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Abstract
Accredited Social Health Activists (ASHAs) – a type of community health worker (CHW) in India – bridge the community with the health system, perform maternal and child health tasks, and support administrative functions. Despite their essential role, research on ASHAs and CHWs remains fragmented, often siloed into separate discussions of labor conditions, workplace hierarchies, and surveillance. As a result, the intersecting vulnerabilities faced by informal health workers like ASHAs remain underexamined. This paper addresses that gap by bridging these perspectives, with particular attention to how health systems rely on low-cost, flexible labor to sustain themselves. The analysis draws on ethnographic fieldwork in two urban sites in northern India, including participant observation with ASHAs and in-depth interviews with both ASHAs and health officials. Thematic analysis was conducted using MAXQDA. Findings reveal that ASHAs’ constrained autonomy is not simply a consequence of system inefficiencies, but a feature of governance - maintained through hierarchical task delegation, economic precarity, and ongoing surveillance. These intersecting forces limit ASHAs’ agency while allowing the health system to function without structural reform. Without recognizing how power operates across all levels of the health system, research and policy risk perpetuating a cycle that fails to address the foundations of inequity in the name of public health. While grounded in the Indian context, this analysis offers conceptual tools for examining how informal health labor is governed and constrained across health systems in low- and middle-income countries.













Introduction

*All names have been changed for privacy reasons*

Invisible Power: Washing Dishes and the Quiet Reinforcement of Health System Hierarchy
It had been a rare slow afternoon at the health clinic for Aliya* and Preeti*, two Auxiliary Nurse Midwives (ANMs) workers. As ANMs, they were responsible for providing primary health services to community members and supervising Accredited Social Health Activist (ASHA) workers. 
They laughed as they relaxed, sipping chai (tea) and calling other clinic workers into the room to join them. The light mood shifted as they shared their work problems, complaining that the ASHAs were being overburdened by a new government task. ASHAs – a type of Community Health Worker (CHW) – had been scouring their assigned community for the last two weeks to register people into a government health insurance program. They were frustrated because this insurance scheme – while beneficial to the community – did not fall into ASHA’s focus areas of maternal and child health.
Though I wasn’t a part of their conversation, I silently empathized with their complaints. I had been waiting for Leela*, a 45-year-old ASHA worker, for over an hour. Leela is one of India’s one million ASHAs; as an ASHA Leela serves as a CHW, responsible for maternal care, immunization, and promoting health and disease prevention through community outreach (1). Leela receives a guaranteed honorarium payment of 2500 rupees (approximately $28 USD) per month, but she also receives incentive payments for completing other tasks. These payments can have a wide range, going from 1 rupee for delivering an ORS packet, to 150 rupees (approximately $2 USD) for taking a woman to deliver a child at the hospital.
As I waited in the air-conditioned room with the senior health workers, Leela walked under the blazing sun, knocking on doors and seeking out low-income community members to enroll in this insurance program. As an ASHA, Leela helped her community understand how to navigate all aspects of the health system – including this insurance program. She explained how this government health insurance program, called the Ayushman Bharat Insurance program, could reimburse up to 5 lakh (500,000) rupees in medical expenses. She eagerly promoted this program in her area, highlighting that this money could be used to support medical exams, consultations, hospitalizations, and prescribed medications. 
While she was going door-to-door, I kept messaging her on WhatsApp asking if I could join her, even if just to help hold her things while she explained the program. “No, ma’am – just give me two minutes. I’ll be there.” As the minutes stretched on, I watched my interview window shrink further and further, and the number of teacups in the sink continue to grow. Just as I was ready to leave, there was a hesitant knock. 
Leela entered – her pink suit fuchsia from sweat in places. She carefully placed her notebooks on the table. “The app wasn’t working,” she explained to Aliya and Preeti. “I just wrote down details in my notebook, and I’ll enter them into the app tonight.” They sympathized and then reminded her that the Ayushman work should not affect her other duties.
Relieved, Leela began to pull out a chair to rest when Aliya abruptly stopped her. “Leela, you don’t need to sit here. Do you see those dishes in the sink? Just wash them and then you can go home. There’s no other work you need to stay for.” 
I frowned; those dishes were there all afternoon as other workers came in and out. Yet, only when Leela arrived – exhausted – did they need to be washed. Without protest, Leela quickly walked to the sink and washed the dishes, including my cup. I glanced around the room; no one seemed bothered that the most tired among us was doing a chore any of us could have done.
A short while later, Leela and I walked to her bus stop.  “Leela-Ji, you must have been so tired when you came in from your work,” I said as we walked. She nodded. “So why didn’t you say no when they asked you to do the dishes?” My question confused her, and she asked me, “What do you mean, ma’am?”
“Those dishes in the sink”, I began to explain. “They weren’t yours. Everyone else had been drinking tea all day. One cup was even mine. Anyone could have washed them, but they waited until you came in and asked you. That’s not right, is it?”  Leela shrugged and responded, “It’s okay. I do this kind of work at home too, so if I do a little here, it’s no trouble.” 
Leela's resignation reflects the subtle yet profound ways in which power permeates into the health system she operates in. Power is not always enforced through explicit commands or coercion, but is often enforced through the normalization of expectations that align with created social hierarchies. Something as trivial as washing dishes shows how power shapes the boundaries of what is acceptable, who bears burdens and responsibilities, and whose labor is valued. These quiet moments reveal power in India’s health system, manifesting in ways that seem invisible, yet are deeply felt. 

