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Aim: To explore the Quality of life among the community health workers and its association with the socio-
demographic variables.
Subject and methods: A cross-sectional study was conducted among 739 Community Health Workers (CHWSs),

gfgsAs where a multistage random sampling technique was used and three districts were selected based on the pro-
PHCOSs portion of Accredited Social Health Activist (ASHA) in the districts of Karnataka. “WHOQOL-BREF” was used

along with a Sociodemographic profile to determine the Quality of Life (QoL) among the CHWs. Multivariate
regression models, T-test and ANOVA tests were used for the analysis.

Results: The overall Quality of life mean + SD was 3.4 + 0.95. Domain-wise social relationship was found to be
highest with a mean + SD of 66.5 + 21.7 and Environmental domain was found to be the least with a mean + SD
of 48.6 + 16.6. The Multivariate regression models reveal that education up to primary level, an individual
income of INR 5000 and more, and family income of INR 15000 to 40000 contribute to the higher score, whereas
total family members of 5-8, age 25 to 44, and education of secondary schooling, PUC/diploma contribute to the
lower scores of QoL.

Conclusion: The results of the study showed that CHWs had neither good nor bad quality of life. And there is a
need to improve physical and environmental factors such as job satisfaction, population coverage, better income,
physical safety, good working environment, better transportation facilities which can improve the QoL among

CHWs.

1. Introduction

Health holds paramount importance in people’s lives and constitutes
a key element of the United Nations’ global sustainable development
agenda. The World Health Organization (WHO) acknowledges that a
robust health workforce is imperative for well-being. Developing na-
tions such as India grapple with insufficient health personnel, hindering
the delivery of primary health services.' In 2005, India launched the
National Rural Health Mission (NRHM), which emphasized Community
Health Workers (CHWs) as integral to health system enhancement and
as the initial contact point, particularly for women and children.”

Harnessing the potential of CHWs is vital for advancing Universal
Health Coverage (UHC) and achieving the Sustainable Development
Goals (SDGs) under “Good Health and Well-Being".* CHWs are crucial to
the Indian Public Health System, however due to excessive workloads
and various community and systemic challenges less effective service
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delivery. These factors contribute to Compassion Fatigue (CF), which
significantly impacts their physical and mental health.® Globally,
research has documented the job stress experienced by community
health professionals.®

Research indicates that due to overload of work by multiple de-
partments, CHWs health is adversely affected.” The shortage of
manpower and the resulting need for broader population coverage
further exacerbate their workload.® Limited transportation options add
to CHW s’ difficulties, as they spend substantial time commuting to serve
communities.” Introduction of new programs and tasks significantly add
to their work burden and stress.'®® Maintaining numerous records is
another challenge, often at the expense of personal and family
time.®!!"1> CHWs’ employment within the government yet being part of
the unorganized sector fuels discontent.'* Challenges related to tasks
like sputum collection include fear, lack of protective gear, and resis-
tance from the community. Furthermore, transportation of sputum to
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Primary Health Centre (PHC) was considered as an additional burden
due to lack of transportation.15 Gender, cultural, and religious biases
restrict CHWs’ participation and decision-making.'® Coordination and
support between departments pose additional challenges.'?

Studies® indicate that Quality of Life (QoL) of CHWs is affected by
several factors including overload of work and associated stress, which
often lead to burnout and reduced job satisfaction. Economic related
factor were CHWs frequently receives compensation that does not align
with the heavy workload, thereby exacerbating financial stress and
adversely affecting their QoL.! Additionally, physical health and envi-
ronment conditions, often characterized by inadequate healthcare
infrastructure and unsafe transportation, pose significant risks and affect
their psychological health.® The social support and community re-
lationships CHWs experience also influence their psychological health,
where societal stigma and lack of respect contribute to social isolation.®
Furthermore, the limited opportunities for training and professional
growth hinder their efficacy and motivation, impacting their overall
well-being.'? These elements collectively frame the context of the study,
underscoring the complex challenges faced by CHWs and highlighting
the necessity of research into their QoL.

