had met with to that end, and said he was disappointed that they had not followed through with action.

Shiv Partap’s bureaucratic government job prevented him from having a formal party affiliation. But he was actively planning for when that job ended, and when he would join a party and perhaps run for office. Union organizing was a primary way he was gathering followers who he expected would support him in his political ambitions.



“He Started to Berate Us”

Meena, the woman whose story opens this book, was also a union leader. Her involvement in unions was how we had met her in the first place.

Several years ago, Meena explained to us, she had gotten tired of too much work for too little pay. She wanted to do something about it, and she saw labor unions as a way forward. She and some other ASHAs read in a newspaper that a union—Shiv Partap’s union—was holding some rallies in Jaipur. Meena and her colleagues weren’t members of the union, but they went to join the strikes anyway. A group of them got together, hired a bus, and went.

These strikes included not just ASHAs, Meena explained, but a range of government workers: electrical workers, roadway workers, Anganwadi Workers, sanitary workers. “There was just a huge crowd,” Meena remembered. The women were gathered together, demanding fair pay.

Shortly after the strikes, the ASHAs’ salaries were doubled, from Rs 500 to Rs 1,100 a month. Inflation ate much of the increase, but $20 a month was better than $10, and feeling that they had been a part of that change was energizing.

But the results were also somewhat disappointing: the Anganwadi Workers’ salary was raised more than the ASHAs’ salary was, leaving the ASHAs feeling a bit left behind. Meena and some other ASHAs went to complain to Shiv Partap. When they did that, Meena said, “He started to berate us. He said we hadn’t been doing what he told us to do. A 500-rupee raise was plenty for us, he said.”

Meena had been stewing over this when she met Shafique, the leader of a different union for ASHAs. He convinced Meena and her co-workers that he cared, that he would fight for them to become “permanent”—to get a real government job with salary and benefits, not a “voluntary” position with incentive payments. But this relationship too had been rocky. The women paid him 165 rupees (about $3) per year in union dues. Then, Meena explained, he asked for more money:


He told us, “As well educated as you all are, with BAs and MAs, and with ten years of work experience, you should be made permanent. If they don’t make you permanent in the ASHA job, they should give you another government job. I’m going to petition the courts for this, on your behalf. For this, I’ll need 1,500 rupees (about $25) from each of you, for lawyers.”

So I, all of us, we all gave him 1,500 rupees. This was a year ago. And so far, we have gotten nothing from it.



This situation was particularly tough for Meena, who had been the one to convince forty other women to chip in 1,500 rupees each—a large sum for these women, representing several weeks of work. Now that there was nothing to show for it, Meena faced blowback from the other women. They were upset: had Shafique tricked them into giving up badly needed, hard earned savings?



Gender and Labor Unions

The role that Anita and Meena played in their unions was typical of female activists in unions across India. Working women in many sectors participate in unions in India, and across contexts they tend to find that this opens new worlds to them: it expands their mobility, allows them to meet new people, lets them escape housework, and provides an opportunity to craft a public identity.4 For the ASHAs we knew who were involved with unions, becoming an ASHA had first expanded their world. Then, joining a union expanded it further. Union leaders like Meena and Anita found their mobility and knowledge increased most of all. Both Meena and Anita traveled independently across Rajasthan, mobilizing women in their union roles.

Yet Meena and Anita were frustrated with their limited levels of power and voice within these unions. In India, many women find that, even as participating in unions expands their worlds, they are ultimately kept out of the highest leadership ranks of unions, which are dominated by men.5 In the case of the ASHAs in Rajasthan, no union leader was an ASHA (and almost all of them were men). Women’s participation can be limited by gender norms that discourage activities like travel, meeting with men, and attending meetings or protests at night (though Meena and Anita did all of these things). Women, too, can be more vulnerable to intimidation or harassment by their managers as a result of their union activities, especially as they have more limited options for other work.6



“She’s the One Who’s Always Running Off Her Mouth”

The ASHAs we knew who were union leaders—women like Meena and Anita—were extraordinary people. They had moved from the expectation that they stay secluded, to doing door-to-door to work as an ASHA, to traveling hundreds of miles and leading thousands of women in achieving social change. They did all of this with great intelligence, humor, and courage.

They did need courage, because being a union leader could be risky. Part of what Anita did on a regular basis was advocate for ASHAs that were being mistreated by their supervisors: verbally abused, denied the wages that were due them, or sexually harassed.

“If there is a problem for ASHAs at the Primary Health Center,” Anita explained, “first we document the problem in writing, and if it isn’t solved that way, then we give a warning. Like, ‘This entire block of three hundred ASHAs will do a protest in front of your Primary Health Center.’ This kind of work, that is how you sort out ASHAs’ problems.”

It was unfortunately not uncommon for ASHAs to experience harassment at the hands of supervisors, and for supervisors to deny them the pay they were due. Taking action in the way Anita did carried risk, because ASHAs faced potential retaliation for speaking up.

Group advocacy among ASHAs to solve problems was effective. It could also lead to consequences for the women who acted. An example here is Priya, an ASHA in a different village who was involved in unions but not an organizer. She discussed an ongoing situation in which the doctor at her health center was failing to submit ASHAs’ paperwork to higher levels, leading to months of lost pay.

“When I complained,” she said, mouth pressed into a thin line, “our supervisor told me the doctor is very politically connected.” She continued:


It’s the person who complains who gets into trouble. But in my Primary Health Center, if someone is being mistreated, I can’t watch that. I’ll fight for them. Everyone else says, “I won’t say anything.” I say, “I’ll speak up.”

But I knew I would get into trouble (maiṃ hī burāī ke sāmne āūṃgī). I knew that people would say about me, “Priya, she’s the one who’s always running off her mouth.”

Anyway, I brought it all forward to my supervisors. I said, “Look, if there are mistakes in my claim forms, then fire me, that’s it. But I’m not going to put up with this harassment any more.” That’s what I said.



“My friend was right with me the whole time,” Priya continued. Her friend was another ASHA. “Then the supervisor said to my friend, ‘When you die, I’m going to throw your ashes into the Ganges.’”

Priya paused for a moment and we thought about how terrifying it must have been to hear this veiled threat. What the supervisor was saying here was that he could destroy this ASHA. Nothing concrete had happened, and Priya was determined not to give up.

Still, she was shaken: “Our supervisors in ICDS [Integrated Child Development Services, responsible for the Anganwadi Centers] berate us, the ones in the medical system berate us, we have nobody’s support. We are twisting in the wind between them. One grabs one leg, one grabs the other. We’re there in the middle, being pulled apart.”

Anita, too, had experienced retaliation. Once, her supervisors cut three months of her salary. This cut into her ability to feed and clothe her family.

Still, union leadership also had benefits for leaders. Some got some paid for the time they spent on union work. They got respect from their peers. And they could feel that they were part of something bigger, part of pushing for justice. Anita and Meena both found the work exhausting, but both were also compelled to do it. Anita commented:


Sometimes I get tired, after doing all of this fighting, and getting nothing. I get frustrated. When that happens, I concentrate on my other tasks. I take care of my children, do my housework, do my ASHA work, relax a little!

But the women in my union won’t let me leave it there. They call me, they tell me “No Anita, get up and fight.”



And so she does.



“Our Union Can’t Stop Us”

Not every ASHA was involved with a union—although most ASHAs agreed with the unions’ goals, many felt uncomfortable with protesting, were uninterested in paying dues, or just didn’t trust the leaders. One Anganwadi Worker and her husband—who were both angry over the issue of low pay and a lack of benefits—discussed this issue with us:


	SVEA:
 	Were you ever involved in the union?

	ANGANWADI WORKER:
 	I went to a meeting once, but they don’t achieve anything.

	HUSBAND:
 	Those union people, they only think of themselves. They don’t really do much for anybody else.

	ANGANWADI WORKER:
 	How many times do they ask women to protest every year? They make all these promises, but then they do nothing. The ASHAs went on a hunger strike, for twelve days, and one of them died.



A substantial number of ASHAs, though, were involved with unions. When we asked them which union they belonged to, almost none of them could name the overall leader. They named their local leaders, women that included Anita and Meena. By asking these local leaders which union they were affiliated with, we followed these threads to six different union organizations claiming to represent the ASHAs of Rajasthan.

