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ABSTRACT

1

Frontline health workers provide essential services for their communities, but much of their work remains invisible—undervalued
and underappreciated. Examining this invisible work ensures new
technologies do not amplify or reinforce inequitable power structures, especially as governments and organizations push to digitize
health work processes. We build on a burgeoning conversation by
studying how invisible work manifests and how this invisibility
can be challenged in two contexts of frontline health: home health
aides in New York City, USA and Accredited Social Health Activists
(ASHAs) in Uttar Pradesh, India. We highlight three shared manifestations of invisible work: (1) work done outside of the workers’
boundaries (2) work done to gain and share knowledge and (3) work
done to manage relationships. These common categories are experienced differently in the two contexts, raising nuances to consider
when designing technology for frontline health workers. We discuss
these nuances and other tensions through concrete examples of
how workers can escalate feedback and conflicts, quantify implicit
expertise about patients, or build more awareness of their situation.
Our paper guides the creation of technologies that take into account a more comprehensive understanding of the frontline health
workers’ processes and highlight more of their contributions.

Frontline health workers provide essential care services to underserved communities—extending the reach of overstretched public
health infrastructures, performing vital data collection, and serving as “eyes and ears” [88] in the community [11, 91]. However,
despite the importance of their work, they are often undervalued
and underappreciated. They lack status as workers—not officially
considered part of the medical team and poorly paid, with most
living below the poverty line [36, 88]. Moreover, they are asked to
do additional or demeaning tasks outside of their scope of work
and face discrimination and violence based their gender or racial
identities [72, 76, 84]. The technology that is developed for frontline
health workers often reinforces this inequitable dynamic, disregarding the workers’ voices and experiences and focusing instead on
compliance and surveillance rather than supporting their needs
[59, 68, 98].
As technology continues to be built to handle the increased
reliance on the frontline health workers as the backbones of the
underlying healthcare systems, we need to better center the perspectives and realities of essential workers in the design process to
avoid the proliferation of harmful systems [17]. One lens through
which to understand frontline health workers’ overlooked contributions and ensure the design of more equitable technologies
is by examining their “invisible work”—labor that is unnoticed,
unacknowledged, undervalued, or unregulated [18, 19]. This invisibility factors into the devaluation and backgrounding of key
articulation and “glue” work that health workers perform [7, 84].
Learning about frontline health workers’ invisible work will enable
the creation of technologies that take into account a more comprehensive understanding of their processes and highlight more
of their contributions [14, 66, 85]. Prior work has started to pull
back the “screens of invisibility” [77] around the work of frontline
health workers [65, 90, 100] to identify how technology can draw
from, complicate, or reinforce invisible work. However, this work
has generally focused on singular contexts.
As design in information and communication technologies for
development (ICTD) has an increasingly global inspiration and
cross-cultural relevance, it is important to balance both “human
universals” and “cultural differences” [97]. We extend the literature
at the nexus of invisibility and frontline health by using the approach of feminist solidarity [63] to juxtapose two contexts. Doing
so, we examine both the “general” issues frontline health workers
face and the “particular” [48] design relevant to specific contexts
[53]. Our qualitative study consists of semi-structured interviews
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INTRODUCTION
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with two groups of frontline health workers: 13 home health aides
in New York City, United States and 15 Accredited Social Health
Activists (ASHAs) in Uttar Pradesh, India. We studied the invisible
work they perform, the factors that contribute to their invisibility
(e.g. their identities as women of color and the feminized nature of
care work [30, 44]), and what they are willing or able to do about
it.1
Our findings revealed three main manifestations of invisible
work and their implications across the two settings. These included:
(1) work done outside of the health workers’ boundaries (e.g., outside of work hours, outside of prescribed job scope); (2) work done
to gain and share knowledge (e.g., handling uncertainty in tasks,
serving as a point of information for patients and other medical
professionals); and (3) work done to manage relationships (e.g., dealing with the emotional burdens placed by challenging patients,2
adjusting their emotions to present a specific face). While the aides
and ASHAs shared categories of invisible work, the way they actually experienced it differed. For example, doing work outside work
hours for an aide meant they stayed overtime because their patient
did not want to be alone. For ASHAs, it meant that they could
be called to report for duty at any hour of the day. The problem
of having to account for the extra time and energy the aides and
ASHAs expend was a shared problem, but technological design
would require accounting for these different nuances.
Given these manifestations and nuances, we discuss how technology could be designed to increase visibility in the form of support, respect, and recognition. We present some examples of technology that could help the aides and ASHAs achieve these goals,
such as technology that can escalate feedback and conflicts, quantify implicit expertise about patients, or build more awareness of
their situation. However, such technological solutions come with
many considerations. For example, while both aides and ASHAs
were interested in two-way feedback that is constructive, each
conceptualized feedback differently—aides wanted more positive
reinforcement and ASHAs wanted more critiques. Moreover, using
technology to address these manifestations of invisibility is not
necessarily straightforward and we discuss the tension between
visibility and surveillance with regards to attitudes towards privacy,
potential retaliation, and the specificity of the home setting.
In summary, our paper contributes the following: (1) a comprehensive examination of the manifestations of invisibility in two
frontline health contexts; (2) how the commonalities and nuances
across the two contexts could be designed into technology to make
the workers more visible; and (3) broader considerations of visibility
when designing technology for frontline health workers in these
and other related contexts.

2 BACKGROUND AND RELATED WORK
2.1 The Two Contexts
2.1.1 Home Health Aides. Home health aides (aides hereafter) are
paid professional caregivers who provide home-based care for people with chronic conditions, who need long-term assistance, and/or
who want to age in place [9, 35, 88]. They help patients navigate the
healthcare system and manage a wide range of chronic diseases by
assisting with activities of daily living (e.g., bathing, grooming, grocery shopping, going to the doctor’s office) and performing clinical
monitoring (e.g., taking temperatures, recording mental/physical
status) [69, 70]. They are often independent contractors or employed by agencies and funded by the government through public
assistance programs like Medicare or Medicaid [88]. But due to their
low (usually minimum) hourly wage and inconsistent hours, many
themselves are on welfare and living below the federal poverty level
[71]. Aides are a marginalized group of frontline workers: predominantly women, people of color, and immigrants [84, 88] and the
COVID-19 pandemic highlighted their essential but precarious role
[89]–they were on the frontlines but felt invisible, unsupported,
overworked, and undervalued [84, 88, 91]. Advocacy for aides occurs through unions and other organizations, which have made
some strides in legal protections [31, 72], such as only recently
being protected from harassment by the human rights law [1], but
much work is still needed.
2.1.2 Accredited Social Health Activists. Community health workers are trained to provide care for communities in hard-to-reach
areas in the Global South [68, 101]. One type of community health
worker is the Accredited Social Health Activists (ASHAs) of India.
These workers are women recruited to serve their own communities as “remunerated volunteers” or “honorary workers” [11, 58].
They have three main responsibilities: providing community-based
care (e.g., home visits to provide essential medicines or treatment
for minor ailments), liaising between the community and the health
system (e.g., accompanying women and their babies to the hospital), and mobilizing the community for collective action [29]. While
there has been increased transparency and a readiness to discuss
gaps in service conditions in the ASHA program [11], ASHAs are
still the victims of high levels of economic, emotional, sexual, and
physical violence due to their low positioning on the healthcare
hierarchy, lack of respect from community members, and limited
autonomy at home [36, 76]. Some challenges ASHAs may face are
due to interpersonal dynamics (i.e., mistrust or conflict within the
community due to experience, class, caste, or gender), low compensation (i.e., inadequate payment and misaligned incentives), and
job-related concerns (i.e., poor transport, overburdening of work)
[6, 36, 62, 81].

2.2
1 We

use the word “aide” and abbreviation “ASHA” because this is how their patients
refer to them. We refer to them collectively as “health workers” rather than “caregivers”
to highlight their professional/paraprofessional roles and distinguish them from family
caregivers.
2 The frontline health workers often use different terms to refer to care recipients,
including “client” which is most commonly used by aides and “patient” which is most
commonly used by ASHAs. For clarity, in this paper we use “patients” to refer to those
who receive care from frontline health workers.

