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2005, has comg}!a‘ted

The Mational Rural Health Mission {(NRHM) launched n the yazr
seven yea's‘ of imp[ementatlon and is now commencing its second phase. The ASHA
programme was introduced as a key component of the comimunily nrocesses intervention.
Ovar the seven year period, the ASHA programme has emerged as fne largest communiiy
healih worker programme in the world, and is considered a criticai contributor to enabling
peopie’s participation in health.

Guidelines for implementation of the ASHA programme were issued by the Ministiy of
Health and Fam ity Welfare f'v?oHFW) in 2006. The ariginal guitealines were supplemant nff
oy swelai orders issued by the MOHFW . to” comimunicate wolicy modifications o ihe
siates., The programme hasr‘e'\f,olved subsiantially in the psast seven vears. In vhe
_n("l’RE}f s0 far, there is. a better understanding 'of the pr'c-;s’r:a;ﬁrne through teafnng
3 aw the expf‘nences of the nnplementers and. various sfakeholders, assessmenls. and
gvatualions. This necessitates tha! existing guidelines for the orogramme be revised
The revised guidelines build on the originai guide!%hes and various onders issued in the period
2006-2012. : : S

' M Soction - I: Roles and Responsibilities of an ASHA

The roles and responsibilities of an ASHA inciude the functions of a heaithcare facilitator, a service
provider and a health activist. Broadly her functions involve providing preventive, promotive
and basic.curative care’ in a role complementalry to other health functionaries; educating and
mobilizing communities particularly those belonging to marginalized communities, for adopting
behaviours related to better health and create awareness on social determinants, enhancing better
utilization of health servites; participation in health campaigns and enabling people to ctaim health
entitlements.. ‘

Her roles and responsibilities would be as follows:

P ASHA will ,takefsteps"to create awareness and provide information to the community on

determinants of health such as nutrition, basic sanitation and hygienic practices, healthy

living and working conditions, information on existing health services and the need for timely
use of health services. -

b She will counsel women and families on birth preparedness, importance of safe delivery,
breastfeeding and complementary feeding, immunization, contraception and. prevention of
common infections including Reproductive Tract Infection/Sexually Transmitted Infection
{RTls/STls) and care of the young child.




¥ ASHA will mobilize the community and facilitate people’s access to health and health related
services available at the village/sub-centre/primary health centres, such as !mmunization,
Ante Nata! Chec -up {ANC), Post Natal Check-up {PNC), ICDS, sanitation and other services
being provided by the government.

> She will work with the Village Health, Sanitation and Nutrition Committee to develop a
comprehensive village health plan, and promote convergent action by the committee on
socia! determinants of health. In support with VHSNC, ASHAs will assist and mobilize the
community for action against gender based violence,

#  She will arrange escort/accompany pregnant women & children requiring treatment/
admission to the nearest pre- identified health facility i.e. Primary Health Centre/Community
Health Centre/First Referral Unit {PHC/CHC/FRU).

b ASHA will provide communfty level curative care for minor ailments such as diarrhoea,
fevers, care for the normal and sick newborn, childhood itlnesses and first aid. She will
be a provider of Directly Observed Treatment Short-course (DOTS) under Revised National
tuberculosis Control Programme. She will also act as a depot hoider for essential health
products appropriate to local community needs. A Drug Kit will be provided to each ASHA.
Contents of the kit will be based on the recommendations of the expert/technica!l advisory
group set up by the Government of lndla These will be updated from time to time, States can
add to the list as appropriate.

-

The ASHA's role as a care provider can be enhanced based on state needs. States can explore
the possibility of graded training to the ASHA to provide palliative care, screening for non-

communicable diseases, childhood disability, mental health, geriatric carg and others.
: . ; Y
¥ The ASHAwill provide information on about the births and deaths in her vill lage and any unusual
- health problems/disease outbreaks in the community to the Sub- Centres/anary Health

Centre. She will promote constructlon of household toilets under Total Samtahon Campaign.