All six of these organizations were run by men. Most were affiliated with political parties; a few were led by men who planned to run for political office. Some of these unions were large and powerful; some were anemic.

We interviewed the leaders of all six of these unions. They had a few things in common. First, they were all eloquent and compelling on the topic of minimum wage laws and ASHA pay. One union leader held forth:


If we talk about the minimum wage, if we talk about the Labor Act, the ASHAs, the Anganwadi Workers, the Anganwadi Helpers, they haven’t benefited from it. And this isn’t fair. Look, they follow mothers through their pregnancies, and then they follow the child for five years to make sure they are healthy and fed. But after all that, the ASHA can’t afford to provide for her own child. Because the Indian government is not caring for her, that’s why these women are under a heavy burden.



Another declared: “We are fighting for them to become government employees. And until the day that they become government employees, they should get the minimum wage of eighteen thousand [rupees a month]. They should get that. But they’re not even getting that. And that’s what we’re fighting for. We continue the fight.”

Every union leader described their commitment to achieving the labor rights of ASHAs. We often got the sense during these interviews that we were listening to well-rehearsed speeches. These leaders had made these pitches many times before. This is not to say that the leaders were disingenuous; but it was very hard to discern where they personally stood on these issues.

Another commonality among all six union leaders was that they did not get along with the leaders of the other unions. Each claimed that their union was the one that truly represented ASHAs’ interests.

The result was that the ASHA labor movement was fragmented. Splintered among six unions, some more popular in certain regions or among certain groups than others, there was not a unified group that could pull the ASHA voices together.

Anita commented, “The ASHAs have no leader. No place where all fifty thousand of us can come together. It would be better for the ASHAs if we were all together in one place, if we had just one union.”

Anita was dissatisfied by the status quo. She tried to work around it as much as she could by encouraging ASHAs to show up to whatever protests seemed likely to bear fruit, regardless of whether she was affiliated with that union or not. “You can’t stop ASHAs,” she argued, “we are all together. We’ll show up. Our union can’t stop us. If our union’s leaders tell us not to go to another protest, we’ll say, ‘No, actually, you should be joining us there. Why aren’t you doing anything?’”

This issue—the fact that ASHAs were divided among six unions and thus did not have a unified voice—seemed to us a critical issue with their gaining enough power to enact change. But aside from a few leaders like Anita, most ASHAs were not focused on this issue. Many were not aware of it at all.

In contrast, most ASHAs’ concerns about the union were focused on the issue of dues. Like Meena, ASHAs were very focused on what was being done with their truly hard earned money. Meena’s concerns about Shafique using the union to line his own pockets were deep, and they were shared by many other ASHAs.

Anita shared this concern. She also used it to convince women to follow her rather than other union leaders.



Anita’s Story III: “Something has to go into their pockets. Otherwise, why will they fight for us?”


Another union leader, Shafique, he is also taking money from women. Once he asked me to meet him, and then when I got there, he was taking 500 rupees apiece from the women in his union.

I said to him, “These are poor women! If they had 500 rupees to spare, would they need to be standing out on the street protesting?” I said, “Shafique, you are doing wrong by these women.”

And then he took the money and went to Mecca for the Hajj! For a month! He was gone for a month, and I met with all of his ASHAs. I told them, “Shafique took your money. He didn’t do anything for you—he took your money and went to Saudi Arabia.” Then all of those women came to our union.

All of the union leaders, they are just looking out for themselves (khud kī dharmśālā hai). All their expenses, they get it from the union. We ASHAs recently told Shiv Partap that we are going to start doing our own accounting. We’re skilled enough! If we are going to give someone money, we are going to keep track of it. Who spent how much. And how much is left. So next time there is a protest, we’re not going to give those leaders even one rupee.

Right? We are poor women, we are widows, we are women whose husbands have left, we are divorced women, poor women like me, where are we going to come up with money, again and again? That’s why we started telling the union leaders, we can’t give any more than 300 rupees a year apiece.

We tell Shiv Partap, “We collected 300 rupees from each woman. Take it, and then you had better tell us from that total, what you spent, and where. And how much is left. And then next time, we’ll give you what you spent. But not more.”

Recently we did a protest, in October. Shiv Partap didn’t come, we weren’t getting along. The reason was that he had told us he wanted a pension! We told him that before we were going to give him that, he needed to do the accounting for all of [his] previous expenditures.

He told us, “There’s not a single rupee left. I spent so much out of my own pocket.”

I said, “If you spent that much, then what did you spend it on? You need to tell us that.”

But he wouldn’t share his accounts. He didn’t give us that information, and when the next protest was about to happen, he said, “It won’t happen without money.”

We said, “We won’t give more money without any accounting,” and then he didn’t do anything.

He’s all about money. He dies for money.

But look, I’m realistic. If there’s no benefit at all to the union leaders, they won’t do this in the first place. If the ASHA salary gets raised, then we benefit. But the union leaders don’t. So something has to go into their pockets. Otherwise, why will they fight for us?

Take Shiv Partap. He’s running a union, that’s how he gets a bhaumāt [group of supporters], and when he shows that, the political parties might give him a ticket to run for office. He can show that he has so many followers, in all these areas of Rajasthan. It’s planning for that future that he organizes the union in the first place. Recently, he went to [a major party] trying to get a ticket. But they didn’t choose him.

Anyway, he is helping us get our work done. If we have problems, he sorts them out. One day he will get a ticket from a party. And we will vote for him.

When we are fighting for our rights, if we help him win an election, maybe he’ll do even more for us.





Political Ties, Political Ambitions

Anita was right that Shafique and Shiv Partap had political aspirations. While there might be a bit of money to be made from dues, and while union leaders might be legitimately committed to promoting the rights of ASHAs (it was hard to spend much time with these ASHAs and not be), political ambitions were clearly a key motivator for many of the men who ran the ASHA unions. Even union leaders not formally affiliated with a political party, like Shafique, were doing what Anita described—using their union following to try to convince a party to give them a spot on the ballot.

Shafique did not just have an ASHA union—he had others as well, from Anganwadi Workers to rickshaw drivers. While he told us he had no political ambitions, we heard from other sources that he was angling for a political seat—that in fact he was open to being part of BJP or Congress, ideology mattered less than acceptance. His strategies were working: one of his family members, over the course of our project, was elected into a local political position through a major party.

These facts—that each party had its own union, and that union leaders unaffiliated with political parties were often hoping to gain such an affiliation—had two effects that worked against ASHA voice. The first was that, as mentioned earlier, these dynamics fragmented ASHAs into many different unions all competing for their participation.

But there was a deeper, more disturbing dynamic as well. The political party in power often had reasons to want ASHAs not to succeed in their ambitions of higher pay and job security: after all, it was their government that would have to pay for those things. So, our respondents repeatedly commented, whatever party was in power at a given time sometimes attempted to use its unions to convince ASHAs to be silent about their complaints. In effect, the unions could work against rather than for them.

In fact, this is a fairly common dynamic in Indian unions, particularly for contingent workers like ASHAs. In many cases, unions in India represent permanent, regularized workers, excluding contract labor from collective bargaining.7 In this sense, the success of ASHAs and Anganwadi Workers in being pulled into established unions is notable, likely due to political parties’ awareness that having huge numbers of rural women on their side could be useful.

Unions, though, are sophisticated political entities playing a “complicated game.”8 In some cases, unions can value close relationships with employers over the interests of their weakest members and can actively work against them; some corrupt union leaders can even be complicit in safeguarding corporate profit over worker welfare.9

Overall, unions in India do benefit the workers they represent. They can put political pressure on powerful corporations, making sure that labor laws are enforced.10 Overall, ASHAs felt that unionizing had been generally beneficial. But the ASHAs with more experience with the unions also felt that union leaders put their own political interests ahead of the ASHAs’ interests. Our observations bore this out.



“We Put the Nation First, and the Workers Second”

A leader of yet another union discussed this issue at length. He pointed at the BJP and Congress-affiliated unions as deeply problematic. Each of them advocated strongly for ASHAs when they were not in control in the government, he observed. But the party that was controlling the government—the same government that was the employer of the ASHAs—was a different story.


[The party in power] will tell the people in their unions: do not go on strike.