From Force to Subtlety: The Shifting Definition of Power
The concept of ‘power’ is notoriously difficult to define; countless interpretations, definitions, and frameworks make it difficult to identify a widely accepted understanding of this concept. Initially envisioned by 16th century philosophical thinkers as a way to maintain control – through force, manipulation, or even immoral actions (2) – this definition has expanded over time, shaped by different theoretical traditions.
Karl Marx – a philosopher who never developed an explicit theory of power, but implicitly and consistently addressed it through his work – largely conceptualized power in terms of class struggle, arguing that power is rooted in economic strength and control of material resources (3). In his view, the state is an instrument of the elite ruling class, enforcing power over the working class (3). Expanding on this definition of economic power, Max Weber argued that power is not just about coercion, but also about the ability to command obedience through institutional legitimacy (4). Weber’s approach introduced a more nuanced understanding of power, beginning to account for the weight of social structures and bureaucratic governance. Expanding further, Robert Dahl added a behavioral lens, famously describing power as the ability of ‘A to get B to do something that B would not otherwise do’ (5). However, these perspectives on power avoided directly delving into the invisible forms of power that shape beliefs, norms, and social structures.
Michel Foucault’s visualization of power offers a fundamentally different approach by moving beyond centralized authority, force, manipulation, and visible coercion. Foucault rejects the idea that power is something wielded by a specific group, and he instead argues that power is diffused throughout society; embedded in discourse, knowledge, and institutional practices (6). Power, in his view, shapes norms, behaviors, and defines identities in subtle ways that individuals may not even recognize. Unlike Marx, Weber, or Dahl, who focus on structures and actors, Foucault emphasizes the subtle, everyday mechanisms through which power operates, particularly through surveillance, non-coercive discipline, and the normalization of changing roles. He argues that it is through these subtle mechanisms that power permeates every aspect of life, shaping individuals into "docile bodies" – or compliant, self-regulated individuals who conform to expectations without the need for overt coercion. 
It is within Foucault’s framework that this paper situates its understanding of power, recognizing its dynamic and relational nature, effectively capturing the nuances and subtle complexities of power in health systems. Several decades of global research have similarly applied Foucault’s theories on power to health research (7–9). Using this perspective allows for a deeper examination of how power operates across health systems, shaping formal structures, interpersonal relationships, and societal norms.

Health Systems and India’s ASHA Program
Health systems are broadly defined as the “organizations, people, and actions whose primary intent is to restore, promote, or maintain health” (10). Decades of research have demonstrated that power permeates relationships within the system, shaping how health systems function at every level (11–13). Although biomedical approaches in public health have often overlooked the distribution of power in health policy and systems (14,15), power dynamics influence everything from intervention design to workload distribution and patient outcomes (16). In hierarchical systems like India’s, power and autonomy decline at lower levels – particularly among CHWs – reinforcing systemic inequities (17).
India’s ASHA program is the largest all female CHW initiative in the world (18). ASHAs, like most CHWs, act as a bridge between the community and the health system. In the community, they are seen as figures who provide essential guidance on navigating the health system and serve as primary resources for health-related issues (19). However, their position in the health system is precarious – they are not officially classified as ‘employees’, yet their workload exceeds what could be considered part-time or voluntary labor (20). Further, ASHAs, often with only a 10th-grade education and no formal medical training, occupy the lowest level of the health system (Figure 1). Typically considered volunteers, ASHAs receive a small base honorarium and earn additional incentives for completing specific tasks, as determined by the health system. Despite lacking the benefits afforded to formal workers, they are expected to perform essential, full-time responsibilities that sustain the health system. This contradiction allows the system to benefit from their labor, while avoiding the need to provide consistent wages, job security, or institutional recognition. 
This is also not unique to India; across health systems globally, CHWs occupy a similar ambiguous level. 

Figure 1: Hierarchy of State Health System
[image: A diagram of a health care worker

Description automatically generated]
Fragmented Perspectives on Power, Financial Precarity, and Surveillance in Health Systems 
Broadly, healthcare organizations tend to operate within top-down hierarchical structures, where individuals' roles and responsibilities are dictated by training and expertise (21,22). Hierarchy is ingrained in healthcare culture, often based on the level of health worker training (23,24). Often, those in ‘lower’ positions are expected to defer to those in power (25–27). However, much of the existing literature focuses primarily on formally trained workers in institutional settings in high-income countries (22), overlooking how these dynamics extend to informal health workers – such as CHWs in low-and-middle-income countries – whose ambiguous status within broader health systems may deepen their vulnerability to hierarchical control.
Beyond institutional hierarchies, some research has examined how state actors in low-income settings rely on financially disempowered CHWs to sustain health delivery by leveraging their lack of power to maintain an inexpensive, flexible workforce (28,29). Studies highlight how unsalaried CHWs frequently work beyond their assigned hours, take on complex tasks, and, in many cases, receive compensation below the international poverty line (29). Additionally, dual-cadre systems – where some CHWs are salaried while others are not – exacerbate psychosocial distress, create disappointment, and may undermine motivation and job satisfaction (30–34). While this literature convincingly documents the individual conditions of – and impact on – CHWs, it does not fully examine how these conditions may sustain the long-term resilience of the health system.
Similarly, while some research explores how monitoring systems and surveillance contribute to distrust and a hostile work environment (35–38), little attention has been given to how excessive surveillance – compounded with the informal status of CHWs – can reinforce disempowerment. Surveillance in health systems is often framed as a tool for quality control and accountability, but in contexts where CHWs already lack formal protection, it may function as an additional layer of coercion, something the literature has not extensively delved into.
Collectively, these bodies of literature address important but fragmented aspects of this broader question – workplace hierarchy, CHW financial precarity, surveillance, and labor exploitation. While hierarchy has been studied in relation to workplace power structures, there is limited exploration of how, or if, the unstable nature of informal workers – like CHWs – is deliberately maintained as a strategy for sustaining low-cost health system functionality. Unlike formally recognized healthcare professionals, CHWs operate at the periphery of the health system, subject to financial instability, surveillance, and the absence of professional status, all of which deepen their vulnerability to hierarchical control. Further, much of the literature on CHW finances and labor exploitation uses their findings to advocate for fair labor policies, equitable pay, and global accountability – which are all essential. However, the literature rarely examines the larger questions of whether the continued reliance on an overburdened, undercompensated CHW workforce actively contributes to a destabilized health system. 
By treating CHW disempowerment as a set of isolated issues – labor conditions, hierarchy, and surveillance – the existing literature overlooks a crucial question: how do these forces intersect to sustain a fragile health system that relies on the suppression of informal workers like CHWs, all in the name of efficiency?
This paper argues that through subtle mechanisms, surveillance, and non-coercive discipline, ASHAs are constrained from meaningfully resisting directives from the health system. While they play an essential role in health promotion, ASHAs’ agency, voice, and ability to resist, are suppressed within a rigid health system that relies on their disempowerment to function efficiently. By keeping the workforce compliant and disempowered, the health system preserves its advantage over these workers and ensures its sustainability. 

