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ABSTRACT 
Accredited Social Health Activists (ASHAs) are the essential link 
to healthy communities for Indian households. We present 
insights and findings of two focus group studies conducted with 
16 ASHAs and 8 ASHA trainers across two health centers in 
Assam, India. We conducted two focus group studies to 
investigate challenges and opportunity areas in current health 
worker training ecosystem. Our objective was to identify insights 
that formulate design directions in order to develop technology 
solutions to train ASHAs effectively. We found challenges of 
poor training schedules, outdated information, inadequate 
contextual knowledge and field-based challenges, poor 
accessibility, and portability of the training material and low-
confidence in communicating sensitive health information. We 
propose the need for technology intervention that supports 
practice-based learning, methods of role-playing and use of 
cultural songs and dance to increase engagement. We also 
propose the use of peer learning and sharing among ASHAs to 
increase adoption and acceptance. 
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1 INTRODUCTION 
Community Health Workers (CHWs), especially Accredited 
Social Health Activists (ASHAs) provide wellbeing and health 

care to Indian households by identifying their problems, 
attending to their needs and solving their healthcare problems 
[9]. They act as a primary tool against the menace of child 
malnourishment, infant mortality and lack of child education and 
in curbing preventable diseases in a local community [15]. 
Despite being an essential link to quality health care, they are 
often ignored – especially with efficient and effective health care 
training and education [2]. This leads to critical community 
health challenges, especially in resource-scarce regions. Thus, 
there is a need to train ASHAs through adoption and diffusion of 
best practices, which would result in increased numbers of 
skilled health workers and in turn healthy communities.  

Information Communication Technologies (ICTs), especially 
mobile phones have increased accessibility in remote regions and 
provided with better opportunities for digital solutions [8, 17]. 
They possess benefits of easy outreach and information access, 
repetitive learning [10], easy and cost-effective sharing [9], 
multimedia usage and ability to communicate culturally sensitive 
information [13]. Hence, it presents a potential alternative in 
training ASHAs effectively. However, as acknowledged before by 
[1, 4], it is important to understand new users, cultures and usage 
contexts in order to design solutions that demonstrate higher 
engagement, acceptance, and adoption, especially when designed 
for resource-constrained regions. In this paper, we present 
insights and findings of our study to learn about challenges and 
opportunity areas in current health worker training ecosystem in 
Assam in India. We present various approaches for future 
designers to consider them while designing technology-based 
solutions for effectively training ASHAs. 

2 ABOUT ASHAS, ROLES AND 
RESPONSIBILITIES AND TRAINING 

ASHAs are primarily women chosen by the community and 
trained to act as health educators and promoters. They act as a 
primary tool against the menace of child malnourishment, infant 
mortality and promote uptake of skilled birth attendance in 
collaboration with Auxiliary Nurse Midwives (ANMs) [11, 12]. 
They bridge the gap between communities and health 
facilitators, create awareness on government health services and 
mobilize the community towards their utilization. 

Each ASHA covers a population of 1000 community members 
and receive performance-based compensation for facilitating 
immunization and referral services [9]. To effectively assist in 
community health services, the national guidelines stipulate that 
ASHAs receive 23 days of training in the first year and 12 days of 
training every subsequent year thereafter [16]. The aim is to 
impart knowledge, skills, and attitudes required for an ASHA to 
effectively perform their roles and responsibilities.  
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3 RELATED WORK 

3.1 Prior Studies on Challenges in Current 
Training Methods 

Providing requisite skills to ASHAs is still a challenge. Prior 
studies in investigating challenges in current training ecosystem 
indicate the absence of regular refresher training [21], over-
emphasis on their ‘incentive-based’ rather than ‘activist’ role, 
limited availability of training aide and materials [5,11] and the 
lack of skilled trainers and insufficient funds [6]. This is further 
amplified by challenges such as ineffective and non-engaging 
training methods [13] and outdated health information [7]. 
Although these prior studies have investigated challenges faced 
in current training methods, they present general findings 
indicated for administrative bodies to reflect to take appropriate 
initiatives. However, they do not present findings that support 
future designers and developers to design technology-based 
intervention for increased adoption and acceptance.  