The Shared History of Care and Invisible
Work

2.2.1 Historic Context of Invisibility. As frontline health workers,
aides and ASHAs both perform the invisible work associated with
giving care. In Marxist-feminist scholarship, invisibilization of giving care can be traced back to the devaluation of reproductive
labor and other labor done in the home as “women’s work” [8, 19].
“Women themselves became the commons” [30] when their labor
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was seen as an asset that was not only unskilled and taken for
granted, but also unproductive and justifiably unpaid or underpaid
[28]. As women sought employment outside of their own homes,
the “public and private worlds [were] mixed together with paid
work” [19] and their labor continued to be both culturally and
financially devalued [27]. This reinforced a power structure that
disadvantaged women and other marginalized identities, leading
to underwaged or racialized labor, which meant that they were
facing overlapping inequalities not only in their work identities
but in the personal identities as well [23, 24, 95]. The introduction
of women’s labor to the market when women were paid to give
care in other poeples’ homes also led to the commodification of
emotional and affective labor. This in turn resulted in increased
burdens for the workers to manage and project a certain emotional
state as a requirement of their job [44]. The professionalization of
medicine reinforced the value of the work in medicine that required
elite training and was often performed by men over the supposedly
unskilled work of women and health reform advocates [54]. These
different facets of invisibility together contribute to giving care
being seen as “natural” and less valuable when done by women
[33].
The framework of invisible work is especially helpful in understanding how giving care is situated and how that position can be
challenged. Invisibility can lead to frontline health workers not realizing their contributions and rights; the beneficiaries of the service
disrespecting the physical, emotional, and mental burden of their
health workers; employers being able to hide their exploitation of
their workers; and policymakers overlooking the importance of
protections and measures for these health workers [18, 23]. However, challenging this invisibility raises tensions. One tension is
between presenting the work that health workers do as more professional and clinical to achieve short-term material gains versus
taking the longer-term argument of advocating for the legitimacy
of care itself as work [84]. Moreover, making the work that health
workers do more visible can lead to legitimacy and recognition for
their work, but also can lead to surveillance of that work and a loss
of autonomy [85, 92].
2.2.2 Technology and Invisibility. Much of the discussion around
how the structures of oppression invisible work are reinforced in
the technology sector has been centered around data labor. Gray
and Suri [38] present an overview of “ghost workers” whose work
to create the data that underlies algorithms and machine-learning
models and is often invisible and uncredited to maintain a “veneer
of automation.” As many of these workers are in precarious labor
conditions and older women of color, “today’s hierarchy of data
labor echoes older, gendered, classed, and raced technology hierarchies” [46]. D’Ignazio and Klein [23] join this call for transparency,
for giving credit where credit is due, to reduce the economic oppression that cuts across the matrix of domination as a whole.
Invisible labor has also been investigated in the context of technological design for healthcare settings. Prior literature has demonstrated that identifying work that is otherwise not visible can help
develop more appropriate and equitable technology that can better
account for informal processes or networks [14, 26, 65]. Stisen et al.
[90] demonstrate this by describing how understanding the cooperative, invisible, non-clinical work of hospital orderlies can help
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design better coordination tools to support their work practices.
Verdezoto et al. [100] extend the exploration to include community
health workers low-and-middle income countries.
Although there is a growing body of research on the types of
invisible work, even for frontline health workers, few analyze how
this changes across contexts, and there is little discussion around
how technology itself could be part of the visibilization process
in caregiving specifically. Irani and Silberman [47] demonstrate
the power of technology to render visible the work of Amazon
Mechanical Turkers. Nafus [65] uses tracking to illustrate to family
caregivers the value of their own contributions, but does not explore
the tensions that visibility raises. Moreover, there is little work
that juxtaposes different settings of invisible caregiving, especially
across the Global North and Global South, despite the demonstrated
difference in these contexts in terms of their labor movements and
sociocultural contexts [99].

2.3

The Comparison of Contexts

Comparative research has been used in many different fields (e.g.,
comparative sociology, comparative literature) to draw insights
across different settings that would not otherwise be possible, gaining a deeper understanding of critical issues, opening new and
useful directions, sharpening the focus of analysis, or identifying
gaps in knowledge [37, 75]. Specifically for theory development,
comparisons can be used to test hypotheses, demonstrate parallel
instances of a theory, or contrast how processes of change play out
in different contexts [16]. For example, Laslett and Brenner [54]
point out the importance of taking abstract and generalized theories and tested and refining them in light of the specificity other
contexts.
The concept of comparative research in HCI and related fields
is still fairly nascent, despite its many potential positive impacts.
Much of the notion of comparison is related to experiments like
A/B testing where different forms of the technology itself is being
tested. More recently, Gharawi et al. [37] shared guidance for crossnational research and Kumar et al. [53] brought in the framework
of feminist solidarity as means of contrasting contexts rather than
technology. Feminist solidarity, a concept proposed by Mohanty
[63] examines “commonalities across differences” [63], where connections are drawn across borders with “situated comparisons” [22]
and “situated knowledges” [39] to understand transferability over
generalizability. Moreover, the framework highlights the importance of solidarity, of drawing connections between global and
local forms of resistance to oppression [25, 63]. This type of contextual comparison is especially relevant to work that is done in lowresource settings because of the multi-national and multi-context
nature of these settings, and has the opportunity to contribute to
understanding of both the global and the local [53, 97].
Our study contributes to this space by examining frontline health
workers from otherwise disparate groups. Despite differences in
their sociocultural contexts, both aides and ASHAs are vulnerable
frontline health workers whose experiences are influenced by their
positionality as women of color and immigrants [6, 83] and their
job as intermediaries between their patients and the health system,
while not having status as a member of the clinical team themselves
[76, 91]. Following Mohanty [63]’s proposal, it is focusing on these
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Table 1: Participant Demographics
ID

Age

Gender

Education

Years

HHA1
HHA2
HHA3
HHA4
HHA5
HHA6
HHA7
HHA8
HHA9
HHA10
HHA11
HHA12
HHA13

56
22
50
32
35
58
57
56
39
37
62
43
54

Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female

Some college
High school
High school
High school
High school
Primary school
High school
High school
GED
High school
Middle school
Some high school
Some college

7
2
8
11
<1
29
25
25
4
10
16
13
24

ID

Age

Gender

Education

Years

ASHA1
ASHA2
ASHA3
ASHA4
ASHA5
ASHA6
ASHA7
ASHA8
ASHA9
ASHA10
ASHA11
ASHA12
ASHA13
ASHA14
ASHA15

42
38
58
35
36
48
52
41
38
46
57
59
42
31
47

Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female

Middle school
High school
Some high school
Bachelors
Middle school
Primary school
Middle school
Some high school
Some high school
Primary school
Some high school
Middle school
High school
High school
Some high school

16
16
16
13
16
15
16
16
16
16
16
16
16
3
16

different kinds of feminisms, pulling from the strengths of each of
the contexts, that allows us to have a more comprehensive understanding of both of the contexts and the underlying concepts that
are shaped by them.

3

METHODS

We conducted an IRB-approved qualitative study consisting of semistructured interviews with frontline health workers in New York
City, USA and Uttar Pradesh, India. Since we engaged with health
workers in two different sites, our team consisted of a diverse group
of researchers with different backgrounds, including designing
technologies for marginalized populations, medicine, and labor
relations. All team members have experience working with underserved populations—three each have 10+ years of experience studying frontline health workers in South Asia, Africa, and the United
States. Members of the team have spent several years working with
our specific partner organizations in New York and Uttar Pradesh.
Our interdisciplinary team is conscious of our positionality as academics and worked closely with local community organizations
to follow principles of design justice [17] and center the frontline
health workers.

3.1

Recruitment and Participants

3.1.1 Home Health Aides. We conducted interviews with 13 aides
in New York City from April to August 2021. We recruited participants through direct outreach and partnerships with two home
healthcare agencies. Agency staff independently identified aides
willing to participate and shared their contact details. Participants

were given USD $25 gift cards for the time they gave to the study,
as suggested by our agency partners. All aides spoke English and
identified as women of color, with between 2 months and 29 years
of experience working as aides (see Table 2).
3.1.2 Accredited Social Health Activists. We interviewed 15 ASHAs
from September to November 2021. We recruited participants through
a partnership with Nehru Yuva Sangthan-Tisi [4], a grassroots organization that runs multiple programs to strengthen community
health systems in western Uttar Pradesh, India. To recruit participants, an organization staff member contacted ASHAs, explained
the purpose of our study to them, and then gave us the contact
information of those who expressed interest. Participants were not
monetarily compensated at the request of our partner organization,
rather, were provided with a small gift to thank them for their time.
The interviews were conducted in Hindi. The majority of participants we interviewed had around 15 years of experience working
as ASHAs (see Table 2).

3.2

Procedure

We conducted semi-structured interviews with our 28 frontline
health worker participants. Each interview lasted approximately
one hour. Due to the ongoing COVID-19 pandemic, the audio-only
interviews were conducted remotely and participants were called
on the phone or via Zoom. All participants consented verbally before participating. For the aide interviews, one researcher led the
interview and another took notes and asked clarifying questions.
For the ASHA interviews, one researcher who spoke Hindi led
the interview and the other researchers were debriefed. Participants were asked questions about: (1) the types of invisible work
health workers might perform and how technology impacts/is impacted by it (e.g., What are examples of 3 tasks you do that are not
in your job description?); (2) how different sociocultural dynamics
impact their visibility, including interpersonal dynamics and their
identity/positionality (Have you ever faced any challenges due to
your gender?); (3) the health workers’ perceptions of their visibility,
specifically how they may resist or advocate for themselves (e.g.,
How do you handle the challenges/stresses of your job?).
We followed the considerations outlined by Gharawi et al. [37]
to enable comparisons across contexts and carefully translated both
the language and concepts in our questions (i.e., having native
language speakers involved in question writing and interviewing),
maintaining relatively consistent timing across the two sites (i.e.,
making sure to interview both after their separate peaks of the
COVID pandemic), and developing comparable research instruments (i.e., semi-structuring the questions around similar points
and principles).

3.3

Data Analysis

The interview data was audio recorded, translated into English (if
necessary), and professionally transcribed. We then conducted thematic analysis [12], a constructivist approach inspired by grounded
theory [34] that uses in-vivo coding with gerunds [15]. Each of the
interviews was coded by at least two authors. We first iteratively
conducted and coded the interviews with aides, starting with an initial codebook of 70 codes based on the first three interviews, adding
codes needed for a final codebook of 110 codes. These 110 codes
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were then used as the initial codebook for coding the interviews
with ASHAs, with new codes added as necessary. Most (80) of the
original aide codes also applied to the ASHA interviews, while an
additional 28 new codes were added, for a complete codebook of 138
codes. Then, the final set of codes was clustered into 36 themes that
represented the data (e.g., feeling like family, ways to build trust),
which were then organized into the 3 main categories presented
in the findings. In line with the approach of feminist solidarity in
HCI [53], these categories were based on similarities drawn across
the two contexts, though the codes and specific quotes themselves
demonstrated differences included in the analysis.

3.4

Limitations

Our study focuses on two settings to highlight differences and
similarities across the contexts. We do not claim to comprehensively represent all of the rich experiences of each groups, nor do
we assume we can generalize our findings across frontline health
workers. We recruited aides through their agencies and ASHAs
through a local training organization. This may have resulted in a
sample that has a strong relationship with their employers. Further
research is needed to explore a wider diversity of voices, including
health workers from other settings (i.e., rural America or urban India) or methods with wider reach (i.e., surveys). Moving forward, it
would also be important to assess the perspectives of the employers
around visibility of their health workers and organizers on their
efforts in advocacy and resistance.

