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Abstract

Community health workers (CHWs) play major roles in delivering primary healthcare services,

linking communities to the formal health system and addressing the social determinants of health.

Available evidence suggests that the performance of CHW programmes in low- and middle-

income countries can be influenced by context-dependent causal mechanisms such as motivation

to perform. There are gaps regarding what these mechanisms are, and what their contribution is to

CHW performance. We used a theory-driven case study to characterize motivational mechanisms

among Accredited Social Health Activists (ASHAs) in Bihar, India. Data were collected through

semi-structured interviews with CHWs and focus group discussions with beneficiary women.

Data were coded using a combined deductive and inductive approach. We found that ASHAs were

motivated by a sense of autonomy and self-empowerment; a sense of competence, connection

and community service; satisfaction of basic financial needs; social recognition; and feedback and

answerability. Findings highlight the potential of ASHAs’ intrinsic motivation to increase their

commitment to communities and identification with the health system and of programme imple-

mentation and management challenges as sources of work dissatisfaction. Efforts to nurture and

sustain ASHAs’ intrinsic motivation while addressing these challenges are necessary for improving

the performance of Bihar’s ASHA programme. Further research is needed to characterize the

dynamic interactions between ASHAs’ motivation, commitment, job satisfaction and overall

performance; also, to understand how work motivation is sustained or lost through time. This can

inform policy and managerial reforms to improve ASHA programme’s performance.

Keywords: Accredited Social Health Activists, community health workers, India, mechanisms, work motivation, theory-driven

evaluation

Introduction

The 2018 Astana Declaration calls for strengthening the capabilities

of low- and middle-income countries (LMICs) to deliver comprehen-

sive primary healthcare (PHC; WHO, 2018). High-performing PHC

systems can play a central role in achieving the Sustainable

Development Goals in the era of Universal Health Coverage (Hone

et al., 2018) and in addressing pandemics and public health emer-

gencies (WHO, 2011).
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In the last few decades, community health worker (CHW)

programmes have become a cornerstone in the organization of PHC

delivery in most LMICs and a key determinant for health systems’

performance (Lewin et al., 2008; Rohde et al., 2008; WHO, 2016).

The evidence on CHW programme performance indicates that their

effectiveness is influenced by a combination of technical and con-

textual factors (Naimoli et al., 2014; Ballard and Montgomery,

2017). The former include, among others, training and availability

of supplies (Kane et al., 2010; Lewin et al., 2010; Kok et al., 2015a;

Scott et al., 2018); the latter may refer to health workers’ motivation

(Willis-Shattuck et al., 2008; Gopalan et al., 2012), incentives

(Lohmann et al., 2018a; Gergen et al., 2018b), support from and in-

tegration with the formal health system (Zulu et al., 2014) and

closeness to communities (Theobald et al., 2016).

Several studies have suggested that context can influence CHWs’

motivation (Kane et al., 2010; Kok et al., 2015a, 2017). In healthcare

settings, work motivation has been defined as the ‘willingness to exert

and maintain an effort to succeed at work, achieve the organization’s

goal or to help the team reach its goals’ (Franco et al., 2002). From an

organizational behaviour perspective, Pinder (2008) defined work mo-

tivation as ‘a set of energetic forces that originate both within as well

as beyond an individual’s being, to initiate work-related behaviour,

and to determine its form, direction, intensity, and duration’.

Environments that effectively influence healthcare workers’ mo-

tivation to perform can increase job satisfaction and organizational

commitment, sustain the retention of skilled workers, and contrib-

ute to improved performance (Vujicic and Zurn, 2006; Peters et al.,

2010; Kok et al., 2015c; Vareilles et al., 2015b; Gergen et al.,

2018b; Lohmann et al., 2018b). However, understanding how

programme implementation contributes to such effects or not

remains an evidence gap in health systems and policy research.

Methods

Policy and programme context

Since 2005, under its National Health Mission (NHM), India has

developed one of the largest CHW programmes in the world. A

cadre of ASHAs was established for the dual role of providing health

services to rural communities and to serve as a linkage with the for-

mal health system. Currently, the ASHA programme is present in

most Indian villages and boasts a nominal capacity of approximately

1 million CHWs (Ved et al., 2019).

In Bihar—one of India’s poorest states with some of the worst in-

fant and maternal mortality and fertility indicators (Ministry of

Home Affairs, Government of India, 2015), the ASHA programme

plays a pivotal role in the provision of outreach reproductive, mater-

nal, newborn and child health and nutrition (RMNCHN) services.

ASHAs’ work complements that of other cadres of female CHWs,

such as Anganwadi workers (AWW) and Auxiliary Nurse Midwives

(ANM). A 2011 study of the ASHA programme in Bihar and four

other Indian states identified implementation challenges such as in-

sufficient levels of incentives and compensation and lack of reliable

support and supervision (Bajpai and Dholakia, 2011). Subsequent

studies across India have consistently found similar issues and have

led to calls for reforming the ASHA programme to enhance their mo-

tivation and capability to contribute to PHC system’s performance

(Gopalan et al., 2012; Kumar et al., 2012; Saprii et al., 2015; Singh

et al., 2017; Lyngdoh et al., 2018; Mondal and Murhekar, 2018).

In 2010, the Government of Bihar (GOB) launched the Ananya

programme to improve population-level maternal, neonatal and

child health. This program was implemented in eight districts and

was followed in 2014 by the Bihar Technical Support Program

(BTSP), introduced to support the GOB with technical assistance in

areas such as human resources and supply chain management,

health information systems and PHC service delivery. The recipients

of technical support are State, district and sub-district managers,

technical officers and PHC facility-based providers. Assistance is

delivered through a Technical Support Unit staffed by CARE India

and embedded within Bihar’s healthcare agencies. A specialized

Measurement and Learning Unit collects, analyses and synthesizes

district-level progress in RMNCHN indicators. Such data are pro-

vided to GOB officials to support the provision of feedback to PHC

facility managers and providers for purposes of training, mentoring

and service delivery quality improvement (Kaur et al., 2019).