The ASHA will fulfilt her role through fzve act[w’ues

r

1. Home Visits: For up to two hours every day, for at least four or ﬂve days~a week, the ASHA
should visit the families living in her allotted arez, with first p"ﬁn'” being accorded to
"ﬂarglnahzed famiiies. Home visits are intended for health promotion and preventive care.
They are important not only for the services that ASHA provides for reproduct:ve maternal,
newborn and child health interventions, but also for non- communicable diseases, disapility,
and mental heaith. The ASHA should pricritize homes where there is a pregnant woman,
newhorn, child below two years of age, or @ malnourished child. Home visits to these
households shouid take place at least cnce in a month. Where there is a new born in the
house, a series of six visits or more becomes essential.

2. Attending the Village Health and Nutrition Day {VHND): The ASHA should promote attendance
at the monthly Village Heal!th and Nutrition Day by those who need Aganwadi or Auxiliary
Nurse Midwife (ANM) services and help with counselling, health education and access to
services.

3. Visits to the health facility: This usually involves accompanying a pregnant woman, sick child,
or some member of the community needing facility based care. The ASHA is expected to
attend the monthly review meeting held at the PHC.

4. Holding village level meeting: As a member or member secretary of the Village Health,
Sanitation and Nutrition Committee (VHSNC), the ASHA is expected to help convene the
monthly meeting of the VHSNC and provide leadership and guidance to its functioning.
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These meetings are supplemented with additional habitation level meetings if necessary, for
providing heaith education to the community.

5. Maintain records: Maintaining records which help her in organizing her work and help her to
plan better for the health of the pecple. '

The first three activities relate to facilitation or provision of healthcare, the fourth is mobilizationai
and fifth is supportive of oiher roles.

Selection of ASHAs is near complation in all states according to the norms laid during the first phase
of NRHM. For the sustainability of programme, there is a need to plan for atleast 5% turnover and
fresh selection every year. States need to engage more ASHAS 10 meet the deficit due to rise in rural
populaticn {as per 2011 Census). '

The geheral norm will continue to be 'One ASHA per 1000 population’. When the population exceeds
one thousand, ancther ASHA can be engaged.

Where ihere is more than one ASHA in a village, each ASHA needs to be allocated a set of
households so that no households, particularly those in the periphery and outlying hamlets are
missed.

In tribal, hilly and desert areas, the norm can be relaxed 1o one ASHA per nabitation, depending on
the workload, geographic dispersion, and difficult terrain,

In urban habitations with a population of 50,000 or less, ASHAs will be selected as in rural areas. The
urban health mission is expected to extend the ASHA program to all urban‘areaé,

¥ ASHA must be a woman resident of the village - preferably ‘Married/Widow/Divorced/
Separated’ and preferably in the age group of 25 t0 45 years.

b ASHA should havé effective communicafion'skiils, leadership gualities and be able to reach
out o the community.

i She should be a literate woman with formal education upto Ei'ghtrh Class.

}  She should have family and social support to enable her 1o find the time to carry out her
tasks.

-

The educational and age criteria can be relaxed if no suitable woman with this qualification
is available in the area.

b Adequate representation from disadvantaged population groups should be ensured 1o serve
such groups better.

The District Health Society is expected to oversee the process. The Society should designate a District
Nodal Officer who belongs to the regular cadre to oversee the process of selection in the entire
district. She/He will be supported by the District Community Mobilizer (DCM).




At the block level, the Society should designate a Block Nodal Officers, who belongs to the regular
cadre, such as the Block Medical Officer or Block Extension Educator (BEE). The Bock nodal officer
will be supported by the Block Community Mobhilizers {BCM) and ASHA facilitator in the selection
process. The BCM and ASHA facilitators will work closely with the community in selecting the
ASHA. '

The ASHA Facilitators should be oriented to the selection process as part of their training in the
Handbook for ASHA Facilitator. Training the BCM and facilitator is the responsibility of the state
ASHA and Community Processes Resource Centre (CPRC).

The facilitators are required to raise awareness in the community about the roies and
responsibilities of the ASHA and the criteria on which she is to be selected. This is deone
throtgh community interaction in the form of meetings. Focus Group Discussions (FGDs) and
mobilizationai events such as Kala Jathas. These processes enthuse women to apply to become
ASHA.