4

FINDINGS

The aides and ASHAs discussed different ways invisibility manifested: in the extra work they did that was above and beyond their
assignments, in the crucial knowledge they held was overlooked by
experts in their respective healthcare systems, and in the struggles
for respect they faced due to their disadvantaged identities as workers and as people. We present these themes that are commonalities
across the two contexts and raise some key nuances.

4.1

Working Above and Beyond

The boundaries of the aides’ and ASHAs’ jobs were often porous.
In some cases, the loosely defined boundaries were due to their
scope of work being unclear to themselves or their patients. In other
cases, the porousness was because their emotional connection with
patients and coworkers led them to knowingly work outside their
assigned hours or do tasks that were not part of their assignment.
In all of these cases, the aides and ASHAs did additional work to
define and uphold these partially clear boundaries and suffered the
consequences of a lack of recognition of their investments.
4.1.1 Being Motivated to Do More. Many of the aides and ASHAs
chose this line of work because they desired to care for others and
frequently used this motivation to justify working additional hours.
HHA3 elaborated on how she liked helping vulnerable people and
was proud of her ability to enable something that would otherwise
not be able to happen:
“Well, I like helping people, so I look forward to going
to work every day . . . At least I’m influencing, helping
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somebody to do something that they cannot do for themselves. I’m there to help and do it.” (HHA3).
HHA12 talked about how she helped an asthmatic patient do extra
dusting, saying “you just do a little extra because...they can’t do it
theyself . . . and they don’t have no family or anybody.” HHA3 gave
an example where she did extra work for a patient that was unpaid.
Even though her patient knew her shift ended at 5:00pm, the patient
would not decide to go grocery shopping until 4:30pm. She felt she
could not simply abandon her patient at the supermarket, and, as a
result, ended up putting in the extra time and extra work that was
not compensated by her agency.
Participants also spoke about how their care extended to doing
extra work to help their coworkers. Their feelings of camaraderie
with other aides and ASHAs encouraged them to “work together,
for each other” (ASHA1) and “work as a team” (HHA6), sharing
responsibilities even if they were seen and compensated as individual workers. HHA6 gave an example of helping the previous aide
complete tasks:
“If I come to work and the other aide in the morning
is not finished with bathing the patient or cleaning up
after her and it’s her time to clock out, I’ll tell her ‘It’s
okay, you can clock out. I will continue.’ That’s what we
do. We continue for each other.” (HHA6)
The ASHAs expressed similar levels of solidarity with their coworkers. ASHA1 said that even if she took over for another ASHA, she
would “enter that ASHA’s name only, because [the other ASHA] has
done the hard work”—she believed that simply filling in for another
ASHA once or twice did not compare to the work the other ASHA
did to build the relationship with patients. She described it as mutually beneficial as others would help her out when she needed it.
ASHA4 expanded on the idea of “equal give and take,” saying that
if she needed any financial assistance, she would feel comfortable
asking the ASHA for whom she substituted to lend her money.
Although these communal feelings among aides and ASHAs gave
them comfort knowing they had each others’ support, the solidarity
required investment of additional time and money.
Another motivation was being asked by their supervisors or
patients to do more, sometimes because it was unclear what counted
as “additional” in the first place. The ASHAs gave contradicting
reports of what they thought their job responsibilities included,
but all agreed that their job did not have traditional boundaries
(e.g., fixed working hours). This meant that they relied on their
supervisors to set the boundaries of their work. While ASHAs like
ASHA1 believed that supervisors would not assign them anything
extraneous, allowing supervisors to define the boundaries of their
work meant that ASHAs felt they had a “24-hour duty” (ASHA9).
ASHA12 elaborated on this, saying that she had to be willing to
drop everything to do her work:
“We get called at any time, whether it be any kind of
weather or anything else. If duty calls, we go despite the
fact [of whether] we get paid or not.” (ASHA12)
On the other hand, although aides had clearly defined job scopes
from their supervisors via patient care plans, patients and their families would often ask them to do things “outside my scope of practice”
(HHA13) like deep cleaning beyond the required light cleaning or
“against my license and certificate” (HHA4) like giving patients their
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medications. These examples show how work boundaries were
ill-defined—constantly changing and challenging to enforce.
4.1.2 Facing Hidden Costs of Ill-Defined Boundaries. When asked
to do things outside the boundaries of their work, aides and ASHAs
were placed in difficult situations. Frequently, they had to do even
more work to stand up for themselves and enforce their limits.
When aides tried to refuse tasks that were not part of their job,
patients often responded, “But, the other aide did it!” (HHA7)—even
if, upon verification, the other aide had no idea what the patient was
talking about. HHA10 gave another example of how her patients
were confused about aides’ responsibilities and would complain
about aides who were using their phones, even if it was necessary
for them to clock-in. ASHAs also faced frustrations explaining to
their patients about their scope of work. For example, ASHA13 had
to explain to patients that, as an ASHA, she was not responsible
for paying patients’ hospital fees. The constant need to establish
and enforce the boundaries of their job led to emotional burdens
when aides like HHA5 found it was difficult to argue and was
disheartened that “I cannot convince my ’No’ to them” (HHA5).
The extra work, including the work to uphold boundaries, was
not factored into their compensation, which resulted in financial
costs. Some aides and ASHAs pointed to personal satisfaction of
their impact on patients as sufficient compensation, that “there’s a
comfort in knowing that we’re doing a social work and it’s okay how
much we’re getting paid” (ASHA11). Others believed the extra care
they did was insufficiently compensated, as HHA11 shared:
“They don’t know how hard our job is . . . You go to the
[patient’s] house, you do laundry, you take your patients
to the doctor, you clean the [patient’s] house, you go to
get groceries—you do a lot. And [for] only $15 an hour
and then . . . we don’t even have enough hours” (HHA11)
Their low compensation meant that many aides had to take on
multiple jobs, either with another agency or for off-the-books private patients. Some mentioned this was because their supervisors
were not fully aware of what they were doing and the struggles
they went through. ASHA2 echoed this sentiment, that “nobody
understands ASHAs’ pains . . . that we work so hard.”
Beyond not receiving compensation for extra work, the aides
and ASHAs were sometimes forced to implicitly take on the costs
associated with the extra work—costs that remained unreimbursed.
For example, during the COVID-19 pandemic, there was a lot of
uncertainty around aides’ and ASHAs’ job descriptions, and both
had to acquire personal protective equipment and on their own
dime and their own time. Moreover, both aides and ASHAs had to
commute long distances to reach their patients, which had financial
and safety costs:
“We don’t have a lot of resources so when we are called
to far off places on emergency basis, it becomes a trouble
to travel back. (ASHA11)
This cost was not acknowledged or defrayed by their supervisors,
nor were the costs of traveling to required meetings, having to bribe
officials to get patients to the hospital or, at times, even paying for
patients expenses. As ASHA2 put it, “they eat so much of ASHAs’
money.” The aides also discussed the unseen costs of fearing for
their personal safety due to long commutes. HHA12 spoke about

how sometimes she would make the long commute to her patient’s
home, only to have to wait for them outside in the cold or in a
dangerous neighborhood. In these cases, aides and ASHAs felt the
hidden costs of having to extend themselves to handle emergency
situations or travel far distances and were dissatisfied that the extra
efforts they made were unseen and unpaid.