Although BTSP does not provide direct assistance to the ASHA

programme, it does indirectly support it through the provision of

district-level RMNCHN data to officials in charge of CHW pro-

gramme monitoring. Interactions between the various cadres of

CHWs and their supervisors take place at regularly scheduled health

sub-centre (HSC) meetings at sub-district level. Here, CHW supervi-

sors appraise CHW performance using State- and BTSP-generated

RMNCHN information.

Study design

In the last 10 years, there have been more than a hundred studies

focused on India’s ASHA programme (Ved et al., 2019). Few have

addressed the issue of motivation and none, to our knowledge, has

specifically characterized the mechanisms of motivation among

Key Messages

• Evidence from a theory-driven exploratory study in eight sub-districts in Bihar, India, identified causal mechanisms of

motivation that drive Accredited Social Health Activists’ (ASHAs) job satisfaction, engagement and performance.

• Five mechanisms were identified. Two were intrinsic (autonomy and empowerment; and competence, connection and

community service); and two extrinsic (satisfaction of basic financial needs, social recognition, and feedback and

answerability).

• Findings indicate that although ASHAs are intrinsically motivated and highly committed to local communities, and

that implementation challenges in Bihar’s ASHA programme have led to widespread dissatisfaction with their working

conditions and incentives.

• Innovations in human resource and performance management are needed to nurture and sustain intrinsic motivational

mechanisms and improve the performance of Bihar’s primary healthcare system.

• Further research needs to address how mechanisms of ASHA motivation to perform are triggered, sustained and/or

lost.
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ASHAs. In this study, we aim to characterize such mechanisms as

ASHAs engage with, and are affected by, the implementation of

Bihar’s CHW programme. We also aim to identify the proximal

effects that such motivational mechanisms have on ASHAs’ work

attitudes and behaviours. To achieve such aims, we used a theory-

driven, case-study design. Between June and August 2018, we con-

ducted 20 semi-structured interviews with ASHAs and four focus

group discussions (FGDs) with 32 beneficiary women.

Data collection and analysis

The sampling strategy was designed based on the concept of infor-

mation power, which guides non-probabilistic, purposive sampling,

to effectively reach saturation (Malterud et al., 2018). We analysed

the indicators regularly collected by BTSP to purposely selected two

districts with similar RMNCHN performance. We then identified

four sub-districts located in each district’s northern, southern, west-

ern and eastern regions. This helped us diversify our sample and en-

hance sub-district-level representativeness.

The selection of participant ASHAs was made based on senior-

ity, to maximize the number of years of experience and to ensure

that all respondents had developed familiarity with the work envir-

onment and the health system at large. Beneficiaries’ participation in

FGDs was based on being registered in the PHC centre’s rosters and

having been pregnant or having a live-birth during the previous 12

months. This was an indication of recent exposure to CHWs serv-

ices. We chose FGDs to collect beneficiaries’ information because

they are ideally suited to explore a specific common experience of

interest (Patton, 2014); in this case, we sought previous exposure to

ASHA-delivered antenatal care, delivery referral and/or post-partum

care. No payment was made for participation in the study.

Interviews with ASHAs sought to explore their motivation for

joining this cadre of CHWs; their roles and responsibilities; relations

with supervisors, the community and other CHWs; and the sources of

satisfaction and frustration when executing their work. Interviews

also explored the process through which respondents acquired, main-

tained and/or improved the knowledge and skills required to perform

their tasks. Probes generated examples about day-to-day interactions

with family, beneficiaries and health system actors such as supervi-

sors, medical officers and sub-district officials. We also probed into

the perceived effects of these interactions on respondents’ motivation

and job satisfaction. FGDs explored beneficiaries’ perceptions about

their interactions with ASHAs, their roles in their communities

and satisfaction with their services. All interviews and FGDs were

conducted in local languages by expert interviewers and were profes-

sionally translated and transcribed into English. Interviews and FGD

guidelines are available on Supplementary File S1.

Data were coded using a combined deductive and inductive

structure followed by thematic analysis. The deductive coding

structure was derived from the social science theory and evidence

discussed below. Inductive codes emerging from the transcripts were

also included in the analysis. The data from FGDs were used to

triangulate the themes emerging from the CHW transcripts, where

applicable. Coding was done by two of the authors with validity

checks conducted by the first author. Data were analysed using

NVivo, version 12. To increase the validity of the study in terms

of reflexivity, credibility and confirmability, and to enhance the

trustworthiness, transparency and accountability of the research,

investigators maintained ‘personal biases memos’ that recorded all

self-identified biases and pre-conceptions that may have affected

the research process (Finlay, 2002). All study files were preserved to

provide a verifiable audit trail.

Programme theory

Mechanisms in social science aim to explain how policies and pro-

grammes work, or not, and why. Mechanisms are ‘underlying enti-

ties, processes, or structures which operate in particular contexts

to generate outcomes of interest’ (Astbury and Leeuw, 2010). We

chose two complementary theoretical approaches to motivation.