Despite facing significant challenges, CHWs are crucial for advancing
public health. Enhancing their QoL is essential to maintain their con-
tributions and improve national health outcomes. While the WHO QOL-
BREF tool is commonly used in India to assess patient well-being post-
treatment, there is limited research on CHWs’ QoL. This paper focuses
on the QoL of Accredited Social Health Activists (ASHAs), Primary
Health Care Officers (PHCOs), and Health Inspecting Officers (HIOs),
who are key players in achieving health-related Sustainable Develop-
ment Goals and improving community health.

2. Methodology
2.1. Study design, sample, and context

A cross-sectional study was conducted in three districts, Koppal,
Raichur, and Mysore, Karnataka State from October 2020 to December
2021.

The study explores the overall QoL of Community Health Workers
(CHWs) in Karnataka, examining how socio-demographic variables in-
fluence their duties and responsibilities. Despite the data collection
occurring during the pandemic, the research aims to provide insights
into the broader challenges faced by CHWs, not solely focusing on
pandemic-related issues.

2.2. Sampling design

Multistage Random Sampling technique was adopted for sample
selection. First, based on the proportion of ASHAs to the population of
the districts,'” three districts (one with a high proportion, one with an
average proportion, and one with a low proportion) were selected.
Second, from each sample district, two taluks viz., one rural and one
urban were chosen randomly. Third, from each taluk two-three PHCs
were randomly chosen to cover the determined sample size.

2.3. Sampling size

The sample size was determined using the formula W
presuming a minimum of 50 % ASHAs to population proportion, non-
response rate of 10 %, and confidence interval of 95 %. Total sample
size was 528 ASHAs. In addition to ASHAs, all PHCOs and HIOs present
at the health centers during the data collection period was included in
the study. Thus, the total sample size was 739.

The inclusion of PHCOs and HIOs along with ASHAs was to enable a
comparative analysis of QoL among different CHWs. This stratified
approach enhanced the robustness and applicability of the findings,
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deepened the understanding of role-specific challenges and the varied
impacts on CHWs’ QoL.

2.4. Tools of data collection

The present study used the WHOQOL-BREF, derived from the
WHOQOL-100,'® for data collection, employing the Kannada version
available on the WHO website with minor dialect adjustments. The
questionnaire consists of 26 questions spanning four domains of QoL:
Physical health, Psychological health, Social relationships, and
Environment.

2.5. Methods of data collection

The CHWs were gathered in a central place, and the data were
collected using a paper-based self-administered questionnaire. The
average time for completion of the questionnaire was 30 min since the
field staff explained each question and CHWs marked the appropriate
response.

2.6. Data analysis

The WHO QOL-BREF tool used in the study consists of 26 questions:
Q1 on overall life quality, Q2 on health satisfaction, and 24 questions
across four domains—Physical Health, Psychological Health, Social
Relationships, and Environment. These are rated on a 5-point Likert
scale, from ‘1’ (lowest) to ‘5’ (highest). Data analysis was conducted
using SPSS-28.0, employing descriptive statistics, paired T-test, ANOVA,
and stepwise multiple regression, with dummy variables for multi-
category independent variables. Higher scores indicate better QOL,."®
Significance was set at p < 0.05.

3. Results
3.1. Socio-demographic characteristics

Among 739 study participants, 72.8 % were ASHAs, 7.2 % HIOs, and
20 % PHCOs. The majority were aged between 25 and 44, with a sig-
nificant portion holding at least secondary education. Nearly half had
over eight years of experience, and most were married (83 %), and
residing in nuclear families (71 %). The largest representation was from
Other Backward Classes (37 %). Regarding household income, 60 %
were dual earners, with 29 % earning between INR 15,001 and INR
40,000 monthly, while 37 % earned less than INR 5000. (Table 1)

3.2. Overall quality of life and satisfaction with health

Most CHW s perceived their overall QoL and satisfaction with health
as ‘neutral’, with a mean score of 3.4. Moreover, overall QoL and
satisfaction with health were better among HIOs (3.68 and 3.81,
respectively) as compared to their counterparts ASHAs (3.35 and 3.35,
respectively) and PHCOs (3.46 and 3.42, respectively) (Figure-1).
ASHAs’ overall QoL and satisfaction with health is poor as compared to
their counterparts.