The union leaders are mostly all after political tickets. Shafique will get a ticket. Shiv Partap wants one. . . . I’ll never take a ticket, although the BJP likes me, and so does Congress. Because if I were to also be a politician, I wouldn’t reach the goals for ASHAs that I am fighting for.



Whether or not it is true that this respondent would turn down a party position if it were offered him, his analysis lines up with ours, and with what union leaders affiliated with the ruling party themselves said in interviews. A union leader affiliated with the party in power explained that he discouraged the ASHAs in his union from going on strike, although they did demonstrate:


We don’t strike. That’s not our method. Because we’re such a large union, and the second thing is, the other unions don’t have the reach ours do.

We have so much power that the government has to listen to us. Those who strike, they’re hurting the country. . . . We work for the benefit of our nation. We put the nation first, and the workers, second.



These dynamics—that the unions were closely affiliated with the very political parties who were running the government and, by extension, the ASHA program, put the male union leaders in a complex place. ASHAs who had the most experience with the unions, like Anita, were well aware of this.



Anita’s Story, IV: “We ASHAs Pressure Them from One Side, but Their Parties Pressure Them from the Other”


I say to Shiv Partap, “Your government is in power. Why aren’t you doing anything for us?”

But here’s what happens. We ASHAs pressure the union leaders from one side, but their parties pressure them from the other. And then they turn on us. They say to us, “You’re part of our party, it’s disrespectful to protest.”

When the opposition party was in power, Shiv Partap put on great protests. He would say openly, “We will jam the road.” But when his party came into power, he quieted his protests.

They tell us one thing, but then when they meet with the ministers they’re doing something else.

And then they give us just enough to dismiss our concerns. Here’s how they think: “Ten, twenty rupees, give it to them, they’ll be quiet. What do poor women need? We’ll toss them a crumb and they’ll be quiet.” That’s how it goes.





“If the ASHAs Stop Working, It Will Destroy the Government”

On the day we sat in Shiv Partap’s office, he weaved a narrative with himself as the protagonist: a passionate advocate for ASHA and Anganwadi rights, navigating the frustrating lack of motion on the part of government bureaucrats. He pointed out that shiskha karmis, village-level female education workers who had also previously been categorized as volunteers, had been given permanent positions. He also pointed out that servants in households were also now mandated to get minimum wage. He was trying, he said, to get the government to extend the same logic to ASHAs and Anganwadi Workers: “But there’s only so much we can do. We can be with them, we can help with their demands, but if the Rajasthani government doesn’t agree, then what can we do?”

All of this was met with enthusiastic agreement and discussion by the other men in the room—affirming Shiv Partap’s ideas and actions. One told Shiv Partap, “You should run for the legislative assembly!”

Shiv Partap at first demurred, pointing to the sizable salary and pension he enjoyed in his current government job. “But,” he added, “if someone from the party comes to me, I might run.”

It was then that the conversation in the room took a revealing turn. Everyone in the room agreed that if the ruling party didn’t make ASHA and Anganwadi Workers permanent, it could ultimately damage them. The discussion continued from there:


	MAN 1:
 	 There are so many ASHAs, and they really know the people in the field—if they were to really stop working it would destroy the government!

	MAN 2:
 	 Don’t give that idea to the opposition!

	MAN 1:
 	 There are 150,000 of them [in Rajasthan], and these are women that know every house. They potentially have a lot of power. They have been following every child since before the children were born, they get those children vaccinated, they follow them until they are five years old.

	MAN 3, LAUGHING NERVOUSLY:
 	 You will destroy us if you give them that idea!

	SHIV PARTAP:
 	 It’s not an idle idea. I’m telling you, I’m the person who is meeting with these women. Why do you not realize this? This is what will happen if you don’t do something for them.



The men in the room were arguing not to empower ASHAs, but to keep them from recognizing their political power. The fear of an ASHA uprising in the room was real—it would “destroy the government.” Shiv Partap tread an interesting line in his response—that “doing something” for ASHAs was necessary in order to avoid the threat of social unrest.

These same ideas had in fact already occurred to ASHAs themselves. Over time, the ASHA leaders involved with these unions became increasingly aware that they might have to defy union leaders to reach their goals—that going on strike might be a more effective way of drawing attention to their needs than following the directives of union leaders to protest in more quiet ways. Anita commented:


Without us, they’ll never control measles, they’ll never control rubella. We ASHAs have all the information, nobody else knows the kids. The ANM doesn’t know this information. They might have some records, but they can’t do much with that. We’re in touch with the people.

Yes, children’s lives are in the balance. We told them, we only make Rs 2,500, we can’t make it all work. Some of us are divorced, we have to do everything with just Rs 2,500 a month. We can’t even feed our own children. If other kids are harmed because we don’t work, well, let it happen, we have our own children too!



Anita was not alone in these musings. Another ASHA union leader we spoke to, her words echoing those of the men in the government office, explained passionately, “If the ASHAs were to stop working it would destroy the government!”



Anita’s Story, V: “We Will Be Our Own Leaders”


So I am thinking, how long will we chase after these leaders? We should make our own union, standing on our own legs. And ASHAs, we will fight, ourselves.

I have been calling other ASHAs who have been union leaders. There are three of us who know all the ASHAs of Rajasthan. We have the contacts. We have the knowledge. We have met with these women. We have called them.

Years ago I didn’t have the knowledge of how to lead a union, but I have learned. We’ve watched Shiv Partap, we’ve watched the other leaders, and we women have learned. We’re ready to shoot for the moon, we ASHAs.

We won’t bring any other leaders. We will be our own leaders. We will be ASHAs. We will be powerful. We won’t bring any leaders with us. We will do it all ourselves.

At home, we ASHAs may not be anything. But we are learning about our own power outside. We are ready to bring back the moon and stars.








Chapter 6 Our Union Can’t Stop Us

Leaving the Unions Behind


We had heard a lot about Seema before we met her. We heard things like: Seema wasn’t going to follow the directions of male union leaders. Seema had some risky tactics. Seema might make herself the ASHAs’ new leader.

Seema’s house was in a dilapidated section of the Old City of Jaipur. The alleyways in this part of town were too narrow for a car to navigate, so we got out of our Uber and walked through the narrow paths to Seema’s house.

We met in her small cement room off of a small shared courtyard. Seema lived in this room with her two children; she shared a kitchen, another small room next door, with her neighbor. Seema’s home was tiny, her existence constrained. But her personality and her dreams were huge.

Seema had called two of her co-conspirators, Ruchita and Jeevika, to talk with us as well. The five of us sat in the small, dark room. As we listened to the stories of these extraordinary women, our respect for them grew.


“If We Don’t Raise Our Voices, Nobody Will Ever Give Us Anything”

“Our goal is this,” Seema explained. “If the government isn’t going to listen, we’ll protest. It’s simple.”

And, she added, the three of them had decided that it was time for more militant methods—that peaceful protesting was not achieving enough: “If a baby doesn’t cry, the mother won’t feed it! If we don’t raise our voices, nobody will ever give us anything. If we don’t say anything, if we don’t do anything, will the government give us anything?”

Tired of what they saw as the ineffective methods of the established unions, Seema, Ruchita and Jeevika had decided to take action on their own. First, they held a strike for sixteen days—just the three of them—outside state offices in Jaipur.

Then, they leapt in front of the Chief Minister’s car. “We made a plan, we will stop their car, so that at least they will listen,” Jeevika explained.

But, the Chief Minister didn’t listen. Instead, the Minister called the police to intervene. For this, Seema, Ruchita and Jeevika were put on probation for six months and suspended from ASHA work for three months.

Another time, when police tried to block buses full of ASHAs from gathering at a protest site, the three of them took action. “We had set up a barricade, we were stopping traffic,” Seema remembered. “From one side, Ruchita was stopping cars, from the other side, me.”

This didn’t last long—the police swiftly arrested Seema. When the other ASHAs continued to try to stop traffic, the police took additional action. “You know those jail vehicles?” Ruchita asked. “They just packed them full of ASHAs and carted us off.” Seema, Ruchita, and Jeevika were briefly jailed. But, because they had been on a hunger strike for a week, they ultimately were delivered to the hospital and were sent home with another three-month work suspension.

This three-month work suspension did not succeed in getting Seema, Ruchita, and Jeevika to stop their agitating. Rather, desperate to get their work back, they explained to us that they had no choice but to take additional steps.