3.1 Prior Studies on Effort of Using Technology 
to educate ASHAs 

Penetration of ICT tools has increased accessibility in remote 
regions and provides better opportunities for digital services [8]. 
A study by Yadav [21] explored a mobile-based distance learning 
training platform for ASHAs that allows the trainers and ASHAs 
to connect through a conference call and host real-time learning 
and interaction via a smartphone application. Another work by 
Zurawski et al., [25] used video-conferencing technology 
between doctors, trainers and CHWs to augment in-person 
training for skill development in Mexico. This interaction 
between doctors, trainers and CHWs proposed beneficial 
changes in confidence, knowledge, and attitude. In another 
study, Ramachandran et al., [15] created a series of 7 video 
modules and testimonials to motivate and educate rural ASHAs 
in Karnataka, India. Key influencers of the community enacted in 
the education modules and testimonials to motivate local health 
workers. Another notable ICT enabled dedicated health 
education and learning system is Healthline [19]. It is a speech 
input based service that provides easy access to health 
information by conversing in the local language to an automated 
dialogic system. The results suggest an increase of health 
information knowledge among CHWs. Another study, 
“CommCare” [14] suggested increased credibility and 
engagement in CHWs and clients during counseling sessions 
with the inclusion of localized multimedia. The key features of 
the system that made it appealing and useful were the perception 
of the information, which came from an expert or doctor and 
increased acceptance [14]. Similarly, Chetna [18] used familiar 
and culturally acceptable personas and environment to design a 
body-gesture enabled TV based audio-visual information 
modules to educate about maternal healthcare in rural India. 
They targeted rural mothers and designed educational modules 
on antenatal care. Bajpai et al., [3] designed a system that used 
local radio channels through passive audio messages in order to 
provide training as well as health information about the child 
and maternal health, immunization, family planning etc. 
Subsequent research by Molapo et al., [12] showed the 
effectiveness of deporting training content to low literate 
populations in non-textual and locally relevant formats and also 
designed a feedback-integrated platform. This system allows 

trainers to record descriptive voice over images and videos which 
are formatted to play on mobile phones. 

4 THE OBJECTIVE 
While the use of technology tools for training health workers 
have been deployed in a variety of settings, sufficient research 
has not been conducted to understand the context of use, what 
characteristics a solution should have and influential factors for 
the users to achieve optimal effect. The objective of this study is 
to identify the challenges faced in the training of ASHAs and 
opportunity areas that formulate directions to design technology 
solutions i.e. what challenges should technology solutions solve? 
What is the context appropriate technology platform? What are 
suitable methods of information dissemination? Which factors 
affect the adoption and acceptance of technology solution? We 
studied health worker training ecosystem including problems in 
current training methods and curriculum, challenges of 
information delivery in the local community, information needs 
and exchanges, technology usage and literacy among ASHAs, use 
of media and ICT during training sessions, and factors affecting 
adoption and acceptance of technology solutions. 

5 METHODOLOGY  
We conducted two focus group studies with 8 ASHA trainers and 
16 ASHAs at two local training centers of Rangiya and 
Amingaon in Assam in India. Further, the focus group study with 
ASHAs was conducted in two stages. Ethical community 
approval was taken before conducting the study. Among the 
ASHA members, 6 participants were under 5th grade whereas 10 
had completed 8th grade. The trainers had completed their 
education up to graduate level and had an experience of training 
ASHAs for over 10 years. The ASHAs presented 2-10 years of 
experience as health workers and exhibited a strong 
understanding of contextual realities. The duration of both the 
studies was for 1 hour 30 minutes approximately. Challenges in 
current training curriculum, methods of information 
dissemination, likes and dislikes of training sessions, technology 
usage and understanding, use of media and ICT in training 
ASHAs, and the field realities were discussed during the focus 
group studies. Each topic was given 15-20 minutes for 
discussions. We presented one-by-one discussion topic during 
the focus groups. In some cases, we asked the participants to 
enact the shared information, e.g. when discussing the practice-
based method of training, we asked the participants to enact the 
activities they perform during these sessions. The session was 
moderated by a female researcher and in local Assamese 
language. We took written notes and video documented the 
focus group. We also collected information through handwritten 
notes. Prior consent was taken before collecting the data. We 
translated the collected data in English and analyzed using 
affinity analysis to break it down in user statements, observation, 
insights and problems. Further, we built a bottom-up affinity 
analysis to discover patterns and higher-level insights. 