4.2

Serving as Overlooked Experts

One of the aides’ and ASHAs’ main roles was to help patients navigate complex medical systems and advocate for them. As a result,
the aides and ASHAs were often unique sources of patient information. Both aides and ASHAs were tasked with collecting information
about their work and patients, which required a lot of effort. They
then facilitated transfer of this information to supervisors and organizations. However, aides and ASHAs felt unsupported in these
efforts, despite their key positions, the value of the information,
and the lengths they went to procure it.
4.2.1 Sharing But Not Receiving Information. The aides and ASHAs
kept different types of records about their tasks and patients. The
aides tracked which tasks they completed on the patient’s care plan
using paper checklists or smartphone applications. The ASHAs focused mainly on recording information about patients (e.g., births,
deaths, illnesses, vaccinations) in paper registers. Some kept their
own records in addition to these required ones. HHA9 started keeping notes in her own notebook and on the computer after she got a
call inquiring about the status of a patient she worked with months
ago. Similarly, ASHA1 kept notes in a register that she purchased
on her own (another hidden cost) so that she could freely make
mistakes before copying the information neatly over to official
records.
The aides and ASHAs also discussed how they often served as experts about their patients to other medical professionals, especially
during emergencies. ASHAs described how they compiled reports
with patients’ information for supervisors, sometimes having to
respond quickly to requests for information and “give lists [reports]
right on the spot” (ASHA10). The aides also had crucial information
about their patient that was valuable on-demand. HHA1 chronicled
an incident where she noticed her patient’s vitals were really low
compared to the past month and notified the doctor just in time for
them to catch a requisite change in the patient’s prescription:
“Now my [patient] is blind, so I’m not supposed to be
taking her blood pressure, her vital signs or nothing.
. . . So what do I do? Do I get in trouble . . . Or do I take
care of my [patient]? . . . Whoever comes out here to
assess the [patient] is not doing a great job. . . . [But]
the doctor needs . . . a vital taken every day. Now, if I
didn’t catch that, I could have come in there the next
morning, she could have been gone. She needed her
medicine changed. I caught it.” (HHA1)
This incident demonstrated that HHA1 knew her patient well
enough to catch subtle changes and that she was willing to do
the extra work of checking her patient’s vitals—even though she
said she was not supposed to.
Despite being important in information exchange, the aides and
HHAs felt that they were not being kept in the loop. In addition
to feeling taken by surprise by constantly changing demands from
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their supervisors, they did not know how the information they were
collecting would be used. HHA5 expressed uncertainty, saying that
even though she was giving information to her supervisors, she
was “not sure if they’re paying attention or not.” HHA8 was confused
about why she had to record so much information and resisted
downloading the clock-in app on her phone, asking “’Why should
I put that tracking device on my phone to track me down?’” HHA9
wanted her supervisors to not know as much because “it’s better
nobody knows what you do, because then they’re expecting more
from you.” This lack of insight or input into how the information
was being used also resulted in the aides and ASHAs feeling less
responsibility over the information. ASHA7 and ASHA15 expressed
that they were not concerned if anyone had access to the ledgers
full of patient information — it’s not like anyone else would be able
to understand or use the information anyways.
Additionally, the aides and ASHAs were not being given the
key information they needed to provide high quality care. HHA5
spoke about her frustration with her supervisors because they did
not warn her about a difficult patient. HHA5 felt that because the
patient had been with the agency for 7-10 years, the “agency [and]
coordinator know that this client is having these issues,” yet did not
let her know. This lack of information meant the aides and ASHAs
would not be prepared for a situation because, as ASHA8 lamented,
“you never know what kind of patients you’ll get.” The aides and
ASHAs also spoke about how a lack of information meant they
felt unsure about what they were doing, especially when they first
started their jobs. ASHA5 said she at first felt “hesitant” when she
returned from training and had to attend her first delivery as an
ASHA. HHA5 resonated with this feeling of uncertainty, saying
that even though she felt comfortable communicating reports of
vital signs, she felt unsure when she was taking it, wondering “‘Is
this accurate’ or ‘Did I take it right or not?’” ASHA1 frames this
lack of information as impacting her performance, she “definitely
want[s] that we are informed better . . . then only would we be able to
do a great job” (ASHA1).
4.2.2 Challenges Getting Support. One challenge involved in collecting and transferring information was that the collection process
itself required a lot of work on the part of the aides and ASHAs.
ASHAs found the process cumbersome, with some saying that older
ASHAs “can’t read the small letters in the reports” (ASHA9), and that
it was burdensome to keep draft copies of the registers and produce
copies of their records on demand. Aides had to manage a diverse
ecosystem of paper, phone, and smartphone options for tracking
their tasks and faced issues learning how to use and troubleshoot
the technology. When the technology “goes haywire” (HHA1), the
aides would have to do extra work to fix not only the issues with
the technology, but also the incomplete or incorrect information
that resulted from the issues. For example, HHA8 described a time
when she did not get paid for a few days and had to call numerous
agency representatives to resolve the issue that stemmed from the
GPS on her smartphone application not recognizing she was with
the patient when she was asked to go buy a newspaper or take
her patient to the doctor. HHA7 had to ask her daughter to help
her email her timesheets when her phone clock-in did not work.
ASHA10 also had to ask her husband and children for help with
half of her work because there was too much information for her
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to keep track of. These frustrations indicated that these paper and
digital tools furthered participants’ invisbility by not accounting for
their workflows and requiring them do even more invisible work
to troubleshoot resulting problems.
The aides and ASHAs attributed their lack of support to a lack
of appreciation on part of their supervisors. For example, ASHA7
spoke about how her supervisors only “look at whether work is being
done—they don’t really support [me] in any way.” They felt they were
not regarded as a priority for their supervisors. The aides expressed
frustration and felt their superiors “should at least pick up the phone”
(HHA10) when they were calling to be more supportive, because
otherwise, they felt that their agency, “they don’t care—they just
send you over there and that’s about it” (HHA10). They felt that if
their supervisors did care, they would express it through positive
and constructive feedback. HHA1 elaborated how the feedback they
received during the pandemic was lackluster and indicative of a
lack of care:
“They needed us, but they didn’t give us anything . . . not
even thank you. What we are looking for is just for
somebody to say I’m thinking about you, I’m caring
about you, job well done, you did good today.” (HHA1)
When the aides and ASHAs lacked information and could not
turn to their supervisors for support, they had to be creative about
how they got the information and had to make decisions on-the-fly.
This meant that the aides and ASHAs were not able to count on
their supervisors for information in a time of need. ASHA5 felt
frustrated, saying, “there’s no point in calling up supervisors . . . the
supervisor would just end up in a dilemma and nothing would be
solved.” Even if they wanted to contact their supervisors in a time
of need, the lack of response meant they ultimately had to make
calls on their own. For example, HHA2 had learned that during an
emergency, she was on her own:
“I simply rush to Google and try to do some research,
because if I’m supposed to call a supervisor, I would not
get anybody to assist me.” (HHA2)
HHA1 found that by the time she was able to reach her supervisor,
she had already handled her patient’s emergency and “there was
nothing they had to tell me—I told them”. In cases such as these,
the aides and ASHAs were exasperated that their supervisors did
not see or respond to them, they had to do extra work to fill that
gap of knowledge, and were not given recognition when they did
something above and beyond and essential to patients’ well-being.

4.3

Struggling to be Respected

The aides and ASHAs also shared how they constantly needed to
fight to be respected by patients, supervisors, and broader care
teams. Both groups of shared ways in which they struggled to
be better acknowledged and supported, as well as their struggles
developing trust with patients due to their identities as women and
as home-based care workers.
4.3.1 Dealing With How They Are Treated. Both aides and ASHAs
described how patients would treat them with disrespect because of
their gender identities. They shared examples of times when they
feared for their safety, including HHA1 who talked about a patient
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who raised a butcher knife to her and ASHA9 who heard community members threaten to beat the ASHAs. They also each shared
instances of being treated like they were “housemaids” (HHA2,
HHA5, HHA6, HHA7) or “servants” (ASHA2, ASHA12). Although
the perception of both the aides and ASHAs as housekeepers may
draw from the gendered views of domestic work [18, 30, 42], the
discrimination had different flavors to it. ASHAs described facing
resistance as women with jobs, with others mocking them and
saying “Look! She’s someone’s daughter-in-law and yet going doorto-door” (ASHA3). ASHA13 discussed how she had to convince her
husband to be allowed to take the job, saying:
“Of course, as a woman, I had to face a lot of problems.
The men at home didn’t understand the work and the
men in the field thought I wasn’t competent enough to
do the work.” (ASHA13)
The ASHAs found that some patients would rather turn to “quacks”
(P5), unqualified people posing as doctors and spreading misinformation, rather than listen to them. HHA2 further felt that patients
questioned her expertise “because I’m young, they also think I’m
dumb” and tried to take advantage of her by asking her to do additional tasks.
The aides and ASHAs also faced challenging experiences based
on other intersectional identities, including race and caste. While
aides did not face as overt gender-based resistance, they did face
judgement due to their race. HHA10 talked about a patient who
refused to be touched by someone of HHA10’s race and HHA12
talked about a patient who called aides a race-related pejorative
term. For ASHAs, race was not as salient, but they navigated castebased challenges. ASHA13 surmised that if she had been of a lower
caste, “people would not have let me in the premises of their homes”
and felt lucky she did not face those problems. Even though the
ASHAs themselves faced discrimination, they had to extend grace
to others. ASHA15 shared that she had to go home and purify after
working with someone of a lower caste. ASHA5 made sure to ask
for a glass of water from her patients, even just to have a few sips,
to demonstrate that “I am not there to act superior.”
The work that aides and ASHAs put into developing trust with
patients was evident. Both groups spoke about the familial relationship they had with patients: HHA7 said that she treated her patient
like her mother. ASHA4 described how the familial and friendly
feeling enabled her to give advice on taboo topics like menstruation
or intimacy:
“They treat me as a friend and they trust that I can
solve their issues . . . I feel proud to be doing ASHA work
because people think we’re worthy enough for them to
share things.” (ASHA4)
The ASHAs worked hard to build this trust, giving more information to the community, and, as ASHA11 said, “[because] people [are]
getting more educated and informed, there are no problems now.” The
aides focused on developing trust in their one-on-one relationships
with patients, enacting strategies that handled this individual conflict. HHA2 said “once you stand up to [a patient] . . . they will see you
as a different person.”
4.3.2 Overcoming Judgements To Be Acknowledged. Adjusting their
attitudes in order to do their jobs led to more emotional burdens on

aides and ASHAs. Participants discussed how their supervisors instructed them how to act. For example, HHA5 and HHA6 described
how they were told that “we cannot push [patients]” and ASHA5
said “the very first thing we were taught was to have the power to
listen and endure.” The advice to act in ways that do not force or
anger patients is an example of emotional labor, where the workers
were given instructions on how to act in ways that contradicted
how they felt [44]. This made them feel pressured to perform the
‘proper’ emotions as a requirement of their jobs, as “an ASHA should
present herself well” (ASHA2). This resulted in aides and ASHAs
having to take on the emotional burden to “shrug it off ” (ASHA3)
or “leave the job on the job” (HHA6). HHA13 even described how
she chose to be an on-call aide, opting for one-off interactions with
patients, despite the unpredictability, so that she would not have
the emotional burden of longer-term attachment and feel guilty for
leaving her patient when she went on vacation. Overall, both aides
and ASHAs had to do substantial emotional labor to build peaceful
relationships with patients.
When things went awry, aides and ASHAs often turned to their
supervisors or other authority figures for help with interpersonal
conflicts. ASHA7 explained how her supervisor came to help her
convince villagers to get vaccinated against polio, while ASHA12
discussed how her supervisor stood up for her when the villagers
were treating her poorly:
“If somebody puts up a fake complaint against me, she
[my supervisor] always defends me . . . She tells them
that I’m not their personal servant and that they should
be nicer to me and that I’m a hard worker.” (ASHA12)
However, sometimes participants did not feel supported by their
supervisors when they needed them. They felt that, when conflicts
with patients got back to their supervisors, “it’s [the patient’s] word
against our words” (HHA2) and that ”of course [supervisors] will
believe the villagers” (ASHA9). Therefore, some participants escalated their issues to other authorities for support. ASHA5 said she
would “straightaway call the police”—that even threatening to call
the police would result in more respect.
In light of all these concerns, aides and ASHAs felt they were
not able to change their situation, made worse by the fact that they
were not respected. ASHA2 said “there is nobody to listen to ASHAs”
and elaborated:
“ASHAs are not even considered, when all the work is
getting done by ASHAs. We manage our homes as well
as our jobs. We ASHAs work so hard. You think about
it, if there’s anyone in the country who is working the
hardest right now, it is ASHAs. But nobody is listening
to us . . . Nothing.” (ASHA2)
She even suggested that there should be a specific officer who
simply listens to ASHAs’ pains and issues, similar to a suggestion
that HHA10 gave for their agency to have meetings with aides
and listen to their problems. This neglect of their voices was also
reflected in the ASHAs’ protests and strikes that happened in light
of the COVID-19 pandemic [60, 82]. Even though the ASHAs said
they coordinated on WhatsApp large groups of workers to attend,
they were frustrated that “nothing comes of it” (ASHA15). Some still
had some hope and believed their collective voice would be harder
to ignore:
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Table 2: Summary of Findings
Working Above and Beyond (§4.1)
Manifestations
• Wanting to give 100% care
• Solidarity/filling-in for others
• Confusing/changing requirements
• Asked to work outside of job scope
Implications
• Burden of (re)asserting boundaries
• Not paid/recognized for extra work
• Unreimbursed financial/safety costs