	RUCHITA:
 	We tried to meet with the ICDS director [state officer responsible for Anganwadi Centers] in her office. But she wouldn’t give us a meeting. One day as she was showing up to work in her car, we stopped her car, to say, listen to us. She said, “Don’t stop the car!” and she cursed us out.

	JEEVIKA:
 	She cursed my mother!

	RUCHITA:
 	And she lifted up her hand and told us she was going to slap us.

	JEEVIKA:
 	Oh, then it was ON. We were going to fight. I grabbed onto a nearby gate, so nobody could pull me away from the car, and we started exchanging curses. Well, she called the police. And they arrested us and took us to the police station. And this time, they had filed an FIR against us.



An FIR (First Information Report) is the first step in a criminal prosecution. But the threat of legal action did not make these women back down. Instead, they fought back: Seema, Ruchita, and Jeevika themselves filed an FIR against the ICDS director. This tactic worked, they said: they got their jobs back in exchange for stopping legal action.



“Who Will Care for Us? Nobody Will Care.”

What was striking about the actions of these women—and very different from the tactics of the established unions connected to political parties—was their take-no-prisoners approach. Rather than follow the directions of a male, politically connected union leader, Seema and her friends were attempting to take matters into their own hands. They did so because they had little to lose: Seema was raising her children on her own, existing on the very ragged edge of total poverty. And, they explained, they felt neglected by the systems that employed them.


	RUCHITA:
 	Nobody cares for us. If we get swine flu while doing the survey of flu patients, then what medical care will we get? Who will care for us? Nobody will care.

	JEEVIKA:
 	In 2016, during a polio campaign, I wasn’t feeling well. I told my supervisor, “Sir, I can’t do the polio campaign. My health is really bad.” They told me, “Bring a written order from a higher level officer, if you want to get out of the work.”
That officer wouldn’t give me a written order, so I ran here, I ran there, I did the polio campaign one day, and on the second day while I was on the road, I got really sick. They took me to the hospital, put me in the ICU [Intensive Care Unit]. I got three bottles of blood . But look, the people at the hospital, my supervisors in the office, not one of them called me, not one asked: What happened to the ASHA? Is she okay?

Whose responsibility is that? When we are sick, our supervisors put pressure on us. And when we end up in the hospital, they can’t even be bothered to pick up the phone. Why do they treat us like that?




Seema, Ruchita, and Jeevika had decided that a more militant approach was likely to be the most effective. In this, their approach differed sharply from that of Meena and Anita. What all of these women had in common, though, was a growing feeling that they would need to move beyond the existing union structures if they were really to make the most of the potential power of Rajasthan’s extensive network of ASHAs.



Three Women, Three Approaches, Three Common Frustrations

Seema had different tactics from Anita, and a completely different orientation from Meena. But all three women, despite their very different personalities and philosophies, shared some common frustrations.

Meena was under increasing pressure from other ASHAs to show results for the union dues she had collected on behalf of her union leader, Shafique. Of the forty or so ASHAs she worked with on a regular basis, all but five had given her Rs 1,500 (more than $20) apiece to contribute to union activities—a large amount of money for many of these women. And, she had also collected dues from ASHAs in the neighboring areas. It was becoming a problem for her, she explained:


There has been no benefit. Shafique told us, it will take time. It will take six months, a year, he said, and then you’ll see the result of my legal action. Believing that, we thought, well, we can spare Rs 1,500. We all gave him the money. Those of us who are leaders, we collected the money from everyone.

But, our salary has not changed. A few of the women understand, the rest don’t understand. They gave money; they’re angry with Shafique.



Meena was as committed as ever to working toward a permanent, well-paid position for ASHAs. But, she was nearing the end of her patience with the union structures:


Shafique just wants the parties to pick him for a ticket, for the legislative assembly. I’m telling you. Whenever there’s a chance for a photo op or a TV recording, he’s there, speaking. If not, he doesn’t do anything. He wants to show that yes, I’m here, I have all these followers. I’m telling you the truth, he’s just using ASHAs for his own benefit.

When the discussions about the budget were happening, he wasn’t even in the country! And after that, we didn’t hear anything from him. Then how can we believe he’s fighting for us? He’s just fighting for himself. That’s why none of us are happy with Shafique these days.



Meena was angry: her time, her effort, and her legitimacy were all on the line. She feared that her efforts were evaporating, serving only to support Shafique’s political candidacy, and not doing much for ASHAs. She wanted things to change.

Anita had also reached the point of frustration—for similar reasons, but with a different union leader. Because Anganwadi Workers’ pay had recently been raised, but ASHAs’ had not, she was increasingly feeling like ASHAs were not a priority.

“When it comes to representing the ASHAs,” she said, “they just collect money from us, and that’s all. They tell us, ‘I will do this for you, that for you,’ but they don’t. . . . So that’s why ASHAs are irritated. But still, some foolish ASHAs continue to follow Shiv Partap. More aggressive ASHAs like me, we are not joining with him any more.”



Seema, Ruchita, and Jeevika had already decided to go out on their own. So far it had not borne fruit: they had been arrested and suspended, but unlike Shafique and Shiv Partap, who were usually able to get a few minutes with a government official on the day a strike took place, they had yet to have a conversation with anyone in power.



The Protest that Flopped

A few weeks after we visited Seema at home, Meena, Anita, and Seema all attended the same protest. We found them all, with several hundred other ASHAs, massed in an unlikely venue: a closed gas station. There was no tent and no microphone; women milled around the defunct petrol pumps. Construction work was going on in the adjacent lot, so even when someone tried to give a speech, it was almost impossible to hear them. The problem was with the permission to congregate: “They cancelled it,” Meena explained. “The authorities told us last night that our request to assemble in the original place was denied. That nobody would be allowed to be there.” Gathering at the abandoned gas station had been a last minute decision; the police had said that since ASHAs were arriving from all over Rajasthan, they would be allowed to meet there.

This protest was disappointing for everyone: a smaller turnout than anyone had hoped, and a distinctly uninspiring venue. Many women had paid for bus and train tickets from distant parts of Rajasthan, and this was not the outcome they had imagined. Meena commented:


Everybody knew about it! It was even in the newspaper. It was on the news. They said it would be a very big strike. But there weren’t that many people. Everyone was without hope. And everyone has been fragmented into different unions. Shafique has one, Seema has another. There’s another from another area of Rajasthan, so people have been distributed across all these different unions. If everyone was together, if all the ASHAs were together, then you would see a result!



The frustration of the ASHAs with the disappointing protest—a “flop,” some commented—turned into frustration with union leaders, particularly with Shafique, who showed up at the protest but, many women commented, was only active in front of the TV cameras.

As they always did when holding protests, some union leaders (in this case Meena and Seema) went with a written list of their demands to the government health department offices. Politically connected union leaders could usually get a meeting of at least a few minutes. But Meena couldn’t get past the guards, who told them the minister wasn’t there and took the paper with promises they would pass it on. Meena was not hopeful, and neither was Seema or Ruchita.

The frustrated energy in the air was palpable: it was a mix of aggression and exhaustion among the ASHAs. There were a few reporters in attendance, and the ASHAs in front of the TV cameras were doing their best to demonstrate their power. “An ASHA can tell everyone whether the government’s policies are good or bad,” one ASHA said into the camera, “and the ASHA can also tell them not to vote for the BJP government.” Amid this disappointing showing, she was pushing hard to illuminate the potential political power of a unified bloc of ASHAs.

But the ASHAs were not unified—or not yet. “All of the ASHAs will have to work together,” Meena commented: “Otherwise, it doesn’t matter what you do, nothing will happen. When all the ASHAs are together, something can happen. . . . Seema was saying the same thing—bring all the unions together.”

Seema was ready and waiting to take advantage of this situation, particularly women’s mounting impatience with Shafique. She was recruiting women who had been supporting Shafique to join her union instead. It was working: even Meena, who was generally skeptical of Seema’s more extreme tactics, was ready to leave Shafique behind and join her.

Part of Seema’s strategy was to position herself as more militant and more active than Shafique. She would protest with or without permission, she told us, commenting that she told the police, “All you can do is bring me to jail. And I’ve already been there.” She added: “Shafique said, ‘we’ll stay within the boundaries of the law.’ But I don’t think staying within the boundaries of the law will get anything done.”



