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Section 1: CHW Hiring 
 
In this section, we first offer recommendations on CHW hiring to health care 
organizations interested in the uptake of the CHW model and to those revising their 
current CHW practices.  
 
The section features findings on five distinct CHW hiring subsections which correspond 
with a recommendation or set of recommendations. The CHW hiring section is divided 
into the following subsections: 

1.1 Reasons for Hiring CHWs;  
1.2 Barriers to Hiring CHWs;  
1.3 Identifying CHW Candidates;  
1.4 CHW Selection Criteria and Hiring Process; 
1.5 CHW Salary and Benefits. 

 
Based on the available evidence, each of the five subsections provides:  

• An extensive review of available published literature concerning CHW hiring;  
• National findings from the 2007 Community Health Worker National Workforce 

Study (CHW-NWS)1

• Data derived from a local Chicago-based survey of CHWs and administrators of 
CHW programs in health care settings.  

;  

Articles which were considered to have substantial information concerning CHW 
hiring are included within this section. 

 
While every organization is different, these guidelines regarding CHW hiring will assist 
in preparing sound practices and avoiding pitfalls that will likely impact the success of 
your CHW program and its impact on patient health outcomes. 
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Recommendations for CHW Hiring 
 
Effective CHW hiring processes are important to the success of a CHW intervention. 
Employers must develop a thoughtful process to identify and hire community members 
who may excel most as CHWs. The following recommendations are based on available 
professional literature, survey data, and CHW practice experience. 
 

1.1 Reasons for Hiring CHWs:  Start by understanding your reasons for 
hiring CHWs and your desired outcomes. Employers hire CHWs for 
various reasons including:  their impact on health outcomes, cost, and health 
care system navigation; CHW’s ability to connect with the community and 
impact change; the CHW’s role in tailoring programs to meet community 
needs; and that hiring CHWs increases job opportunities for low-income 
communities. When employers are developing a CHW program, it is 
recommended that they develop a thoughtful understanding of what impact 
they expect CHWs to make on clinic operations and patient outcomes and how 
CHWs may best be utilized within the health care setting to achieve those goals. 
A summary of the evidence supporting this recommendation can be found 
starting on page 18. (See Section 4, CHW Integration into Health Care Systems, 
for a discussion of CHW roles and duties in health care settings). 

 
1.2 Barriers to Hiring CHWs:  Gain organizational support and create a 

plan for CHW funding and hiring. Having knowledge of potential barriers 
to CHW hiring can be helpful in planning CHW programs. By far, funding is 
identified as the largest challenge to CHW hiring. Others include problems with 
identifying CHW candidates which may be most suited for the job and struggles 
in obtaining strong management support for the intervention. A summary of 
the evidence supporting this recommendation can be found starting on page 22. 

 
1.3 How to Identify Potential CHW Candidates:  Multiple channels 

should be used to identify CHW candidates, but always include CHW 
networking and word of mouth referrals. The recruitment of CHW job 
candidates should be pursued through several pathways. Programs should 
engage community partners such as churches, clinics, and community-based 
organizations, local businesses, CHW groups, and other CHWs to recommend 
community members for the position. As a supplement, programs can advertise 
job announcements via the internet and place job opening flyers throughout 
popular community locations. Agencies may also consider recruiting from their 
patient list as it most likely reflects the organization’s service population. A 
summary of the evidence supporting this recommendation can be found 
starting on page 24. 
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1.4 CHW Selection Criteria and Hiring Process 
a. When selecting a candidate, it is important to choose a CHW who 

is an active member of the community s/he serves. CHWs should 
have a shared connection with and desire to serve the community. This is a 
fundamental principle of the CHW profession. Communities are defined in 
various ways, including shared disability or disease status, culture, language, 
residency, history or life experience. A summary of the evidence supporting 
recommendations 1.4a, b, and c can be found starting on page 26. 

 
b. A CHW’s background and personality traits should weigh more 

heavily in the hiring decision than their level of education. General 
consensus within the field is that the skills and traits which make CHWs 
successful are inherent or gained through work and life experience. The 
technical skills and specific health knowledge needed for a CHW position can 
be learned through sufficient on the job training. Employers should hire 
CHWs with positive communication skills, adaptability, reliability, strength, 
and both passion for and sensitivity to community issues. Regarding setting 
requirements for CHW education level, a recommendation cannot be made, 
as this is likely to be program- or organization-specific.  

 
c. The hiring process should be formal. Prior to interview, some CHWs are 

required to complete a pre-hiring training program or submit letters of 
recommendation. During interviews, CHWs should be given a clear job 
description and employers should clearly articulate what the position entails. 
Candidates should be asked to discuss their relationship with and knowledge 
of the community, passion for the job, comfort with the position 
requirements, and overall work experience.  

 
1.5   CHW Salary and Benefits:  CHW positions should be adequately 

compensated and include benefits and potential for career 
advancement. CHWs should receive adequate wages and benefits. Morale can 
also be boosted by recognizing CHWs for their work and providing 
opportunities for CHW professional development and advancement. These 
factors will also help with CHW motivation and retention – two key 
components for CHW program success. A summary of the evidence supporting 
this recommendation can be found starting on page 33. 
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Section 1.1: Reasons for Hiring CHWs 
 
Recommendation 1.1 - Understand why your organization wants to hire 
CHWs and what your desired outcomes are. This step can provide insight 
into the ways in which the CHW model can be implemented within your 
organization. CHWs are hired for a variety of reasons, including their impact on 
health care outcomes, cost, access to care, patient knowledge, and health care quality. 
Some health care agencies also report CHWs improving clinic operations, such as show 
rates and patient volume.  
 
CHWs are members of the community they serve, and in this close relationship often 
have a unique ability to both connect with hard-to-reach populations and tailor 
programs to community needs. These are important assets to community work. 
Moreover, CHW employment provides jobs for low-income communities and a platform 
for residents to gain work experience, professional skills, and for some, a launching pad 
to the pursuit of higher education. 
 
In building a CHW program, employers should develop a thoughtful understanding of 
what impact they expect CHWs to make on patient outcomes and clinic operations and 
then develop the CHW role accordingly. A clear vision for the program can assist 
employers in creating an effective and realistic implementation plan to achieve the 
desired outcomes. 
 
 
Summary of Evidence 
 

Evidence from the professional literature. Stakeholders report various reasons 
for employing CHWs. Box 1.1 provides a summary of common reasons that appear in the 
literature, each of which is discussed in detail.  
 

CHWs’ impact on health 
outcomes, cost, and system 
navigation. CHWs have demonstrated 
effectiveness in improving health 
outcomes,2-4 participant knowledge and 
behavior,5 increasing access to care,6 and 
reducing health care costs.7-12 Also valued is 
the CHW role in improving quality of care 
by providing cultural mediation, facilitating 
improved doctor-patient communication, 
and providing linkages to health and social 
services.13, 14 In various capacities, CHWs 
have also shown effectiveness as research 
partners.15-18

 
  

Box 1.1 Summary of Reasons for Hiring  
 

1. CHWs’ Impact on Health Outcomes, 
Cost, and System Navigation 
 

2. CHWs’ Ability to Connect to Community 
and Impact Change 
 

3. CHWs Ability to Help Tailor Programs to 
Community Needs 
 

4. Hiring CHWs Increases Job Opportunities 
for Low-Income Communities 
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A 2005 Cochrane Review reported positive associations between interventions 
that included the CHW model and outcomes of childhood immunization, some 
infectious diseases, and breastfeeding promotion.19 In a review from 1980 to 2008 
conducted by the Agency for Healthcare Research in Quality, CHW interventions had 
the greatest effectiveness for asthma management, cervical cancer screening, and 
mammography screening outcomes.4

 

 At the forefront of employers’ reasons for hiring 
CHWs is the documented evidence of effectiveness within the professional literature. 

CHWs’ ability to connect to the community and impact change. Some 
consider CHWs as “key informants” and “gatekeepers” to the communities they serve.20 
CHWs share perspectives and experiences, and speak the same language, both verbal 
and nonverbal, as the community.20, 21 Many times CHWs have expertise in overcoming 
similar struggles as their clients.13, 22 The underlying assumption is that because of this, 
CHWs are able to contact, relate to, and impact hard to reach communities.20 In 
contrast to “outsiders,” many note the ease with which CHWs can establish rapport and 
trust.14, 21, 23

 
  

Another theory for CHWs’ ability to connect is the idea that peers can influence 
behavior-change and act as role models.14 Zuvekas and colleagues (1999) provide an 
example of hiring formerly homeless persons as CHWs for a program serving homeless 
populations.7 This common life factor was pointed out by program participants as a key 
element of the program’s success.7

 

 The idea is that CHWs can use the life skills gained 
through their own experiences and struggles to teach others how to overcome challenges 
and maintain success. The CHW’s unique ability to connect with and impact 
communities which are hard to reach makes them a valuable asset to many programs.  

CHWs help tailor programs to community needs. CHWs are part of a 
critical feedback loop between the community and their program and organization. As 
seen in Figure 1.1, a CHW’s work is often “bidirectional.”24 CHWs work to affect 
community change and improve patient health. However, they also influence the 
organizations in which they work. For example, CHWs often advocate for more cultural 
sensitivity within their programs and remind employers about the community’s 
perspectives and needs.24, 25

 
  

With extensive knowledge of the community, CHWs may provide guidance to 
employers on how best to reach targeted populations and whether interventions are 
culturally appropriate.18, 28, 7, 29 As frontline workers, CHWs observe which aspects of the 
intervention work and which do not and may also receive program feedback from 
patients which can be passed along. Lastly, as relationships are built, patients and 
families often disclose to the CHW barriers to disease management and prevention 
unknown to other members of the service delivery team. The feedback of this 
information to doctors and other care providers can be a valuable asset to 
understanding patient health and barriers to care.26
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Figure 1.1.  Community Health Worker Relationships with Community and Employer 
 

 
 

 

CHWs work closely with the community and are often community members 
themselves. CHWs provide culturally sensitive services and have insights into the 
community’s perspective, needs, and barriers to health.27, 28 This can be used to tailor 
education and outreach to the community.29 The information feedback loop between 
CHWs and their agency or CHWs and health care providers can be valuable in 
understanding why the patient is struggling to manage the disease, addressing barriers 
to disease management and solutions which work for the patient, and ensuring that the 
patient does not “fall through the cracks.”14

 
  These relations are displayed in Figure 1.1. 

Increasing job opportunities for low-income communities. Some view 
the CHW profession as a vehicle to employment for low-income communities and a 
platform to gain work experience, professional skills, and personal development14, 22, 28 
Additionally, once working in the field, CHWs often transition to social work,30 nursing, 
and a number of other health-related professions.28, 31

 

 Employing CHWs not only 
provides jobs to community members but builds skills and opportunities in CHWs for 
future employment. Ultimately, this strengthens communities. 