3.3. Domain wise quality of life among CHWs

Among the four QoL domains, CHWs scored highest in ‘Social Re-
lationships’ followed by ‘Psychological Health,” with the lowest scores
in the ‘Environment’ domain. ‘Social Relationships’ scored ‘good’ across
all CHWs (above 60), while other domains were rated as ‘neutral.’
PHCO:s led in ‘Social Relationships’ with a mean score of 69.2 + 19.5,
higher than HIOs (67.4 + 17) and ASHAs (65.75 + 22.72).

The psychological health domain mean score ranged from 57 to 62
among CHWs, with the highest score among HIOs (62), followed by
PHCOs (58) and ASHAs (57). In contrast, in the physical health domain,
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Table 1

Socio-demographic characteristics of CHWs.

Question Options Frequency (%)
Type of CHWs ASHA 538 (72.8)
HIO 53(7.2)
PHCO 148 (20)
Age 18 to 24 26 (3.5)
25 to 44 627 (84.8)
45 to 64 86 (11.6)
Gender Female 712 (96.3)
Male 27 (3.7)
Education Illiterate 45 (6.1)
Primary School 1-4 196 (26.5)
Secondary School 5-10 227 (30.7)
PUC/Diploma 87 (11.8)
Graduation and above 184 (24.9)
Experience in years Up to 3 years 104 (14.1)
4-7 years 275 (37.2)
8 years and more 360 (48.7)
Marital status Unmarried 69 (9.3)
Married 612 (82.8)
Widowed 55 (7.4)
Separated 3(0.4)
Caste SC 161 (21.8)
ST 112 (15.2)
OBC 276 (37.3)
Others 190 (25.7)
Type of family Nuclear Family 526 (71.2)
Joint Family 200 (27.1)
Extended Family 13(1.8)
Children below 14 years of age 0 255 (34.5)
1 217 (29.4)
2 199 (26.9)
3 and above 68 (9.2)
Total members in the family up to 4 442 (59.8)
5t08 264 (35.7)
9 and above 33(4.5)
Income of the respondent Below INR 5000 274 (37.1)
INR 5001 to 10000 323 (43.7)
INR 10001 and above 142 (19.2)
Earning members in the family 1 178 (24.1)
2 454 (61.4)
3 and above 107 (14.5)
Household income Below INR 5000 747
INR 5001 to 10000 272 (36.8)
INR 10001 to 15000 147 (19.9)
INR 15001 to 40000 217 (29.4)
INR 40001 and above 29 (3.9)

35 3.46

34 335

Mean Overall QoL

B ASHA

335

3.42

Satisfaction with health

PHCO m HIO

Fig. 1. Mean scores for overall QoL and satisfaction with health.

the highest mean score was among PHCOs (56), while the lowest score
was among ASHAs (52). In comparison to other domains, the environ-
ment domain had the lowest mean scores across all CHWs (48), and
among ASHAs (48), as opposed to PHCOs (49) and HIOs (53) (Table 2).

Thus, it is evident that ASHAs had the lowest scores in all domains
compared to PHCOs and HIOs (Figure-2), indicating poor QoL among
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ASHAs.