Rational choice theory explains motivation as the result of individ-

ual actors’ decisions to maximize utility through externally regu-

lated means (Elster, 1986; Boudon, 2003), such as financial

incentives and rewards. We also used self-determination theory

given its focus on explanations of work motivation (Deci and

Ryan, 2000, 2008) and its empirical validation across multiple

contexts including a small, but growing, evidence base in LMICs

(Gagné and Deci, 2005; Gagné and Forest, 2008; Dieleman et al.,

2009; Kane et al., 2010; Kok et al., 2015d; Strachan et al., 2015;

Vareilles et al., 2015b; Lodenstein et al., 2017; Vareilles et al.,

2017; Hamal et al., 2018). According to self-determination theory,

work motivation can range from controlled or passive acquies-

cence to externally determined rules, to autonomous valuing of in-

trinsic interest in one’s work (Rigby and Ryan, 2018). Contextual

conditions and managerial practices that support workers’ basic

psychological needs for autonomy, competence and relatedness

can, in turn, contribute to self-motivation, job satisfaction and or-

ganizational commitment (Gagné and Deci, 2005; Deci et al.,

2017). External regulations such as rewards, incentives and posi-

tive feedback, among others, can also satisfy the needs for compe-

tence, autonomy and relatedness if/when these become

internalized by workers. When this happens, external motivators

are integrated into an individuals’ own personal values and self-

motivation, thus contributing to job satisfaction, organizational

commitment and work performance (Fernandez and Moldogaziev,

2013). Column 1 in Table 1 summarizes key concepts in self-

determination theory (Rigby and Ryan, 2018) and column 2

presents the authors’ assumptions regarding their implications for

ASHAs motivation and work behaviours.

Based on the above, the propositions to be empirically tested

were: ASHAs’ individual performance would be proximally contin-

gent on (1) Bihar’s PHC system organizational environment; (2)

local socio-cultural context; and (3) the implementation of Bihar’s

ASHA programme. Context would mediate the triggering (or not) of

two types of motivational mechanisms: (1) extrinsic motivation,

through the satisfaction of financial needs, social recognition and by

external pressures to account for productivity; and (2) intrinsic mo-

tivation, through the desire to acquire and use new knowledge and

skills; a sense of being fairly treated; and by the satisfaction of basic

psychological needs of autonomy, competence and relatedness.

Furthermore, we expect these motivational mechanisms could lead

to proximal outcomes such as (1) increased ASHAs’ job satisfaction

and commitment to community and identification with the PHC sys-

tem; and (2) increased perceived satisfaction with, and stature of,

ASHAs among beneficiaries. Such proximal effects would be neces-

sary conditions for the generation of ASHA performance, defined as

a combination of task completion, aggregate productivity and qual-

ity relations with the community.

Results

The median length of experience among ASHAs in our sample was

12 years. We identified five motivational mechanisms operating at

the individual ASHA level, including (1) satisfaction of a sense of au-

tonomy and self-empowerment; (2) satisfaction of a sense of
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competence, connection and community service; (3) social recogni-

tion; (4) satisfaction of basic financial needs; and (5) feedback and

answerability. The first two are intrinsic drivers of motivation to

perform, whereas the other three are extrinsic.

Motivation by a sense of autonomy and self-

empowerment

The majority of ASHAs highlighted the satisfaction felt by being

able to work outside their homes. This not only triggered a sense of

autonomy and self-empowerment but also enhanced their ability to

perform their work. One ASHA described, ‘See, one can do the so-

cial work in any manner. So, I joined this. I can meet new people

and come out of the house . . .. So, that was only in (my) mind. That

I wanted to do something. Go out of the house and serve people’.

As women who work in the community, they see themselves not

only as providers of community services but also as individuals who

have acquired a heightened level of community standing. ‘Before,

people said ‘His wife is going.’ Now they don’t think so. Now they

say ASHA Didi is coming’. Furthermore, although ASHAs initially

saw themselves as ‘daughters of the village’, they now also identify

themselves with the role of healthcare workers. An experienced

ASHA described this sense of identity, ‘I am first a health worker.

I think society is for me. I will create awareness, solve the problems

of others. If I become a daughter-in-law first, then I will not be able

to work like this’.

The emergence of a healthcare worker identity has empowered

individual ASHAs and allowed them to distance themselves from so-

cially held normative behaviours. Such gains in agency have

provided ASHAs with opportunities to effectively use their skills in

community settings. An ASHA provided an example, ‘I say: who has

the condoms which (they) come for? For boys and girls? It’s not

written here (that) unmarried boys cannot take it. So, whoever

wants to use it, should take it from me. If they ask me for it, what

do I do? I give it, so that unmarried girls don’t face any embarrass-

ment. I laugh at this, so others say, “She is shameless. She does not

feel shy about such things”. But I say, if health department has made

me ASHA worker, I should not feel any shame in this work’.

Motivation by the satisfaction of a sense of

competence, connection and community service

Respondents described in detail the improvements they have wit-

nessed in their villages and give themselves credit as contributors to

such change, ‘There has been a major change, madam. We educate

them so that there should be a gap of at least 3 years between 2 kids

and take them for check-ups. If the blood is less, we administer the

intake of calcium and iron tablets’.

The majority of ASHAs indicated that working in close proxim-

ity to their community has satisfied in them a sense of service and

altruism. ‘I wanted to help others. . .I wanted to give the villagers a

better life’. Beneficiary women value such contributions to village

well-being, ‘She (ASHA) is always there for us; she always stands

when in need; she always visits us and asks our problems and issues,

gives us injections and all. And if something is not available then she

gets it for us’.

Being an ASHA has also provided opportunities for acquiring

new technical skills that have allowed respondents to be effective in

their work. In general, ASHAs identified in-service training as a

valued input for their self-improvement, ‘Trainings are important.

Just like without studies one cannot pass the exam. Like this, with-

out training, we are unable to do any work. In training, we get to

learn about the work so that we can do it properly’.

Furthermore, most respondents valued the acquisition of new

knowledge because of the sense of competence they gained from

such opportunities. One ASHA reflected on the sense of competence

that she has internalized, ‘Nothing is a challenge for me. I can do

any work at a click of the fingers. It’s so because I have lots of con-

fidence. . . I have answer to all questions. I give answer with evi-

dence. People may think me wrong or bad, but I am not dependent

on anyone. But I am proud of myself. I compete with myself, not

with other ASHAs’.

