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Introduction 

In the vast and diverse landscape of India, where over 1.4 billion people live across rural and urban regions, 

access to healthcare is not just a necessity—it is a challenge. The government’s efforts to bring basic health 

services to the last mile have been largely successful because of one key group: Accredited Social Health 

Activists (ASHAs). These women, working in the heart of India's villages and urban slums, form the bridge 

between the community and the healthcare system. They are not just health workers; they are educators, 

counsellors, first responders, and changemakers. 

This article explores in detail why ASHA workers matter and how they play a vital role in empowering 

communities across India and While their contributions are immense, ASHA workers face many challenges 

that affect their performance, motivation, and well-being. This article highlights why ASHA workers 

matter in India and the problems they face on the ground. 

 

Who Are ASHA Workers? 

ASHAs are women trained and deployed under the National Rural Health Mission (NRHM), launched in 

2005 (now part of the National Health Mission). The term "ASHA" means "hope" in Hindi, and these 

workers truly embody that spirit. With over 1 million ASHA workers across India, each is responsible for 

a population of about 1,000 in rural areas, and more in urban settings. 

Their job is multifaceted: 

 Promoting institutional deliveries 

 Spreading awareness about immunization and nutrition 

 Providing basic medicines for common ailments 

 Escorting pregnant women to health centers 

 Creating awareness about hygiene, sanitation, and family planning 

 Monitoring child health and malnutrition 
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Why ASHA Workers Matter 

1. First Point of Contact in Healthcare 

In rural India, medical facilities can be far and often lack doctors. ASHA workers become the first point of 

contact for healthcare in such settings. They identify illnesses early and direct people to appropriate health 

centers, preventing complications and deaths. Without ASHAs, many women and children in remote areas 

would lack timely care. 

2. Maternal and Child Health Champions 

ASHAs have significantly contributed to reducing maternal and infant mortality rates in India. They 

ensure pregnant women go for regular antenatal check-ups, get vaccinated, and have institutional deliveries. 

They track children for timely immunizations, ensuring better health outcomes. 

Improving Maternal and Child Health 

ASHAs ensure that pregnant women: 

 Get regular health check-ups 

 Receive tetanus shots 

 Have access to iron and folic acid tablets 

 Are taken to hospitals for safe deliveries 

They also ensure newborns are immunized and monitored for growth, thereby reducing infant and 

maternal mortality. 

3. Fighting Malnutrition and Promoting Nutrition 

ASHAs identify and monitor children who are underweight or malnourished. Through collaboration with 

Anganwadi workers, they guide families on proper nutrition, breastfeeding, and complementary feeding 

practices. In areas with high poverty, this work is lifesaving. 

4. Frontline Responders in Health Crises 

During the COVID-19 pandemic, ASHA workers took the lead in contact tracing, awareness generation, 

and vaccine promotion. They braved personal risk to go door-to-door with health messages, often without 

enough protective equipment. Their role in health surveillance and early detection is critical for preventing 

outbreaks. 

 Educating families about symptoms and safety 

 Assisting in contact tracing 

 Helping with vaccination drives 

They worked under immense pressure, often without enough protective equipment, showing incredible 

courage and commitment 

5. Empowering Women and the Community 

ASHAs are women from within the community, which makes them approachable and trustworthy. Their 

rise as community leaders has empowered them socially and economically. They are role models for other 

women and challenge traditional gender roles. 
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6. Bridge Between Communities and Health Systems 

ASHA workers are local women selected from within their communities. They act as the vital link 

between people and public health services. In places where doctors or nurses may not be present daily, 

ASHAs step in to: 

 Spread health awareness 

 Refer patients to hospitals 

 Guide people through government health schemes 

7. Fighting Disease at the Grassroots 

ASHAs are frontline soldiers in the battle against diseases like: 

 Tuberculosis (TB) 

 Malaria 

 Diarrhea 

 Dengue 

 COVID-19 

They create awareness, distribute medication, and help track cases, making them key to early detection 

and prevention. 