6 FINDINGS OF USER STUDY  
In this section, we present the insights and findings identified 
during the focus group study. 
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6.1 Poor Training Schedules and Information 
Gaps 

ASHAs receive 23 days of training yearly and 12 days of training 
every subsequent year. However, in practice, the amount of 
training received by ASHAs varied and in some cases only 5 days 
training was imparted. It also had a time gap of 10-16 months 
between ASHAs’ induction and formal training due to a variety 
of reasons including insufficient funds, unavailability of trainers 
and large distances of training centers. However, due to lack of 
health personals, new ASHAs are bound to perform field visits. 
Hence, often erroneous information is exchanged in the 
community. For example, one ASHA mentioned that “I measured 
and reported the wrong temperature of a newborn as I didn’t know 
the method of correct temperature measurement”. ASHAs also 
applied the knowledge gained through their personal experiences. 
For example, one ASHA stated that “I communicated the same 
food habits to mothers which I followed during my pregnancy”. 
Moreover, the training contents are limited to government 
manuals, which omit contextual learning and field challenges. 
They are often experienced during field visits and take 3-5 years 
to learn. Moreover, the lack of refresher training misses out on 
updated healthcare practices, new government initiatives, 
advance healthcare technologies, and support systems. Overall, 
the poor and inadequate training results in poor and outdated 
knowledge and skill set acquisition, contextual understanding 
and field challenges. 

6.2 Poor Accessibility and Portability of 
Training Material 

The existing training material is in the form of 8 printed books 
and several posters in a text-based format. We found that these 
books are seldom accessible due to inadequate copies and 
outdated due to fund shortage to update the existing training 
materials. Moreover, due to large volumes, the ASHAs found it 
difficult to carry them during the field visits. One ASHA stated 
that “Training materials are rarely taken or referred on the field as 
it is bulky and require a lot of reading. When I need any 
(information) referral, I contact a senior member”. Overall, we 
observed that poor accessibility and portability of training 
materials limit its usage and reference to training sessions. They 
were rarely used and referred during the field visits.   

6.3 Communicating Sensitive Health 
Information 

We found shyness and low-confidence among ASHAs to 
communicate information on sexual wellness, HIV and family 
planning. This is due to no training in developing interpersonal 
communication skills to communicate this information. The 
problem was amplified among newly inducted ASHAs as they 
get obtrusively more silent in the presence of a male member and 
are appalled by the difficulties of convincing mothers-in-law. 
One ASHA stated that “New members (ASHAs) find difficult to 
communicate to husbands for matters related to family planning & 
sexual wellness during pregnancy and comprehend with a pregnant 
woman.” Similarly, one trainer also reported that “ASHAs face 
problems in conservative households where families are shy to 
discuss sensitive topics and often ignorant due to age-old traditional 
practices related to adolescence, sexual wellness and family 
planning.” 

6.4 Active Peer Learning Among ASHAs 
Similar to [20], we observed a positive influence of senior 
members in educating new ASHAs. The learning among newly 
inducted ASHAs is through information exchange with senior 
and experienced members. One junior ASHA remarked, 
“Accompanying an older ASHA with higher experience gives 
insights on handling field challenges. During critical situations, 
talking to senior members solve doubts immediately.” We also 
observed peer discussions an important source to acquire new 
knowledge and skillsets. One ASHA suggested, “Discussing field-
based work practices during monthly meetings help us to prepare 
ourselves for unseen and critical field situations.” However, the 
monthly meetings and gatherings among ASHAs are rare, hence 
peer learning and sharing opportunities are limited. 

6.5 Practice-based Learning 
Participants mentioned that few training centers use practice-
based learning during training sessions. For example, learning 
about ideal breastfeeding methods through breastfeeding a doll 
or learning to wash hands effectively by rubbing the palms in a 
specific manner. Practice-Based learning also increased attention 
and boosted confidence. One ASHA stated that “Performing 
activities by ourselves help us remember for long (duration) and 
help us communicate better”. The feeling is amplified with 
intermediate questions asked by trainers during the training 
sessions. One trainer mentioned that “Questions increase alertness 
as we ask questions to any ASHA during the sessions, especially 
who are sitting far or pay less attention”. Although practice-based 
learning and hands-on exercises provide greater learning, it is 
difficult to involve each ASHA due to a large number of ASHAs 
attending the training sessions.  

6.6 Role-Playing and Cultural Songs and 
Drama  

Role-playing method increased engagement among ASHAs. 
Here, two trainers act like a couple conversing about family 
planning. They pretend unaware of family planning so that the 
ASHAs watching can assist the couple. They involve the rest in 
asking questions or predicting the next course of actions. This 
allowed trainers the opportunity to engage with ASHAs while 
still leading the class and ensuring the instructional goals are 
met. Similarly, sessions involving the use of cultural songs and 
drama were also found engaging. These sessions usually combine 
acting, singing, dancing and music, dialogue narration or 
recitation. ASHAs perform on issues such as sex-education, 
menstrual hygiene, and maternal and post-natal care. The 
rhythmic movements, clapping, dance steps and gestures of their 
traditional folk dance often express a sentiment and increase 
engagement. These practices often elicit positive behavior but are 
not always executed due to time constraints. As stated by one 
ASHA trainer, “Drama and role play engages new ASHAs. 
Enacting certain social issues and looking for solutions around it 
also encourages their active participation. Although this is not 
practiced in each training centers, they have been successful 
wherever it is introduced.” 