for how we might begin to make progress. These ideas draw from
common concerns the frontline workers expressed, but differ in the
Serving as Overlooked Experts (§4.2)
Struggling
to Be and
Respected
(§4.3) of technology
specific considerations they
address
the types
that would be used to adapt
to the workflows and technological
Manifestations
Manifestations
• Providing patient info on demand
• Attacked/berated
as women design ideas
literacy of the workers. Below,
we discuss potential
• Anticipating emergencies for technologies that may begin
• Careful
treatment
of race health
and casteworkers
to make
frontline
• No insight/input into how info is used
• Developing trust over time
more
visible,
along
with
tensions
that
must
be
considered
on the
• Missing key information
• Community vs 1-on-1 relations
way.
Implications
• Having to fix issues with tech/info
• Feeling unsure/unappreciated
• Forced to learn/act on their
own Feedback
5.1.1

“Whatever happens, we will face it together. We should
have unity, because it’s everyone’s fight for their rights.
The results will be the same for all of us. The same for
both who are sleeping and those that are fighting. Everyone should support each other in such times.” (ASHA5)
These struggles for participants to be recognized for their important
work reflected not only the disregard of aides and ASHAs, but also
their feelings of solidarity and ideas of what a better future might
look like.

5

DISCUSSION

Our findings illustrate how invisibility is manifested for aides and
ASHAs: (1) through the invisible work they do above and beyond
their duties, (2) in their overlooked position in key knowledge transfer, and (3) via their treatment due to their devalued identities as
women and care workers. In response to these manifestations of
invisibility, the aides and ASHAs called for more support in the
form of actionable feedback, on-the-job knowledge, and clearer
boundaries; more respect as people and workers; and more recognition in the form of thanks and compensation. Drawing on these
findings, we discuss potential technological approaches that specifically address their concerns around visibility along with design
considerations for technologists working for and with frontline
health workers.

5.1

Technology for Visibility

Many of the tensions and challenges that ASHAs and aides discussed may result from intractable, systemic problems: How might
we change society’s treatment of women, racial minorities, or domestic workers? How might we ensure respect and recognition
for marginalized workers efforts? Such problems are sometimes
referred to as “wicked” problems [79]—difficult or impossible to
solve due to incomplete, contradictory, and changing requirements
that are often hard to recognize. Research in ICTD has long acknowledged that technology is unlikely to be able to solve these
wicked problems once-and-for-all. Indeed, prior work suggests
that, in some cases, technology may instead exacerbate or amplify
problems if not designed carefully in ways that take into account existing power dynamics [96]. Nevertheless, participants in our study
wanted to improve their situations—to receive support, respect, and
recognition for their essential role providing care to vulnerable
communities—and our findings provide some constructive ideas

Implications
• Emotional labor of presenting well
• Turning to authority in conflicts
Feeling hopeless/unheard
Systems and• Incident
Reporting. The aides

and
ASHAs reported trying to make visible some of the challenges
they encountered to their supervisors, a process that could be enhanced through a feedback and reporting system. Currently, the
aides and ASHAs have to call their supervisors when they face
a difficult or abusive patient, which is not a reliable way of getting support. A formalized system could help them log issues or
complaints which could then be sent to their supervisors or other
relevant stakeholders to act upon. Prior literature has presented
similar ideas, including digital worker feedback reporting tools (e.g.,
mobile-based audits of working conditions) [10, 41, 78] as well as
incident reporting software for sexual harassment (e.g., the applications Callisto and Lighthouse that have been used in university
settings) [49, 55, 93].
The prior research in similar fields indicates that the design of
such a system presents rich opportunities for future research and
customization to fit the specific needs of aides and ASHAs. Some
open questions include: how to collect verifiable feedback, how
to ensure reports are monitored and action gets taken, how to do
so in a way that protects workers from retaliation, and how to
ensure that the burden of invisible work is not simply shifted onto
supervisors. The veracity of the reports is one that especially applies
to frontline health workers, as aides and ASHAs expressed concerns
that their perspectives or experiences may be questioned, that their
supervisors would not believe them, or would take the side of their
patient. These concerns are a result of unequal power dynamics,
both having to deal with their voices being minimized due to their
disadvantaged gender or racial identities, and the aides specifically
facing the difficulty of speaking up against the people who were
funding their services. Technological considerations would need to
take into account this compounding relative lack of power. One way
to address this would be to aggregate complaints across workers,
which could help reinforce claims, identify problematic patterns or
individuals, and raise larger systemic issues. However, aides and
ASHAs also shared suspicions that their supervisors and broader
organizations may already have information about difficult patients,
but did not have the time or incentive to share this information
with them or were barred by privacy considerations (in the case of
the aides).
These challenges in verifiability and actionability of the workers’
feedback point towards a system that turns to peer groups rather
than the supervisors. Literature in HCI and ICTD has explored
how groups of peers might enable workers to communicate among
themselves and identify problematic actors, harnessing the power
of multiple workers’ perspectives to help warn each other about
potential difficulties. An especially salient example is Turkopticon
[47], a tool that enabled workers on Amazon’s Mechanical Turk
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to report and raise awareness about problematic employers. Additionally, prior work has suggested that peer support could be a
powerful mechanism specifically for isolated, distributed frontline
health workers to have a safe space to discuss their problems, receive emotional support, learn tips for enforcing boundaries, get
advice for handling challenging patients, and more [74]. An example of such an initiative is a Facebook support group for Walmart
Workers to share their concerns with other workers who hold
similar positions all over the world [5]. For the frontline health
workers, this could involve building in elements explicitly related
to emotional and strategic support in existing WhatsApp groups
for ASHAs and training sessions for aides.
5.1.2 Sharing Clinically-Relevant Data. Although aides and ASHAs
are the “eyes and ears” [88] for the healthcare system in patients’
homes, ours and others’ findings [86–88, 98] suggest that their
knowledge and insights are frequently not recognized or incorporated into clinical data pipelines. Prior ICTD work investigating
digital tools for other community health workers (e.g., CommCare
[32, 94], Open Data Kit [13, 40], Medic Mobile [61], MoTeCH [57])
have demonstrated that these workers have the capability to collect
and report important patient data. Building on this work, our findings highlight important avenues for improvement: how to enable
frontline workers to capture salient changes in patient wellbeing
beyond mundane surveillance data collection and how to provide
recognition and respect for workers who contribute this data, rendering their essential work more visible. Of course, key challenges
would be to ensure that such tools do not simply add to workers
already burdensome workloads, requiring careful consideration to
ensure it fits in their workflow and there are resources to train the
frontline health workers and help them troubleshoot any issues
that may arise.
We note that adjustments will be needed before implementing
such tools so that they also do not simply use the information
provided by aides and ASHAs to monitor compliance, but also to
address their fundamental concerns around visibility. One way of
doing this is by building mechanisms into these tools that encourage
supervisors to provide feedback to workers, building on previous
work examining performance-related feedback from patients [67]
or insights gleaned from self-tracking metrics [21]. We see opportunities for additional feedback mechanisms that include options
for differing types of feedback, including the positive recognition
that the aides requested and the critiques that the ASHAs wanted.
Additionally, as demonstrated by a successful voice-based feedback
system for health knowledge gaps [64], the frontline health workers can serve as a channel to elevate concerns expressed by their
patients. This would require their supervisors to understand and
acknowledge the value that these workers are providing via their
insights that goes beyond simple surveillance and monitoring. This
would require overcoming any biases held against these workers,
including those about their levels of education or the capabilities
of their gender (as in the case of ASHAS). However, it may also
require workers to do more work to translate their observations
into legible and actionable clinical data. Nevertheless, these efforts
could lead to increased respect and recognition for frontline health
workers as on-the-ground experts, shifting their main prerogative
to be analyzing versus just collecting information.