Seema Gives Up

After this protest, the two of us, Surendra and Svea, talked. We had hope: we thought there was potential for the creation of an independent ASHA union, by and for ASHAs, the kind of union that Meena, Anita, and Seema all hoped for. And for a while, there was energy. The women created a WhatsApp group for Rajasthan’s ASHAs. It grew beyond the limits of people allowed in a single group, and it grew to five WhatsApp groups: more than a thousand women, a strong start.

But when we interviewed Seema nine months later, she had completely given up. It was all going nowhere, she said. It didn’t matter what they tried—nobody would listen. Perhaps she would start an NGO (Non-Governmental Organization), she mused. There was money in that.

Seema’s friend Ruchita was still trying a little. She was still angry about what she saw as lack of respect and prioritization for ASHAs. But she was frustrated.

“Nothing is coming of any of it,” she told us. “Nothing at all is happening. These days, I’m not protesting at all. The ASHAs from other areas are doing this, but I’m not leading it. . . . There’s no point.”

The energy of these women was over, the momentum gone. Meena was also starting to move on. But Anita was still trying to bring together the ASHAs of Rajasthan on her own. One morning, we went to a protest Anita had organized in Jaipur. Anita’s protest was the first we had heard of organized by ASHAs, with no politically affiliated union leaders behind the scenes.



“You Say You Want Permission, But Nobody Will Give Us Permission”

When we arrived in the area of Jaipur where Anita’s protest was supposed to be, we found nothing: it seemed to be an ordinary day, with the usual traffic. After a lot of driving around, we finally found the protest: it was held on an unused side road, out of the way, completely invisible from the main streets.

This was, to say the least, not a high visibility spot for a protest. Once again, the ASHAs had been denied the necessary permissions, and had been given this spot to congregate.

The police were there; they had barricaded both ends of the road where the women were. They asked the two of us whether we were journalists; we explained that we were anthropologists, writing a book about the ASHA program, and they nodded and let us in. They explained to us, conversationally, that the women didn’t have permission to congregate. But they were allowing them to stay, for the time being.

A large number of police, many of them women, sat in the shade under some tents they had erected; the protestors outnumbered the police, but not by much. Vendors had set up shop along the periphery, selling snacks and ice cream. The police had brought in a water truck and a portable toilet station. It was all very orderly, and all completely hidden from the main road.

Around noon, when we arrived, there were a couple hundred ASHAs there. Many wore the light blue government-issue ASHA saris. The sun was beating down, and they gathered in clumps on the pavement under umbrellas to shade them from the brutal heat.

Many of these women were from a remote city in Rajasthan, many hours from Jaipur. They had spent last night on an overnight train, and then they’d been out in the blazing sun on the pavement all day. The temperature was at least 40 degrees Celsius (more than 100 degrees Fahrenheit), and it was definitely hotter than that on the pavement. Most had not slept much the night before, and many were a little bleary.

This protest was part of a series of activities these women had been conducting for several weeks, when they had begun a work stoppage in their districts. They did this during the dates scheduled for a measles vaccination campaign, an activity that relies heavily on ASHAs for its implementation.

When that, along with visits to the district magistrate in their area, had failed to show results, they tried bringing their case to other government ministers. Now, they were trying to draw the attention of high-level officials in Jaipur to their cause. Their demand was almost heartbreakingly small—they were asking for a raise of Rs 500 (less than $10) per month. This seemed to us like a lot to go through to ask for such a small raise.

That morning, the leaders of the strike—Anita and a few others—had left the hidden strike area and gone to the state government buildings in hopes of getting a meeting. So everyone behind in the protest area was just waiting. The two of us attracted some attention as we arrived, and a group clustered around to talk to us—they’d come so far and had prepared their speeches, and there were few available audiences to hear them. They had come all this way to plead their case, rehearsing their talking points on the way, only to find nobody to listen. So they told us what they wanted government officials to hear:


We get all the calls. When there’s dengue, the ASHA is there. When there’s malaria, the ASHA is there. When there’s swine flu, the ASHA is there.



The ASHAs do all the nurse’s work. The nurse doesn’t have the first idea of what is going on in which house. But she gets Rs. 40,000, and we get Rs. 2,500.



If we are not doing our work well, we get in trouble for our mistakes. But we really do our work properly. Then why don’t they pay us properly?



The government says, “betī bachāo, betī paḍhāo” (save your daughter, educate your daughter), but at 2,500 rupees a month, how can we possibly educate our daughters?



We’re the only workers the government doesn’t seem to be able to find space for in their budgets.



A plainclothes police officer was getting similar speeches from the assembled women; he listened sympathetically and walked around the crowd in a friendly way. The uniformed police officers primarily sat to the side in the shade of their tents.

Some of the police officers were explaining to the frustrated ASHAs how to get actual permission to congregate. “To get permission,” one explained, “you need to go through the Chief Minister’s office. Then there would be a record of your request. Then everything would be working properly. You need to follow the system!”

The women argued that they did send an email requesting permission, but no response came. The police officer said it couldn’t be done by email. One woman, frustrated, cried out, “You say you want permission, but nobody will give us permission. So we did the protest without permission.”

Several women commented that this seemed to be a coordinated government strategy. When they requested permission through the proper channels, it was denied. And when they assembled without a permit, they were told that their protest wasn’t legitimate. They were allowed to assemble—the police were extraordinarily skilled at avoiding confrontation—but they were reminded that they didn’t have the right to be there.

Regardless of whether obtaining permission would have been “easy” for ASHAs, as the police officer claimed, what was clear was that without a politically connected and bureaucratically savvy leader—someone like Shiv Par-tap—holding a high profile event was extraordinarily difficult. The ASHAs, working alone without powerful political backing, were easy to sideline.



A Slow Defeat

As the day progressed and everyone grew exhausted from standing in the heat, we sat on the pavement with a group of women. They all scooted closer together to make room for us on the old plastic banner they had spread on the pavement to sit on. A couple ASHAs were lying down on the edges of the banner, under the shade of umbrellas. We asked the women if they thought anything will come of this today, of their coming all the way here.

“Who knows?” they said. They didn’t seem that hopeful.

One woman, skeletally thin, was supporting her family through ASHA work, and she stopped to wipe away tears as she talked about her frustrations with her low pay. The group discussed the fact that Anganwadi Workers had recently gotten a pay raise, while ASHAs had not. It was tearing them apart, the group commented. One of the more voluble women in the group opined sardonically, “They took a lesson from the British: divide and rule.”

Suddenly the beating sun was replaced by a downpour. Some clusters of women on the pavement doubled down under their umbrellas, holding them close together in an attempt to keep out the deluge. Others scattered.

When the storm passed, the relentless sun came out again. It was exhausting, to sit on the pavement battered by the weather.

The afternoon wore on, slowly. Anita and four other women had left in the morning to plead their case with the government officials in charge of the ASHA program; they were still waiting to see someone, they told us (and others) by text message. The crowd was tired and seemed to be dwindling a little.

In the end, Anita waited all day in the Assembly building and only met an administrative assistant—the entire day was basically a waste. She and the women with her weren’t given access to any political leaders.

Around 4:30, Anita and her fellow leaders returned. They were frustrated, near tears. They lead the tired group in some chants, and then they chatted with us, sad and dejected. “What should we do, Surendra?” one asked.

There was another downpour; we huddled together under umbrellas. When it cleared, we talked for a bit, and then the police began to clear us out. They did a sweep of the space, male and female officers in brown uniforms walking slowly in a semicircle to push the assembled ASHAs out onto the main road.

There was no confrontation; the police didn’t have to say anything. The ASHAs walked in front of the police, leaving. The mood was one of dejection. Some women said they would go back to their own cities and do hunger strikes.

In the morning, the women had been fired up. But making their leaders wait in the government offices was an effective method of tiring out a group of ASHAs already exhausted from an overnight train ride. The ASHAs’ energy had been efficiently managed, their modest demands for a 500 rupee raise tamped down.