8. Promoting Government Health Schemes 

ASHAs help families enrol in health-related schemes such as: 

 Janani Suraksha Yojana (JSY) 

 Ayushman Bharat 

 Rashtriya Bal Swasthya Karyakram (RBSK) 

Without them, many families would not know how to access these benefits. 

 

Problems Faced by ASHA Workers 

Despite their essential role, ASHA workers face several serious challenges: 

1. Low and Irregular Payments 

ASHAs are not salaried workers. They earn through performance-based incentives for each task 

completed, such as: 

 Escorting pregnant women to hospitals 

 Ensuring immunizations 

 Conducting surveys 

However, payments are often delayed, irregular, and very low, despite long working hours. 

2. Lack of Recognition 

Although they are called “activists,” ASHA workers: 

 Are not officially classified as government employees 

 Do not get social security benefits (pension, insurance, etc.) 
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 Often receive little appreciation for their work 

Their contributions are critical, but their status remains informal and undervalued. 

3. Overwork and Workload Pressure 

ASHAs are expected to manage: 

 Health surveys 

 Daily household visits 

 Digital reporting (often using phones or apps) 

 Coordination with Anganwadi and ANM staff 

Many ASHAs work more than 8–10 hours a day without adequate rest or support. 

4. Safety and Mobility Issues 

Especially in rural or conservative areas, ASHAs may face: 

 Resistance from families during visits 

 Verbal or even physical abuse 

 Lack of safety during night emergencies 

 No transportation support for escorting patients 

During the pandemic, some were even attacked due to misinformation or fear. 

5. Inadequate Training and Tools 

While ASHAs are trained, ongoing support and upskilling are limited. With growing responsibilities (like 

using digital health apps), they often: 

 Struggle to use smartphones or record data 

 Don’t get proper guidance on new diseases or protocols 

 Work without basic kits or safety gear 

6. Mental and Physical Stress 

With little rest, emotional pressure, community resistance, and financial struggles, many ASHAs 

experience: 

 Burnout 

 Anxiety 

 Depression 

 Fatigue 

Yet mental health support is rarely available to them. 

 

Voices from the Ground 

Many ASHAs have raised their voices through protests across India demanding: 

 A fixed monthly salary (instead of only incentives) 

 Regular payments 
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 Recognition as formal health workers 

 Insurance and retirement benefits 

Some state governments have responded by increasing incentives, but a uniform national policy is still 

missing. 

 

ASHA workers in Karnataka—and across India—are absolutely essential to healthcare, especially in rural 

and underserved areas. Without them, the system would suffer significant setbacks. Here's why they 

matter—and what happens when they're not supported in Karnataka: 

1. Lifeline of Primary & Preventive Healthcare 

ASHAs encourage pregnant women to opt for institutional deliveries, ensure timely immunizations for 

children, distribute essential supplements like ORS and IFA, and provide first aid and health education in 

villages. 

2. When ASHAs Aren’t Paid—Consequences Hit Hard 

In Kodagu district, ASHAs worked for three whole months without salaries. Many — especially single 

mothers—resorted to loans to survive. 

Across Karnataka, delayed or partial honorariums are common. In early 2025, about 42,000 ASHAs 

threatened strike action over delayed incentives and low fixed pay. 

Without timely payment, these workers struggle personally—and essential services suffer too. 

3. Fallout When They Stop Working 

In January 2025, over 42,000 ASHAs launched an indefinite strike from Bengaluru’s Freedom Park, 

pressing for fixed monthly pay of ₹15,000 (plus ₹2,000 for urban roles), and full, timely incentives. 

This protest halted essential grassroots healthcare: antenatal visits, immunizations, chronic disease follow-

ups, COVID screening—all of which depended on ASHA outreach. 

The strike prompted the state government under CM Siddaramaiah to concede to a fixed ₹10,000 

honorarium from April and timely incentives, plus benefits like paid sick leave, hospital leave, and inclusion 

in budget discussions.  