3.4. Association between socio-demographic variables across physical
health domain among CHWs

Demographic factors significantly influence ‘physical health’ among
respondents. Higher physical health scores were noted in males (55.69),
individuals with primary education (57.49), those earning INR 10001
and above (56.14), families with more than three earners (55.47), and
households earning above INR 40001 monthly (57.27). Multivariate
linear regression analysis highlighted significant associations: primary
education (B = 5.11), higher income levels (INR 10001 and above: B =
6.88; INR 5000 to INR 10000: B = 3.24), and households with more than
three earners (B = 2.73) correlated with better physical health scores.
Conversely, secondary and PUC/diploma education were linked to
lower scores.

3.5. Association between socio-demographic variables across
psychological health domain among CHWs

Multivariate linear regression analysis revealed a significant associ-
ation between demographic factors and psychological health. Higher
psychological health scores were observed among individuals aged 45 to
64 (mean = 61.72), those with primary education (mean = 63.12),
specific caste members (mean = 59.49), and households earning above
INR 40001 monthly (mean = 64.66). However, negative associations
were found with other caste groups (B = —3.71), ages 25 to 44 (B =
—3.51), families of 5-8 members (B = —2.88), and PUC/diploma holders
(B = —3.38). Conversely, primary education (B = 7.92) and higher
household incomes (INR 15001 to 40000: B = 3.46; above INR 40001: B
= 7.28) were linked to improved psychological health.

3.6. Association between socio-demographic variables across social
relationships domain among CHWs

Among Community Health Workers (CHWSs), social relationships
scored high at 66.5 + 21.7. Multivariate Linear Regression shows sig-
nificant associations between social relationships and factors like edu-
cation, household income, and work experience. Higher scores were
noted among males (70.06), those with primary education (75.18), 4-7
years of work experience (69.70), and higher income levels. In contrast,
those with PUC/diploma or secondary education scored lower in social
relationships. Specifically, primary education (B = 7.85) and household
incomes between INR 15001 to INR 40000 (B = 6.11), as well as 4-7
years of work experience (B = 4.29), significantly improved social
relationship scores.

3.7. Association between socio-demographic variables across environment
domain among CHWs

The environment domain scored the lowest among Community
Health Workers (CHWSs), with a mean 4= SD of 48.6 & 16.6. Multivariate
Linear Regression analysis revealed significant demographic associa-
tions with this domain. Higher environment scores were observed in
younger individuals (18-24 years, mean = 53.73), those with no formal
education (mean = 53.61), and respondents in higher income brackets
(INR 10001 and above: mean = 51.30; INR 40001 and above: mean =
58.84). Conversely, the age group 25-44 years (B = —4.12) showed a
negative association with environment scores. In contrast, factors such
as primary education (B = 5.69), household incomes between INR
15001 to INR 40000 (B = 5.42), over INR 40001 (B = 12.49), and INR
5001 to INR 10000 (B = 3.0) significantly improved scores in the
environment domain (Table 3).