Respondents greatly valued the provision of job aids in helping

them to improve the execution of their duties and further increase

their sense of competence. For example, the extensive use of a mo-

bile health platform aimed at improving the interactions between

ASHAs and their customers (‘Mobile Kunji’) was perceived by

respondents as helpful in improving their ability to reach out and

disseminate health information to customers. ‘(Training) helps us

out immensely in our work because we get the opportunity to gain

knowledge. . . Women didn’t use to take us that seriously. So, mobile

Anita, Doctor Anita recordings, we used to play in front of them, so

that they consider what we say’.

All respondents appreciated the social nature of the weekly

ASHA meetings and felt energized by the connection to their peers,

‘I like meeting the most (. . ..) we get to know about information

both new and old about caretaking process. So I like the meeting

part the most. They speak about how to do that, why to do that etc.,

and we get the information from here only’. Meetings appear to

have become a source of emergent, informal communities of learn-

ing and peer-to-peer support, ‘Suppose I don’t have any information,

so we discuss with each other. So, we get to learn new things from

each other. Suppose she is doing any mistake, then we can give ad-

vice to her’.

In order to ensure that their work is completed, and to prepare

for the meeting, informal ‘meetings before the meeting’ have organ-

ically developed. In such gatherings, high-performing ASHAs are

sought out for help and guidance, and there is continuous peer-to-

peer learning. These informal spaces appear to have emerged in

Table 1 Basic psychological needs theory and implications for CHW motivation

Basic needs Definition Implications for CHW motivation to perform

Autonomy A sense of having ownership of and choice in

one’s work.

Helping CHWs feel that their tasks are important and meaningful, even when

choices are limited. Choices may include a variety of performative behaviours,

such as full-performance, shirking, non-performance or abandoning their jobs.

Competence A sense of feeling effective, achieving growth

and success.

Providing opportunities to CHWs for acquisition of skills, stretching their abilities,

and growing through new challenges and responsibilities.

Relatedness A sense of belonging to and being supported

by an organization and feeling connected

to others.

Developing psychological attachment to and service to community and beneficiaries

and identification with the PHC system. Desire to feel respected and appreciated

by their supervisors and to be connected and interact with their peers.
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response to the demands for accountability that have been placed

on ASHAs (below), ‘Whenever there are meetings. . .. they ask

stuff which they are not aware of. . .. they help solve each other’s

problems. (And this) can affect the work. There is a mild sense of

competition’.

Motivation by social recognition

For ASHAs, the progressive gains in credibility among the commu-

nity appear to have generated an internalized perception of social

recognition. This may have increased their legitimacy as service pro-

viders and their social standing in the community; this may further

reinforce their emergent identity as healthcare workers. Most

respondents stated that people in the community look up to, and re-

spect them, ‘The fact (that) the village is happy and I am respected

makes me very happy. The money is not an issue. Whether it be

higher or lower, I am respected in society (and it) helps me feel good

about myself. That is why I am still working for ASHA’. Beneficiary

women ratified these perceptions, ‘ASHA is very helpful for us, she

gets medicine, helps in child birth, calls ambulance, gets medicine.

It’s very good that we have ASHA in our village’.

Very few respondents reported having experienced public recog-

nition by supervisors. One ASHA reported feeling proud in response

to positive feedback from a high-ranking Official, ‘He asked me,

“What happens when toilets are not cleaned?” I said, “Flies from

the toilet will sit on the ingredients and spread infection in the food.

So, food becomes contagious”. He asked “Who will eat it?” I said,

“Both you and I”. He started laughing. He said, “In (location

masked) only she can answer my questions. Don’t others know

about all this?” I really felt very proud that day’.

Motivation by satisfaction of basic financial needs

All respondents reported feeling satisfied by the ability to bring

money to their households, a motive that appears to create a virtu-

ous cycle with the mechanism of autonomy and empowerment

described above, ‘The benefit is that I earn money through this.

Though it is less, it doesn’t matter, as I don’t have to beg in front

of anyone. Now I don’t have to ask for money to my husband’.

Working as an ASHA has provided access to opportunities that

would otherwise be absent from their lives. Some respondents

derived deep satisfaction from the ability to use their earnings to

educate their children, ‘And from the money that I get, I have started

educating my children, and save some money’. Also, referring to

the reasons why young women in her village would want to become

an ASHA, a respondent reflected, ‘I suppose they think too that, . . .

if they go out and become one (ASHA), they are probably going

to make some money. What benefits you get if you stay at home

always? Everyone likes money, and if you go out, you get that’.

But, having a job as an ASHA and being paid for it have not

worked as expected. All ASHAs interviewed expressed dissatisfac-

tion with the payment system as it is currently implemented in

Bihar, ‘See Didi, I don’t think that this work is very good. Like, we

travel a lot in the field, but still we are not getting our money.

So, our heart breaks. We are working so hard, and still not getting

our money. So, why should that be?’

Another source of dissatisfaction with the ASHA programme’s

financial arrangements arises from the perceived sense of unfairness

generated by the discordance between the small amount of payment

received and the substantial responsibilities and workload involved.

According to the respondents, the amounts paid to ASHAs have

remained unchanged. ‘From 2007 to 2018, we only get 600 rupees.

But with the rise of the prices, we see that it does not suffice.

In 2007 it was fine, but with the rise in prices it is not possible in

today’s date’. Moreover, as incentive payments to ASHAs are condi-

tional on customers’ behaviours, whenever a client decides, for in-

stance, not to deliver in a public facility, ASHAs face financial

losses. One respondent described how financial incentives operate,

‘Only if we work, we get the remuneration. Even if it is at midnight,

we have to go, because the nature of the work is that. If we do not

help, and they do go to a private hospital, our remuneration is lost’.

Given that household decisions about place of delivery are not

under the ASHAs’ control, losing a client to the private sector

becomes a source of distress for them. This further contributes to

the perception of a sense of unfairness in their relations with the for-

mal health system, and has triggered the conviction among many

respondents that any work performed should be recognized and un-

conditionally paid. ‘The ASHA member gets sad that, even after

working, if a person runs away, then what to do? The entire work

goes in vain! Therefore, we say that we should be paid for whatever

work we do. . .. I just want to say that one should be paid for the

work one has done’.