The trained facilitator will organize meeting of the households for which an ASHA is to be selected.
In order 1o organize the meetings, the facilitators should engage actively with representatives
of the Panchayat Raj Institutions (PRl), women’'s Self-Help groups, other Community based
groups, and local Civil Society Institutions. In the meeting the facilitator will explain the roles
and responsibilities of the ASHA and ask the communily 1o select their ASHA from amongst the
women interested in taking up this role. This interaction should result in short listing of at teast
three names from each village.

ideally, a meeting of the Gram Sabha should be convened to select one of the three shortlisted
names. The minutes of the approval process in Gram Sabha shall be recorded. The name will be
forwarded by the Gram Panchayat to the Block and Nodal Officer for the record.

State Governmenis may modify the guidelines and the details of the selection process, based on
their context except that no change may be made in the basic criteria of ASHA being a woman
volunteer, with minimum education up to Vill class, (enly to be relaxed in selected areas where
no such candidate is available) and that she would be a resident of the village. in case any of
the selection guidelines or process is modified, these should be widely disseminated in local
languages. '

An ASHA database/register will be maintained at Block, District and State levels. The function of the
registeris to maintain updated information on the ASHA, population coverage, households allocated,
training inputs received, and performance, data on drop-outs and new appointments. Formats for the
register at each level are at Annexure - . This should be updated as specified.

Database registers will be maintained at block and district levels by the nodal officers, updated as
and when required. On an annual basis the data will be consolidated and sent to the state as an
aggregate number as specified in the Annexure [ This would help in maintaining a comprehensive
record of all the ASHAs working in the district as weli as drop outs from the programme. The register
will also record the number of areas without an ASHA,

ASHA is to be considered as drop out if:
b She has submitted a letter of resignation to the VHSNC and her facititater OR

b She has not attended the three consecutive VHNDs AND not given reasons for the same OR

RN P ROGESSES




¥ She has not been active in most of the activities AND Block Community Mobilizer/Coordinator
visited the village of the ASHA and ascertained through discussions with all VHSNG members
that she is indeed not active,

If there is a genuine problem, she should be supported until it is overcome through the VHSNC or
village SHG. If the problem persists and the community also agrees that ASHA should not continue,
a signed letter stating this should be obtained from her and appreved by Block Community Mebilizer
after due validation from Gram Sabha/Panchayat. In case of her contesting her removal, it should be
referred to the district community mobilizer or other person appointed by the secretary of the district
nealth society who would listen to her views, record them and then take a final view. Il is desirable in
case of all ‘dropouts’ whatever the reason, 1o conduct and document an exit interview.

Vacancies howsoever they arise, should be filled in by the same selection process as laid down by
state government, based on these guidelines.

Bt ot o g BV o g oy erom pmom g a5 ol A ke e m e o
BN E Ogl’“&ﬂ"ﬂ'?”ie ﬁﬂv}.}aﬂdgt:ﬂte&?z A mipnartives
I PO S S R e L s e o
Mechanisms for ASHA Prosramme

The ASHA programme should have a strong network of supportive structures waven around it, to
facilitate her work and make her more effective as a community health worker (Chart 1), Details
of the support structure have been included in Part-C of this book - as ‘Guidelines for setting up
Community Processes Support Structure’.

T

i NRHM Division,lDepaflment of Health and Family Welfare, Ministry of Health & Family Welfare (MOHFW), supported
by Civil Society Organizations in the Mational ASHA Mentoring Group & National Heaith Systems Resource Centre
(NHSRC} as Technical Support ’

1 . '
State ASHA Nodal Officer/Management Team within State Programme Managemenl Unit, supported by Civil Society
Organizations in the form of State Mentering Group for ASHA and Community Processes, State ASHA and Community
Processes Resource Centre and the State Trainers Team

i Uistrict Coordination Commitiee | | S

i ! e

for ASHA and Community : i . '
X T : . . H
i Processes covened by DHS, District : Block Community Mobilizer/ Aszﬁpziﬂlg?giiﬁap; lisel?iyAs
- .ASHA and Community Processes .+ Coordinators supported by Block i
o o ) . ANM; AWW and VHSNC, Block
Team comprising of OCM and Data | | Medical Health Officer/BPMU and ; o
- o Community Mobilizers and PHG-
or Accounts assistants. Supported . : all ASHA Facilitators . Medical Officer in Charge
by DPMU or OHS, District Trainig ‘ C o

Agencies and ASHA trainers Team K
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