R. Detal

Table 2

Comparison of WHO QOL-BREF domain score with Socio-Demographic Variables.
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Variables Options Frequency (%) QoL domain mean scores
Physical health Psychological health Social relationships Environment
Age 18 to 24 26(3.5) 57.83 61.70 70.51 53.73
25 to 44 627(84.8) 52.03 56.78 66.10 47.75
45 to 64 86(11.6) 54.86 61.72 68.80 53.34
P value from ANOVA 0.019 0.002 0.359 0.004
Gender Female 712(96.3) 52.44 57.26 66.43 48.35
Male 27(3.7) 55.69 64.66 70.06 55.56
P value from t-test 0.012 0.446 0.006 0.814
Education Illiterate 45(6.1) 50.95 57.78 70.37 53.61
Primary School 1-4 196(26.5) 57.49 63.12 75.81 52.54
Secondary School 5-10 227(30.7) 48.06 53.89 60.17 45.58
PUC/Diploma 87(11.8) 48.52 51.87 56.90 43.75
Graduation and above 184(24.9) 55.16 58.70 68.25 49.25
P value from ANOVA <0.001 <0.001 <0.001 <0.001
Experience in years up to 3 years 104(14.1) 54.19 58.33 68.51 49.46
4-7 years 275(37.2) 53.27 58.44 69.70 48.70
8 years and more 360(48.7) 51.55 56.61 63.61 48.30
P value from ANOVA 0.101 0.213 0.001 0.816
Marital status Unmarried 69(9.3) 51.97 59.36 65.70 49.77
Married 612(82.8) 52.87 57.52 67.10 48.61
Widowed 55(7.4) 49.94 54.70 61.67 46.36
Separated 3(0.4) 51.19 69.44 66.67 64.58
P value from ANOVA 0.435 0.129 0.353 0.249
Caste SC 161(21.8) 52.68 58.93 67.65 47.53
ST 112(15.2) 53.73 59.49 67.71 48.63
OBC 276(37.3) 52.89 58.30 67.84 50.15
Others 190(25.7) 51.30 54.08 63.11 47.29
P value from ANOVA 0.415 <0.001 0.092 0.236
Type of family Nuclear Family 526(71.2) 52.53 57.98 66.38 48.55
Joint Family 200(27.1) 52.70 56.54 67.83 49.03
Extended Family 13(1.8) 51.65 54.49 54.49 44.71
P value from ANOVA 0.957 0.335 0.095 0.654
Children below 14 years of age 0 255(34.5) 51.99 57.75 64.44 46.99
1 217(29.4) 53.26 58.68 68.24 49.45
2 199(26.9) 52.84 57.33 68.22 49.59
3 and above 68(9.2) 51.68 53.68 64.34 49.17
P value from ANOVA 0.683 0.079 0.135 0.288
Total family members up to 4 442(59.8) 52.76 58.38 66.12 48.66
5to8 264(35.7) 51.91 55.97 67.65 48.14
9 and above 33(4.5) 55.19 58.71 63.89 51.80
P value from ANOVA 0.351 0.074 0.514 0.490
Income of the respondent Below INR 5000 274(37.1) 49.84 56.31 62.90 45.32
INR 5001 to 10000 323(43.7) 53.30 57.91 68.50 50.22
INR 10001 and above 142(19.2) 56.14 59.04 69.25 51.30
P value from ANOVA <0.001 0.135 0.002 <0.001
Earning members in the family 1 178(24.1) 52.81 57.02 66.67 47.86
2 454(61.4) 51.78 57.22 66.04 48.44
3 and above 107(14.5) 55.47 59.70 68.61 50.58
P value from ANOVA 0.030 0.218 0.546 0.383
Household income Below INR 5000 74(10) 50.10 55.80 62.84 43.96
INR 5001 to 10000 272(36.8) 50.29 56.20 63.33 46.27
INR 10001 to 15000 147(19.9) 53.89 56.18 66.33 48.19
INR 15001 to 40000 217(29.4) 54.72 59.75 71.62 52.06
INR 40001 and above 29(3.9) 57.27 64.66 69.83 58.84
P value from ANOVA <0.001 <0.001 <0.001 <0.001

70 65.75

60 56.98

ASHA

| Physical Health (D1)  m Psychological Health (D2)

Fig. 2. Mean scores for the domains.
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4. Discussion

Data collection from CHWs during the COVID-19 pandemic was
difficult because they were busy with tasks ranging from contact tracing
to vaccinations. Challenges viz., lack of transportation, lockdowns, and
movement restrictions made it hard to gather data. These issues were
overcome by scheduling data collection during regular meetings held by
officials at local health centers. This allowed to collect the required data
on time. Additionally, health safety protocols were strictly followed, and
meetings were arranged in phases to maintain social distancing. These
changes highlight the need for flexibility and careful planning in field
research during a pandemic. This experience also showed how resilient
and adaptable public health research needs to be during global health
crises.

This study allowed to explore potential shifts in Quality of Life due to
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Table 3
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Multivariate Linear Regression through stepwise model between Domain and demographic variables.