5.1.3 Advocating for Awareness. Technology could also be used
to foster solidarity—coordinating across large groups of workers,
aggregating information, and spreading awareness and gaining
support for different causes [23, 56]. One basic example of this is
the use of technology for coordination. This could build upon the
WhatsApp groups the ASHAs already used to coordinate for strikes
or the technological tools the unions (like the one the aides in our
study belonged to) also used to organize information about their
members and recruit new ones [51]. While designing tools that
enable health workers to show solidarity has promise, care must
be taken to ensure that these tools are also accessible to health
workers who have limited or no digital literacy, as was evident in
our findings that some participants were not always comfortable
and/or required assistance to use technology.
Another level of technology use would be to aggregate information to help advocate for the frontline health workers with supervisors, agencies, and other stakeholders. However, even if equipped
with more information, supervisors may be limited in their capacity
to change the status quo, despite expressing interest in doing so—
public health programs themselves are often underfunded, which
limits how much they can pay frontline health workers. Technology
that is using data to advocate for frontline health workers would
need to draw on existing strategies employed by organizers, such
as the prominent Justice for Janitors campaign that found putting
pressure one level up on those that pay the agencies rather than the
agencies themselves, to create more leeway in how much they can
be paid [20, 45]. In the case of like aides, this could mean petitioning
the state governments that fund their employers, the agencies. For
ASHAs, this would mean approaching the county-level or state
governments who are both their employers and payers.
These larger structural changes require shifts in public opinions
around the importance of frontline health work, which technology
could also help facilitate. Currently, technology has been used to
raise awareness of the plight of frontline health workers to the
broader public, including through social media campaigns on the
aides’ side (#BuildBackBetter [2], #CareCantWait [3]) as well as
the media coverage of the aides’ Fair Pay for Home Care campaign
[52, 73] as well as the ASHA strikes during the COVID-19 pandemic
[60, 82]. Future initiatives could cross-pollinate across the successes
of these media campaigns. However, there is still a long way to go
to overcome the prejudices the aides and ASHAs face due to their
gender and racial identities and the attitude the public has about
care and home-based work. Technology can help amplify some of
these efforts and the slow but steady changes that are being made.

5.2

Visibility or Surveillance?

Discussing how technology might make workers more visible brings
up tensions around what aspects of their work the aides and ASHAs
wanted to be visible, to whom they want those to be visible, and how
it is actualized. Rendering certain aspects of their work more visible
may lead to privacy concerns for frontline health workers. Our
findings suggest that both ASHAs and aides were making choices,
finding compromises, and developing workarounds that they may
not want their supervisors to see, such as having other workers or
even family members help them finish their tasks. This raises tensions around balancing privacy with visibility, stated desires with
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observed reality to ensure that any resulting technology design
does not impose the values of the designers onto the health workers
[68, 93]. The workers in different contexts also expressed differing
notions of privacy for themselves and their patients—with the aides
expressing concerns around the tracking apps they had to install
on their phones to the ASHAs feeling comfortable keeping their
patient data in a ledger. This could be further extended to other
stakeholders who might have their own, different conceptions of
privacy, including supervisors, agencies or organizations, patients
and their families, and the broader public.
Future work needs to carefully account for the tension between
privacy, visibility, and surveillance, since sometimes they are at
odds with each other. As Star and Strauss [85] delineated, visibility
could bring “legitimacy, rescue from obscurity or other aspects
of exploitation” as well as “reification of work, opportunities for
surveillance, or come to increase group communication and process
burdens.” While the aides and ASHAs might have wanted more
recognition for some of their extra tasks or unpaid hours, if their
supervisors found out that they were using others to complete
their duties, they might end up with retaliation or more restrictions.
Supervisors could see these choices as examples of having too
much assigned work and too little pay (legitimacy) or as violations
of their contract (surveillance). Following Star and Strauss [85]’s
postulation, this could mean that their supervisors might want to
put in more reporting to make sure the assigned workers are the
ones doing the work, which would potentially mean more work for
the workers to do the tracking, as well as more resources on the
administrative side to do the checking. Therefore, any attempts to
make visible the work of frontline health workers requires careful
consideration of what parts of their work they want visible and the
potential responses and consequences that may result.
The concerns around privacy and surveillance are especially
important for frontline health workers because their work is often located in patients’ homes. That means that on one hand, the
distributed nature of the workplaces means there might be an increased desire for surveillance, and on the other, the intimate nature
of the home means that additional caution should be taken when
proposing visibility. For one, technology in the domestic space has
the potential to lead to “Big Mother” [80]—having the guise of
maternal care but instead managing, monitoring, and marketizing
domestic spaces. Moreover, it could lead to “refractive surveillance”
[59] because tracking the health worker might lead to also tracking
the patient. While these ideas have been discussed at length in
the conversation about the GPS tracking aspect of electronic visit
verification in the United States [59], this has not yet been extended
to settings in the Global South — a gap that our findings bridges.
Tracking an ASHA, for example, could lead to surveilling a whole
community’s status, which may be helpful in some cases (e.g., when
used by the government to identify weaknesses in public health
delivery) but may also lead to a violation of privacy of particularly
vulnerable and marginalized populations. This tension is exemplified through the mixed benefits and costs of the identity-tracking
system for welfare, Aadhaar, by the Indian government [43, 50]. The
specific setting of the home, in conjunction with the community’s
understanding of privacy, are important to take into consideration
when designing technology for these high-stakes contexts.
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CONCLUSION

This paper examined the invisible work performed by home health
aides in New York City and the ASHAs in Uttar Pradesh–both
important groups frontline health workers whose work is undervalued and underappreciated. Both groups experience invisibility
across common categories—in their work done above and beyond
their requirements, as overlooked bridges of knowledge between
different parts of the care system, and as women performing the
feminized labor of care work. Moreover, they have similar desires
for support, recognition, and respect which generated ideas for
technology that can help them give feedback or report incidents,
share clinically-relevant data, or advocate for awareness. However,
a more careful examination of these different manifestations of
invisibility in the two different contexts raises the importance of
considering their different perspectives on visibility and technology.
Our findings contribute to the discussion on the balance between
visibility and surveillance, legitimacy and retaliation, and privacy
and the home. These contributions will guide future creators of
technology for frontline health workers in diverse Global contexts.

ACKNOWLEDGMENTS
We would like to acknowledge the contributions of the frontline
health workers we spoke to and the partners that helped make
these connections possible. This work is supported by NSF grant
#2026577 and the Cornell Center for Health Equity.

REFERENCES
[1] 2010. Protection of Domestic Workers From Harassment Under the NYS Human
Rights Law. https://dhr.ny.gov/spotlight-law. Accessed: 2021-9-29.
[2] 2021. The Build Back Better Framework. https://www.whitehouse.gov/buildback-better/. Accessed: 2022-3-1.
[3] 2022. CareCantWait. https://www.carecantwait.org/. Accessed: 2022-3-1.
[4] 2022. Nehru Yuva Sangthan-tisi. https://www.nystindia.org/. Accessed: 202111-5.
[5] 2022. WALMART EMPLOYEES ALL AROUND THE WORLD. https://www.
facebook.com/groups/201258410009397/. Accessed: 2022-5-10.
[6] Marwa Abdel-All, Blake Angell, Stephen Jan, Martin Howell, Kirsten Howard,
Seye Abimbola, and Rohina Joshi. 2019. What do community health workers
want? Findings of a discrete choice experiment among Accredited Social Health
Activists (ASHAs) in India. BMJ Global Health 4 (April 2019), e001509.
[7] Davina Allen. 2014. The Invisible Work of Nurses: Hospitals, Organisation and
Healthcare. Routledge.
[8] Pat Armstrong and Hugh Armstrong. 2019. Thinking It Through: Women, Work
and Caring in the New Millennium. In Caring For/Caring About. University of
Toronto Press, 5–44.
[9] Alison Ashley, Sandra S Butler, and Nancy Fishwick. 2010. Home care aides’
voices from the field: job experiences of personal support specialists. Home
Healthc. Nurse 28, 7 (July 2010), 399–405.
[10] Laurie Berg, Bassina Farbenblum, and Angela Kintominas. 2020. Addressing
Exploitation in Supply Chains: Is Technology a Game Changer for Worker
Voice? (April 2020).
[11] Kavita Bhatia. 2014. Community health worker programs in India: a rights-based
review. Perspect. Public Health 134, 5 (Sept. 2014), 276–282.
[12] V Braun and V Clarke. 2006. Using thematic analysis in psychology. Qual. Res.
Psychol. (2006).
[13] Waylon Brunette, Samuel Sudar, Mitchell Sundt, Clarice Larson, Jeffrey Beorse,
and Richard Anderson. 2017. Open Data Kit 2.0: A Services-Based Application Framework for Disconnected Data Management. In Proceedings of the 15th
Annual International Conference on Mobile Systems, Applications, and Services
(Niagara Falls, New York, USA) (MobiSys ’17). Association for Computing Machinery, New York, NY, USA, 440–452.
[14] Graham Button and Richard Harper. 1995. The relevance of ‘work-practice’ for
design. Comput. Support. Coop. Work 4, 4 (Dec. 1995), 263–280.
[15] Kathy Charmaz. 2011. Grounded Theory Methods in Social Justice Research. In
The SAGE Handbook of Qualitative Research, Norman K Denzin Yvonna (Ed.).
SAGE Publications, 359–380.
[16] David Collier. 1993. The Comparative Method. (1993).