Evidence from the CHW National Workforce Study (2007)1. Through a review 
of published literature and interviews with CHW employers in four states, the CHW-
NWS1

 

 found similar results for why CHWs are hired, including the documented success 
of CHW programs in professional journals; employer belief that CHWs are cost-
effective; evidence that CHWs can help individuals manage disease and develop health 
action plans; and findings suggesting that CHWs can be effective at addressing health 
disparities through one-on-one outreach. 

Evidence from the CHW in Chicago Health Care Setting Survey (2011). We 
conducted a survey of Chicago-area employers of CHWs in health care settings and 
asked employers why CHWs were hired at their organization.  Many of the responses, as 
displayed in Table 1.1, echoed the literature.  
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Table 1.1. Why Does Your Organization Employ CHWs?  
Employer Response (N=21)  

CHWs are connected to/ “know” the target population 81% 
CHWs are effective at improving the health of clients 76% 
CHWs are viewed as cost-effective resources 52% 
Funding source requirements 29% 
Interest by management to test CHW model 5% 

 
When asked why CHWs in health care settings are important to their 

organization (Table 1.2), employers responded with enthusiasm.  
 

Table 1.2. Why Are CHWs Important to Your Organization?  
Employer Response (N=21)  
Can help reach clients who couldn’t be reached before 86% 

Help improve communication between providers and clients 81% 

Improved patient experience 71% 

Perform tasks that doctors/nurses do not have time to perform 67% 

Program/services are now more responsive to community’s needs 57% 

Cost-effective 43% 
 

Lastly, we wanted to ask employers about outcomes seen at their health care 
agency (Table 1.3). What we found is that CHWs can impact both patient health and 
clinic operations (e.g. increased patient volume, improved show-rate). Most often CHWs 
improve health outcomes, patient satisfaction, and quality of care. 
 

Table 1.3. Have CHW Efforts Resulted in Any of the Following Outcomes? 
Employer Response (N=21)  
Improved health outcomes 67% 
Increased patient satisfaction 62% 
Increased quality of health care 52% 
Increased patient/client volume 43% 
Improved show-rate 43% 
Increased medication or treatment adherence 38% 
More use of preventive health services 24% 

 
Summary. Understanding why CHWs are hired can provide insight into the ways in 
which CHWs can be utilized within the health care system. CHWs are hired for various 
reasons including their impact on health care outcomes and cost, system navigation, 
and ability to connect with hard to reach populations. Specifically, within the health care 
setting, CHWs can positively affect patient health and clinic operations, such as show 
rates or patient volume. It is important for an agency to first understand why it wants 
to hire CHWs and then develop a strategy for achieving the wanted program results.  
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Section 1.2: Barriers to Hiring CHWs 

 
One of the biggest barriers to CHW employment is program funding.  Understanding 
CHW program funding can be helpful both in getting the initiative off the ground and 
planning for sustainability. In many states, CHW services are not yet reimbursed by 
private insurers or Medicaid (at the time of publication changes were on the horizon). 
Therefore, the majority of CHW programs rely on grant funding. These funds provide a 
vital lifeline to programs, but do not offer long-term sustainability.  
 
Payment methods for CHW work are slowly changing. With health care reform, some 
hospitals and clinics are integrating CHWs into systems of care in various ways; for 
example, to improve health care quality, patient outcomes, and to avoid penalties for 
preventable readmissions. For CHW programs which are proven successful at 
improving health and reducing costs, a business case can be made for health care 
agencies and insurance providers to add CHW services to their operating budgets.  
 
Another barrier for some programs is lack of support from upper management and 
other staff. It cannot be over-emphasized that CHW program success and 
sustainability hinge on the endorsement, encouragement and support of upper 
management and other staff. Initial approval to implement a program, and efforts to 
sustain it, can be made easier with the support of key players and decision-makers.  
 
Recommendation 1.2 - Having knowledge of potential barriers to CHW 
hiring can go a long way in preparing for CHW program implementation. 
Some initial first steps should be gaining organizational support and creating a plan 
for both funding and hiring CHWs.  
 
 
Summary of Evidence 
 

Evidence from the professional literature. Funding is one of the largest barriers 
to CHW employment. In most states, CHW services are not yet reimbursed by health 
insurers or Medicaid; most CHW programs rely on grant funding.32, 33 This creates 
vulnerability for both the interventions and their staff. From year to year, grant funding 
priorities and amounts can change and therefore employers are constantly seeking new 
funding streams as grants are short-term, possibly lasting only a year or two.32 Funding 
instabilities can cause job stress and employee turnover.32, 33

 
  

CHW payment mechanisms may be slowly expanding. Health care 
reform brings both incentives and opportunities for further integration of CHWs into 
health care delivery teams34 as part of patient-centered medical homes or to reduce 
hospital readmissions and with reimbursement for CHW services.35 On a program-by-
program basis,30 or state by state,36 interventions have begun to secure reimbursement 
of CHW services through private or public health insurance. On a broader scale, 
movement from pay-for-service to global reimbursement systems could provide a 
reasonable gateway for the sustainment of CHW services.34  
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Another barrier to implementing successful CHW programs is the need for strong 

buy-in of leadership and staff for program success.14, 20, 37

 

 It may be assumed that 
programs most likely are not being implemented without top management support. 
Organizational buy-in of the CHW model and role is further discussed in Section 4, 
CHW Integration into Health Care Systems. 

Evidence from the CHW National Workforce Study (2007)1. As reported in the 
national workforce survey, interviews with CHW employers, and a review of the 
literature, CHW funding is consistently recognized as a problem for and hindrance to 
CHW hiring. To ensure financial health, a large proportion of organizations depend on a 
patchwork of money through multiple funding streams. Roughly two-thirds of 
employers report their CHW program as supported by two or more sources.  Program 
sustainability is a concern as well as CHW job growth and security. Alternative, 
potentially long-term funding streams, such as private or public insurance 
reimbursement, are gaining in popularity, as well as funding from “for-profit” 
organizations.
 

1  

Evidence from the CHW in Chicago Health Care Setting Survey (2011). In our 
survey, we asked Chicago-area employers what obstacles they encounter in hiring CHWs 
in health care settings. Table 1.4 displays those responses.  
 

Table 1.4. What Barriers/Obstacles Do You Encounter in Hiring CHWs? 
Employer Response (N=21) 

Lack of funding 60% 
Lack of qualified applicants 40% 
Not a legal resident of the US 15% 
Lack of support from organization/top management 5% 
No barriers/obstacles 20% 

 
Summary.  CHW funding is often stated as a challenge to program implementation. 
All evidence presented suggests it is a barrier to CHW hiring. Additionally, local survey 
results reveal that Chicago-based CHW programs in health care settings also have 
trouble finding qualified CHW applicants. Programs may have trouble identifying which 
CHWs might excel or how to find or attract applicants. These topics will be discussed 
further in the next two subsections. 
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Section 1.3: Identifying CHW Candidates 
 
Recommendation 1.3- CHWs should be recruited through multiple 
channels. Among the various methods for recruiting CHWs, networking and word of 
mouth referrals are the most productive and widely practiced. Recruitment of this type 
consists of engaging staff and community partners, such as faith- or community-based 
organizations, clinics, local businesses, CHW groups, and other CHWs, to recommend 
community members for the position. As a supplement, agencies should advertise job 
announcements via the internet and place job opening flyers throughout the community 
in popular locations, such as churches, local businesses, medical or social service offices, 
and housing sites. Agencies may also consider recruiting from their patient list as it 
most likely reflects the organization’s service population, or recruiting one of their non-
clinical staff, if he/she is part of the community. 
 
 
Summary of Evidence 
 

Evidence from the professional literature. 
CHWs are often recruited through multiple 
channels. Box 1.2 displays the top four 
ways to recruit CHW candidates as 
reported in the literature.  
 

Of the fourteen studies reviewed 
which report substantially on approaches 
for identifying CHW candidates, ten (71%) 
list networking and word of mouth 
referrals as a method of identifying CHWs. 
CHW recruitment is often carried out by advertising extensively and networking with 
community groups, clinics, community leaders, and other CHWs to identify those in the 
community who are leaders, role models, “natural helpers,” or would otherwise fit well 
with the CHW role.14, 21, 38-45

 
  

“Natural helpers” are those who already do the CHW role informally within the 
community, by nature always helping family, neighbors, and friends. For example, 
community members might describe a natural helper in the following way, “Maria’s 
mama, she is always taking somebody someplace.”43  In recruiting natural helpers, some 
CHW programs,43, 46 for example, describe gathering a list of names suggested by the 
community of good CHW candidates and then tallying how many times a particular 
name is suggested. The idea is that community members whose names are most often 
listed are those most likely to be true natural helpers.43

 
  

Other methods of identifying CHW candidates include hiring a community 
member to help with recruitment,43 recruiting internally from staff,43, 47, 48 advertising in 
local newspapers,14, 39, 43 by radio or other media,43 via the internet,38, 45 or at community 
locations that residents frequent (i.e. businesses, places of worship, etc.)14, 38, 40, 43 and at 

Box 1.2 Ways to Identify CHW Candidates 
 

1. Networking and word-of-mouth 
2. Advertising extensively in community 
3. Recruiting internally from clinic or 

organizational staff 
4. Advertising through internet, 

newspapers, or other media 
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community events.14  One study noted that CHWs are very helpful in identifying other 
CHWs.14  Additionally, programs have also identified CHWs through community 
advisory groups, recruitment assemblies/parties, former program participants, job 
banks or employment offices, and through community surveys.43,21, 49

 
  

Evidence from the CHW National Workforce Study (2007)1. A national 
workforce study of CHW programs found that 74% of employers use networking as a 
recruitment strategy, and that it is often used in combination with traditional 
advertising (68%). Some examples of networking include reaching out to churches or 
local businesses when recruiting CHWs. As many as 50% of employers seek referrals 
from community members or CHWs. Programs may advertise job openings through 
mass mailings or other media, and CHW programs based in clinics may internally 
network and recruit from their patient list.
 

1 

Evidence from the CHW in Chicago Health Care Setting Survey (2011). Not 
reported. 
 