Model Unstandardized Standardized coefficients () ~ P-value 95 % CI for B
coefficients
B SE Lower bound  Upper bound
Physical health Domain Constant 49.87 1.19 <0.001  47.54 52.21
Education Secondary School 5-10 —4.07 1.32 —0.144 0.002 —6.66 —1.48
Education PUC/Diploma —4.67 1.58 —0.115 0.003 -7.77 —-1.58
Education Primary School 1-4 5.11 1.38 0.173 <0.001  2.40 7.82
Income_ INR 10001 and above 6.88 1.47 0.207 <0.001  4.00 9.76
Income_ INR 5001 to 10000 3.24 1.01 0.123 0.001 1.26 5.23
Earning_members_3 and above 2.73 1.31 0.074 0.037 0.16 5.30
Psychological health Domain  Constant 59.49 1.48 <0.001  56.58 62.40
Education Primary School 1-4 7.92 1.13 0.25 <0.001 5.71 10.13
Caste (Other) -3.71 1.11 —-0.12 <0.001 -5.89 -1.53
Age (25-44 years) —3.51 1.40 —0.09 0.012 —6.26 -0.76
Total family members (5-8) —2.88 1.01 -0.10 0.004 —4.87 —-0.90
Household income (INR 15001 to 40000) 3.46 1.07 0.11 0.001 1.35 5.56
Household income (INR 40001 and above)  7.28 2.61 0.10 0.006 2.15 12.41
Education PUC/Diploma -3.38 1.54 —0.08 0.029 —6.41 —0.35
Social relationships Domain Constant 64.49 1.63 <0.001 61.28 67.69
Education Primary School 1-4 7.85 2.02 0.16 <0.001  3.90 11.81
Household income (INR 15001 to 40000) 6.11 1.71 0.13 <0.001 275 9.47
Education PUC/Diploma -11.06  2.58 -0.16 <0.001 -16.12 —5.99
Education Secondary School 5-10 —6.81 1.98 —0.14 <0.001  -10.70 —2.92
Years of experience (4-7) 4.29 1.56 0.10 0.006 1.23 7.35
Environment Domain Constant 47.21 1.77 <0.001 43.73 50.68
Education Primary School 1-4 5.69 1.35 0.15 <0.001  3.04 8.34
Household income (INR 15001 to 40000) 5.42 1.31 0.15 <0.001 2.85 8.00
Household income (INR 40001 and above)  12.49 3.21 0.15 <0.001 6.19 18.79
Income_ INR 5001 to 10000 3.00 1.21 0.09 0.013 0.62 5.37
Age (25-44 years) —4.12 1.72 —0.09 0.017 —7.49 -0.75

the pandemic and other influencing factors. For instance, a study'® re-
ported a higher Quality of Life score among CHWs in pre-pandemic
conditions, which contrasts with the relatively lower scores found in
recent studies during the pandemic.”’’ Potential reasons for these dif-
ferences, such as increased work-related stress and changes in health-
care delivery during the pandemic. Additionally, in accordance to the
findings®® with those who examined the impact of the pandemic on
CHWs in a similar setting, providing insights into the resilience and
adaptability of these workers under crisis conditions. These comparisons
not only contextualize the findings within broader epidemiological
trends but also underscore the critical need for ongoing support and
resources for CHWs, particularly in crisis settings.

This study assessed QoL and influencing factors among Karnataka’s
CHWs. Overall QoL and health satisfaction were rated neutral to good
(mean score 3.40/5). Domain-wise; social relationships scored highest
(66.5), followed by psychological health (57.5) and physical health
(52.6). The environment domain scored lowest (48.6). QoL scores didn’t
significantly differ among CHW’s.

Contrary to expectations, CHWs aged 25 to 44 displayed lower mean
domain scores than others, unlike a study suggesting improved QoL with
age.?? This discrepancy could stem from distinct work conditions,
workload, and geography. Multivariate regression analysis confirmed
lower psychological health domain scores for CHWs aged 25 to 44.