Methods
I used an ethnographic approach, combining participant observation and in-depth interviews to understand the role ASHAs have in health systems in two urban settings in northern India. In addition to obtaining ethical and regulatory approvals, I engaged in ongoing informed consent throughout the study, promoting participant agency and engagement in line with the American Anthropological Association's ethical guidelines (39). Further, as ethnography has the potential to blur lines between research and friendship (40), I engaged in ongoing discussions to clarify whether participants intended their shared experiences to be treated as research data or as personal discussions. 
I conducted participant observation with ASHA workers in 2023. I engaged with ASHAs six days a week for several hours a day as they completed their day-to-day activities. I primarily observed door-to-door community outreach activities, vaccination sessions, hospital visits, survey work, ad-hoc tasks, meetings, and the interactions between ASHAs, the community members, and others in the health system; I also engaged with ASHAs and their families socially. I made decisions about which ASHAs and site to join based on gaps in my data, as well as guidance from ASHAs and other health workers. ASHAs often called in the evenings to invite me to join them for tasks or events the next day, explaining that they wanted me to observe how they approached new responsibilities, how their interactions with community members varied, and how they engaged with different health workers.
While in the field, I took jottings subtly and expanded these jottings into formal notes daily. In addition to being involved in all ASHA activities and conducting informal interviews daily, I led 25 formal interviews with ASHAs, policymakers, and health system implementers. I transcribed all interview recordings and iteratively read transcripts and field notes to identify gaps and areas for future probing. After completing all data collection, I inductively developed a codebook of primary codes and sub-codes and applied this codebook to all transcripts and field notes in MAXQDA (41). 
Being a first-generation Indian-American created a unique dynamic that impacted the way my research unfolded. I was eager to weave my identity into discussions to highlight my status as an ‘insider’. However, my non-native accent quickly gave away that I was an ‘outsider’.  My insider-outsider identity (42) created a unique – largely beneficial – dynamic for me. I was enough of an insider that participants felt comfortable being honest with me, but I was also enough of an outsider that participants went into substantial detail to ensure that I understood what they were describing. Our roots often felt intertwined, woven together by our history and heritage. Time and time again, participants would say with a smile, “You understand because you belong to this land too.” 

Results 
*All names have been changed for privacy reasons*
In this section, I examine how power manifests in the everyday experiences of ASHAs, highlighting how work is systematically pushed downward, surveillance reinforces compliance, and financial incentives create coercive dependencies. I further show how power was leveraged not only to enforce ASHAs’ primary responsibilities, but also to compel them into facilitating the introduction of a new government program. By examining both their routine duties and newly assigned tasks, I aim to illustrate how power is continuously reinforced – both in maintaining the status quo and in adapting to emerging policy demands. In doing so, I aim to show how the health system benefits from ASHAs’ compliance, their disempowerment, and the challenges they face in resisting.

Power in Practice: Task Delegation 
The hierarchical structure of the health system ensures that tasks are continuously pushed downward, and they eventually land on ASHAs – the workers who have the least authority to resist but are essential for carrying out the system’s demands.
While the ASHAs I engaged with largely reported having positive relationships with their supervisors, they overwhelmingly felt that any new and additional work was put on them as an ASHA at the bottom of the health hierarchy.  Naina*, an ASHA of three years, detailed her frustrations with this system as we walked through narrow streets of her area. “I’ll tell you the biggest issue. This extra work always comes in my lap. The district officer will tell the senior medical officer. They tell the medical officer mam, who tells the lady health visitor. Then she tells our ANM mam  – ultimately who does it? The ASHA. We’re the ones who motivate people.”
While some ‘extra work’ is directly related to their role, ASHAs are typically brought in to support any task that requires extensive manual work. As I was interviewing a local policymaker, I asked why ASHAs were brought in to do these tasks on top of their core responsibilities. He dismissed me, casually replying, “At least with most tasks we give ASHAs, they are still related to health. Other people from the government will even tell us to bring ASHAs into the elections if they need to. This is just the mindset of people that they give orders – they use the ASHAs to fill any orders.”
His sentiment was further affirmed in an interview with a central-level government stakeholder. “It’s not only health department these days you know. Other departments also go on forcing their work on the ASHAs. Everybody wants the ASHA to do everything.” Work seemed to get pushed further and further down the chain of command, until it reached the person who was not always able to resist. Although everyone in the system – unintentionally or intentionally – played a role in facilitating this, they were largely not comfortable with taking advantage of an ASHAs’ need for money or her close connections to the community. 
In an interview with a Lady Health Visitor (LHV) – a health worker two levels higher than the ASHA (Figure 1) –  she explained that all tasks that come from the medical officer are her responsibility to implement. These range from program implementation to election work. The LHV in turn would request ASHAs to implement these requests. She leaned across the table at this point in the interview and tapped my notebook. “Write this down. Every single government program shouldn’t come down to my ASHAs.” Despite her frustration, this LHV still used ASHAs to implement these programs, underscoring a fundamental reality of the health system: despite discomfort or frustration with the system, ASHAs’ labor remains indispensable. 
When the government needed assistance registering people for the Ayushman Bharat Program, ASHAs were the default choice, reinforcing how the system strategically benefits from their low position in the health system. By relying on their compliance, the system avoids addressing structural inefficiencies – such as understaffed programs – deepening the ASHA in this cycle of propping up a disjointed system.

