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Abstract

- Stacy L. Frazier’ - Diana Marin' - Dina Bashoura'

Community Health Workers (CHW) are part of an emerging workforce in the field of mental health, but few studies
have examined their training, supervision, and service delivery needs in the United States. Individual semi-structured
interviews were conducted with CHWs (n=9) and their administrators (n=6) affiliated with a medical center and school
districts in Southern California. Guiding questions focused on CHW roles, work-related stress, clinical decision making,
and professional development. Findings pointed to high rates of stress, primarily attributed to role ambiguity, and need
(and desire) for more training and supervision related to mental health interventions, and more systematic structures for
data-informed decision-making. Discussion provides reflections and recommendations to the field about ways to support

this growing and critical workforce.
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Introduction

Barriers to mental health care in under-resourced com-
munities are well documented, including mental health
workforce shortages and geographical misdistribution of
providers (Barnett et al., 2016; Coker et al., 2009; Guerrero
et al., 2019; Mongelli et al., 2020; Park et al., 2020; Sung-
kyu Lee et al., 2014), lack of insurance coverage (McAlpine
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& Mechanic, 2000), lack of community-based interventions
(Stith et al., 2006), lack of diverse providers, and stigma
(Knifton, 2012; Merwin et al., 2003). Geographic areas with
a shortage of mental health workforce (Altschul et al., 2018;
Andrilla et al., 2018), notably rural settings (Guerrero et
al., 2019; Nayar et al., 2017) and areas of poverty (Kepley
& Streeter, 2018), experience adverse outcomes, including
higher rates of youth suicide (Johnson & Brookover, 2020).

Furthermore, lack of insurance coverage and community-
based interventions disproportionately impact populations
in under-resourced communities who, without insurance,
cannot afford care (or, often, the time off work to attend
appointments) and cannot access services that are unavail-
able in their communities and thus require additional time
and travel (McAlpine & Mechanic, 2000). For those who
receive care, quality is lower and often not evidence-based
(Aisenberg, 2008; Alegria et al., 2008; Kenneth Wells et al.,
2001). Alack of linguistically and culturally tailored services
alongside rapidly changing demographics in the US (Huang
et al., 2004) puts diverse populations (Black, Hispanic and
Indigenous) at risk of not receiving services (Pumariega
et al., 2005; Saechao et al., 2012). Mental health stigma is
another key barrier that is prominent in under-resourced
communities (Gary, 2005; Knifton, 2012; Nadeem et al.,
2007). Expanding the mental health workforce, notably
by training paraprofessionals such as Community Health
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Workers can be part of the solution to these barriers to care.
However, the lack of clarity about the limitations of their
roles, training and supervision needs limits their impact and
puts them at risk for stress and burnout. This study sought
to gather information to inform the field of CHW training,
supervision, and service delivery support needs.

Who are Community Health Workers (CHWs)
and What Do They Do?

CHWs (also called health educators, promotores, lay health
workers, paraprofessionals, and natural helpers) are a unique
workforce. They have not completed post-baccalaureate
clinical training but serve the communities to which they
belong (Ayala et al., 2010; Viswanathan et al., 2010). CHWs
are widely providing care in Low and Middle-Income
Countries (LMIC) (Fulton et al., 2011), and are gaining
increasing popularity in the US (Balcazar & George, 2018)
because they reduce the cost of services and remediate bar-
riers for under-resourced communities (Barnett et al., 2018;
Gilkey et al., 2011; McQuillin et al., 2019; Rosenthal et al.,
2010; Sabo et al., 2017). CHWs are both effective and cost-
effective for chronic disease prevention and intervention in
the US (Coker et al., 2009; Martin et al., 2018; Mongelli et
al., 2020). Their effectiveness in addressing mental health
needs has not yet been widely studied. In the most recent
review of CHW-delivered mental health interventions, only
ten took place in the US (Hoeft et al., 2018). Despite a lag
in research, the workforce is rapidly growing. Although the
exact number of CHWs in the US is difficult to estimate
(due to varied labels describing them), the US Bureau of
Labor Statistics reports 117,730 individuals with the work
titles of “Community Health Worker” or “Health Educator”.