COMPASS ’22, June 29-July 1, 2022, Seattle, WA, USA

Joy Ming, Srujana Kamath, Elizabeth Kuo, Madeline Sterling, Nicola Dell, and Aditya Vashistha

[17] Sasha Costanza-Chock. 2020. Design Justice: Community-Led Practices to Build
the Worlds We Need (Information Policy). The MIT Press.
[18] Marion Crain, Winifred Poster, and Miriam Cherry. 2016. Invisible Labor: Hidden
Work in the Contemporary World. Univ of California Press.
[19] Arlene Kaplan Daniels. 1987. Invisible Work. Soc. Probl. 34, 5 (1987), 403–415.
[20] Linda Delp and Katie Quan. 2002. Homecare worker organizing in California:
An analysis of a successful strategy. Labor Stud. J. 27, 1 (2002), 1–23.
[21] Brian DeRenzi, Jeremy Wacksman, Nicola Dell, Scott Lee, Neal Lesh, Gaetano
Borriello, and Andrew Ellner. 2016. Closing the Feedback Loop: A 12-month
Evaluation of ASTA, a Self-Tracking Application for ASHAs. In Proceedings of the
Eighth International Conference on Information and Communication Technologies
and Development (Ann Arbor, MI, USA) (ICTD ’16, Article 22). Association for
Computing Machinery, New York, NY, USA, 1–10.
[22] Rita Dhamoon. 2005. A feminist approach to decolonizing anti-racism: Rethinking transnationalism, intersectionality, and settler colonialism. Feral Feminisms
4 (2005), 20–37.
[23] Catherine D’Ignazio and Lauren F Klein. 2020. Data Feminism. MIT Press.
[24] Mignon Duffy, Amy Armenia, and Clare L Stacey. 2015. 1. On the Clock, Off
the Radar: Paid Care Work in the United States. In Caring on the Clock. Rutgers
University Press, 3–13.
[25] Michaelanne Dye, Neha Kumar, Ari Schlesinger, Marisol Wong-Villacres, Morgan G Ames, Rajesh Veeraraghavan, Jacki O’Neill, Joyojeet Pal, and Mary L
Gray. 2018. Solidarity Across Borders: Navigating Intersections Towards Equity
and Inclusion. In Companion of the 2018 ACM Conference on Computer Supported Cooperative Work and Social Computing (Jersey City, NJ, USA) (CSCW
’18). Association for Computing Machinery, New York, NY, USA, 487–494.
[26] Yrjö Engeström. 1999. Expansive visibilization of work: An activity-theoretical
perspective. Comput. Support. Coop. Work 8, 1-2 (March 1999), 63–93.
[27] Kim England. 2010. Home, Work and the Shifting Geographies of Care. Ethics
Place Environ. 13, 2 (June 2010), 131–150.
[28] Paula England. 2005. Emerging Theories of Care Work. Annu. Rev. Sociol. 31, 1
(Aug. 2005), 381–399.
[29] Farah N Fathima, Mohan Raju, Kiruba S Varadharajan, Aditi Krishnamurthy,
S R Ananthkumar, and Prem K Mony. 2015. Assessment of ’accredited social
health activists’-a national community health volunteer scheme in Karnataka
State, India. J. Health Popul. Nutr. 33, 1 (March 2015), 137–145.
[30] Silvia Federici. 2004. Caliban and the Witch: Women, the Body, and Primitive
Accumulation. Autonomedia.
[31] Leon Fink and Brian Greenberg. 2009. Upheaval in the Quiet Zone: 1199SEIU and
the Politics of Health Care Unionism. University of Illinois Press.
[32] Ali Flaming, Molly Canty, Gillian Javetski, and Neal Lesh. 2015. The CommCare
evidence base for frontline workers. Technical Report.
[33] Nancy Folbre. 2002. The Invisible Heart: Economics and Family Values (1 ed.).
The New Press.
[34] Geraldine Foley and Virpi Timonen. 2015. Using Grounded Theory Method
to Capture and Analyze Health Care Experiences. Health Serv. Res. 50, 4 (Aug.
2015), 1195–1210.
[35] Emily Franzosa, Emma K Tsui, and Sherry Baron. 2018. Home Health Aides’
Perceptions of Quality Care: Goals, Challenges, and Implications for a Rapidly
Changing Industry. New Solut. 27, 4 (Feb. 2018), 629–647.
[36] Mathew George and Sujay Joshi. 2012. Healthcare through Community Participation: Role of ASHAs. Econ. Polit. Wkly. 47, 10 (March 2012), 70–76.
[37] Mohammed A Gharawi, Theresa A Pardo, and Santiago Guerrero. 2009. Issues and strategies for conducting cross-national e-government comparative
research. In Proceedings of the 3rd international conference on Theory and practice of electronic governance (Bogota, Colombia) (ICEGOV ’09). Association for
Computing Machinery, New York, NY, USA, 163–170.
[38] Mary L Gray and Siddharth Suri. 2019. Ghost Work: How to Stop Silicon Valley
from Building a New Global Underclass (illustrated edition ed.). Mariner Books.
[39] Donna Haraway. 1988. Situated Knowledges: The Science Question in Feminism
and the Privilege of Partial Perspective. Fem. Stud. 14, 3 (1988), 575–599.
[40] Carl Hartung, Adam Lerer, Yaw Anokwa, Clint Tseng, Waylon Brunette, and
Gaetano Borriello. 2010. Open data kit: tools to build information services for
developing regions. In Proceedings of the 4th ACM/IEEE International Conference
on Information and Communication Technologies and Development (London,
United Kingdom) (ICTD ’10, Article 18). Association for Computing Machinery,
New York, NY, USA, 1–12.
[41] Tahsina Hashem, Tanzima Hashem, and Anindya Iqbal. 2016. Ensuring Feedback
Data Privacy in the Context of Developing Countries. In Proceedings of the 7th
Annual Symposium on Computing for Development (Nairobi, Kenya) (ACM DEV
’16, Article 18). Association for Computing Machinery, New York, NY, USA, 1–4.
[42] Erin Hatton. 2017. Mechanisms of invisibility: rethinking the concept of invisible
work. Work Employ. Soc. 31, 2 (April 2017), 336–351.
[43] Kathryn Henne. 2019. Surveillance in the Name of Governance: Aadhaar as
a Fix for Leaking Systems in India. In Information, Technology and Control in
a Changing World: Understanding Power Structures in the 21st Century, Blayne
Haggart, Kathryn Henne, and Natasha Tusikov (Eds.). Springer International
Publishing, Cham, 223–245.

[44] Arlie Russell Hochschild. 2012. The Managed Heart. University of California
Press.
[45] John Howley. 1990. Justice for janitors: The challenge of organizing in contract
services. (April 1990).
[46] L Irani. 2019. Justice for Data Janitors. Think in Public (2019).
[47] L C Irani and M S Silberman. 2013. Turkopticon: Interrupting worker invisibility
in amazon mechanical turk. GROUP ACM SIGCHI Int. Conf. Support. Group Work
(2013).
[48] Jeanne-Marie Jackson. 2016. Farewell to Pnin: The End of the Comp Lit
Era. https://www.3ammagazine.com/3am/farewell-to-pnin-the-end-of-thecomp-lit-era/. Accessed: 2021-9-16.
[49] Naveena Karusala and Neha Kumar. 2017. Women’s Safety in Public Spaces:
Examining the Efficacy of Panic Buttons in New Delhi. In Proceedings of the
2017 CHI Conference on Human Factors in Computing Systems (Denver, Colorado,
USA) (CHI ’17). Association for Computing Machinery, New York, NY, USA,
3340–3351.
[50] Reetika Khera. 2019. Dissent on Aadhaar: Big data meets big brother. Orient
BlackSwan Hyderabad.
[51] Vera Khovanskaya, Phoebe Sengers, and Lynn Dombrowski. 2020. Bottom-Up
Organizing with Tools from On High: Understanding the Data Practices of
Labor Organizers. In Proceedings of the 2020 CHI Conference on Human Factors in
Computing Systems (Honolulu, HI, USA) (CHI ’20). Association for Computing
Machinery, New York, NY, USA, 1–13.
[52] Natalie Krebs. 2022. A shortage of health aides is forcing out those who wish to
get care at home. NPR (May 2022).
[53] Neha Kumar, Naveena Karusala, Azra Ismail, Marisol Wong-Villacres, and Aditya
Vishwanath. 2019. Engaging Feminist Solidarity for Comparative Research,
Design, and Practice. Proc. ACM Hum.-Comput. Interact. 3, CSCW (Nov. 2019),
1–24.
[54] B Laslett and J Brenner. 1989. Gender and social reproduction: historical perspectives. Annu. Rev. Sociol. 15 (1989), 381–404.
[55] Heidi Liu. 2017. When Whispers Enter the Cloud: Evaluating Technology to
Prevent and Report Sexual Assault Notes. Harv. J. Law Technol. 31, 2 (2017),
939–964.
[56] Yanni Alexander Loukissas. 2019. All Data Are Local: Thinking Critically in a
Data-Driven Society. MIT Press.
[57] Bruce Macleod, James Phillips, Allison E Stone, Aliya Walji, and John Koku
Awoonor-Williams. 2012. The Architecture of a Software System for Supporting
Community-based Primary Health Care with Mobile Technology: The Mobile
Technology for Community Health (MoTeCH) Initiative in Ghana. Online J.
Public Health Inform. 4, 1 (May 2012).
[58] Vrinda Marwah. 2021. Promissory Capital: State Legitimacy among Women
Community Health Workers in India. Qual. Sociol. (July 2021).
[59] Alexandra Mateescu. 2021. Electronic Visit Verification: The Weight of Surveillance
and the Fracturing of Care. Technical Report. Data & Society.
[60] Ashlin Mathew. 2020. COVID-19 groundwork may grind to a halt as
ASHAs on strike for two days to demand better pay, pension. https:
//www.nationalheraldindia.com/india/covid-19-groundwork-may-grindto-a-halt-as-ashas-on-strike-for-two-days-to-demand-better-pay-pension.
Accessed: 2020-11-19.
[61] Eoin McLoughlin, Dympna O’Sullivan, Michela Bertolotto, and David C Wilson.
2006. MEDIC: MobilE Diagnosis for Improved Care. In Proceedings of the 2006
ACM symposium on Applied computing (Dijon, France) (SAC ’06). Association
for Computing Machinery, New York, NY, USA, 204–208.
[62] Sadhana Meena, Monika Rathore, Pragya Kumawat, and Arpit Singh. 2020. Challenges faced by ASHAs during their field works: A cross sectional observational
study in rural area of Jaipur, Rajasthan. Int. J. Med. Public Health 10, 3 (Sept.
2020), 97–99.
[63] Chandra Talpade Mohanty. 2003. “Under Western Eyes” Revisited: Feminist
Solidarity through Anticapitalist Struggles. Signs: Journal of Women in Culture
and Society 28, 2 (Jan. 2003), 499–535.
[64] Maletsabisa Molapo, Melissa Densmore, and Limpho Morie. 2016. Apps and
Skits: Enabling New Forms of Village-To-Clinic Feedback for Rural Health
Education. In Proceedings of the 7th Annual Symposium on Computing for Development (Nairobi, Kenya) (ACM DEV ’16, Article 10). Association for Computing
Machinery, New York, NY, USA, 1–10.
[65] Rajiv Mehta Dawn Nafus. 2016. Atlas of Caregiving Pilot Study Report. (April
2016).
[66] Bonnie A Nardi and Yrjö Engeström. 1999. A web on the wind: The structure of
invisible work. Comput. Support. Coop. Work 8, 1-2 (1999), 1–8.
[67] Fabian Okeke, Lucas Nene, Anne Muthee, Stephen Odindo, Dianna Kane, Isaac
Holeman, and Nicola Dell. 2019. Opportunities and challenges in connecting
care recipients to the community health feedback loop. In Proceedings of the
Tenth International Conference on Information and Communication Technologies
and Development (Ahmedabad, India) (ICTD ’19, Article 13). Association for
Computing Machinery, New York, NY, USA, 1–11.
[68] Chinasa T Okolo and Srujana Kamath. 2021. “It cannot do all of my work”: Community Health Worker Perceptions of AI-Enabled Mobile Health Applications