A New Responsibility for ASHAs – Ayushman Bharat Program Registration
One Saturday morning, three ASHAs and I were walking through the quiet streets of a neighborhood when their phones rang simultaneously. Startled, they reached into their bags and saw a message in their ASHA group chat; they were required to attend a training on Monday at 9am, just two days later. The message was vague, skipping over details on what the training would cover, and why they needed to attend – it just informed them that it was mandatory. Two of the ASHAs were thrilled; as they had only started their work a few months prior, they had not yet attended a formal training session. 
“Right now, our ANM ma’am has just shown us where to go and told us a little about what to do – in this Monday training, we’ll get everything else explained,” Lakshmi* excitedly told me. I was unsure how she had made this leap, but I didn’t want to worry her by pointing out the vagueness of the message; I just smiled and said how wonderful this would be. As the excitement wore down, the conversation quickly turned to concerns over the costs associated with getting to the district hospital, anxieties over the loss of that day’s incentives, and the quiet hope that they would receive compensation for attending the training. 
That Monday I arrived at the district hospital and watched the ASHAs – dressed in bright pink – begin to arrive. Lakshmi arrived in a rickshaw with two other ASHAs; they explained that they still weren’t sure if they would be compensated for the training, so they shared a rickshaw to minimize the 80-rupee (approximately $1 USD) transportation cost. 
After some initial zigzagging to different areas of the hospital, we were soon seated in folding chairs in the middle of an unused lobby on the 4th floor. I looked around confused – this area was not appropriate for a training. It was undergoing renovations, paint buckets sat open, and construction dust was everywhere. Regardless of the space, once everyone was settled, the training began. 
The presenter began by saying that the government had given this district a mandate to register all eligible people into the Ayushman Bharat Insurance Program. “This is an insurance program designed to provide up to 5 lakh (500,000 rupees) per family, per year, to assist with medical costs,” she quickly explained. Following the traditional chain of command that Naina had explained earlier, the work had made its way down to the ASHA. As they only had one month to complete this task, the presenter explained that ASHAs were being asked to support this task, as they, “knew everyone in their assigned area.” She continued to justify herself saying that the ASHAs had no set hours, so they could do this in the evenings. 
I glanced over at Lakshmi – she looked disappointed, as it was becoming abundantly clear that this was not the general training she had hoped for. While people struggled to download the Ayushman Bharat mobile application (app) due to poor connectivity, the trainer began rushing through the instructions anyway. She held up her own small phone to a room of over thirty people, quickly explaining how to log in, how to search for a person in their area, and how to complete the registration. After this very brief walkthrough – with many ASHAs still struggling at the first step – we looked at each other in confusion. 
Finally, an ASHA asked the question that was on everyone’s mind, “What’s the financial inventive for this registration?” Someone quickly stood up to assure them that ASHAs would receive 8 rupees per person they enrolled. However, that wasn’t all – we were told that the ASHA who registered the highest number of people across the state would win 1 lakh (100,000 rupees or approximately $1,100 USD). While everyone excitedly giggled – likely thinking about the difference 1 lakh could mean for them and their families – I furrowed my brow, wondering how ethical it was to dangle a sum this size in front of incentive-based workers that typically brought home 2500 rupees a month ($28 USD).
Seema* another ASHA worker – after unsuccessfully convincing other ASHAs to join her – bravely stood up and asked another question. “How are we supposed to do this when we have our other work? What is going to happen to that work?” 
I silently agreed. I had spent the last month with ASHAs, navigating their vast areas – some serving populations as large as 13,000 – and barely making a dent in their regular tasks. While others nodded in agreement, a senior health officer snapped back that they could register people when they had weekly immunization camps, or they could do this at night after completing their other work. Seema sat down defeated; her attempt at resistance foiled in seconds. Senior health officials left soon after, seemingly satisfied that they had checked another task off their list.
This training session demonstrated how ASHAs are constantly burdened with additional responsibilities under the assumption that their flexible schedules and low pay make them consistently available. Despite their existing workload, the expectation that ASHAs would absorb new tasks without adequate support or appropriate compensation was unquestioned. 