Later, we talked to Anita about the protest. She commented that it was hard to protest in Jaipur because Jaipur’s ASHAs, having had negative repercussions from protesting in the past, were now reluctant to attend protests: “The ASHAs of Jaipur city, they won’t protest. Partly because all of the protests happen here, and they are tired. They say, ‘The women from out of town will just leave. But after the protest, we’ll get harassed by our officers.’ So Jaipur’s ASHAs, they won’t protest. Not even one. The ones from the villages, they come. But the ASHAs from the cities, they don’t show up.”

Still, Anita hadn’t given up hope. “All of the ASHAs are ready,” she said, “to create a unified front.”

Nonetheless, the fact remained that AHSA-led organizing was not going far. Anita and Seema and Meena were all deeply limited by the fact that they did not have political connections of any kind. Working on their own, they were unable to make inroads into power structures. They were easy to marginalize, to literally push to the side in abandoned petrol pumps and abandoned lots. The fundamental lack of power of ASHA organizers, combined with the enormous political savvy of Rajasthani government and political institutions, made it extremely difficult for them to make any progress on their own. The ASHAs were ready to fight. But powerful actors were also ready to shut them down. And so intelligent, charismatic, and committed women like Anita experienced a series of defeats.



Protests after COVID

After that conversation with Anita, the COVID pandemic hit. So it was a while before we had a chance to follow up again about the trajectory of the unions.

In 2022, India’s ASHAs won the WHO Director General’s Global Health Leaders Award for their work during COVID. This was, of course, well deserved. The video released by WHO commemorating this called the ASHAs “a million champions of health and hope.” It also called them “volunteers.”

But what was particularly interesting about the discourse around this award was that, for the first time we had seen on a broad scale, ASHAs were hailed not just as selfless champions but as workers deserving of a living wage. An article published in the South-East Asian wing of the Lancet commented that award “should be considered an opportunity for the global health community and policy makers to reflect on the relative power and agency of ASHAs in the hierarchical and power laden health systems in India.”1 An article about the award in the Indian newspaper The Hindu highlighted ASHA protests, and their demands for a living wage and regular work.2 And several international unions that we had never run across in Rajasthan argued passionately on Twitter that this award was a reason to support ASHA unionization. So it seemed to us, from our quarantined seats in front of our respective computers in Baltimore and Jaipur, as if things might be changing.

But when we talked with the ASHAs we knew after the pandemic had passed, the online energy had not tricked down to Gurha Sajjanpura. Bharti said she hadn’t heard of a strike since 2019—“we were thinking about striking during COVID, but we did nothing,” she commented.

Kavita had heard of some more recent protests, but hadn’t participated. She didn’t think there was a point. “I don’t think there’s any way the government will listen to us,” she said. “The government is not going to do anything.”



“We Were Working During Corona, So Why Would We Be Scared Now?”

There was one ASHA, Priya, who had always been involved in unions, but who had become more deeply involved after COVID. The intense work and risk that ASHAs had taken on in the pandemic had pushed her toward greater involvement.

Priya went to protests that were organized by another ASHA. That leader was using tactics that reminded us of Seema. But the outcome was familiar too.

Priya told us about it:


That leader showed a lot of courage. She came all the way from rural Rajasthan, and the police didn’t let us have a place to protest. They said we didn’t have permission. So that ASHA said to the police, “Get rid of us! Do whatever you want to do!”

We did this protest during COVID, in the cold months. People said to us, you’ll get Corona. So many ASHAs were all in the same place. But we were working during Corona, so why would we be scared now?

And then the police kept telling us: If you stand here in the cold and the rain, you’ll get sick. The police also said to us, it’s not as if you are wrong in your demands, but the government is not going to listen to you. Some of the police prayed for us, “Hey Bhagavan, tell the government to listen to the ASHAs.”

At some point we got an appointment with the Chief Minister. But they went to Delhi, instead of meeting with us. When we came back from the government office, the police asked us how it went. “They didn’t listen to us,” we told them. “No one ever listens to us.”

Some minister from the Secretariat, he gave us some blankets. It was raining. We were huddled under a tree. We slept on the cold footpath. In seventeen years of working, that was the hardest thing I’ve done. But I got used to sleeping on the footpath. I got used to eating, there, on the road.

In the end, the police filed a case against us. I was crying. It was so sad, they didn’t stand with us. God stayed with us, we didn’t get sick. We scolded the police, when they took us to jail.

Now, the ASHAs have also given up hope. Because our leader was fired from her job as an AHSA. Fired for standing up for us. Everything is a waste. All of us, we are tired.

We women are tired of being afraid.








Conclusion Toward Truly Supported Community Health Workers

At the beginning of this book, we posed the questions: How does ASHA work shift gender relations within the family? How and when do ASHAs push back against power structures in the family, and in the health system, and what happens when they do? Are unions a way of shifting these power dynamics?

The shifts in ASHAs’ family structures were profound. They were a result of senior family members, particularly mothers-and fathers-in-law, supporting ASHAs’ mobility in the hopes that this support would ultimately lead to their daughters-in-law getting permanent government positions. The ASHAs themselves did not push very hard for these changes; they happened because there was the promise of good employment sometime in the future.

As ASHAs’ families endeavored to support them in their work, the ASHAs’ worlds expanded: Anju got a motor scooter. Meena started guiding her family when traveling to faraway cities for medical care. And Meena and Anita became leaders, gathering women together across the state of Rajasthan. This kind of public, mobile work was worlds away from where these women had started out, as daughters-in-law who were scared to leave the house.

Because ASHA work was honorable, it allowed women to stretch some of the usual bonds of respectability, traveling not only to local health centers, but to cities. While senior family members still ultimately made decisions about whether these women would do the work at all, the work expanded women’s worlds in deeply meaningful ways.

Power structures within the health system were slower to bend. If ASHAs’ families quickly recognized their promise and their capabilities, it felt to many ASHAs as if the health system was slower in this recognition, despite the important work they did. When ASHAs began to demand labor rights, they found their progress limited. They often found themselves entangled in power structures they could not control, and in some cases had trouble comprehending.

The established unions in Rajasthan, those affiliated with political parties, gave ASHAs an important voice. They gave them a conduit to presenting their demands to people in power. They likely played some important role in the series of raises ASHAs have received over the years. But many union leaders could at times put their own interests ahead of ASHAs’ interests.

And ASHAs’ attempts to move out on their own—lead by women of strong will and shimmering intellect—hit hard boundaries. Without high-level political connections, the ASHAs’ attempts at collective action were easy for the state to defuse and shut down. Progress was hard to come by.


Delivered by Women, Led by Men

The controversies about what CHWs should be have existed as long as there have been formal CHWs. Should they be community-based health activists? Or should they be health system extenders, providing services? And what happens in practice: are they exploited or empowered?

Understanding CHWs’ stories helps complicate these dichotomies. ASHAs are lackeys, harshly criticized when they fail to report data in the proper format, and they are liberators, working together for labor rights. They are of and for the health system, focusing on the limited tasks—mostly centered around maternal and child health—for which they get monetary incentives. And, simultaneously, they are of and for the people, laboring to help their neighbors file the paperwork that will allow them to get entitlements from the state.

The ASHAs we talked to did not have much of an opinion on the lackey-or-liberator question. It was clear enough to them in their day-to-day work that they were employees of the health system, government staff. Their demand was simply that they be treated with the respect and recognition of employees. They wanted a living wage, basic benefits, a small retirement pension. Many ASHAs felt—and we agree—that it was these things: a wage, benefits, recognition and respect within their workplaces, that would really empower them.

Yet their attempts to change these structures were profoundly limited by the same dynamics that had created them in the first place. The World Health Organization has pointed out that global health structures are “delivered by women, led by men.”1 Although there were some influential women in leadership roles in the Indian health system, this was largely true of the ASHA program. And it was also true of the unions the ASHAs joined in their attempts to change the system.

When we started this work, we were interested in how unions might function as a powerful avenue for ASHAs to gain labor rights. But unionization is unfortunately not as straightforward a way forward as we had hoped when we began this research. Naively, we imagined that unions could be a powerful way for workers to gain voice. At times they were helpful; but for the most part gendered and classed structures kept ASHAs from gaining much power within unions, who were for the most part serving the interests of powerful men. When ASHAs tried to go out on their own, those same gendered and classed structures kept them from making much headway; without political connections, they couldn’t gain access to any of the officials who could take action on wages or working conditions. And the health system itself made union leadership a risky proposition for ASHAs, who could be suspended for being too vocal.2



Changes in Family Structures

But change was happening. Rural Indian households are often constructed as bastions of traditionalism, in contrast to the modernity represented by phenomena like women’s education and employment.3 But because of the opportunities created for rural women by the ASHA and Anganwadi programs, it was in the Rajasthani family where shifts in gendered roles were in fact taking place.