Summary. CHWs are often recruited through multiple channels. A great majority of 
employers use networking to obtain word-of-mouth referrals as a recruitment strategy; 
many in combination with traditional job advertising, such as placing job notification 
openings via the internet, newspapers, flyers within the community, and at job banks or 
employment offices.  Some CHW programs recruit non-clinical staff from within their 
own organization. 
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Section 1.4: CHW Selection Criteria and Hiring Process 
 
CHW hiring criteria should be tailored to the needs of the program. Employers should 
think about how they plan to utilize CHWs and then find a candidate to meet those 
needs. Many factors may be considered in CHW hiring, including the CHW’s connection 
with the community, background and personality traits, and education and skills at 
hiring. However, what may be most important in the hiring decision is the CHW’s 
connection with and desire to serve the community. Recommendation 1.4a - A 
fundamental principal of the CHW profession is that CHWs are an active 
member of the community they serve. 
 
Communities are defined in many ways and often by a combination of factors, 
including residency, race, language, socioeconomic status or other demographics, 
culture, shared health condition (i.e., diabetes, HIV, asthma) or life experience (i.e., 
pregnancy, drug use, single parenthood, homelessness). It’s important to know how the 
community served defines itself. Ideally, CHWs should reflect and relate to the most 
identifying or important characteristics of the community in relation to the 
intervention. For example, a disability program may benefit most by employing a CHW 
who has the same or a similar disability as the population served. A teen doula program 
may want to employ a young mother or former teen mom from the community. In 
addition to these characteristics, the CHW should also have an active connection to the 
community (i.e., not just have a disability, for example, but intimately know the 
community and want to serve the community).  
 
Recommendation 1.4b - Second, employers should not underestimate the 
value of the CHW’s background and personality traits. Unlike knowledge or 
technical skills, which can be taught, CHWs must bring certain qualities to the job, such 
as passion for the work, commitment to and concern for people and the community, 
sensitivity to issues, and the ability to communicate ideas and connect well with others. 
Employers have found that positive personality traits are a predictor of CHW success, 
although it may be difficult to identify such traits during the hiring process. Since CHWs 
will be trained on the job, some employers suggest finding candidates with an interest in 
the subject material and both a willingness and ability to learn. When asked their 
preference, employers state value in finding CHWs with strong communication and 
interpersonal skills, problem-solving capability, organizational skills, respect for patient 
confidentiality, and the ability to teach others. It should be reiterated that many of these 
skills cannot be taught on the job. 
 
There is some debate as to what level of education and set of skills should be required of 
CHWs at hiring. The uncertainty stems from the notion that what makes CHWs most 
successful is not their credentials, but who they are (i.e., their ability to relate to the 
population served).35 Typically CHWs enter the profession with varying education levels 
and work experience and become successful through supportive supervision and 
sufficient on the job training. Therefore, a recommendation on education and skill 
requirement cannot be given.  
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Recommendation 1.4c  - The process of hiring CHWs should be well 
thought out and structured to ensure the program hires the right 
candidate for the job and that the employer is clear with the CHW about 
the expectations of the position. Interviews should cover logistical questions (i.e., 
schedule flexibility, etc) and ask about the CHW’s relationship with and knowledge of 
the community (including any formal and informal experience with community work), 
passion for the job, comfort with the position requirements, and overall work 
experience. CHWs help patients and families find practical solutions to complex barriers 
to care and disease-management with the goal of making measurable changes to health. 
That can be hard work. Therefore, employers should strive to hire CHWs who are up to 
the challenge and have what it takes to excel at the job. 
 
 
Summary of Evidence 
 

Evidence from the professional literature. Two formally published literature reviews on 
CHW hiring conclude that CHW hiring criteria and processes are not well studied and 
reported on within the CHW literature.43, 50 The most recent review of 44 CHW 
intervention studies found that less than half (41%) report any criteria for selecting 
CHWs and only one (2.3%) discussed the hiring process.50

 
   

CHWs often work with families with 
limited resources and complex social 
problems, issues which affect patient health 
and the ability to prevent and manage 
diseases. CHWs work with patients to 
overcome these barriers, improve health, 
and implement change, which can be 
challenging work. Therefore, it’s important 
for employers to find a CHW that has the commitment and passion for the work and 
has what it takes to excel at the job. Accordingly, CHW recruitment should be a 
thoughtful process.35, 51

 
  

As summarized in Box 1.3, employers consider several factors in the CHW hiring 
decision, all of which are described in greater detail below.   
 

CHW connection with the community. A fundamental principle of the 
CHW profession is that CHWs have a shared connection or membership with and desire 
to serve the community. Summarized in Appendix B, articles allude to CHWs’ 
connection to the community in various terms.  
 

Within the field, there is disagreement whether CHWs must physically reside in 
the communities they serve; however, CHWs must have a close enough relationship 
with the community to achieve “insider status.”1  This relationship helps CHWs to reach 
and affect change in the population and generally gives CHWs a greater understanding 
of the community’s strengths and needs. 

Box 1.3 Summary of CHW Selection Criteria 
 

In hiring decisions, employers often consider 
a CHW applicant’s 

1. Connection with the Community 
2. Background and Personality Traits 
3. Education and Skills at Hiring 
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CHW background and personality traits. Managers hire CHWs that are 
from the community and/or share similar backgrounds as the population served. 
Examples of this preference can be found throughout the literature.39, 46, 50  CHWs may 
share demographics, such as gender, language, socioeconomic status, residence, or 
other factors. Most often, studies state that they hire CHWs to reflect the racial, ethnic, 
or linguistic background of the community served.14, 39, 50-52 Shared life experiences can 
also be a powerful, connecting factor between CHWs and their clients. For instance, 
programs serving the homeless and substance abusers describe the high value placed on 
CHWs who have overcome similar struggles and could act as role models to the 
community by sharing how they had triumphed over their former situation and teaching 
others how to do the same.14

 
 

In addition to a CHW’s background, employers state several personal qualities 
valued in CHW candidates.14, 45 A few case examples are found in Appendix C. 
Employers prefer CHWs who display flexibility,39, 44 reliability,27 empathy, sympathy, 
willingness to listen, readiness to give help,43 friendliness, ability to engage others and 
establish rapport, motivation, commitment to the community,38, 39 being 
nonjudgmental, ability to adapt to change,39 ability and willingness to learn,39, 45  
patience, perseverance, being caring, respectful, and energetic.39 Some CHW programs 
specifically look for “natural helpers,”13, 40, 46

 

 described as people who are concerned, 
trusted, and already playing the CHW role within the community in an informal way; for 
example, people who by nature are always lending a hand to others in need.  

Authors acknowledge it may be difficult to recognize the personality traits of a 
CHW during the hiring process.42 Nonetheless, through experience, programs have 
observed these traits as predictors of CHW success.14, 39 Unlike health education or 
technical skills which can be taught, CHW traits “must be brought to the job” and are 
therefore possibly the most important criteria28

 
 in CHW hiring. 

CHW education and skills at hiring. There is debate as to what education 
and skills CHW should have at hiring. Should CHWs mirror the population they serve in 
terms of educational attainment? Do CHWs in community-based programs have 
different educational requirements than those who work in health care? 
 

To date, CHW employers rely on on-the-job training to prepare CHWs for their 
roles.  General consensus within the field is that the skills and traits which make CHWs 
successful are inherent and/or gained through work or life experience. It is thought that 
all technical skills and education needed for a CHW position can be learned through 
sufficient on the job training.53 An asset to this approach is that it opens entrance to the 
profession, whereas having specific educational requirements restricts employment 
opportunities for community members who may excel as CHWs but who do not have 
formal education or credentials. This is especially true if employers require higher 
education.  Rosenthal (2009) writes, “Specifically, requirements for college-based 
programs may present barriers to and adversely affect the very communities with the 
greatest potential to be outstanding CHWs, including low-income communities, 
communities of color, undocumented immigrant communities, and English language 
learners.”54 
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CHW literature and intervention studies often lack reporting of CHW education 
level or education required at hiring.50 Studies that do include this information reveal 
that CHWs have a wide range of education, skills, and previous work experience upon 
hiring.38, 46, 51 Some programs explicitly state that CHWs must have at least a high school 
degree or GED.43, 45

 
 

In terms of skill requirement, employers prefer CHWs with strong 
communication skills,27, 39, 51 problem-solving capabilities,51  and organizational skills, 
such as the ability to set priorities, manage workload, pay attention to details, and the 
ability to teach others.39 CHW employers want CHWs with knowledge of the 
community39 and, if relevant to the study, employers favor CHWs who are bi-lingual.27, 

45 Published in 1997, survey results of 62 Northern California health care providers 
employing CHWs found that, of those surveyed, the most sought-after skills of CHWs 
were multicultural competence, community outreach, communication, conflict 
resolution, self-management, and bi-lingual /bi-culturalism.55 Skills which employers 
reported as most difficult to find were group facilitation, self-management, and 
reporting/documentation skills.55

 

 It is important to reiterate technical skills such as 
these can be taught, whereas a CHW’s traits and established relationship to the 
community must be brought to the job. 

The hiring process. Typically CHW candidates are hired after completing a 
formal interview36, 46, 47 or at the conclusion of a training session.46 Sometimes 
applicants are asked to supply letters of recommendation.45 During hiring, job 
candidates should be given a clear job description20 and explanation of the nature of the 
work.41 It is in the employer’s interest to facilitate the CHW’s understanding of program 
goals, their role, responsibilities, and expectations during the hiring process.40 Staff 
should discuss which neighborhoods the program serves, whether home visits are 
performed, any need for flexibility in hours, what type of training CHWs should expect 
to receive, and any challenges CHWs typically encounter in their work. During the 
interview, CHWs may be asked how they feel about discussing sensitive topics, their 
previous formal or informal work within the community, and their connectedness to the 
community.
 

47 

Evidence from the CHW National Workforce Study (2007)1.  
CHW background and personality traits. The CHW-NWS did not 

examine employer preference of CHW background and personality traits. However, this 
question was addressed indirectly. During interviews, CHW employers in four states 
were asked what qualifies CHWs as being culturally competent to work with their 
respective communities. In general, employers agree that CHWs should have a close 
understanding of the targeted population and hold “insider” standing.1 However, there 
was disagreement as to whether cultural competence requires CHWs to be a resident of 
the community served.  For some interventions residency may be important, such as 
those which target narrowly defined geographic populations. In other situations, 
residency status may hold less relevance. In urban areas or clinic-based settings, CHWs 
may serve patients from multiple communities or those with diverse cultural and ethnic 
backgrounds. Similarly, in rural settings, managers may have difficulty finding a 
qualified candidate within a small pool of applicants and may need to expand 
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recruitment to nearby areas. In these cases, the residency status of a CHW may or may 
not be important or as relevant. In any case, CHWs must still share traits with the 
population being served. 
 