Another source of growing discontent for ASHAs is the unpre-

dictability in public sector priorities and related increases in work-

load. Changing priorities at the federal and state level have led to

the launch of new ASHA-led, community-based initiatives and pro-

grammes. Among these, respondents described those they particular-

ly disliked, including campaigns to control open defecation, data

collection for various surveys and voter registration drives.

‘Workload has increased now. We have to take care of the toilet

facilities as well. We go to farms in the morning at 4 to check

whether someone is doing it there or at road. We check till 8 at

night’. Further complicating their work and livelihood, the unpre-

dictability in payment schedules also appears to affect beneficiaries

that deliver in public sector facilities. As an ASHA described it, ‘I

have complained to the head of the health sub-centre. “If you don’t

want to pay to us, at least pay the money of patient”. They do say

“It is in the bank”. But it’s not there. Patient questions us politely

about the same’.

ASHAs are also expected to become active members of Self-Help

Groups (SHGs) and take part in community participation structures

such as Village Health and Nutrition Committees. However, the ma-

jority of respondents indicated lack of involvement in these two

spaces of participation due to scarce time availability. Also, while all

ASHAs were aware of the existence and rationale for the functioning

of SHGs, the majority did not appear to understand why they should

be involved. However, the few that are actively involved with SHGs

value the opportunities they provide for marketing their services and

amplifying their effectiveness, ‘I take my knowledge from here and

give it there. They also give me feedback (about) operations for fam-

ily planning. We have targets, they don’t have targets. We ask them

to bring people’.

Motivation by feedback and answerability

Weekly HSC meetings bring ASHAs and other CHWs together

to formally report progress on their work-plans and to receive

feedback and refresher training. ‘New information is given, survey

methods and results are discussed since they are important for the

work to proceed. The remuneration for everyone is calculated and

everything is analysed’. HSC meetings were partly designed as a

space to satisfy the need for feedback and plan for future improve-

ment. Notwithstanding, respondents only described receiving

feedback focused on adherence to externally defined targets,

‘We get to learn more about vaccination in meeting, so we see that
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not even a single child to be missed from the vaccination, so we

take more care in that’.

During HSC meetings, the formal exercise of top-down answer-

ability for adherence to performance targets takes the form of

appraisal reviews, exhortations for increased productivity and,

frequently, public reprimands. ‘So, in these meetings, those who

work in a weak way are pressured to work better’. One of the most

frequent causes for reprimands is ASHAs’ inability to reach institu-

tional delivery targets. ‘There were few members whose (customers)

delivered in private hospitals. So, we were questioned and put to

task as to why it happened. Our Head then told us that it was due to

the fact that ASHA members could not help them. That is why they

went to a private hospital’.

Ultimately, reactions to the hierarchical, command-and-control

approach to supervision appear to vary according to individual dis-

positions and preferences, ‘Those who work hard and who want

their Sir to appreciate their work and get good image in the area, are

those who feel happy, that they can learn what they have forgotten

when it will be repeated at the meeting. But those who don’t find

taste in that Sir would say. . .sir always calls for meeting and keeps

repeating the same thing like ‘Do survey’ or ‘Do due list’ and all.

And I do not like these’.

Discussion

We studied motivational mechanisms that affect ASHAs work

behaviours, job performance, organizational commitment and job

(dis)satisfaction. Our findings contribute to the scarce but growing

literature that addresses causal linkages between health systems con-

text, CHW programme’ implementation and PHC system perform-

ance (Willis-Shattuck et al., 2008; Kane et al., 2016a; Ballard and

Montgomery, 2017; Jigssa et al., 2018; Scott et al., 2018). The find-

ings also expand research on CHWs performance that is informed

by theories of work motivation (Druetz et al., 2015; Vareilles et al.,

2015a; Gergen et al., 2018a; Lohmann et al., 2018a, 2018b).

Study findings reinforced previous evidence about the role of

context on CHW performance (Kane et al., 2010; Kok et al., 2015b,

2017; Kane et al., 2016b). Failures in ASHA programme implemen-

tation, particularly delayed incentive payments, increased workload,

lack of support from the health system, and managerial and super-

visory practices have fuelled job dissatisfaction among ASHAs in

our sample. Findings indicate that, other than the highly satisfying

sense of community recognition and social status, extrinsic rewards

such as financial incentives are not only achieving their intended be-

havioural aims, but also failures in their deployment have led to per-

ceptions of unfairness.

At the same time, various factors in ASHAs’ context have

contributed to the generation of intrinsic motivation. For instance,

being an ASHA allows these women to work outside their homes

leading to a sense of personal empowerment and the satisfaction of

a sense of individual autonomy. ASHAs are intrinsically motivated

by the acquisition and use of technical skills which contributes to

their need for competence and self-efficacy; they are also satisfied by

the sense of relatedness and connection towards their local commu-

nity and their peers. They see themselves as competent, autonomous

and socially connected individuals, psychologically attached to their

communities, and identified with Bihar’s PHC system. This has led

to a form of commitment to work that has been shown to improve

job satisfaction and work performance in other settings (Christian

et al., 2011).

Our findings suggest that managerial challenges have contrib-

uted to ASHAs’ job dissatisfaction and, through this pathway, may

proximally affect their work performance and, distally, could reduce

the programme’s intended health and equity effects. These chal-

lenges appear to reflect issues of relations and power that may be

deeply rooted in collective norms, practices and routines that are

perpetuated by ongoing managerial practices. One of the more sali-

ent of these was exemplified by the thwarting effect that public

blaming and shaming and reprimands have upon ASHAs’ motiv-

ation and job (dis)satisfaction. From a practical standpoint, these

findings suggest the need to develop managerial competences among

CHW supervisors, an aspect that has been recognized in recent lit-

erature (Bradley et al., 2015). Options may include, among others,

the introduction of human resource and performance management

systems that effectively leverage ASHA’s intrinsic motivation while,

simultaneously, incentivise managerial behaviours through which

‘those with power in organizations share power, information,

resources, and rewards with those lacking them’ (Fernandez and

Moldogaziev, 2013, 2015).