4. Why We Must Protect & Invest in ASHAs 

1. Continuity of Care: They’re the first and often only link to government healthcare in villages. 

2. Prevention & Outreach: Without ASHAs, immunization rates, maternal health visits, disease 

surveillance—all dip sharply. 

3. Resilient Health System: Their absence exposes structural weaknesses—rural areas slide into neglect. 

4. Gender & Social Equity: ASHAs, typically women (often from marginalized communities), empower 

local communities and women’s health. Underpaying them perpetuates systemic inequality. This is classic 

women labour exploitation… considered lower value… with lower remuneration than they deserve.”   

Summary 

ASHAs save lives and prevent disease, especially among mothers, infants, and vulnerable populations. 

When they’re underpaid, unpaid, or unprotected, basic healthcare services collapse at the local level. 

Karnataka’s ASHAs have a long history of protests, striking repeatedly until the government delivers 

adequate pay, job security, and working conditions. 
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Ensuring regular, fair honorariums (fixed + timely incentives), social security, training, and PPE isn’t just 

fair—it’s essential for public health delivery. 

 

State-by-State Comparison of Fixed Honorarium 

State Fixed Honorarium (₹/month) 

Sikkim - 6,000 – 10,000(Since oct 2022). 

Andhra Pradesh - 10,000, plus task incentives & ₹1.5 L retirement benefit 

Telangana                         -         6,750 

Kerala                  - 6,000, plus ₹3,000 fixed incentives (= ~9,000) 

Karnataka           - 5,000 

Maharashtra - 3,500 

West Bengal - 4,500 

Delhi - 3,000 cores + activity-based 

Uttar Pradesh - 1,500 

 

Total Monthly Earnings & Benefits 

Andhra Pradesh: ~₹12,000–14,000 (including incentives) + ₹1.5 L retirement gratuity   

Kerala: ~₹10,000–13,500 (state honorarium + incentives)   

Sikkim: ₹10,000 fixed; additional incentives unknown   

Karnataka: ₹5,000 fixed + central NHM incentives (varies around ₹2,000–3,000), totaling ~₹7,000–8,000   

Regional Trends & Equity 

Southern states (AP, Kerala, Karnataka, Telangana) pay notably more than many northern states like UP, 

Bihar, MP, where amounts remain low—₹1,500–4,000 only . 

Karnataka’s ₹5,000 honorarium is higher than northern counterparts but still significantly below the ₹10,000 

offered in Andhra Pradesh and Sikkim. 

Total earnings in Karnataka (~₹7–8k) trail behind southern peers (AP ₹12k+, Kerala ₹10–13k). 

Summary 

Top earners (fixed pay): Andhra Pradesh, Sikkim (₹10k). 

Healthy total packages: Andhra Pradesh (₹12–14k), Kerala (₹10–13.5k). 

Karnataka ranks mid-tier: ₹5k fixed, total ~₹7–8k—higher than many states, but below leading southern 

examples. 

Northern states underperform sharply, with ASHA pay as low as ₹1,500–3,500, highlighting significant 

inequity. 
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Conclusion 

Karnataka provides a respectable baseline compared to most Indian states, yet lags behind the top-tier 

performance of Andhra Pradesh, Sikkim, and Kerala. If the state aims to retain and motivate ASHA workers, 

it may need to increase fixed honorarium and improve incentive structures—particularly to match or exceed 

the ₹10,000 benchmark set elsewhere. 

 

Here’s a deeper look into health coverage, pension, insurance, and additional perks for ASHA workers 

in Karnataka versus other states (as of mid-2025): 

 National-Level Coverage (All States) 

These central schemes apply to ASHAs across India: 

PMJJBY: ₹2 lakh life insurance on death 

PMSBY: ₹2 lakh for accidental death or permanent disability; ₹1 lakh for partial disability 

 

PM-SYM: ₹3,000/month pension after age 60 (premiums split 50:50 between worker and government) 

Ayushman Bharat PM-JAY: ₹5 lakh annual health cover per family; central govt pays premiums   

They also receive non-monetary benefits like uniforms, ID cards, bicycles, mobile phones, diaries, drug 

kits, and restrooms; a one-time ₹20,000 award after 10 years of service. 