CHW education and skills at hiring. Nationwide, CHW employers were 
asked which skills and education are required of CHWs at hiring. About 21% of 
employers require CHWs to have at least a high school diploma and 32% require a 
bachelor’s degree. The skills employers require at hiring include:  communication (92%) 
and interpersonal skills (82%), knowledge of client confidentiality (76%), and relevant 
knowledge (67%). Organizational skills (62%), such as record-keeping, goal-setting, and 
the ability to create action plans, were also favorable. There were four skills that about 
half of employers require at hiring:  advocacy, bilingualism, service coordination, and 
teaching. Only 28% of employers require capacity-building skills.1

 
   

Evidence from the CHW in Chicago Health Care Setting Survey (2011). 
Evidence from the CHW in Chicago Health Care Setting Survey is presented on two 
topics: CHW connection with the community and CHW education and skills at hiring.  

 
CHW connection with the community. Similar to the CHW-NWS,1

 

 we 
asked Chicago-area employers what qualifies CHWs as being culturally competent. 
Table 1.5 displays their responses.  

Table 1.5. What Qualifies CHWs as Being Culturally Competent? 
Employer Response (N=21) 

Shared cultural experience 81% 
Similar demographics as target population 67% 
Membership in the community 62% 
Cultural competency training 38% 
Shared health experience 33% 
Recognized community leader 24% 

 
We then asked CHWs what characteristics they share with the communities they 

serve (Table 1.6).  In comparing the results of these two questions, we conclude that 
Chicago-area employers of CHWs in health care settings hire CHWs that share several 
characteristics (on average 3) with the community served.  Notably, this does not always 
include residency, which may be indicative of CHW programs in health care settings 
that serve a large geographic area and may not be geographically community specific, 
but may be more related to a disease state.  
 
 
 
 
 

 
 



Section 1: CHW Hiring 

31 
 

Table 1.6. CHW Characteristics Shared by Community 
CHW Response (N=21) 

Racial/ ethnic similarities  74% 
Live in same community 53% 
Cultural similarities 55% 
Common life situation 39% 
Health condition 27% 
Did not share any characteristic 5% 
Avg. Number of Shared Characteristics 2.5/5 

 
One of the most interesting findings of our study is that “community” can be 

defined in so many ways.  Community can be geographically defined. It could mean 
race/ethnicity, language, or socio-economic status. Community can be a shared health 
condition (i.e., diabetes, HIV, asthma), a shared life situation (i.e., pregnancy, drug use, 
single parenthood, homelessness), or sexual orientation (i.e., Gay/ Bisexual/ 
Lesbian/Transgender community). Countless other factors may be considered to 
determine a “community”, but more often than not a combination of factors discussed 
may come together to define a community. Therefore, employers should be specific in 
defining the “community” served by an intervention and do so on a program-by-
program basis.  
 

CHW education and skills at hiring. We asked Chicago-area administrators 
of CHW programs in health care settings what education is required of their CHWs at 
hiring. We then asked CHWs themselves about their educational background (see Table 
1.7 for comparison). While 71% of CHW employers stated that the education required at 
hiring is a high school diploma or less, the actual education level of their employees 
reflects something much different with 37% of CHWs employed in health care settings 
having a college degree or higher level of education. However, we did not ask CHWs 
when they obtained their education (i.e., whether they had that educational level upon 
hiring or whether it was achieved after hiring). 
 

Thus, we conclude that there are at least two possibilities for these differences: 
1. In hiring decisions, CHW employers in health care settings may favor CHWs 

with additional education after high school; and/or 
2. It may be possible that once CHWs began working, some went back to school 

to work towards a certificate or college degree. The CHWs who took our 
survey worked on average 8 years as a CHW and 5 ½ years in their current 
CHW role. Therefore this may be a plausible explanation for some CHWs 
regarding their level of educational attainment. 
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Table 1.7. Education Required at Hiring 
Education Required at Hiring 
Employer Response (N=21) 

Actual CHW Education Level 
CHW Response (N= 62) 

Less than high school N/A* Less than high school 8% 
GED/ High school diploma 57% GED/ High school graduate 11% 
Vocational school 0% Vocational school 5% 
Some college 5% Some college 35% 
College degree 24% College degree 29% 
More than college N/A* More than college 8% 
No formal education requirement  14% No response 4% 

*Data not available  
 

Table 1.8 shows the knowledge required of CHWs at hiring. About 25% of CHW 
employers surveyed reported that they do not require CHWs to have prior health 
knowledge. Of the majority that do (75%), employers want CHWs with knowledge of the 
community (43%), CHW roles and functions (28%), and for CHWs to have previous 
experience as a CHW (33%). 
 

Table 1.8. Knowledge Required at Hiring 
Employer Response (N=21) 

Community 43% 
Prior experience as a CHW 33% 
No prior knowledge 24% 
CHW roles and functions 29% 
General health 14% 
Health care system 14% 
Social service system 14% 
Specific disease/ health issues 10% 

 
Summary. Many factors should be considered in developing the criteria for hiring 
CHWs, including the applicant’s connection to and knowledge of the community, 
background, personality traits, education, and skills at hiring. CHW hiring criteria 
should be tailored to the needs of a program. Employers should understand how they 
plan to utilize CHWs and then hire someone who reflects those needs. Most 
importantly, CHWs should reflect the community they serve.  Employers recognize the 
importance of hiring CHWs with strong personal qualities that facilitate job success, 
such as ability to communicate ideas and relate well with others, adaptability, 
reliability, strength, connection to the community, and both passion and sensitivity to 
community issues. An interest and ability to learn is important as most CHW training is 
on-the-job. Strong communication, organizational and problem-solving skills, the 
ability to maintain confidentiality, and previous experience as a CHW is often favored or 
required of CHWs in the hiring decision.  A case story from the Sinai Urban Health 
Institute on the CHW hiring process can be found on page 40.  
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Section 1.5: CHW Salary and Benefits 
 
Recommendation 1.5 - CHW positions should be adequately compensated 
and include benefits and potential for career advancement. Currently, CHW 
wages vary widely; however, most employers offer standard benefit packages, including 
health insurance. For volunteer CHWs, it is recommended that incentives be offered to 
offset the financial burden of volunteering on individuals and families, some of whom 
reside in the same low-income communities they are serving. Incentives may include a 
stipend, mileage reimbursement, meals during trainings, and other compensation for 
their time.   
 
Although CHWs are playing an increasingly important role in health care access and 
outcomes, workforce development efforts within the field are still in their initial phases 
regarding standards in CHW compensation and development of career pathways. 
Historically, CHW positions have been viewed as a job and not a career due to low 
wages, insecurity in funding, and limited opportunities for vertical advancement. 
However, there has been a flurry of recent work and advocacy efforts to address these 
challenges and to create momentum for change so that the work of CHWs can be 
enhanced and expanded.33, 36, 56-58

 
 

 
Summary of Evidence 
 

Evidence from the professional literature. The evidence from the professional 
literature is broken down into three subcategories: CHW compensation, employee 
benefits and incentives, and the CHW field as a job versus a career path. 

 
Compensation. CHW compensation is not well-documented in the 

professional literature-base. When reported, most often studies distinguish CHWs as 
either paid staff or volunteer, but few other details are provided. Available CHW salary 
data has been presented in detail within 2007 CHW National Workforce Study1 and 
other selected literature.32, 55

 
  

Existing data on CHW compensation is problematic for various seasons. CHW 
salary data is difficult to generalize, because it is most often state- or region-specific, 
making it difficult to compare across areas. Cost of living adjustments must be made 
when comparing CHW wages in different states and in urban vs. rural settings. 
Additionally, historical data is difficult to compare to current wages.  
 

Employee benefits and incentives. In 2008, Massachusetts surveyed its 
CHW workforce and found that about 94% of employers offered benefits to full-time 
CHW staff.32 Common benefits include health insurance, dental insurance, disability 
insurance, pension or 401(k) plan, and support for tuition or continuing education. 
Nearly 73% of employers offered similar benefit packages to CHWs who are part-time 
employees.32
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It is recommended that non-paid CHW staff also receive some form of 
compensation. Various incentives can be used to offset the cost of participation and 
mitigate the impact of volunteering on the CHW’s personal finances and family well-
being.38 Incentives may include a modest stipend, childcare, transportation 
reimbursement, meals during trainings, or similar provisions.22, 38

 
  

CHW field as a job versus a career path. In general, complaints about 
CHW positions include low wages,42 job instability,33 no clear career ladder and little 
opportunity for upward mobility.28, 56 Some programs have experienced high CHW 
turnover,20, 33, 39, 42 which they attribute to either “competing priorities in the CHWs’ 
lives”39, 42 or pay being too low.20, 42  Additionally, experienced CHWs may “find 
themselves at an impasse”28 without a clear path for upward mobility. To promote job 
morale and professional growth, CHWs should be recognized for their contributions20 as 
well as offered opportunities such as continuing education,39, 51 conference attendance39 

and networking with peers.39

 
 

Evidence from the CHW National Workforce Study (2007)1. A national 
workforce study of CHW employers found that CHW wages vary considerably (Table 
1.9) and show some growth based on increased job experience. It should be noted that 
these wages reflect all CHWs, not solely those employed in health care settings.  
 

The survey also asked employers what employee benefits CHWs receive. Many 
employers reported mileage reimbursement (76%), health insurance (71%), sick leave 
(71%), vacation accrual (68%), personal leave (56%), and a pension or retirement plan 
(54%). Less commonly offered were tuition assistance (31%) and educational leave 
(16.9%).  
 
Evidence from the CHW in Chicago Health Care Setting Survey (2011). We 
surveyed Chicago-area employers of CHWs in the health care settings about the wages 
and benefits offered to their CHWs. Our study also found that CHWs have a very wide 
range of salaries. Table 1.9 compares wages (2011) to those nationally (2007). In our 
data, we found that CHWs perform similar duties across organizations and that CHW 
salaries seemed to be organization-specific and less dependent on job duties or level of 
responsibility. Regarding employee benefits, CHWs most often report receiving health 
insurance, sick leave, mileage reimbursement, and personal leave. Some also report 
pension or retirement plan and paid training or continuing education credit. The least 
reported benefits were child care, educational leave, bus card, and cell phone 
reimbursement. 
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Table 1.9. CHW Wages in Health Care Settings 

 
CHW National Workforce 

Study (2007)* 
CHW in Chicago Health 

Care Setting Survey (2011) 

CHW Range of Salary Earned 
(Per Hour/Yearly) 

New hires 
(N= 387) 

Experienced 
workers 
(N=341) 

Average CHW Wages by 
Agency (N=21) 

Less than $7.00 ($14,539 or less)  3.4% 0.6% 
9.5% 

$7.00 - $8.99 ($14,560 - $18,699)  13.4% 2.9% 
$9.00 - $10.99 ($18,720 - $22,859)  23.8% 10.6% 9.5% 
$11.00 - $12.99 ($22,880 - $27,019)  23.0% 15.8% 19.0% 
$13.00 - $14.99 ($27,040 - $31,179)  15.8% 21.1% 23.8% 
$15.00 or more ($31,200+ yearly)  20.7% 49.0% 38.1% 

*CHW/National Employer Inventory (2006) wages reflect data for the first of up to five job titles 
reported by employers.  