Invisible Work in Two Frontline Health Contexts

in Rural India. CHI ’21 (2021).
[69] PHI. 2020. Caring for the Future: The Power and Potential of America’s Direct
Care Workforce. https://phinational.org/wp-content/uploads/2021/01/Caringfor-the-Future-2021-PHI.pdf.
[70] PHI. 2020. Direct care work is real work: Elevating the role of the direct care worker.
Technical Report.
[71] PHI. 2020.
Direct Care Workers in the United States: Key Facts.
http://phinational.org/wp-content/uploads/2020/09/Direct-Care-Workers-inthe-United-States-2020-PHI.pdf. Accessed: 2021-8-NA.
[72] Sanjay Pinto. 2021. Economic Democracy, Embodied: A Union Co-op Strategy for
the Long-Term Care Sector. In Organizational Imaginaries: Tempering Capitalism
and Tending to Communities through Cooperatives and Collectivist Democracy,
K Chen Katherine and Victor Tan Chen (Eds.). Research in the Sociology of
Organizations, Vol. 72. Emerald Publishing Limited, 163–184.
[73] Ai-Jen Poo and Ilana Berger. 2022. Opinion. The New York Times (March 2022).
[74] Anthony Poon, Vaidehi Hussain, Julia Loughman, Ariel C Avgar, Madeline
Sterling, and Nicola Dell. 2021. Computer-Mediated Peer Support Needs of
Home Care Workers: Emotional Labor & the Politics of Professionalism. Proc.
ACM Hum.-Comput. Interact. 5, CSCW2 (Oct. 2021), 1–32.
[75] Charles Ragin. 1982. Comparative sociology and the comparative method. Int.
J. Comp. Sociol. 22 (1982), 102–120.
[76] Lavanya Rao, Ravi Prakash, Prathibha Rai, Mallika Tharakan, Kavitha Dl, Arin
Kar, Mohan Hl, and Krishnamurthy Jayanna. 2021. Investigating violence against
Accredited Social Health Activists (ASHAs): a mixed methods study from rural
North Karnataka, India. Journal of Global Health Reports (June 2021).
[77] Noopur Raval. 2021. Interrupting invisibility in a global world. ACM Interactions
28, 4 (Aug. 2021), 27–31.
[78] Lisa Rende Taylor and Elena Shih. 2019. Worker feedback technologies and
combatting modern slavery in global supply chains: examining the effectiveness
of remediation-oriented and due-diligence-oriented technologies in identifying
and addressing forced labour and human trafficking. J. Br. Acad. 7 (s1) (2019),
131–165.
[79] Horst W J Rittel and Melvin M Webber. 1973. Dilemmas in a general theory of
planning. Policy Sci. 4, 2 (June 1973), 155–169.
[80] Jathan Sadowski, Yolande Strengers, and Jenny Kennedy. 2021. More work for
Big Mother: Revaluing care and control in smart homes. Environ. Plan. A (June
2021), 0308518X211022366.
[81] Lipekho Saprii, Esther Richards, Puni Kokho, and Sally Theobald. 2015. Community health workers in rural India: analysing the opportunities and challenges
Accredited Social Health Activists (ASHAs) face in realising their multiple roles.
Hum. Resour. Health 13 (Dec. 2015), 95.
[82] Shruti Srivastava. 2021. A Million Frontline Covid Workers Demand India Boost
$40 Pay. Bloomberg News (Dec. 2021).
[83] Clare L Stacey. 2005. Finding dignity in dirty work: the constraints and rewards
of low-wage home care labour. Sociol. Health Illn. 27, 6 (Sept. 2005), 831–854.
[84] Clare L Stacey. 2011. The Caring Self. In The Caring Self. Cornell University
Press.
[85] Susan Leigh Star and Anselm Strauss. 1999. Layers of Silence, Arenas of Voice:
The Ecology of Visible and Invisible Work. Comput. Support. Coop. Work 8, 1
(March 1999), 9–30.
[86] Madeline R Sterling, Nicola Dell, Benedetta Piantella, Jacklyn Cho, Harveen
Kaur, Emily Tseng, Fabian Okeke, Mikaela Brown, Peggy B K Leung, Ariel F Silva,
Amy L Shaw, and Lisa M Kern. 2020. Understanding the Workflow of Home
Health Care for Patients with Heart Failure: Challenges and Opportunities. J.
Gen. Intern. Med. 35, 6 (June 2020), 1721–1729.
[87] Madeline R Sterling, Nicola Dell, Emily Tseng, Fabian Okeke, Jacklyn Cho,
Benedetta Piantella, and Jonathan N Tobin. 2020. Home care workers caring for
adults with heart failure need better access to training and technology: A role
for implementation science. J Clin Transl Sci 4, 3 (April 2020), 224–228.
[88] Madeline R Sterling, Ariel F Silva, Peggy B K Leung, Amy L Shaw, Emma K Tsui,
Christine D Jones, Laura Robbins, Yanira Escamilla, Ann Lee, Faith Wiggins,
Frances Sadler, Martin F Shapiro, Mary E Charlson, Lisa M Kern, and Monika M
Safford. 2018. “It’s Like They Forget That the Word ‘Health’ Is in ‘Home Health
Aide’”: Understanding the Perspectives of Home Care Workers Who Care for
Adults With Heart Failure. Journal of the American Heart Association 7, 23 (Nov.
2018), e010134.
[89] Madeline R Sterling, Emily Tseng, Anthony Poon, Jacklyn Cho, Ariel C Avgar,
Lisa M Kern, Claire K Ankuda, and Nicola Dell. 2020. Experiences of Home
Health Care Workers in New York City During the Coronavirus Disease 2019
Pandemic: A Qualitative Analysis. JAMA Intern. Med. (Aug. 2020).
[90] Allan Stisen, Nervo Verdezoto, Henrik Blunck, Mikkel Baun Kjærgaard, and
Kaj Grønbæk. 2016. Accounting for the Invisible Work of Hospital Orderlies:
Designing for Local and Global Coordination. In Proceedings of the 19th ACM
Conference on Computer-Supported Cooperative Work & Social Computing (San
Francisco, California, USA) (CSCW ’16). Association for Computing Machinery,
New York, NY, USA, 980–992.
[91] Robyn I Stone. 2004. The direct care worker: the third rail of home care policy.
Annu. Rev. Public Health 25 (2004), 521–537.

COMPASS ’22, June 29-July 1, 2022, Seattle, WA, USA

[92] Lucy Suchman. 1995. Making Work Visible. Commun. ACM 38, 9 (Sept. 1995),
56–64.
[93] Sharifa Sultana, François Guimbretière, Phoebe Sengers, and Nicola Dell. 2018.
Design Within a Patriarchal Society: Opportunities and Challenges in Designing
for Rural Women in Bangladesh. In Proceedings of the 2018 CHI Conference on
Human Factors in Computing Systems (Montreal QC, Canada) (CHI ’18, Paper
536). Association for Computing Machinery, New York, NY, USA, 1–13.
[94] Theodore Svoronos, Deusdedit Mjungu, Prabhjot Dhadialla, Rowena Luk, and
Neal Lesh. 2022. CommCare: Automated Quality Improvement To Strengthen
Community-Based Health. (March 2022).
[95] Julia Ticona, Alexandra Mateescu, and Alex Rosenblat. 2018. Beyond Disruption:
How Tech Shapes Labor Across Domestic Work & Ridehailing. Data & Society
(2018).
[96] Kentaro Toyama. 2010. Can technology end poverty? Boston Review 36, 5 (2010),
12–29.
[97] Kentaro Toyama. 2013. Reflections on HCI for development. Interactions 20, 6
(Nov. 2013), 64–67.
[98] Emily Tseng, Fabian Okeke, Madeline Sterling, and Nicola Dell. 2020. “We can
learn. Why not?”: Designing Technologies to Engender Equity for Home Health
Aides. In Proceedings of the 2020 CHI Conference on Human Factors in Computing
Systems (Honolulu, HI, USA) (CHI ’20). Association for Computing Machinery,
New York, NY, USA, 1–14.
[99] Marcel van der Linden. 2021. Why the Global Labor Movement is in Crisis.
Journal of Labor and Society 24, 3 (July 2021), 375–400.
[100] Nervo Verdezoto, Naveen Bagalkot, Syeda Zainab Akbar, Swati Sharma, Nicola
Mackintosh, Deirdre Harrington, and Paula Griffiths. 2021. The Invisible Work
of Maintenance in Community Health: Challenges and Opportunities for Digital
Health to Support Frontline Health Workers in Karnataka, South India. Proc.
ACM Hum.-Comput. Interact. 5, CSCW1 (April 2021), 1–31.
[101] Deepika Yadav, Prerna Malik, Kirti Dabas, and Pushpendra Singh. 2021. Illustrating the Gaps and Needs in the Training Support of Community Health
Workers in India. In Proceedings of the 2021 CHI Conference on Human Factors
in Computing Systems. Association for Computing Machinery, New York, NY,
USA, 1–16.