 Karnataka State Benefits 

1. Ayushman Bharat-Arogya Karnataka (AB-ArK) 

Extended ₹5 lakh annual coverage; Karnataka ranks highest among large states for enrolling women (55%) 

and public hospital utilization . 

Some procedural limitations remain—e.g., limited empanelled hospitals, certain high-cost treatments still 

require OOP payments . 

2. Vajpayee Arogyasri Yojana 

Offers ₹1.5 lakh per family for tertiary procedures, with a ₹50k buffer for complex cases—cashless and 

available for BPL families  . 

3. New ₹1,000 Team-Based Incentive 

As of 2025–26, about 15,000 ASHAs in non-Ayushman centres (including urban ones) will receive 

₹1,000/month to ensure parity with those in upgraded facilities  . 

4. Yeshasvini Scheme 

Cooperative society farmers—including ASHA families—receive ₹2.5–5 lakhs coverage, cashless for ~823 

procedures; annual premium is ₹300 (rural) to ₹710 (urban)  . 

5. Additional Perks 

Access to medically equipped health facilities via state pensioner schemes; although the state pensioners 

association is pushing for cashless access—this may indirectly benefit retired ASHAs  . 

 Comparison With Other States 

Andhra Pradesh & Sikkim: Top-ups of ₹4,000–₹5,000, bringing fixed honorarium to ₹10,000/month; AP 

also offers ₹1.5 lakh retirement gratuity  . 
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Kerala: ₹6,000 fixed + ₹2,000 central incentives (~₹8k), plus state health insurance (Karunya: ₹5 lakh 

annual, Medisep: for state workers/pensioners)  . 

UP, Bihar, MP, Maharashtra: Increasing fixed pay to ₹10,500 as of mid-2025, with perks like insurance, 

travel stipends, festive bonuses  . 

Nationwide uniformity trend: Many states are lifting base honorarium to ₹10,500, including Karnataka by 

July 2025 per central rollout plans  . 

 

 Karnataka vs Others 

Benefit Karnataka Leading States Emerging States 

Fixed Honorarium ₹5 k → ₹6 k (from July 2025) + ₹500 training top-up   ₹10 k (AP, Sikkim); Kerala ~₹8k 

₹10,500 fixed (UP, Bihar, MP, Maharashtra)  

Incentives ₹1–3k central + ₹1k team-based state bonus  Performance-linked, same as national Similar 

central + state various schemes 

Life/Accident Insurance Uniform central coverage Uniform central Uniform central 

Pension PM-SYM central Central (same) Central (same) 

Health Insurance AB-ArK ₹5L, Vajpayee ₹1.5L, Yeshasvini ₹2.5–5L Kerala Karunya/Medisep ₹5L+, 

AP/Sikkim similar health schemes Variable, some states implementing ₹2–5L covers via new schemes 

 Key Insights 

Karnataka offers solid mid-tier support: comprehensive coverage and increasing honorarium, but still lags 

behind top-paying states like Andhra Pradesh, Sikkim, and Kerala. 

The introduction of ₹10,500 fixed pay by mid-2025 will mark significant progress—but history shows 

timely implementation is crucial. 

Health coverage mechanisms are robust, but practical hurdles like limited empanelment and claim delays 

persist. 

A continued push for digitization, training support, and mobile access is essential yet remains patchy, as 

seen in Kerala’s struggles with phone-based reporting. 

 Final Takeaway 

Karnataka is moving in the right direction—beefing up honorarium, expanding state incentives, and 

enhancing healthcare schemes. But to truly lead, it must ensure swift rollout, ease of insurance access, and 

digital support—thus achieving parity with ADA/Sikkim/Kerala in both income security and service 

delivery. 

Retirement & Gratuity Benefits 

Andhra Pradesh: 

Gratuity: ₹1.5 lakh after 30 years of service. 