Our study echoed results from West Bengal,” demonstrating that
CHWs with secondary school or diploma education scored lower across
domains compared to primary school completers. This unexpected cor-
relation, where higher education aligns with lower QoL scores, contrasts
with broader studies suggesting improved QoL with higher educational
levels. The reason could be higher-educated CHWs might have unmet
career expectations and experience a job role mismatch, leading to
dissatisfaction. Additionally, the economic burden associated with
higher education, combined with the modest salaries of CHWSs, may not
fulfil the socioeconomic advancements these individuals anticipate,
thereby impacting their Quality of Life. Higher education may also shift
social expectations and self-perception, influencing how individuals
evaluate their life quality in roles that may not fully utilize their skills or

offer desired advancements.?” >

Regarding work experience a study”® indicated that high experience
improves CHW’s performance, which aligns with the present study
findings. CHWs with four to seven years of experience outperformed
their counterparts. Nonetheless, another study?” reported lower QoL
scores among CHWs with 10 or more years of experience.

Family size was found to impact the QoL of CHWs. Respondents with
larger family size (five to eight members) were associated with lower
scores in the psychological health domain. This aligns with the findings
of a study”” reporting lower QoL and physical health functioning among
CHWs with families of four or more. Worldwide research underscores
economic status’s impact on CHWs’ QoL?*2%27- Multivariate regression
confirmed higher incomes linked to better QoL across all domains.”®

A Wardha study revealed that increased workload resulted from
higher population coverage and vacant positions.® Inadequate trans-
portation caused physical discomfort and reduced capacity among
CHWs. Correspondingly, improper transport hindered tasks, and
affected physical health®. The present study concurs, showing the
‘physical health domain’ scored second lowest. Mean physical health
domain score was 52.6 + 13, minimum 10.7. These finding emphasize
the fact that lack of resources and transportation challenges’ signifi-
cantly impacts CHWs’ physical health and well-being. Addressing these
issues is vital to ease pain, enhance capacity, and improve overall health.

In this study, Community Health Workers (CHWSs) reported the
lowest QoL scores in the environment domain, averaging 48.6 + 16.6,
reflecting substantial challenges in safety, physical health, personal
time, satisfaction with health, living conditions, and transport facilities.
Multivariate regression models revealed that higher personal and family
incomes correlate with improved QoL. These findings align with other
regional studies, suggesting that enhancements in income and basic
amenities positively influence CHWs’ QoL. A study conducted in Kolar
highlighted that enhanced clarity in roles and responsibilities of ASHAs
could improve their mental health.'»?® These studies emphasized the
significance of providing a safe working environment, offering better
salaries, and ensuring freedom from discrimination to enhance the
mental health and well-being of ASHAs. Additionally, a study conducted
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in Davangere shed light on the challenges faced by ASHAs in collecting
sputum, which subsequently affected their work satisfaction.'®

In conclusion, the overall QoL and health satisfaction among Com-
munity Health Workers (CHWs) in Karnataka were deemed neutral to
good. However, lower scores in specific domains like the environment
and physical health highlight the need for targeted interventions and
policy measures to improve CHWs’ working conditions and overall well-
being.

5. Conclusion

The findings of this study indicate that CHO’s have a moderate QoL,
neither good nor bad. To enhance QoL, environment and physical health
factors that affect CHWs should be enhanced. The results suggest that
several demographic factors play a role in determining QoL. Higher
income, primary education, increased work experience, and increased
earning members in the household are associated with higher QoL
scores. On the other hand, secondary education or above, larger family
size and certain demographic factors contribute to lower overall QoL
scores among CHWs. It is critical to prioritize positively QoL factors,
such as job satisfaction, manageable population coverage, increased
income, enhanced physical safety, a supportive working environment,
and better transportation facilities. Addressing these aspects holds po-
tential for substantial QoL improvement among CHWs.
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