Surveillance and Lack of Resistance: Power Dynamics in Health Tasks
Foucault argues that surveillance is a powerful tool that reinforces compliance and power hierarchies. In the case of ASHAs, surveillance ensured that they remained accountable to the health system and limited their ability to resist work. This surveillance was most evident in the ASHAs’ incentive-reporting process. 
Despite the long list of tasks to complete for the day, ASHAs would never forget to stop and take a picture with a tired mother and newborn after a postnatal care visit; or stand next to a heavily pregnant women after taking her for a maternal vaccine. After a long day, I watched an ASHA diligently put the pictures we took that morning into a WhatsApp group. “Are you showing your friends how cute the babies were today?” I asked smiling while sipping my tea. She glanced up and laughed, “No, these are for our incentives.”  She turned her phone so I could see the chat.  “Look – this is the ASHA from another area. She went to check on a baby and she put the picture in the chat. So, she gets her incentive.” 
I leaned closer, scrolling through the group chat. Confused, I asked, “So someone checks each of these before you get each incentive?” She nodded, “The medical officer checks them. The medical officer has a bit of an attitude – she comes almost every week to check our work or test us.” Later that week, I heard more about these ‘tests’. I went to an immunization clinic at a local temple, as several ASHAs had mentioned that they would be there. I had hoped that I would be able to observe their work and, maybe, conduct more interviews. An ASHA I hadn’t met yet looked up at me suspiciously, hesitating as I approached.
“You must be Ananya*,” I said warmly, introducing myself. Before I could say anything more, another ASHA, Anushka* – one I knew well – stepped in. Sensing Ananya’s uneasiness, Anushka turned to her and gently reassured her, “You don’t have to be nervous. Baldeep-Ji is not here to test you. She just wants to understand our work and support us. Her questions are very nice – you don’t have to be afraid.” I was touched by her advocacy, but as I watched Ananya’s shoulders relax, I wondered what kinds of questions she was afraid of?
As we settled in a quiet corner, I started the interview. Ananya answered my initial questions cautiously, but a moment of recognition quickly softened the space between us. She beamed when I mentioned my paternal roots, eagerly telling me that her maternal family came from the same region. We laughed as we tried to quickly assess whether our families may have known each other a generation or two ago, and a new ease settled over us. Taking the chance to understand her initial hesitation, I wove in a question about what had made her nervous before. She sighed, lowering her voice as she leaned in. “Our medical officer,” she said. “She shows up all the time unannounced. During ANC visits, child health checkups, vaccine sessions…she just appears.” I frowned, listening intently. “She stands over us, watching everything,” Ananya continued. “She questions how we write things, barks at us if we forget to ask something, and sometimes, she threatens to dock our pay for missed incentives.” My eyebrows shot up. “Can she do that?!” Ananya shrugged, her expression unreadable. “Who knows?” she said resigned. “Probably not. But we are ASHAs. Anyone can do anything to us.”
Ananya’s words captured the power dynamics that governed ASHAs’ work. From group chat photo submissions to unannounced inspections, omnipresent surveillance kept them in a state of vigilance. Compliance wasn’t enforced through overt coercion but through the normalization of surveillance – a reminder that their work was always being watched, evaluated, and questioned. As Ananya’s resignation suggested, their position at the bottom of the health hierarchy left them without safeguards – “anyone could do anything to them”. The health system benefited from their labor while relying on subtle mechanisms to suppress their agency.

A Researchers’ Naivety about Resistance: But why can’t you just say no?
For three weeks, I walked door-to-door with ASHAs registering people for the Ayushman Bharat insurance program. Although the ASHAs had been provided a targeted list of ‘eligible people’ – individuals who met the income requirements to enroll in this program – the transient nature of urban populations meant that these lists were often outdated. Identifying true eligible populations was a tedious task for ASHAs, one that often resulted in hours of searching and very few enrollments.  
After being berated for not reaching her target numbers, Jaya*, an ASHA, meekly tried to explain to her medical officer that many of the ‘eligible people’ on the lists had moved away – a common urban issue. Rani*, the medical officer, responded with distrust and misplaced frustration saying, “If that’s true, I want you to go to your MC [the local community leader] and have him personally sign a letter saying that those people who are eligible for Ayushman cards based on the original list have shifted away.”  Jaya and I scurried off to the community leaders’ house that warm day – as we walked, she let her frustration pour out. “This is because Rani Ma’am needs something to justify the ‘low numbers’ from this area,” she told me angrily. “And now who has this new task? Me.” 
Thirty minutes later we sat in front of the MC’s grand kothi (mansion) on plastic chairs, hoping for some water. Jaya explained to the MC that she needed a letter saying she had already enrolled all eligible people in this area, and the remaining people who were still listed as ‘eligible’ on her list had moved out of the area. He refused to take her at face value, nor did he agree to provide her with this letter. He instead told Jaya to go to each house and request the current resident to sign a statement confirming that “they were the only tenant,” and “the person on the eligible list does not live in this house anymore”. Only after Jaya came back with signatures from each house would he give her a signed statement for Rani. We stood up – still thirsty – equally disappointed by this new task standing between us and the letter Rani had demanded. 
As soon as we were out of earshot, I said, “Jaya, he can’t just make you do this. He’s not your supervisor.” She was confused. “But how will I say no?” she earnestly asked me, unsure how to resist in such a hierarchical system. Even after we parted ways that afternoon, I struggled to understand her position. While I understood that she was at the lowest position in the health system, why couldn’t she resist in some way? I would regularly ask other ASHAs, “But why can’t you refuse to do this? What would happen if you said that you need to prioritize your maternal and child health work?”  They started patiently, but almost always ended up frustrated that I didn’t just understand. “Baldeep-Ji, they just say ‘this is your duty, so do your duty’. They put it in the group chat, and we have to do it. That’s it.”
I wasn’t satisfied with these responses, so I began to ask the same question to people further up the chain of command (Figure 1). When I asked ANM workers about the Ayushman registration process, the ones I didn’t know as well would brush me off, saying, “This is the work of the ASHAs – ask them,” and walk away. When I asked Varsha*, an ANM worker that I had a very positive relationship with, she acknowledged that it was unfair. “But what can I do, Baldeep? My hands are tied too,” she said almost helplessly. She continued to tell me that the medical officer even tried to have her cancel the immunization session to turn it into an Ayushman registration session instead. Varsha refused. “It’s my job to give people vaccines. How can I not do it?” she asked me. Although she refused to cancel her session, Varsha assured the medical officer that the ASHAs would register people before and after the session. While it was impressive that Varsha stood up to the medical officer, I was disappointed this resistance didn’t extend to ASHAs.
At an Ayushman registration session I waited to ask Deepika*, a Lady Health Visitor, this same question. Deepika sympathized, but said that ‘in her eyes’, this was maternal and child health work. “Getting people on this program will help ASHAs later – it will make her job easier in the long run,” she gently said to me. Her explanation – while not a direct response to my question – resonated with me as a public health researcher, but it made me uneasy as someone who watched the ASHAs struggle daily.
When I met with Prachi*, a district health officer, I asked her if an ASHA was allowed to resist non-maternal and child health work. Prachi – the officer who started the district-level dominos of sending ASHAs the Ayushman request – explained that senior health leaders would need to come together and say to the government, “We refuse to put this work on our ASHAs.” That hadn’t happened yet. Despite being the first person to push this work to ASHAs, Prachi was frustrated by the system, “The work gets pushed onto the ASHAs saying ‘she is from the community’ – but this is wrong,” Prachi told me, her words coming out angrily.  I wanted to ask why she, as a district health officer, didn’t push back when she was approached with these requests by the state government. When I asked if others like her in the health system were similarly pulled into unrelated work, she proudly explained that her and her more senior colleagues had drafted a formal letter stating that these additional tasks were not in the health guidelines, and, as such, they couldn’t support this work. 
When I asked why a letter like this hadn’t been prepared for the ASHAs, Prachi dodged my question, responding, “This doesn’t apply to the ASHAs... they can be brought into any task.” I walked out of her office feeling a bit clearer, yet still somewhat dissatisfied. It seemed that everyone had the option to resist work because the network of ASHAs was always there to catch it for a few rupees. Resistance existed within the system, just not for ASHAs.
My realization underscored just how much the health system strategically benefits from ASHAs’ difficulties with resistance, driven by their limited authority, financial insecurity, and lack of institutional support. As the default workforce for unassigned or undesirable tasks, ASHAs absorbed excess burdens that others refuse. By maintaining this imbalance, the system not only reinforces their disempowerment but also ensures its own uninterrupted functioning.