Given the cross-sectional nature of our study, we cannot charac-

terize the dynamic interactions between context, motivational mech-

anisms and programme outcomes through time. However, we posit

that, as long as no alternative job opportunities are available,

ASHAs with strong intrinsic motivation may have no option but

to remain at work, as this paper’s title suggests. However, given

increased personal empowerment, ASHAs have the necessary auton-

omy to determine the level of effort they dedicate to work and may

recourse, among other actions, to continue working to maintain

their social status and, also, reducing their level of effort or leaving

the workforce altogether.

Additional studies need to consider the inclusion of more diverse

samples of ASHAs in different contexts. This could help to identify

additional mechanisms of motivation and outcomes beyond those

described here. Proximal outcomes could include turnover inten-

tions, absenteeism, stress and work morale and, distally, health and

equity outcomes. Research is also needed to better understand how

ASHAs’ performative behaviours are triggered, sustained and/or lost

at the individual, organizational and PHC system levels, and why.

Such evidence can provide insights for re-designing Bihar’s ASHA

programme and may be relevant for other similar contexts in India

and elsewhere.

Research is also required to better characterize the dynamics of

motivation and work behaviours, with particular consideration

given to the effects that factors such as closeness to community,

caste and gender relations, and collective norms have on motivation,

commitment, job (dis)satisfaction and performance. Along these

same lines, although we found that beneficiaries had a positive per-

ception of ASHAs’ contributions and appreciation for their work,

studies need to explore the extent to which socio-cultural factors

can affect ASHAs’ credibility and trustworthiness through time.

The latter could increase ASHAs’ social capital thus reinforcing their

emergent identity as healthcare workers and enhance community

participation. Longitudinal, mixed-methods studies could be rele-

vant to better understand patterns of performance change and im-

provement (and/or failure) through time; also, to study the recursive

links between ASHA motivation and distal, population-level health

and equity effects.

Two linked programme redesign challenges need to be addressed

in the short run. Firstly, ASHAs work needs to be crafted in ways

that simultaneously consider their own rights and aspirations and

their particular mix of intrinsic and extrinsic motivation. On the

other, issues of ASHA compensation need to be addressed with a

view towards equity and efficiency. Although ASHAs are theoretic-

ally defined as volunteers, they are managed as if they were formal

Health Policy and Planning, 2020, Vol. 35, No. 1 63

D
o
w

n
lo

a
d
e
d
 fro

m
 h

ttp
s
://a

c
a
d
e
m

ic
.o

u
p
.c

o
m

/h
e
a
p
o
l/a

rtic
le

/3
5
/1

/5
8
/5

6
1
0
5
7
9
 b

y
 g

u
e
s
t o

n
 1

6
 A

u
g
u
s
t 2

0
2
2



employees. For instance, their payment is contingent on achieving

specific targets and productivity levels; they report to supervisors;

and their performance is appraised by managers who have the au-

thority to withheld payments when contingencies are not met. Given

such requirements, it is no surprise that small and unpredictable

payments have become major sources of job dissatisfaction for

ASHAs, particularly in view of growing workload. Consideration

should be given to research that explores the extent to which Bihar’s

overall approach to ASHA programme implementation is achieving

its intended aims, and consider the unintended side-effects that

might be happening such as gaming, shirking and the undermining

of non-incentivized activities.

This article has several strengths. The use of a theory-driven ap-

proach to identify causal mechanisms helped us characterize the

role that context plays on Bihar’s ASHA programme and also

allowed us to link findings to previous studies. Such an approach

increases policy relevance from the findings and contributes to

knowledge by providing explanatory hypotheses for future empiric-

al testing. Furthermore, we have identified causal linkages among

context, motivation and work performance that are scarcely

addressed in the CHW literature in LMICs. Study limitations in-

clude the possibility of social desirability bias among respondents

which, if present, may have limited the disclosure of negative

aspects in ASHA’s experiences—an aspect of relevance given the

nature of India’s power hierarchies. One way to address this in fu-

ture studies is to utilize ethnographic methods and non-participant

observation over longer periods of time and with more varied sam-

ples of respondents.

Conclusions

We identified several types of intrinsic and extrinsic motivational

mechanisms of ASHAs’ work performance. India’s NHM has cre-

ated a window of opportunity for empowering a very large number

of female CHWs. ASHAs have become deeply engaged in commu-

nity service that helps realize their intrinsic psychological needs in

spite of the dissatisfaction they feel with real and perceived failures

in the implementation of Bihar’s ASHA Programme. Our findings

are relevant for future policy and programme design and evaluation.

The effectiveness of Bihar’s ASHA programme could be enhanced

by the introduction of adjustments that build upon the identified in-

trinsic motivators. An overhaul of ASHA workers’ incentives and

support systems is also needed to ensure that extrinsic motivation is

sustained.
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Supplementary data are available at Health Policy and Planning online.
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Gagné M, Deci EL. 2005. Self-determination theory and work motivation.

Journal of Organizational Behavior 26: 331–62.

Gagne M, Forest J. 2008. The study of compensation systems through the lens

of self-determination theory: reconciling 35 years of debate. Canadian

Psychology-Psychologie Canadienne 49: 225–32.

Gergen J, Rajkotia Y, Lohmann J, Ravishankar N. 2018a. Performance-based

financing kick-starts motivational ‘feedback loop’: findings from a process

evaluation inMozambique.Human Resources for Health 16: 55–65.