Women’s employment in rural Rajasthan is embedded in families in profound ways. The extent of this embeddedness is frequently not considered in programs aiming to provide income opportunities for rural women in India.4 Yet understanding ASHAs’ labor requires going beyond only thinking of work as something that happens outside the home.

In this context, the work many ASHAs did at “home” was far more economically productive for the family than the work they did at “work.” Having a family member work as an ASHA could be a net economic loss for families with productive agricultural operations. Putting a woman in an ASHA position was a decision made by older family members. It was a family gamble, an income diversification strategy based on the hope that the ASHA position would eventually become a permanent job.

It was striking to us how much family structures changed as a result of women’s ASHA work. They were given mobility, a partial reprieve from some of their work within the home, control over a bit of money. These shifts were not total—young married women were still the least powerful actors within Rajasthani family structures—but they were nonetheless very meaningful for the ASHAs we knew. If these shifts happened as a result of the promise of potentially someday getting a permanent government position, we think that actually having a permanent government position could lead to quite significant shifts in family power for young rural women in places like Rajasthan.

Of course, if ASHA jobs were to become permanent, with a living wage and benefits, the job would suddenly become even more attractive to women from a given village’s most powerful families. This would shift who was able to become an ASHA—it might become out of reach of some less privileged families. Still, we think way forward here is more opportunity for young, educated, ambitious rural women to have living wage jobs, not less opportunity.



Managing Data

There are also some broader theoretical lessons from the experiences of the ASHAs we know. A first set of theoretical points relates to paperwork. ASHAs filled out multiple and proliferating registers and apps, reflective of demands for data and accountability from many different health programs. These data collection systems had a range of impacts, most of them not intended by the people who designed them.

In health systems across the world, data collection and management can eclipse patient care.5 There are many examples in the anthropological literature of data collection that exemplifies technocratic, top-down global health work that is divorced from local needs.6 Some of the voluminous bureaucratic work that the ASHAs in Rajasthan do is obviously a poor use of their time, designed to serve bureaucrats rather than community members. Arima Mishra is right when she argues that this data system reflects the Indian health system’s “privileging of statistical over experiential knowledge and its reliance on top-down channels of communication.”7

But the story also has more layers. ASHAs found pragmatic ways to deal with the bureaucratic, top-down data collection system. They estimated numbers in cases where they knew that the issue was not a critical one, and where it clearly didn’t matter for patient care. The result was that the story of data collection was more complex than simply a top-down system managing ASHAs through data collection. ASHAs also managed the data system. As many anthropologists have pointed out, actors in local health systems shape data in ways that make sense given the pressures they are under; the result is that data is often less than a clear window onto local realities.8

Yet there was another dimension to the data collection and remuneration system, one less explored in the anthropological literature. Some of the work that this very data system pushed ASHAs to do—getting people the bank accounts and paperwork they need to access government benefits—had real, transformative potential.



Paperwork as Care Work

In the book Red Tape, Akhil Gupta famously argued, based in part on work with Anganwadi Workers, that bureaucratic structures put in place by the Indian government were part of what kept poverty entrenched. It was tough, he showed, for poor people to access their entitlements.9

Rajasthan’s ASHAs were intimately familiar with this issue. Strikingly—and extremely unusually for Indian government staff—they were actively involved in solving this problem, in giving the most marginalized access to their entitlements. They advised women on filling out forms—and in many cases, they filled out forms for them. They advised on how to open bank accounts. They ferried paperwork from women’s houses to the health center. They kept track of what had been filed and not been filed. In the process, they helped the most marginalized women in Gurha Sajjanpura access large cash entitlements that improved their lives.

In doing so, they made a real, meaningful difference in the lives of the women they served. It was not the work that the activists who framed the ASHA program envisioned. Nor was it even the activism work outlined for them in the national level training modules—as most of that material never made it into trainings in practice. The ASHAs we knew did not, as these unused training materials hoped they would, band together to stop violence against women. They did not organize for environmental justice. They did not bring women’s rights issues to the gram panchayat.

But, by helping women access their entitlements day in and day out, Rajasthan’s ASHAs did something perhaps even more profound. They helped families living close to the edge access desperately needed cash to feed, clothe, and care for their daughters. They ironed out bureaucratic obstacles to immunization, and to school enrollment for girls.

They did not do this because they were selfless; they did it because they were incentivized to do it. If a woman’s paperwork was not complete, the ASHA herself could not get her incentives. This was a perhaps unanticipated positive consequence of the incentive-based remuneration system. We agree with many people we spoke to that perhaps giving an ASHA a wage unconnected to specific tasks would allow her to have a greater focus on the determinants of health. And, as ASHAs themselves have compellingly argued, there are important labor rights reasons to push for a reliable salary. But, the incentive based payment structure had one large positive outcome: It pushed ASHAs to help women for whom bureaucratic structures were opaque and frightening navigate those structures, and access the health-enhancing cash that was waiting for them.

Going back to Akhil Gupta’s argument in Red Tape, if onerous bureaucratic requirements are a large part of what keeps people in India in poverty, then the work that ASHAs are doing ferrying paperwork around is potentially the most crucially important part of their jobs. It is in many ways the embodiment of one of the key roles long envisioned for CHWs: helping people navigate confusing or alien bureaucratic and health structures.

In the anthropological literature, paperwork is often seen as opposed to or a distraction from care.10 And at times it was for the ASHAs we knew. But filling out paperwork was also an extraordinarily important way that ASHAs provided care. We watched as ASHAs worked very hard to ferry paperwork to and from banks, health centers, photocopy shops, and people’s homes. They got the most marginalized families access to cash benefits. Meena made sure that the family whose story opens this book got a modest but steady stream of cash from the government to support their daughter. A woman without a roof, living in a cart with some blankets, got a large cash payment from the government thanks to Anju. For these families, living in enormous poverty and scarcity, without the resources to access these government entitlements on their own, these acts of care were profound.



Embracing Complexity

Another theoretical observation is the need for great care and specificity when discussing the effects of “the state.” The “Indian state” is a complex and multifaceted entity, and anthropological analyses of its workings should understand what is going on on the inside as well as on the outside. In the case of the ASHAs we discuss in this book, the Indian state included the activists who developed the Mitanin program in Chhattisgarh that was the model for the ASHA program; the officials who, eager to reach the Sustainable Development Goals (SDGs), decided to give incentives to ASHAs for specific outcomes like women giving birth at health facilities; the committed high-level government policymakers and researchers who created the activism training modules focusing on health rights and women’s rights; the state and district level supervisors who decided, in practice, not to train ASHAs as activists for those rights; the overwhelmed nurses and Auxiliary Nurse-Midwives who pushed some of their own work onto the ASHAs; the gram panchayat of elected officials who selected ASHAs through political processes; the politically connected union leaders who sometimes promoted ASHA interests and sometimes did not; and, of course, the ASHAs themselves. As this book has shown, each one of these groups of actors shaped the ASHA program, sometimes in unexpected ways.

Here, we join other anthropologists in calling for attention to complexity when discussing and analyzing the effects of global health programs.11 The ways that global health programs are conceptualized, and the ways they operate in the world, are multifaceted. This means that discussions of phenomena like biopower, governmentality, and biosecurity—common frames in the anthropological literature on global health projects—need to be multifaceted too. We agree with Joao Biehl that the way forward in this space is to embrace “ethnographic ambiguities and the complexities of how projects are actually conceptualized, implemented, and worked out, or desired by people themselves.”12 Understanding how power works in global health programs requires deep and thoughtful ethnographic attention to the unexpected dynamics that proliferate when policies actually play out in practice.13

Anthropological work can thrive in these spaces of complexity. Our methods and our writing conventions embrace the ways that the world is surprising and complicated. And it is through this attention to nuance and detail that meaningful change can happen.



Promoting ASHA Voices

As far as how to achieve that change, we do have some ideas. One thing became extraordinarily clear to us in the process of writing this book: there is enormous, under-appreciated potential in Rajasthan’s ASHAs. As a group, they are committed, funny, intelligent, and above all courageous, and as they have grown into their work in the past ten years, they have developed an appetite for re-shaping the world around them.