Coercion Through Financial Incentives
As Foucault argues, power often operates not through overt force but through subtle mechanisms of control (6). In the case of ASHAs, financial incentives function as one such mechanism. ASHAs are often subtly coerced into completing tasks, as they depend on financial incentives to supplement their meager guaranteed honorarium. As ASHAs are at a particularly vulnerable position in the health system, and in constant need of supplementing their modest income, they are forced to accept incentive-based tasks, no matter how small. As those in the health system know this, work is pushed further down the hierarchical chain until it reaches the ASHA – a vulnerable woman who cares deeply about supporting her community, but also about supplementing her income to support her family. While this largely manifests in health-related work, ASHAs are pulled into any type of work that needs manpower. 
When discussing their involvement in non-health work, several ASHAs told me – in painstaking detail – how they desperately chased the promise of 700 rupees (approximately $8 USD) during a recent election.  “They got us all to this election training and told us that we’ll get 700 rupees. We started working with these hopes. They made us go house-to-house to see who was eligible to vote. First, we went to each house – we made nothing. Then we got to the polling location at 5:30am. Any place where people had drunk tea and threw the cup, the ASHAs were the ones going and picking them up. They said because people need masks and sanitizers, this was health-related, so this was our duty. Then after the election they told us you need to get the incentive from the hospital. So, we used our own money and got there – then you know what they said? ‘Your booth level officer (BLO) should give this to you’. Then we went back to ask the BLO, and they said, ‘you need to ask the state government’. Then we tried to go to the senior medical officer, and he said go to the district commissioner officer.  Ma’am, in this effort to get 700, think of how much we spent. Then finally we found out that we were only supposed to be getting 250, but that didn’t even happen. We finally gave up following up on this. They made us go crazy! We got all their votes put in, and they didn’t even give us 1 rupee after that.”
While this was not likely the intention of those in the health system, the ASHAs felt that they had been lured into work with false incentives. They felt forced to do work that didn’t have any direct health connection, just so they would be able to take home extra money. This narrative was consistent across ASHAs, and it dissuaded them from wanting to support the Ayushman registration process. 
This pattern of coercion through financial incentives highlights how the health system exploits ASHAs' financial insecurity to ensure compliance. By keeping them dependent on unreliable incentives, the system maintains control over their labor, making resistance futile through the constant promise of future payments, while continuing to benefit from their efforts.