 
Summary. CHW compensation is not well documented. There is existing data that can 
be examined and compared, however, cost of living factors must be considered. In 
general many complain that the CHW profession pays a low wage and that there is no 
clear job ladder or path for upward mobility. To facilitate CHW retention, employers 
must provide compensation and recognize the work of CHWs. As appropriate, 
employers should create a CHW job ladder with opportunities for upward mobility at 
their agencies.   
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Case Study on the CHW Hiring Process 
 

Notes from the Sinai Urban Health Institute 
 
Since 2004, the Sinai Urban Health Institute (SUHI) has implemented a particular 
method of hiring CHWs. When a position becomes available, potential CHW candidates 
are recruited through job opening flyers distributed to community-based organizations, 
clinics, libraries, housing management offices, and other widely attended community 
hotspots. Staff at these locations are asked to refer to us all community members 
thought to be well-suited for the position.  

 
SUHI strives to hire CHWs who are from the program’s target communities or from the 
communities served by the Sinai Health System.  Most often this is defined by 
geographic boundaries. SUHI also assures that the CHW shares similar communal and 
demographic traits. To mirror the community served, it is a high priority of our 
programs to hire CHWs with a high school diploma or GED.   

 
Candidates interested in and eligible for the open CHW position are invited to attend a 
12-hour, 1½ day “pre-training” session on basic health knowledge. The “pre-training” 
session provides a unique opportunity for SUHI staff to meet and evaluate applicants 
pre-interview. In this interactive format, staff can observe candidates’ ability to engage 
and interact with others. Trainees are assessed on timeliness, friendliness, enthusiasm, 
and ability to retain knowledge – all qualities SUHI deems important for CHW success, 
but which may not be evident in a typical job interview. Knowledge retention is 
evaluated via a pre-post test and a 2-minute mock health education role play.  

 
At the end of the pre-training class, participants who attended and completed the entire 
training are invited for a one-on-one interview to discuss their relationship with and 
knowledge of the community, experience with community work, personal strengths and 
weaknesses, and overall past work experience. Logistical questions such as desired 
wage, transportation, and schedule flexibility are also discussed. Upon conclusion of 
interviewing, staff members meet to discuss their overall experience with each 
applicant. Three factors that weigh most heavily in the hiring decision are that the 
candidate: 1) is a part of the intervention’s target community; 2) has positive social 
skills; and 3) demonstrates a strong passion for working with the community. 

 
CHWs who are subsequently hired become members of the Sinai Health System (SHS) 
and are provided full-time pay and the SHS employee benefit package for themselves 
and their families. Moreover, SUHI has created a CHW job ladder (i.e., CHW I, CHW II, 
and Health Education Coordinator positions) so that CHWs can advance in level of work 
responsibility and pay without the requirement of a college degree. This allows for 
growth and upward mobility among CHWs in the job and at the organization. 
 
Lessons Learned. SUHI has had substantial success in locating and hiring CHWs who 
excel in these positions. We believe a key element of this success has been in hiring 
CHWs who are not only from the community but are active and engaged in the 
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community. Additionally, we place great value in our “pre-training” session, which 
allows staff to meet applicants prior to interview. Through its evaluation mechanism, we 
are provided a glimpse of the CHW’s ease at performing health education and potential 
for success in the CHW role. 
 
 
Jamie Campbell, MPH 
Jessica Ramsay, MPH, AE-C 
Gloria Seals 
Sinai Urban Health Institute 
Sinai Health System 
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Section 3: CHW Supervision 
 
In this section, we first offer recommendations on CHW supervision to health care 
organizations interested in the uptake of the CHW model and to those revising their 
current CHW practices. The section is then broken up into findings on two distinct CHW 
supervision subsections, which correspond with a recommendation or set of 
recommendations: 

3.1 The Structure of CHW Supervision 
3.2 The Role of the CHW Supervisor 

 
Based on the available evidence, the two topic areas provide:  

• An extensive review of available published literature concerning CHW 
supervision;  

• National findings from the 2007 Community Health Worker National Workforce 
Study1; and  

• Data derived from a local Chicago-based survey of CHWs and administrators of 
CHW programs in health care settings.  

Articles which were considered to have substantial information concerning CHW 
supervision are included within this section. 
 
While every organization is different, these guidelines regarding CHW supervising 
practices will assist in preparing sound practices and avoiding pitfalls that might affect 
the success of CHW programs and their subsequent impact on patient health outcomes. 
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Recommendations for CHW Supervision  
 
CHW supervisors play an integral role in program management, providing mentorship 
to CHWs and helping them work most effectively in their role. The following 
recommendations are based on available professional literature and CHW practice 
experience. 
 

3.1  The Structure of CHW Supervision.  
a. Choose a supervisor who believes in and supports the CHW model 

and role. CHW supervisors have a wide range of clinical and non-clinical 
backgrounds. Independent of professional background, what is most 
important is that the supervisor understands the unique role and contribution 
of the CHW on the service delivery team. A summary of the evidence 
supporting recommendations 3.1a and b can be found starting on page 64. 

 
b. Provide CHWs with adequate supervision. CHWs should receive 

regular supervision from a primary supervisor. Additionally, to monitor the 
quality of the program and provide additional support to the CHW, programs 
should consider having regular team meetings. 

 
3.2 The Role of the CHW Supervisor. 

a. CHW supervisors themselves must be provided with adequate 
support by management. Supervisors should have workloads that allow 
time to provide regular supervision to CHWs and to address concerns of the 
CHW as they arise. Training on the CHW model, duties and roles, in addition 
to CHW supervision may be beneficial to those supervisors new to the role. A 
summary of the evidence supporting recommendations 3.2a-e can be found 
starting on page 67. 
 

b. Supervisors should clearly define the CHW role and communicate 
it throughout the organization. The CHW position should have a clear 
job description. Both the CHW and other staff should understand the CHW’s 
role, duties, professional boundaries, and reporting structure. When the CHW 
role is either unclear or not well-communicated, it can lead to a deviation of 
planned duties and cause frustration among CHWs and other staff, as 
described further in Section 4, CHW Integration into Health Care Systems on 
page 76.  
 

c. Supervisors should mentor and be available to support CHWs.  
Supervisors should provide appropriate mentoring to CHWs to help them 
overcome challenges, manage their workload, and deal with complex patient 
cases. These actions can help prevent low morale and protect against CHW 
burnout. Supervisors should understand both the CHW’s personal as well as 
professional demands, demonstrate appropriate flexibility, and if needed, 
help CHWs adapt to work culture.  
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d. Supervisors should monitor CHW performance and set reasonable 

expectations. Supervisors should help CHWs understand the level of 
demand and commitment required for the job, provide a reasonable 
workload, help CHWs uphold professional boundaries and hold workers 
accountable. CHWs should be periodically evaluated and provided with 
constructive feedback on any additional training needs or areas for 
improvement. Finally it is recommended that supervisors shadow CHWs in 
their work both: a) to gain a deeper understanding of the CHW’s day-to-day 
work, and b) to evaluate CHW job performance.   
 

e. Supervisors should provide CHWs with adequate autonomy, 
recognize their contribution, and foster CHW professional 
development. CHWs play an important role in the intervention and should 
be treated as full members of the health care delivery team. Treating CHWs as 
such will not only facilitate the recognition of their contribution, but will also 
communicate the value of their position to other staff and community 
partners.    
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Section 3.1: The Structure of CHW Supervision 
 
CHW supervisors may be clinical or non-clinical staff. Some may be a former or more 
experienced CHW. Regardless of their background, recommendation 3.1 - one vital 
characteristic of a CHW supervisor is that s/he believes in and supports 
the role of CHWs and their contribution as a health care delivery team 
member. Supervisors must understand the unique role and contribution of the CHW 
and that the position supplements, but does not replace, the work of other service 
providers.  
 
CHW supervision may be scheduled, informal, or some combination thereof. Typically 
CHWs are assigned a primary supervisor for one-on-one supervision and most 
programs also conduct weekly or bi-weekly team meetings. Recommendation 3.2 - It 
is recommended that supervision meetings be scheduled regularly. This 
provides an assured forum for staff to focus on and discuss intervention progress, 
answer CHW questions, address issues, and provide support. Some also use supervision 
meetings as a platform for formal or informal training.  
 
 
Summary of Evidence 
 

Evidence from the professional literature. Twenty-four studies were reviewed 
that provided examples, thoughtful guidance, and important lessons learned regarding 
how to structure CHW supervision. None of the studies provides suggestions regarding 
the ideal CHW-to-supervisor ratio; similarly, the frequency with which supervision 
should occur is rarely discussed. One study reported supervision as bi-monthly2 and 
another emphasized the importance of “regular” supervision.3 In terms of the 
organizational structure of supervision, most often studies report one-on-one 
supervision from a primary supervisor; however, some programs take a shared or team-
based approach to CHW supervision, assigning two4 or more staff5 to jointly supervise 
CHWs.   
 

Who should supervise CHWs. CHW supervisors have a wide range of professional 
backgrounds and may be a program coordinator;6, 7 clinical psychologist2 or 
psychiatrist;4 physician;4, 8 nurse or nurse practioner;5, 8-16 director 
(program/field/clinical);3, 15, 17, 18 health administrator;12 health educator/certified health 
educator;7, 8, 19 primary study investigator;17 social worker;12  health priority specialist;20 
or a more experienced CHW.21-23 

 
Some studies report a preference for CHW supervisors with social work 12 or 

mental health backgrounds.2, 12 Reasons stated are the supervisor’s ability to express 
empathy and listen to CHW concerns,2 and similarities between the professions, as in 
the case of social work.12 For example, CHWs and social workers both have to establish 
appropriate boundaries with clients and address social issues which affect health or 
well-being.12 Although in the literature we found that nurses often supervise CHWs, two 
studies noted caution with this arrangement,5, 12 either perceiving it as less effective than 
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social work supervision12 or describing a dysfunctional relationship between CHWs and 
their supervisor due to competition.5  This could be a factor in health care settings where 
staff may feel that the CHW is infringing on their role on the service delivery team. For 
this reason, one of the most vital characteristics of a CHW supervisor is that s/he 
believes in and supports the role of CHWs in the intervention. This requires that the 
supervisor have a solid understanding of the CHW model. If not, misunderstandings can 
occur. One study reported resentment among supervisors towards CHWs for their 
varied tasks, opportunities for training, and ability to leave the department to work in 
the community.24 These elements, which were interpreted as “special treatment” for the 
CHW, are traditional elements of the CHW model. Misunderstandings such as these can 
be very disruptive to an intervention. More examples are discussed in Section 4, CHW 
Integration into Health Care Systems. 