6.7 Technology Usage and Literacy 
We found that technology usage was limited to mobile phones, 
largely feature phones. Despite limited smartphone usage, they 
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were all exposed to smartphones due to its usage among family 
members. Husbands and children were found using smartphones 
at each ASHA’s home. We observed a trend in smartphone 
adoption among young members, especially between 18-35 years 
old. Those who used a smartphone, used it for calling and 
participating/commenting in WhatsApp groups. They also 
shared videos, poems and text messages, which were often 
forwarded from other groups. They were also found comfortable 
view videos and performing basic functions such as play, pause 
and forward. The primary mode of communication was the local 
Assamese language.  

6.8 Use of ICT Tools in Training 
We found the use of ICT for the training of ASHAs at few 
training centers which has adequate ICT infrastructure. They 
project audio-visual materials in form of videos and images to 
explain various healthcare services and its significance. The use 
of the audio-visual material was found helpful to clarify the 
health care concepts and memorize them easily. One ASHA 
stated that “We like it as the contents are presented through visual. 
We like watching serials on television and it is fun to use a similar 
platform during the training as well.” Despite showcasing positive 
responses, the use of ICT was found limited due to inadequate 
ICT infrastructure in the majority of training centers. This is 
further amplified by its inability to provide individual attention 
and feedback to ASHAs as most training centers have more than 
30 ASHAs training together. As one ASHA mentioned, 
“…Sometimes the trainers make use of projectors but some of us who 
sit at the end of the classroom have less opportunity to participate 
and are often ignored”.  

7 DESIGN DIRECTIONS   
We believe that new technology interventions should not limit 
the scope to theoretical education but improve health-specific 
skillsets (e.g. measuring newborn’s weight, temperature, 
breastfeeding positions etc.), impart field-based and context-
specific learning and educate on interpersonal communication 
skills. The interpersonal communication skills should mainly be 
targeted to impart sensitive health information to all family 
members, especially the male members.  

Mobile phones present an appropriate technology platform to 
support the above-mentioned scope. Despite having limited 
usage among ASHAs in the current state, a trend in increased 
adoption among younger members and multimedia capability 
[13] present a better future use case. This will increase 
accessibility and portability of training contents and provide 
personalized audio-visual material which may result in increased 
on-field referral of training material. Moreover, it can also be 
used as a third person to communicate sensitive health 
information as indicated in [13]. The training material must be 
designed in the local language with increased visual references 
for quick and easy referring. Moreover, easy and quick access to 
important health symptoms and immediate measures will enable 
ASHAs to take timely decisions. They include identification of 
malnutrition child based on the weight and years, mild or severe 
diarrhea or dysentery, calculation of expected delivery date based 
on last menstrual period etc.  

The technology intervention should support knowledge and 
skill set acquisition through hands-on exercises, use of role-
playing, cultural songs and dances to increase learnability among 

ASHAs. The hands-on exercises will increase confidence to 
demonstrate them to mothers and family members. The tunes of 
cultural songs with modified lyrics on healthcare should also be 
explored to increase engagement and learnability among the 
users. Additionally, features that support peer learning and 
knowledge sharing on a regular basis among ASHAs and ASHA 
trainers can become a game-changer as it adapts to current 
learning patterns in the region.  

8 CONCLUSION 
In this paper, we conducted two focus group studies to 
investigate the challenges and present the findings in improving 
ASHA training ecosystem in Assam in India. The focus group 
studies were conducted with ASHAs and ASHA trainers. Our 
findings consolidated the issues of delayed induction and 
refresher training, poor accessibility and portability of training 
materials, lack of area-specific information, field-based 
challenges and difficulty in communicating about sexual 
wellness and family planning. We propose directions for 
designers and developers to design technology-based solutions 
that use smartphones and include contextual knowledge and 
learning of field-based challenges help overcome the current 
bottlenecks. We present the need to incorporate practice-based 
learning and hands-on exercises to increase learnability. 
Moreover, we propose the use of local language, audio-visual 
material, role-play method, use of cultural songs and ability to 
learn through peer learning and sharing as influential factors to 
increase adoption, acceptance, and engagement among the 
ASHAs.  
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