Ayushman Registration: Coercion through Incentives
I went to meet Puja*, an ASHA worker that I hadn’t seen since the training. Before I could get a question out, Puja – never one to not speak her mind – bluntly said, “These Ayushman cards have really put a lot of problems on us.”  I asked her what she meant. “Where is your notebook?” she asked me. “Write this down. This isn’t some big incentive. We get money from going around, not from this kind of work!” I messily jotted some notes as we walked out of her house to find eligible people to register. 
Puja’s frustration wasn’t just about the task itself – it was about how this task disrupted the work she relied on for higher incentives. Registering people for the Ayushman cards took time away from finding pregnant women, identifying those needing vaccines, and escorting women to deliver babies – tasks that were typically tied to higher incentives. The task-based incentive system means that work that is framed to ASHAs as optional is – in reality – necessary for financial survival. In addition to not being able to pursue higher incentives, Puja also lost money. She had paid out-of-pocket to attend the training session, made multiple trips to get help with the app, and even purchased a notebook to manually track registrants when the app wasn’t connecting. This wasn’t just an inconvenience – it was a system that forced ASHAs to take financial risks in the hope of uncertain rewards.
Later that week, Sheena*, another ASHA, and I spent the day walking through her area, trying to find more people to register. We walked through each alley looking for anyone who she may have missed. She had been on the receiving end of her ANMs’ frustrations, and she was eager not to have that happen again. In addition to berating her for not enrolling enough people for the Ayushman cards, the ANM had further questioned her, asking, “Why have you not made any progress on your survey duty if you can’t find any people in your area for the Ayushman cards?” When Sheena tried to explain that she had been carefully combing through her area trying to assess if anyone was eligible for the Ayushman cards, her ANM snapped back at her, “Well then you should be doing the Ayushman cards during the day, and your survey work at night.” 
The impossibility of the demand was evident, and there was no recognition that ASHAs were already overburdened, stretched thin across competing demands. How could she work around the clock? But this is precisely how discipline functions – through relentless surveillance, imposed norms, and a sense of internalized duty that makes resistance seem futile, Sheena had become a ‘docile body’ in the health system (6). Her ANM’s words weren’t just a reprimand; they were a reminder of her position within a disciplinary system where compliance was expected, and refusal meant financial punishment.
When we returned to the health clinic to complete her paperwork, Sheena quietly voiced her frustration to me. “How can we do all this work? We have our own families, our home responsibilities,” she whispered, careful to not let her ANM overhear. “How are we supposed to work day and night?”
As she filled out her incentive sheet, I noticed it looked much lower than previous months’ sheets I’d seen. When I asked why, she sighed, “Why do you think? Because chasing people to register them for these Ayushman cards has taken up so much of my time.” This wasn’t just frustration – it was economic coercion. While framed as a voluntary effort, the promise of incentives, the fear of reprimand, and the internalized duty to serve the community all worked together to ensure that ASHAs remained governable, disciplined bodies, willing to push themselves beyond their limits with little protest, even when promised payments were never guaranteed.
As I typically benefited from my identity, I thought I could leverage it to share the ASHA’s concerns about additional Ayushman work and payments. When I met with a district officer that I had previously interviewed, I tried to discuss how ASHAs were afraid that they wouldn’t receive their payments at the end of this registration push. This officer had been warm and engaging before, but when I mentioned the concerns over unpaid incentives, they waved me off. “ASHAs just say that – of course we will pay them.” After pushing back slightly to better understand the payment mechanisms, they stood up to leave the room, and told me this was just my ‘outsider mindset’. I realized my probing may have gone too far, and I had become just another ‘academic theorizing about others’ lives’ (42) – no longer a daughter of India, just a nosy outsider with too many questions. If I – someone who held some level of capital with the power of my identity, institutions, and approvals – had my concerns dismissed so easily, what did that mean for ASHAs who didn’t have that? 
Four months after I had returned to the United States, Puja called to catch up. I eagerly answered, excited to hear from her; during the call, she brought up what had transpired with the Ayushman registration since I left. Despite the lofty promises and careful tracking, they had yet to receive the incentives that they were promised. What was originally framed as a short-term push had extended for months. Over the sound of her children playing in the background, she explained, “The seniors say ‘do it, do it’ but they’re not giving the incentive. So, we told them we’re not doing more Ayushman registration until they pay for the old ones. For one month they told us ‘don’t worry it’ll be on your next months’ pay, just enroll people’, so we did. But still it wasn’t given. Maybe next month..”
Actors in the health system didn’t have to explicitly force ASHAs to continue Ayushman registration; economic precarity, hierarchical control, and the internalized expectation to perform did this for them. ASHAs were not just frontline workers; they were docile bodies, produced by a system that extracted their labor while making resistance seem impossible.