Gergen J, Rajkotia Y, Lohmann J, Ravishankar N. 2018b. Performance-based

financing kick-starts motivational ‘feedback loop’: findings from a process

evaluation inMozambique.Human Resources for Health 16: 55.

Gopalan SS, Mohanty S, Das A. 2012. Assessing community health workers’

performance motivation: a mixed-methods approach on India’s Accredited

Social Health Activists (ASHA) programme. BMJ Open 2: e001557.

Hamal M, Dieleman M, de Brouwere V, Buning TD. 2018. How do account-

ability problems lead to maternal health inequities? A review of qualitative

literature from Indian public sector. Public Health Reviews 39: 9–36.

Hone T, Macinko J, Millett C. 2018. Revisiting Alma-Ata: what is the role of

primary health care in achieving the Sustainable Development Goals? The

Lancet 392: 1461–72.

Jigssa HA, Desta BF, Tilahun HA, Mccutcheon J, Berman P. 2018. Factors

contributing to motivation of volunteer community health workers in

64 Health Policy and Planning, 2020, Vol. 35, No. 1

D
o
w

n
lo

a
d
e
d
 fro

m
 h

ttp
s
://a

c
a
d
e
m

ic
.o

u
p
.c

o
m

/h
e
a
p
o
l/a

rtic
le

/3
5
/1

/5
8
/5

6
1
0
5
7
9
 b

y
 g

u
e
s
t o

n
 1

6
 A

u
g
u
s
t 2

0
2
2

https://academic.oup.com/heapol/article-lookup/doi/10.1093/heapol/czz131#supplementary-data


Ethiopia: the case of four woredas (districts) in Oromia and Tigray regions.

Human Resources for Health 16: 57–68.

Kane S, Kok M, Ormel H et al. 2016a. Limits and opportunities to community

health worker empowerment: a multi-country comparative study. Social

Science &Medicine 164: 27–34.

Kane S, KokM, Ormel H et al. 2016b. Limits and opportunities to community

health worker empowerment: a multi-country comparative study. Social

Science &Medicine 164: 27–34.

Kane SS, Gerretsen B, Scherpbier R, Dal Poz M, Dieleman M. 2010. A realist

synthesis of randomised control trials involving use of community health

workers for delivering child health interventions in low and middle income

countries. BMCHealth Services Research 10: 286–93.

Kaur J, Franzen SRP, Newton-Lewis T, Murphy G. 2019. Readiness of public

health facilities to provide quality maternal and newborn care across the

state of Bihar, India: a cross-sectional study of district hospitals and primary

health centres. BMJ Open 9: e028370.

KokMC, Dieleman M, Taegtmeyer M et al. 2015a. Which intervention design

factors influence performance of community health workers in low-and

middle-income countries? A systematic review. Health Policy and Planning

30: 1207–27.

Kok MC, Kane SS, Tulloch O et al. 2015b. How does context influence

performance of community health workers in low- and middle-income

countries? Evidence from the literature. Health Research Policy and

Systems 13: 13–27.

Kok MC, Kea AZ, Datiko DG et al. 2015c. A qualitative assessment of health

extension workers’ relationships with the community and health sector in

Ethiopia: opportunities for enhancing maternal health performance.

Human Resources for Health 13: 80–92.

Kok MC, Kea AZ, Datiko DG et al. 2015d. A qualitative assessment of health

extension workers’ relationships with the community and health sector in

Ethiopia: opportunities for enhancing maternal health performance.

Human Resources for Health 13.

Kok MC, Ormel H, Broerse JEW et al. 2017. Optimising the benefits of com-

munity health workers’ unique position between communities and the

health sector: a comparative analysis of factors shaping relationships in four

countries.Global Public Health 12: 1404–32.

Kumar S, Kaushik A, Kansal S. 2012. Factors influencing the work perform-

ance of ASHA under NRHM—a cross sectional study from eastern Uttar

Pradesh. Indian Journal of Community Health 24: 325–31.

Lewin S, Lavis JN, Oxman AD et al. 2008. Supporting the delivery of

cost-effective interventions in primary health-care systems in low-income

and middle-income countries: an overview of systematic reviews. The

Lancet 372: 928–39.

Lewin S, Munabi-Babigumira S, Glenton C et al. 2010. Lay health workers in

primary and community health care for maternal and child health and the

management of infectious diseases. Cochrane Database of Systematic

Reviews. http://cochranelibrary-wiley.com/doi/10.1002/14651858.CD00

4015.pub3/abstract, accessed 20 January 2019.

Lodenstein E, Dieleman M, Gerretsen B, Broerse JEW. 2017. Health provider

responsiveness to social accountability initiatives in low- and

middle-income countries: a realist review. Health Policy and Planning 32:

125–40.

Lohmann J, Muula AS, Houlfort N, de Allegri M. 2018a. How does

performance-based financing affect health workers’ intrinsic motivation? A

Self-Determination Theory-based mixed-methods study in Malawi. Social

Science &Medicine 208: 1–8.

Lohmann J, Wilhelm D, Kambala C et al. 2018b. ‘The money can be a motiv-

ator, to me a little, but mostly PBF just helps me to do better in my job’.

An exploration of the motivational mechanisms of performance-based

financing for health workers in Malawi. Health Policy and Planning 33:

183–91.

Lyngdoh T, Neogi SB, Ahmad D, Soundararajan S, Mavalankar D. 2018.

Intensity of contact with frontline workers and its influence on maternal and

newborn health behaviors: cross-sectional survey in rural Uttar Pradesh,

India. Journal of Health, Population and Nutrition 37: 2.

Malterud K, Aamland A, Iden KR. 2018. Small-scale implementation with

pragmatic process evaluation: a model developed in primary health care.

BMC Family Practice 19: 93–101.

Ministry of Home Affairs, Government of India. 2015. Sample Registration

System Statistical Report 2015. Retrieved from http://www.censusindia.gov.

in/vital_statistics/SRS_Reports_2015.html, accessed 30 November 2018.