 
Team Meetings.  In addition to primary supervision, many articles discuss the 

importance of regular communication and guidance through team meetings. Some 
articles refer to this as “group supervision.”2 These meetings, which often occur weekly11, 

18, 21 or bi-weekly,2 may discuss specific cases, intervention issues, or the CHW role; 
review policies, protocols, intervention progress or outcomes; be a format to answer 
CHW questions or an outlet for social support; and provide opportunity for teaching or 
continuing education for CHWs.2, 18, 21  
 
Evidence from the CHW National Workforce Study (2007)1. Not reported.  
 
Evidence from the CHW in Chicago Health Care Setting Survey (2011). We 
surveyed Chicago-area administrators of CHW programs in health care settings to find 
out who supervises CHWs. Most programs (71%) report CHWs being supervised by a 
Program Coordinator/Manager as opposed to medical staff (see Table 3.1). In some 
cases the Program Coordinator is a former CHW as noted by the respondent in 
additional survey commentary. 
 
Table 3.1. Primary Supervisor of CHWs                    Table 3.2. Frequency of CHW Supervision 

Employer Response (N=21)  

Program Coordinator/ Manager 71% 

Clinical Director 14% 

Nurse 10% 

Doctor 5% 
 

 
We also asked employers, “How often is time set aside for CHW supervision?” 

(See Table 3.2).  Frequency of supervision can vary and may be difficult to quantify. For 
example, supervisors might meet with CHWs on an as-needed basis or have an open 
door policy for questions. However, in our study we did not classify this as scheduled 
supervision time. Also, it is possible that more experienced CHWs may require less 
supervision than those new to the role. Nonetheless, we emphasize that regularly 
scheduled supervision time is recommended to provide both the CHW and their 

Employer Response (N=21)  

Weekly 33% 

Bi-weekly 19% 

Monthly 24% 

Quarterly 10% 

Other 14% 
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supervisor a regular platform to focus, ask questions, and discuss issues on cases, 
service provision, and other job factors.  
 
Summary. Generally CHW supervisors have wide-ranging professional backgrounds and 
may be either clinical or non-clinical staff. In Chicago, CHW programs in health care 
settings were found to more heavily rely on non-clinical staff. Regular supervision and 
team meetings are recommended to provide CHWs with additional monitoring, 
problem-solving, learning, and social support. 
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Section 3.2: The Role of the CHW Supervisor 
 
CHW supervisors play a crucial role in program management, monitoring CHW 
performance, providing support, ensuring quality of service delivery, and guiding 
progress towards intervention goals. In a Chicago survey of CHW programs in health 
care settings, 50% of administrators surveyed reported that they encountered at least 
one challenge in supervising CHWs. Issues included lack of experience in supervising 
CHWs, inadequate time for ongoing support and training of CHWs, and lack of 
consistent program funding, among others. Recommendation 3.2a - We 
recommend that given the importance of the supervisor role and its 
complexity, programs should be sensitive to ensuring that CHW 
supervisors feel adequately supported. This may mean adjusting the supervisor’s 
schedule to allow time for CHW supervision, involving supervisors in program planning 
and development to keep abreast of program information, providing new CHW 
supervisors with training, or similar provisions, as needed. 
 
Recommendation 3.2b - The CHW role should be clearly defined and 
communicated to program staff working with the CHW, in particular, and 
throughout the organization, in general. Supervisors should create clear referral 
and reporting structures, provide a written job description, and communicate to staff a 
clear understanding of CHW duties, scope of practice, and professional boundaries to 
help CHWs work most effectively.  
 
Recommendation 3.2c - Supervisors should be available to mentor CHWs, 
displaying trust, respect, and flexibility. Assisting CHWs in managing their 
workload and dealing with complex cases can help prevent low morale and protect 
against CHW burnout. CHWs play an important role in interventions and should be 
treated as full members of the intervention team.  
 
Recommendation 3.2d - Monitoring CHW performance and setting 
reasonable expectations is another important role. To do this well, supervisors 
must have an understanding of the CHW model, the CHW’s work, and challenges 
encountered on the job. Some suggest shadowing not only to gain a deep understanding 
of CHWs in their day-to-day duties but also to provide an ideal setting to evaluate job 
performance.  
 
Recommendation 3.2e - CHWs should have adequate autonomy, 
recognition, and opportunities for professional development. Ensuring that 
this is the case can communicate to both staff and community partners the value of the 
CHW role and also help CHWs build skills while moving along the path to advancement.  
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Summary of Evidence 
 

Evidence from the professional literature. Twenty-two articles were reviewed 
which discuss the role of the CHW supervisor. CHW supervisors play an integral role in 
managing a CHW intervention and should be adequately supported. To understand the 
CHW role, it is best for supervisors to be involved in the planning and development of 
the CHW intervention.24 Other supportive measures may include CHW supervisor 
training12, 25, 26 and adjusting the supervisor’s workload to allow adequate time to 
support CHWs.24, 27 Box 3.1 provides a summary of the various roles supervisors can 
play in supporting CHWs and monitoring their work. Each of these roles will be 
examined in further detail.  
 

Establish work structure and assist 
CHWs in setting professional boundaries. 
CHWs should be provided with meaningful 
work,28 have a clear job description, and 
understand their roles, duties, expectations29, 30 
and reporting structures.31 Supervisors should 
help CHWs set clear professional boundaries, 
regarding both their personal involvement with 
patients and scope of practice.5  They should 
communicate this information to CHWs12, 24, 31 
and others in the organization. Establishing 
work structure can help CHWs operate most 
efficiently in their role and help in CHW 
integration into organizations and service 
delivery teams, which will be discussed in 
Section 4.  

 
Mentor CHWs. CHW supervisors 

should be proactive in the supervisory role12 and provide appropriate mentoring to 
CHWs to help them overcome challenges, manage their workload, and deal with 
complex patient cases. These actions will help prevent low morale and protect against 
CHW burnout. 

 
CHW supervisors should mentor and advocate for CHWs,5 listen actively,5 and 

display empathy, trust, respect, and flexibility in supervision.5, 12, 32 CHWs report various 
stressors in their work,7, 10, 33 which may require supervisory support. These difficulties 
may include: challenges in setting boundaries with clients;30 frustration with rigid 
intervention protocols and/or changes in role; frustration with logistical hassles such as 
having clients miss appointments, having to finish paperwork, and attending 
meetings;30, 32, 34 feeling pressure in reaching quotas;32 and feeling generally 
overwhelmed by the workload.32 CHW supervisors need to be readily available to CHWs 
when they encounter problems or need guidance in dealing with difficult patients or 
situations.3, 30 In instances where CHWs are overwhelmed by work duties, supervisors 
can help CHWs set goals28 and remind CHWs that work will not always be as busy.30 

 

Box 3.1 Summary of Supervisor Roles 
 

1. Establish Work Structure and Assist 
CHWs in Setting Professional 
Boundaries 

 

2. Mentor CHWs  
 

3. Monitor CHWs and Manage 
Performance  
 

4. Ensure CHW Adaptation of Work 
Culture  
 

5. Find the Right Balance Regarding 
CHW Autonomy 
 

6. Foster CHW Professional Growth 
and Recognize CHW Work 
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CHWs often describe themselves as “wearing multiple hats,”35 or as juggling roles 
in the organization and the community. Many CHWs have families and are active 
leaders and mentors outside work. Moreover, as CHWs are hired to reflect the 
communities they serve, some may also share similar life challenges and struggle as the 
community.23, 30, 32  Programs have reported high CHW turnover when family 
obligations clash too much with work, for example, difficulties in securing childcare 
when having to work weekends and evenings.30 CHW supervisors should provide 
supportive supervision,31 communicate understanding, and when possible, make 
reasonable accommodations, such as flexible scheduling, to CHWs experiencing 
personal or family struggle.28, 30, 32  

 
Monitor CHWs and manage performance. It is important for supervisors 

to monitor CHW performance and require accountability. Supervisors should help 
CHWs understand the level of demand and commitment required of the job and set 
reasonable expectations of CHW work.23, 28 To accomplish this, the supervisor must 
have a clear understanding of the CHW model, his/her role as the CHW’s supervisor, 
and the role and responsibilities of the CHWs s/he supervises, including challenges 
encountered in the job. CHW roles are different from, yet compliment, the roles of other 
service providers.36, 37 In gaining understanding of the CHW model and the CHW role, 
studies suggest that supervisors should shadow CHWs at least a few times in their 
daily work.5, 23  

 
Supervisors should establish clear standards for CHW performance28 and ensure 

that all information taught by the CHWs is current and accurate. This can be done 
through periodic performance evaluations and the shadowing of CHWs in their work.23 
The management of CHW performance enables the supervisor to ensure intervention 
fidelity and to identify potential CHW training needs or areas for improvement. 
 

Ensure CHW adaptation to work culture. CHWs will invariably enter the 
profession with differing levels of work experience. Some CHWs who have not 
previously worked in a professional environment may need guidance in adapting to 
work culture.5, 23, 24 For a CHW supervisor, this may mean addressing sensitive issues 
such as proper dress, appropriate use of work time, attendance issues, and professional 
communication either on the phone or in person.24 It is important to understand that 
professionalism is taught and comes with experience. Duthie and colleagues (2012)5 
note, “The nurses and social workers who were assigned initially as [CHW] supervisors 
were highly experienced in various health care settings where employees generally had 
completed many years of education, internships and workplace training. In their 
experience, guidelines for professional conduct were identified and enforced in a highly 
structured environment.”5 This type of workplace structure may not come naturally to 
all CHWs, especially those new to a professional field. However, as discussed in 
Section 1: CHW Hiring, it is important to hire CHWs for their connection to and 
knowledge of the community being served and the organization should therefore be 
willing to teach things such as adaptation to work culture.   
 

Find the right balance regarding CHW autonomy and workplace structure. As 
mentioned in Section 1: CHW Hiring, CHWs have a close relationship with the 
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community being served and can help tailor interventions to community needs. 
However, in order for this to happen, CHWs must have the right balance of structure 
and freedom in their role. This was discussed by five studies reviewed.  