Discussion
ASHAs’ labor is shaped by a health system that strategically maintains their compliance through subtle, yet pervasive, mechanisms of control. While prior research has examined CHW labor conditions, surveillance, and financial exploitation separately, this paper illustrates how these elements operate synergistically to suppress resistance and ultimately sustain the health system. My work extends previous analyses by arguing that ASHAs’ disempowerment is not merely a byproduct of health system inefficiencies but a necessary mechanism of governance. By embedding ASHAs within a rigid hierarchy, offering financial incentives that create economic precarity, and enforcing constant surveillance, the system conditions ASHAs into being docile, governable workers. 
While some literature on CHWs and power has focused on how frontline workers exercise discretion in shaping policy implementation, I found that ASHAs in India lack similar discretionary power, as their compliance is enforced through financial precarity, surveillance, and hierarchical control mechanisms. In South Africa, CHWs and facility managers were reported to exercise discretionary power to facilitate and constrain policy implementation (43); similarly, CHWs in Brazil exerted power through informal decision-making and resource allocation in their communities (44). In contrast to these studies, my work suggests that ASHAs were subjects of governance – rather than actors shaping policy or driving social change – positioned at the bottom of the health and pay hierarchy. While ASHAs did attempt to push back against unreasonable demands and low pay, their resistance was systematically shut down through punitive oversight and the fear that their pay would be reduced. Even when I – a researcher with institutional approvals and a common identity – sought to intervene on their behalf, I found that the hierarchical structures of governance left little room for negotiation. By engaging with Foucault’s concept of power and surveillance, my work moves beyond policy adaptation to show how health systems strategically suppress CHW agency, not as an unintended consequence or as poor management decisions, but as an embedded feature of governance to sustain low-cost, flexible labor. 
Downward delegation of tasks, surveillance, and financial instability, work in tandem to suppress an ASHAs’ ability to resist. This not only reinforces their position at the lowest level of the health hierarchy, but it also reveals a structure that relies on their disempowerment to function efficiently. This disempowerment allows the system to continue to offload burdens onto ASHAs, ensuring their quiet acceptance, rather than addressing structural gaps in the health system or redistributing responsibilities. This extends previous work by demonstrating that ASHAs' disempowerment is not only a labor issue (29), but a governance strategy that enables systemic control, while avoiding structural reform.
From the perspective of health workers, this restrictive control appears overwhelmingly negative. They are constantly watched, they are not able to push back without risking money, and they struggle to challenge norms. These subtle mechanisms entrench power disparities, ensuring CHWs remain governable; they are left with little choice but to accept expanding responsibilities without question. However, from the systems’ perspective, this disempowerment serves a functional purpose by ensuring that ASHAs do not disrupt the hierarchical authority of the health system. The very structures that constrain ASHAs also ensure the implementation of state-driven health initiatives – consolidating power at the top while extracting labor at the bottom. 
However, it would be inaccurate to say that ASHAs are passive actors. With the COVID-19 pandemic as a catalyst for change, ASHAs across the country organized, mobilized, and resisted (45,46). Thousands of ASHAs took to the streets, striking for higher wages, demanding protective equipment, and calling for recognition as formal workers. Their protests were loud, visible, persistent, and – in many cases – successful (47,48). However, these protests have been met with government retaliation in the form of police crackdowns, terminations, and threats to individual ASHAs who spoke out (49,50). More recently, over 26,000 ASHAs in one South Indian state have staged a months-long protests outside the state government headquarters, demanding better pay and formal recognition as workers. In response, the government formed a high-level committee to review their demands (51). These moments of defiance have not fundamentally altered the conditions of ASHAs’ labor. Despite some calls that have said ASHAs are delicately and strategically driving policy change (52), the response to ASHAs’ protests has always been one of calculated concessions. A modest increase in incentives there, a promise of improved conditions here; these measures quiet ASHA unrest and media outlets, but do not systematically transform the health system. The core issues remain the same as ASHAs’ work remains incentive-based, their hours undefined, and their responsibilities ever-ballooning.  
By keeping ASHAs compliant, overburdened, and unlikely to resist, the system ensures there is an inexpensive and readily available workforce that can absorb expanding responsibilities without requiring health system adjustments. My findings suggest that this is inherently unsustainable, weakening health systems over time. In the short term, this model appears beneficial; tasks get completed, community health initiatives are implemented, and gaps in the system are quietly filled. Long term, a system that extracts labor, functioning through coercion rather than collaboration is one that risks its own collapse. The reliance on overburdened, underpaid CHWs creates mistrust, disempowering the workforce while also compromising health delivery. 
The consequences of this disempowerment are not just structural; they are deeply personal. This became clear to me during a moment with an ASHA who, with genuine curiosity, questioned my own investment in their struggle. She turned to me as we walked and asked, "Tenu ASHA di jinta ini kyu ah?" – why was I so concerned about the ASHAs? There was no hostility in her voice, just genuine confusion about why I was still there, asking questions, listening intently, trying to understand her experiences. I hesitated before responding – thrown off by her direct question. As I searched for an academic response, I decided to be honest. I told her that, at my core, I am driven by the pursuit of what is right; I felt that the way ASHAs were being used to prop up the entire system, without any real means to push back, was deeply unjust. She smiled, nodded, and we kept walking. A year later, her question still lingers in my mind.
The truth is, this is bigger than ASHAs. Their struggles – high workload, invisibility in a system, and financial vulnerability – are not just about their profession or country. This is about how power operates, and about who is heard, valued, and recognized in a health system. ASHAs are one piece of a much larger story – one that extends across borders, across different health worker cadres, and across the politics of care. The mechanisms that disempower ASHAs – surveillance, financial coercion, and the suppression of resistance – are not unique to India. Health systems benefit from disempowerment, making many within the system resistant to change – especially when inequities are normalized, and the status quo appears to function smoothly. By failing to see these mechanisms as interconnected, policymakers risk implementing piecemeal reforms, rather than the structural changes necessary to ensure CHWs have true agency and security within the health system.
While caste and gender undoubtedly shape ASHAs’ experiences, this analysis deliberately resists framing their disempowerment solely through these perspectives. Too often, structural critiques are collapsed into identity-based explanations, which masks the systemic issues of governance, labor extraction, and institutional neglect that cut across caste and gender lines. When scholars and policymakers focus only on the most visible inequities, they risk mistaking symptoms for root causes.
The disempowerment of CHWs is not a singular issue, nor is it incidental – it is embedded in the global structures that sustain health systems. The fragmented way in which CHW labor, surveillance, and hierarchy are studied across low-and-middle-income countries has significant consequences – not only for research but for policy responses. Researchers, policymakers, and global health actors must shift their focus from addressing surface-level inequities like gender and caste, to interrogating how power operates across all levels of the system. We must ask questions about who is heard, who is overlooked, and whose exploitation is quietly normalized in the name of efficiency. By failing to see these mechanisms as interconnected, policymakers risk implementing piecemeal reforms, rather than necessary structural changes. Without this broader perspective, our work risks reinforcing the very structures we seek to challenge.
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