Mondal N, Murhekar MV. 2018. Factors associated with low performance of

Accredited Social Health Activist (ASHA) regarding maternal care in

Howrah district, West Bengal, 2015–‘16: an unmatched case control study.

Clinical Epidemiology and Global Health 6: 21–8.

Naimoli JF, Frymus DE, Wuliji T, Franco LM, Newsome MH. 2014. A

community health worker ‘logic model’: towards a theory of enhanced

performance in low-and middle-income countries. Human Resources for

Health 12: 56.

Patton MQ. 2014. Qualitative research and evaluation methods. 4th edn.

Thousand Oaks, CA: Sage.

Peters DH, Chakraborty S, Mahapatra P, Steinhardt L. 2010. Job satisfaction

and motivation of health workers in public and private sectors: cross-sectional

analysis from two Indian states.Human Resources for Health 8: 27–38.

Pinder CC. 2008. Work Motivation in Organizational Behavior. New York

City, NY: Psychology Press.

Rigby CS, Ryan RM. 2018. Self-determination theory in human resource de-

velopment: new directions and practical considerations. Advances in

Developing Human Resources 20: 133–47.

Rohde J, Cousens S, Chopra M et al. 2008. 30 years after Alma-Ata: has pri-

mary health care worked in countries? Lancet (London, England) 372:

950–61.

Saprii L, Richards E, Kokho P, Theobald S. 2015. Community health workers

in rural India: analysing the opportunities and challenges Accredited Social

Health Activists (ASHAs) face in realising their multiple roles. Human

Resources for Health 13: 95.

Scott K, Beckham SW, Gross M et al. 2018. What do we know about

community-based health worker programs? A systematic review of

existing reviews on community health workers. Human Resources for

Health 16: 39.

Singh AR, Pakhare A, Kokane AM et al. 2017. ‘Before reaching the last

mile’—knowledge, attitude, practice and perceived barriers related to tuber-

culosis directly observed therapy among ASHA workers in Central India: a

mixed method study. Journal of Epidemiology and Global Health 7:

219–25.

Strachan DL, Källander K, Nakirunda M et al. 2015. Using theory and forma-

tive research to design interventions to improve community health worker

motivation, retention and performance in Mozambique and Uganda.

Human Resources for Health 13: 25.

Theobald S, Hawkins K, Kok M et al. 2016. Close-to-community providers of

health care: increasing evidence of how to bridge community and health sys-

tems.Human Resources for Health 14: 32–38.

Vareilles G, Marchal B, Kane S et al. 2015a. Understanding the motivation

and performance of community health volunteers involved in the delivery

of health programmes in Kampala, Uganda: a realist evaluation. BMJ

Open 5: e006752.

Vareilles G, Marchal B, Kane S et al. 2015b. Understanding the motivation

and performance of community health volunteers involved in the delivery of

health programmes in Kampala, Uganda: a realist evaluation. BMJ Open 5:

e008614.

Vareilles G, Pommier J, Marchal B, Kane S. 2017. Understanding the perform-

ance of community health volunteers involved in the delivery of health

programmes in underserved areas: a realist synthesis. Implementation

Science 12: 22–34.

Ved R, Scott K, Gupta G et al. 2019. How are gender inequalities facing

India’s one million ASHAs being addressed? Policy origins and adaptations

for the world’s largest all-female community health worker programme.

Human Resources for Health 17: 3.

Vujicic M, Zurn P. 2006. The dynamics of the health labour market. The

International Journal of Health Planning andManagement 21: 101–15.

WHO. 2011. Strengthening Response to Epidemics and Other Public Health

Emergencies: Report of the Review Committee on the Functioning of the

Health Policy and Planning, 2020, Vol. 35, No. 1 65

D
o
w

n
lo

a
d
e
d
 fro

m
 h

ttp
s
://a

c
a
d
e
m

ic
.o

u
p
.c

o
m

/h
e
a
p
o
l/a

rtic
le

/3
5
/1

/5
8
/5

6
1
0
5
7
9
 b

y
 g

u
e
s
t o

n
 1

6
 A

u
g
u
s
t 2

0
2
2

http://cochranelibrary-wiley.com/doi/
http://www.censusindia.gov.in/vital_statistics/SRS_Reports_2015.html
http://www.censusindia.gov.in/vital_statistics/SRS_Reports_2015.html


International Health Regulations (2005) in Relation to Pandemic (H1N1)

2009. Geneva, Switzerland: World Health Organization.

WHO. 2016. Working for Health and Growth: Investing in the Health

Workforce. Report of the High-Level Commission on Health Employment

and Economic Growth. Geneva, Switzerland: World Health Organization.

WHO. 2018. Declaration on Primary Health Care. Astana, 2018. http://www.

who.int/primary-health/conference-phc/declaration, accessed 1March 2019.

Willis-Shattuck M, Bidwell P, Thomas S et al. 2008. Motivation and retention

of health workers in developing countries: a systematic review. BMCHealth

Services Research 8: 247.

Zulu JM, Kinsman J, Michelo C, Hurtig AK. 2014. Integrating national

community-based health worker programmes into health systems: a systemat-

ic review identifying lessons learned from low-and middle-income countries.

BMC Public Health 14: 987–1004.

66 Health Policy and Planning, 2020, Vol. 35, No. 1

D
o
w

n
lo

a
d
e
d
 fro

m
 h

ttp
s
://a

c
a
d
e
m

ic
.o

u
p
.c

o
m

/h
e
a
p
o
l/a

rtic
le

/3
5
/1

/5
8
/5

6
1
0
5
7
9
 b

y
 g

u
e
s
t o

n
 1

6
 A

u
g
u
s
t 2

0
2
2

http://www.who.int/primary-health/conference-phc/declaration
http://www.who.int/primary-health/conference-phc/declaration