 
Allowing CHWs an adequate degree of autonomy displays trust and can boost 

CHW motivation and performance.32 CHWs should be given the opportunity to provide 
program feedback, assist in decision-making,5, 7 and work independently when 
appropriate,32 and should be afforded a degree of flexibility and creativity in carrying 
out duties.32, 34 This not only enhances the intervention5, 30 but validates CHWs as 
important members of the intervention team and, from experience, leads to better 
health outcomes for the communities being served.5, 32 Supervisors should understand 
that there is more than one way to accomplish a job5 and that listening to CHWs who 
know the community well may be beneficial to program outcomes. 
 

Foster CHW professional growth and recognize the work of CHWs.  Supervisors 
can promote morale and foster professional growth by providing opportunities and/or 
support for CHW professional development,28, 30, 31 leadership opportunities,28 
continuing education,5, 30 conference attendance,30 and networking with peers.30 Also 
important is the recognition of CHW contributions.26, 31 This can be done by providing 
adequate compensation and communicating the credibility and value of the CHW role to 
others at the organization and in the community.7 CHWs should also be recognized for 
their contribution to a study or program outcomes through authorships, award 
announcements, and public recognition. As a way to exemplify the value of the CHW 
perspective, one study allotted time at every team meeting for CHWs to provide 
feedback and share their ideas.23 Other ways to recognize CHWs are celebratory meals 
or awards for achievement, throwing holiday or year-end parties,29 and providing 
incentives such as flexibility6 and opportunities for professional development.6  
 
Evidence from the CHW National Workforce Study (2007)1.  Not reported. 
 
Evidence from the CHW in Chicago Health Care Setting Survey (2011).  We 
asked Chicago administrators of CHW programs in health care settings what challenges, 
if any, they have faced in supervising CHWs. Ten supervisors (50%) reported no 
challenges in CHW supervision. Of those that did report challenges with CHW 
supervision, responses include: 

• Lack of consistent funding 
• Lack of time for on-going support and training for CHWs 
• Lack of experience supervising CHWs 
• Lack of available trainings specifically for CHWs 
• Being patient while the CHW(s) learn his/her role on the project 
• Supporting CHWs in setting up boundaries that make their work manageable  

o “Once they are known to the community, people contact them freely for 
anything and everything and it is difficult for them to set limits….. Issues of 
not being able to respond to all types of needs (outside of those related to 
health care) can be seen as "withholding" and this can erode the CHW's 
effectiveness in the community.” - Survey Responder 
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• Difficulties with the structure of supervision 
o “We previously had some challenges with CHWs working out of three of our 

sites, while the Program Manager was regularly present only at one site.  
Since then, we have created a dual supervisory structure where our site-
specific clinic managers are also assisting in supervising the CHWs for day-
to-day operations, in addition to the Program Manager.”- Survey Responder 

• CHW adaptation to work culture 
  
From time to time, CHW supervisors can encounter manageable challenges in 

their role. These findings re-iterate the importance of organizations supporting CHW 
supervisors by providing the proper time and resources to address any program issues 
and provide guidance to CHWs. It also suggests that the development of CHW 
supervisor training may be a beneficial asset to programs. 
 
Summary. CHW supervisors play an integral role in helping to ensure the success of 
CHW interventions. The CHW supervisor’s many roles include: establishing work 
structure and assisting CHWs in setting professional boundaries; mentoring CHWs; 
monitoring CHWs and managing performance; ensuring CHW adaptation to work 
culture; finding the right balance regarding CHW autonomy; and fostering CHW 
professional growth and recognizing CHW work. In the supervisory relationship, it is 
important for supervisors to understand the CHW perspective, as well as develop field 
sensitivity.  
 
A case story on CHW supervision, from the Center for Community Health 
Development’s National CHW Training Center out of the School of Rural Public Health 
at Texas A&M Health Science Center can be found on page 74. 
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Case Study on Supervising CHWs 
 

Notes from the Center for Community Health Development’s National 
CHW Training Center 

 
The Texas A&M School of Rural Public Health, Center for Community Health 
Development’s (CCHD’s) National CHW Training Center (NCHWTC) has worked with 
CHWs since 2001.  Located in College Station, Texas and serving statewide, nationally, 
and internationally, CCHD is a Prevention Research Center funded by the CDC. Our 
mission is to develop relationships with communities to discover and disseminate ways 
to improve health status; the NCHWTC accomplishes this through training and 
equipping CHWs to build community capacity through leadership and partnership 
approaches. The number of CHWs employed by the NCHWTC has ranged from one to 
sixteen. The supervision of CHWs has shifted over the years as the awareness, 
utilization, and demand for CHWs has grown exponentially.  

 
Initially, the hiring and supervision of CHWs was conducted by a program director; the 
number of programs employing CHWs has varied from one to five across the years.  
Generally, program directors are bilingual, share the same race/ethnicity as the CHWs 
and the focus population, and have some exposure or experience in working with CHWs. 
The Program Director conducted the training of the CHWs and supervised the CHWs; 
daily team meetings were usually conducted prior to sending out teams of CHWs to 
conduct outreach, education, and research. As the number of CHWs employed by our 
center grew, the need to adapt the supervision model arose.  Two larger teams of CHWs 
were formed based on geographic areas served.  Each team was then led by a CHW; this 
was a shift in supervision from Program Director to the CHW.  The two CHW 
supervisors reported directly to the Program Director via biweekly meetings.  The 
supervisors continued to meet with their teams on a daily basis. Every few weeks, the 
two teams would meet with the Project Director together.  

 
After trying this supervision strategy for a year, the CHWs and staff felt like this model 
was not conducive to team unity nor was it the most efficient manner to carry out the 
project goals and objectives. CHWs shared that in this model, they felt the teams were 
“competing” against each other instead of learning from each other from the field and 
sharing what worked and didn’t work in their respective areas. Having CHWs promoted 
to the supervisor role also created some issues where CHWs felt their opinions were not 
valued by the new supervisors and that they did not have access to other administrative 
staff or the Project Director.  As a result, the supervisor roles were eliminated—though 
the two teams of CHWs were kept intact. After several conversations with staff and all 
the CHWs, together we developed a new supervisory model.  Each CHW team had an 
assigned team leader that had responsibilities outlined by the CHWs.  The CHW in the 
role of team leader held that position for a month and was responsible for 
communicating with the Project Director on a daily basis.  The team leader position 
rotated monthly, so that every CHW had that responsibility every few months. There 
were also transitions in the project director position as it became clear that some 
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directors were not a good fit for leading this type of staff management model—even 
though they shared many of the same characteristics and backgrounds as the CHWs.  
Project Directors who were not a good fit in supervising CHWs tended to micro-manage 
and did not fully grasp how to lead while including the CHWs in decision-making and 
encouraging CHWs to take leadership and ownership of the specific projects.   

 
While this model has shifted some as numbers of CHWs and staffing have changed over 
the years, the model of including CHWs in determining the supervisory strategy has 
remained a key element. CHWs are included in the decision making in all aspects in the 
project and are also involved in the hiring of additional staff and CHWs when the 
occasion arises through reviewing applications and conducting interviews.  
 
Lessons Learned.

 

 Not all CHWs make great CHW supervisors and not all great 
supervisors have been CHWs.  The common thread for CHW supervisory success has 
been a person that is actively engaged in the community and had previous experience in 
working with CHWs and experience in either supervising CHWs or other staff.  Shared 
culture and language between supervisor and CHWs has not been as influential of a 
factor as the supervisor’s personal experience with the focus population and in working 
with CHWs. Including CHWs as equal members of the team—actively involved in 
decision making has also been a critical element in successfully supervising a well-
functioning CHW team.  

 
Julie Parrish St. John, M.A., M.P.H., Dr.P.H. 
Aracely Garibay, CHW 
Katharine Nimmons, MSc, MPH 
Center for Community Health Development 
School of Rural Public Health 
Texas A&M Health Science Center 
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Appendix A 
 

Defining CHW Models 
 
Community Health Worker (CHW) models are not mutually exclusive. While each 
model can stand alone, programs are often a blend of more than one model.1 Any 
combination of the various CHW models is possible. One example is a clinic which 
employs a CHW to be both a Navigator and Researcher. Following is a description of 
seven CHW models found in the literature. 
 

Navigator/ Care Coordinator. CHWs may be called patient navigators,2 care 
coordinators or care managers.1 When serving in this capacity, CHWs navigate health 
and social services to help patients overcome barriers to care, in an effort to improve 
continuity of care and decrease health disparities. Patient navigation is often used in 
breast,3, 4 cervical,5, 6 colorectal,7-9 and prostate cancer interventions.10, 11 To some 
degree, the model has also been utilized in chronic disease management,12 psychiatric 
care,13 hospice or palliative care,14 childhood immunizations,15 smoking cessation,16 and 
in connecting Emergency Department patients to more appropriate care.17  

CHWs may help patients with insurance, financial, or literacy issues;18 provide 
health education from screening through treatment;19 offer psychosocial support;19 
develop care management plans;1, 20 discuss patient misunderstandings about their 
diagnosis or care;18 problem-solve logistical issues such as child or elder care, 
transportation, and appointment scheduling or rescheduling;18 coordinate care between 
multiple providers;19  help patients complete medical paperwork;19 attend 
appointments; and facilitate communication between patients and their providers.19  
 

Health Educator. In this role, CHWs provide health education on disease 
prevention, healthy behavior,1 and self-care management.20 Education may be delivered 
in an individual or group setting. CHWs may also administer health screenings1, 20 and 
take vital signs.20 While health educators are generally referred to by a plethora of titles, 
those in substance abuse,21 sexual health,21-24 and youth-focused interventions,22, 24, 25 
are most often distinguished as “peer educators.” 