Retirement age extended to 62 from 60. 

Includes 180 days paid maternity leave for first two children  . 
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Other States: 

Only Andhra Pradesh currently offers gratuity as of March 2025  . 

Most other states—including Karnataka, Kerala, Sikkim—do not offer state-level gratuity but rely on central 

schemes like PM-SYM pension and PMJJBY/PMSBY insurance. 

 Health Insurance Coverage & Utilization  

Central Schemes (All States) 

PMJJBY/PMSBY: Life/accidental insurance coverage up to ₹2 lakh. 

PM-SYM Pension: ₹3,000/month from age 60 after contributions. 

PM-JAY AB-PMJAY: ₹5 lakh health coverage per family  . 

State-Specific Insurance 

Karnataka: 

Covered by Ayushman Bharat-Arogya Karnataka: ₹5 lakh per year; ranks top among larger states for women 

beneficiaries and public hospital usage . 

Vajpayee Arogyasri: ₹1.5 lakh tertiary care. 

Yeshasvini Cooperative Scheme: ₹2.5–5 lakh per family for ASHA’s household, cashless  . 

Kerala: 

Karunya/Medisep insurance plans cover ₹5 lakh annually for ASHAs and pensioners  . 

ASHAs typically earn ₹7k–13k/month (including performance incentives) with recent movement to 

eliminate conditional task-based payments  . 

Sikkim: 

Offers ₹10,000/month honorarium since 2022. Likely similar state-level insurance co-coverage but less 

documented. 

 How Karnataka Stacks Up 

Benefit Karnataka Andhra Pradesh Kerala 

Gratuity None ₹1.5 lakh after 30 years None 

Retirement Age 60 (central scheme applies) Extended to 62 Currently 62; possible unlimited age   

Fixed Honorarium ₹5,000 → ₹6,000 from mid-2025 + ₹500 top-up ₹10,000/month ₹6,000 + central 

incentives (total ₹7k–13k) 

Health Insurance ₹5 lakh AB-ArK + ₹1.5 lakh + ₹2.5–5 lakh Yeshasvini ₹5 lakh AB-PMJAY + state-linked 

YSR Aarogyasri ₹5 lakh Karunya/Medisep 

Pension PM-SYM central scheme Same, plus state-level benefits called PM-SYM Same central scheme 

 Key Takeaways 

Andhra Pradesh leads in retirement security with its ₹1.5 lakh gratuity and increased retirement age—

making it the only state with formal retirement benefit for ASHAs. 

Karnataka offers robust health and pension coverage, but lags in retirement benefits, offering no gratuity 

and no extended retirement age. 
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Kerala provides strong overall compensation (up to ₹13k/month) but still lacks gratuity—though pushing 

for unconditional payments and retirement flexibility. 

Sikkim offers the highest fixed honorarium, but details on gratuity or retirement age remain less clear. 

 Final Summary 

Karnataka is mid-tier: strong in health and pension, but missing long-term income security via gratuity or 

retirement age extension. 

Andhra Pradesh sets the current gold standard with comprehensive benefits. 

Kerala is solid on monthly income and insurance, taking steps toward better retirement provisions. 

If Karnataka wants to reach the top tier, implementing gratuity schemes and extending retirement age would 

be transformative. 

Karnataka, despite good monthly payments and coverage, lags behind—no gratuity, lump-sum, or age 

extensions beyond central norms. 

Conclusion 

ASHA workers are the unsung heroes of India’s healthcare system. They save lives, spread awareness, 

and connect millions to essential services—often with minimal resources and support. Without ASHAs, 

rural and poor urban communities would face major gaps in health coverage. 

If India is to achieve universal health coverage and better public health outcomes, it must recognize, 

support, and empower its ASHA workforce. That means: 

 Fair pay 

 Safety measures 

 Regular training 

 Respect and recognition 

By addressing their problems, we not only help ASHAs—but also strengthen the health of India’s most 

vulnerable communities. 
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