As they were not slow to point out to us, Rajasthan’s ASHAs are intimately familiar with every child at every house in this state of more than seventy million people. Yet, although the shifts in their positions at home over the past ten years are striking, ASHAs had much more trouble finding a voice within the health system. In general terms, the health system was slow to recognize them as worthy of pay and benefits; slow to ask for their insights and not just for their data; and quick to criticize their mistakes.

In this capacity, Rajasthan’s particular health system was similar to most around the world. CHWs consistently struggle to gain appreciation for the value of their work and their insights.14 Gurha Sajjanpura’s ASHAs, like many CHWs globally, occupied the lowest rung of a bureaucracy that frequently treated them as labor to be trained and disciplined, rather than as experts in the health of their communities.15 Across CHW programs around the world, the extremely low pay and top-down nature of directives and accountability, along with the fact that female CHWs are expected to convince their neighbors to comply with the demands of the state, limit the degree to which CHWs can work to improve health in transformative ways.16

In this sense, the story of ASHAs in Rajasthan is not just a story about ASHAs in Rajasthan; rather, it is a story about how we think and talk about the contributions of women in rural communities—as whether they are seen as worthy of wages, respect, and advancement, and as worthy of having a seat at the policy table.

To this end, we have a few recommendations—for the ASHA program, but also for CHW programs in general.


1. Provide secure employment and a living wage for CHWs.

What the ASHAs we worked with—and their families—wanted above all else was very clear. They wanted a permanent government position, with a living wage and benefits. These were what Meena, Anita, and Seema were fighting for, and with good reason. Many women were attempting to support their families through their work. But even if they were not, for nearly all ASHAs the possibility of these benefits at some point in the future was central to taking the work at all. The ASHA program in Rajasthan was, like the ASHAs themselves, running on hope: it was successfully harnessing ASHAs’ labor because the ASHAs hoped that one day this job will lead to something more.

Providing that something more is probably essential to a robust, successful, long-term program. As a recent Women in Global Health report argued, “health systems are weakened by depending on women’s unpaid work.”17 Unpaid and underpaid health work is mostly carried out by women, globally and in India, and both reflects and reinforces gender inequality.18 World Health Organization policy is that CHW work should be decent work, with fair remuneration for the extent of work a CHW is expected to contribute.19

A living wage for CHWs could have profound effects. If the hope of having secure employment was enough to give young women in rural Rajasthan mobility, family support, and even motor scooters, what would happen if they actually had such secure employment? The shifts in gender relations could be significant, especially over the long term.



2. Create career advancement pathways for CHWs.

Another piece of the something more that ASHAs hoped for was the opportunity for further training and advancement. As Anita noted, many ASHAs had extensive experience doing midwifery and nursing tasks. Many ASHAs had, in practice, been doing the paperwork associated with these positions for years. Yet there was no career progression pathway for ASHAs to move into these salaried, regularized positions.

This is not only frustrating for ASHAs; it is a lost opportunity for the Indian health system. Unlike nurses or ANMs, all of whom commuted into Gurha Sajjanpura from a larger city, ASHAs are rooted in their communities. They understand the needs of local women deeply, and they know those women personally. Years of ASHA work give these workers an unparalleled knowledge of the health challenges their neighbors face.

Giving ASHAs career advancement opportunities, including time off and funding for gaining the education needed for higher-level positions, could root the Indian health system in rural communities in a profound way, creating a primary health system more closely tied to and attuned to the needs of rural women. The ASHAs in Gurha Sajjanpura, many of whom already have master’s degrees, are ready for these steps.

One key opportunity here is giving ASHAs the opportunity to train as Community Health Officers, the new cadre of village-level health providers currently being rolled out across India. For ASHAs to move into the Community Health Officer role would require several years of advanced education in most cases. But other CHW models globally, including in low-income settings, illustrate that this is very much possible. For example, Ethiopia’s Health Extension Program has successfully implemented a model of a one-year basic training for CHWs, followed by a 1,600-hour advancement training, leading to a higher-level CHW. We are not suggesting this exact model be replicated in India. But it does illustrate that long-term education for rural CHWs is eminently possible in low-income contexts.

Community Health Officers and ANMs serve the same population as ASHAs, but with an expanded skillset. If ASHAs who have served an area for years are given the opportunity to advance their skills and bring that expanded knowledge back as Community Health Officers or ANMs, building on their existing deep community knowledge gained over years of service as an ASHA, it would be a powerful combination perhaps unparalleled in any health system currently in existence.



3. Create structures to protect CHWs from harassment and exploitation, and make absolutely sure those structures are robust and operational.

Some ASHAs we spoke to had troubling experiences of harassment and exploitation by supervisors. This was not so much the case in Gurha Sajjanpura, where supervisory structures were relatively benign. And there are wonderful supervisors within the Indian health system working tirelessly to serve communities. But the fact remains that many ASHAs experience harassment and exploitation, ranging from economic harassment to sexual harassment to being asked to do a wide variety of the job responsibilities of their supervisors.20

This issue is not unique to the ASHA program. The issue of CHW harassment and violence is a global one, tied to the global ideologies of CHW programs discussed in Chapter 1.21 The fact that most CHW programs are made up of women, often lower-status women, supervised by men, often higher-status men, is at the root of this issue.22 Normalization of routine, minor harassment is a key facilitator of more serious harassment, as it can naturalize power structures that can become dangerous to women.23

In fact, India is a leader in protections for Community Health Workers. The gang rape of an ASHA in 2016 led to new guidelines that were proactive by global standards. There are guidelines to collect information on harassment and take action, to bring village-level accountability mechanisms to bear, and to train all staff in preventing violence against women.24 These steps are not always carried out in practice, so focus on implementation of these profoundly useful guidelines would be beneficial.

There are also deeper solutions here—solutions which integrate beautifully with giving CHWs a living wage and opportunities for advancement. As the International Labour Organization (ILO) has observed, job security is a key determinant of workplace safety.25 Full professionalization for CHWs could include professional protections like HR staff who can confidentially receive and investigate issues of harassment and abuse. The “volunteer” label can unfortunately sometimes mean that these protections are not present for CHWs around the world. But they are critical.



4. Support unionization by and for CHWs.

ASHAs like Anita, Seema, and Meena are intelligent, committed, and savvy. They are ready to be union leaders. But without external support and higher-power champions, they are having trouble making progress. A key role for CHW allies would be to work on facilitating these structures, to support unions by and for ASHAs (and other CHWs globally) that have the structure and the connections to move policy.

Unions in other countries have secured major gains for CHWs. In Pakistan, CHW activism has led to a permanent, regularized job for Pakistan’s female CHWs.26 Other useful examples of successful CHW organizing exist, including in Brazil and the United States.27

There is a need for CHWs across contexts to learn from each other about what worked in terms of labor organization—and also a need for CHWs in specific contexts to learn what has worked in other sectors locally. The creative creation of such learning exchanges could potentially facilitate CHWs in taking leadership roles within labor organizations. It could also potentially be a way that lower-income rural women gain knowledge on how to gain political power.



5. Give CHWs a seat at the policy table.

What ASHAs also wanted, in addition to being paid, was to be heard. Quite simply, ASHAs’ deep desire to share their knowledge is what made this book possible.

Far too little policy is shaped by ASHA knowledge: their knowledge of what health issues affect their neighbors, their true connection with rural mothers, their acute awareness of what is working and not working at the ground level of health systems. Of course, paid, supported ASHAs with a career progression pathway could make the deepest contributions here.28

Accountability in the ASHA program has generally flowed downward, with ASHAs’ data collection, in particular, being closely scrutinized. Accountability, or even feedback, flowing upward—from CHWs to their managers or the health program itself—is rare in CHW programs.29 Yet, many programs might function better if the needs of those actually implementing interventions were considered in program design.30

The ASHA program is mature enough, with a sophisticated enough work-force, that it would be an excellent place to think about models of bottom-up program design. What could we learn from this workforce of one million rural women, spread across India, about the health needs of other rural women? What can they teach us about better ways to deliver care?

ASHAs are ready to engage on these questions, if we are ready to ask.
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