 
Outreach and Enrollment Agent. CHWs who are Outreach and Enrollment 

Agents act as health educators, while also having outreach and enrollment duties. CHWs 
provide outreach to hard-to-reach populations to promote health, provide psychosocial 
support, deliver health education, make referrals to care, and enroll individuals into 
state or federal programs1 and other services.20 
 

Community Organizer/ Advocate/ Capacity-builder Model. Most often 
CHWs in this model are volunteers rather than paid staff.20 CHWs advocate for policy, 
social change,1 and community development.20 They build relationships with 
stakeholders interested in a specific issue and promote community action.1 CHWs with 
broad knowledge of the health care system and community resources and those skilled 
at networking and speaking in front of large audiences may excel most in this model.1 
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Researcher. CHWs have long been partners in community-based research,26 
mainly through study recruitment, data collection, and the provision of services. Some 
researchers call for this role to be expanded27-29 and advocate that CHWs should have 
the opportunity to act as co-researchers who participate in all phases of the research 
project. This includes defining research priorities; developing research questions; 
designing intervention approaches; developing research and data collection 
methodologies; collecting, analyzing and interpreting data; and disseminating 
findings.26 Rhodes and colleagues (2007) have noted several studies in which CHWs are 
already playing this role.26  
 

Promotora de Salud/Lay Health Worker Model. CHWs who are 
Promotores(as) often serve Spanish-speaking populations. Promotores(as) may provide 
culturally appropriate education and services, advocacy, mentoring, translation, and 
outreach.1 In rural communities, they may work to improve the health of migrant or 
seasonal farm workers. To be most effective, some recommend that Promotores(as) not 
only share language or some traits but that they should be a member of the community 
they serve.1  
 

Member of Care Delivery Team. This model is commonly found in 
interventions targeting chronic illnesses such as diabetes,30-32 asthma,33 hypertension,34, 

35 and cardiovascular disease.36 CHWs collaborate with medical professionals and may 
work in an integrated team-based approach.1 CHWs may provide first aid, take vital 
signs, provide medication counseling, perform health screenings, or other basic health 
services. Some deliver patient education or basic screening services during the medical 
exam.1   
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Appendix B 
 

Examples of CHWs’ Connection to the Community  
(Selected Studies) 

 
Description of CHWs’ Connection to the 
Population Served 

Main Themes (Summary) 
Intervention 
Type 

Study 

Many Promotoras had diabetes 
themselves; All Promotoras had some 
familiarity with the disease from family, 
friends, or prior community projects. 

CHWs shared disease 
status or connected with 
the disease; possibly 
shared language or culture 
with community 

Diabetes Self-
Management 

Swider et 
al. 20101 

The interventions focused on mothers of 
young children, so recruiting from the 
city’s welfare employment program 
brought in young women to mirror 
patients/clients. 

CHWs shared gender;  age; 
experience of parenting 
(possibly single-parenting) 
with community 

Health 
Insurance 
Enrollment, 
Immunization 
Program 

Perez et 
al. 20062  

The project recruited individuals with 
diabetes who exemplified the traits of a 
“natural leader”; CHWs were recruited 
from the clinic’s patient population. 

CHWs were likely leaders in 
the community; likely 
mirrored demographics 
and possibly shared 
experiences. 

Diabetes Peer 
Education 

Philis-
Tsimikas 
et al. 
20043 

Most CHWs were long-term residents 
well-known in the community. Many 
CHWs served as role models for fellow 
community members. CHWs were 
racially and ethnically reflective of the 
communities they served and/or shared 
similar identifying life experiences.  

Resident of the 
community; likely a leader 
or role model; shared race, 
ethnicity, and/or 
identifying life experiences 

Various CHW 
Roles at Health 
Centers 

Zuvekas 
et al. 
19994 
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Appendix C 
 

CHW Traits Desired by Employers 
(CHW Studies Covering Multiple Sites) 

 
Description  Desired CHW Traits Reported by Employers Study 
Review of CHW 
Intervention Studies 

Compassion, willingness to learn, interest in subject 
material, leadership qualities or leadership 
experience in community 

O'Brien et al. 
20091 

Structured-Interviews 
with Eight Diabetes 
Management Studies 

Hard worker, ability to connect with clients,  
passion for the work, strong commitment to 
community 

Cherrington 
et al. 20082 

CHW Programs at Seven 
Health Care Sites; All 
Programs Receive Federal 
Funding 

Open personality, an ability to listen while being 
compassionate and respectful, strong 
communication skills, determination, pragmatism, 
logic, and compassion 

Zuvekas et al. 
19993 

Allies Against Asthma 
Coalition of Community-
based Asthma Programs 
(7 Sites) 

Having a clear respect for other people, warmth, 
dedication, reliability, persistence, the ability to 
earn and maintain trust, discretion (because of 
confidentiality), and resilience 

Friedman et 
al. 20064 
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Appendix D 
 

Length of CHW Training  
(CHW Studies Covering Multiple Sites) 

 

Article description 
Length of Initial 
Training (hours) 

Description of 
Ongoing Training 

Adequacy of 
Training 

Study 

Study of six Community 
Health Centers in 
Massachusetts 
employing CHWs in 
Diabetes Care Teams 

48-hour curriculum 

1-hour training via 
conference call 
every 6 weeks; 3 
workshops over 1 
year span 

CHWs stated they 
would have 
benefited from 
more ongoing 
training after the 
initial training 

Ferguson 
WJ, et al. 
(2011)1  

Review of 87 articles 
regarding recruitment 
and training of African 
American CHW 
Programs, specifically 
“Lay Health Advisors” 

20 hrs or less (25%); 
21-40 hrs (17%); 
 80+ hrs (16%) 

Reported hours 
per month(N=52):   
1-5 hrs (65%);  
 6-10 hrs (21%);        
>10 hrs (13%) 

N/A 

Jackson E & 
Parks C. 
(1997)2  
 

Review of CHW, 
specifically “Lay Health 
Advisor,” interventions 
among Latinos 

Based on 22 studies, 
length ranged from 
6 to 160 hours 

Details not 
frequently 
reported by 
studies reviewed 

N/A 
Rhodes S, et 
al. (2007)3  

Study of Latino CHW 
programs, specifically 
“Lay Health Promoters,” 
in Maryland 
 

Of 6 programs, 
training ranged from 
12 to 44 hours; 
Median length was 
32 hours 

1-3 hours via 
monthly  meetings 

N/A 

Carter-
Pokras O, et 
al. (2011)4 
 

Review of 16 diabetes 
programs implementing 
the CHW model 

Training ranged 
from 8 hours, plus 
field work, to over 
240 hours  

N/A N/A 
Cherrington 
A, et al 
(2008)5  

Various CHW programs in 
New York City involving 
health insurance 
enrollment, childhood 
immunizations, and 
asthma management 

Length (in hours) is 
not provided; 
Curriculum taught 
over a 2-3 month 
period 

Monthly coalition 
meeting 

97% of CHWs felt 
the training 
prepared them to 
do their work 

Perez M, et 
al. (2006)6 
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Appendix E 
 
CHW Integration:  Case Examples Involving Staff Competition and Lack of 

Buy-in for the CHW Model 
 
While many stakeholders provide positive feedback about the integration of CHWs into 
their systems of care, in a few instances, studies have reported staff that either rejected 
the CHW role or tried to compete with or undermine the CHW’s position on the team. 
Below are a few case examples of these occurrences. 
 

1. One clinic-based mental health intervention describes the competition which 
arose between CHWs and medical assistants on the health care delivery team, 
reporting:  

“Medical assistants (MAs) unexpectedly became key players in the 
intervention. The MAs functioned as gatekeepers because they controlled 
the promotoras’ [CHWs] access to medical files, exam rooms, and 
patients. Low-grade ‘‘turf wars’’ ensued in the initial phases at 
the experimental CHC [community health center] site, where 
some MAs felt threatened by the promotoras [CHWs]. Due to this 
tension, the promotoras [CHWs] spent considerable time doing favors for 
the MAs, such as bringing patients into exam rooms, translating, or 
retrieving charts.”1  

 
2. Staff unfamiliar with the CHW model may misunderstand the CHW role or 

interpret aspects of the CHW position (e.g., on the job training) as special 
treatment. For example, one study reports, “…when CHWs left the 
supervisors’ departments to work in the community, both 
supervisors and non-CHW employees did not understand and 
expressed resentment of the CHWs’ varied tasks and opportunities 
for training.”2  
 

3. Staff may not accept or trust the CHW role. One CHW-led diabetes self-
management program reported, “The nurses and providers saw themselves as 
the primary educators about disease management, and there was little 
respect or tolerance for the use of allied educators, especially those 
with no health care professional background or training.”3  
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Appendix F: CHW Patient Encounter Form 

Patient ID (used in system whenever 
possible):______________________   

Encounter Date: 
______________________ 

  
 

  
Patient DOB: ___/___/____                                                           Patient Zip Code: __________ 
      
Location of Service Provided:   Encounter Type: 

□ Health Center  □ Client's home   □ Community   □ Face to Face  □ Telephone 

 
Type of Service CHW Performed for Client Time Spent Performing Activity 

Health Procedures    Time in Minutes 

Perform health screenings   __5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Discuss lab results with patients   __5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Attend Patient Appointment 
  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Assist with obtaining medication and refills 
  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Create individualized care plans for patients   __5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Asses medication adherence   __5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

 
System Navigation   

Coordinate patient care between multiple service 
providers  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Patient navigation during treatment 
 

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Follow-up with patient after health care utilization 
incident 

 

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Education     

Provide culturally appropriate patient education in the 
community  

  __5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Provide culturally appropriate patient education in 
clinic    

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Teaching patient self-management techniques 
  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Respond to patient questions in clinic 
  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 
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Type of Service CHW Performed for Client Time Spent Performing Activity 

Case Management  
 

  

Assessment of need of case management services 

 

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Referral to social service agency 
 

__5-10   __11-20  __21-30   __31-40   __41-50  
__51 - 60  __ 61-90   __91-120  __ > 121 

Referral to health agency 

 

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Financial counseling / eligibility assistance   

 

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Provide social work case management 

 

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Social Support     

Supportive counseling   __5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Social Support during patient urgent care visit (e.g., 
hospitalization) 

  __5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Recall System 
 

  

Schedule or reschedule appointments 

 

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Make appointment reminder 
 

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Other     

Transportation 
  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Interpretation services 
  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Cultural translation 
  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Outreach in the community 
  

__5-10   __11-20  __21-30   __31-40   __41-50   
__51 - 60  __ 61-90   __91-120  __ > 121 

Case Notes:      
  

 
  

  
 

  
  

 
  

  
 

  
      

 



137 
 

Appendix G 

Example Health Care System Patient Outcome Goal Tracker 

 

 

System Goal   
(e.g., 50% of 

patients) Baseline level Total

% improved 
for quarter

% improved 
for year

% improved 
for quarter

% improved 
for year

% improved 
for quarter

% improved 
for year

% improved 
for quarter

% improved 
for year

% of patients 
meeting health 

goal

Health Condition and Outcome 
Measure (%)

Diabetes - HA1c levels [EXAMPLE]
30% 

improvement

10% of diabetes 
patients with 

acceptable HA1c 5% 5% 5% 10% 2% 12% 4% 16% 26%
Asthma - Asthma Control Test
Asthma - Spirometry Reading
Hypertension - Blood Pressure
Cholesterol Level

Recall System 

Actual Kept Appointment (count)
No-show (count)
Cancelled (count)
Cancelled and Rescheduled (count)

Preventative Health Services (%)

Cervical Cancer Screen
Breast Cancer Screen
Prostate Cancer Screen
Childhood Immunizations 

examples provided

examples provided

examples provided

Quarter 1 Quarter 2 Quarter 3 Quarter 4
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