CHWs deliver a wide variety of care (e.g., diabetes
lifestyle, prenatal care, prevention of school truancy, men-
tal health first aid, etc.) in a wide variety of settings (e.g.,
schools, homes, hospitals, community-based organiza-
tions). As outlined by Berini and colleagues in their system-
atic review (2022), CHWs are sometimes direct providers
of care (generally for low need and early intervention). At
times, they simply coordinate care (help individuals set up
appointments, pick up medication etc.). Malcarney and col-
leagues (2017) report in their systematic review that the
roles of CHWs ranges from promotive to preventative and
curative across human development. They provide prenatal
support for new mothers, support for children, adolescents,
adults and the elderly. They operate in a variety of settings.
Some CHWs work directly in the healthcare settings, homes
and communities.

CHWs can remediate several barriers to care (Mobula et
al., 2015). First, CHWs can be trained in a short amount of
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time, reducing the pipeline from training to practice, and
expanding the mental health workforce. Second, they can
reach difficult-to-access communities (rural areas and areas
with high poverty) and provide services in flexible environ-
ments (e.g., home or school visits) (Berini et al., 2022). Fur-
thermore, they are more linguistically and culturally diverse
than specialized providers, live in the communities they
serve, and are considered credible and trustworthy based on
their lived experiences (Ayala et al., 2010; Barnett et al.,
2018).

Owing to the nature of their role as peer workers, there is
little consensus or guidelines on training, supervision, and
service-delivery. Generally, CHWs are trained by organi-
zations that hire them, although certificate programs exist
(Berini et al., 2022). Currently, there is no national consen-
sus in the United States regarding certification or licens-
ing for this workforce, although some states have made
concerted efforts to provide structures around the roles of
CHWs. This is also true in Canada and other high-income
countries (Najafizada et al., 2015). For instance, where this
study took place in California, CHWs are now officially rec-
ognized as providers of care by MediCal and Medicare, and
their services are now billable (as of July 2022). Similarly,
there is no consensus on whether and how much supervi-
sion is required. In an organizational chart, CHWs refer to
care and coordinate care. Being a CHW tends to be a pre-
carious job, usually hourly, and relies on grants, meaning
that job security is not guaranteed. This has begun to change
over the years as an increasing number of states recognize
the important job that CHWs do and have begun to reim-
burse the services they provide (Scott et al., 2018). They
are funded in a variety of ways ranging from federal, state,
and local funds, including directly from health systems and
health plans (Malcarney et al., 2017).

CHWs Experience High Rates of Stress

Several unique complexities of their role put CHWs at risk
for elevated stress. First, CHWs work with individuals who
are highly stressed and exhibit multiple needs (Jacobs et al.,
2017; Wennerstrom et al., 2011). As a result, their workload
is high (Wennerstrom et al., 2011), and there may not be ade-
quate time to provide care for everyone on their caseloads
(Edwards et al., 2000). Prolonged exposure to work-related
stress, such as holding high caseloads, can lead to burnout
(Ducharme et al., 2007). Second, as aforementioned, CHWs
live in the communities they serve (Ayala et al., 2010) and
thus often experience similar stressors as their clients. They
also have a deep connection to and understanding of their
clients’ life stressors and circumstances, which puts CHWs
at a higher risk for vicarious trauma (Thomson, 2014). Third,
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CHWs are likely to experience role ambiguity (Edwards
et al., 2000) compared to traditional workforces who are
more highly trained. They experience more discrepancies
between their tasks and their skills. This imbalance between
their resources (internal and external) and the reality on the
ground (Jacobs et al., 2017) means that they are (and feel)
underprepared to help their clients (von Hippel, 2019) and
unclear about the boundaries of their roles (Lee et al., 2019).
Finally, unlike licensed mental health professionals, CHWs
lack a structure in their training, supervision, and service
delivery protocols (Edwards et al., 2000).

Training and Supervision Can Mitigate CHW
Stress

A few studies encourage the use of individual interventions
to reduce mental health staff stress and burnout (Morse et
al., 2012); however, more research points to the need for
an organizational approach (Burke & Richardsen, 2001;
Stalker & Harvey, 2002), given that sources of stress are
largely due to organizational factors such as large work-
loads, time pressures, role conflict or ambiguity, and lack of
autonomy (Maslach et al., 2001; Paris & Hoge, 2010; van
Dierendonck et al., 2001). Training and supervision can help
mitigate burnout and increase resilience among paraprofes-
sionals (Au et al., 2018; Scott et al., 2018). For instance,
community mental health nurses with lower amounts of
supervision exhibited higher rates of burnout than nurses
with higher amounts of supervision (Edwards et al., 2006).
Most CHW programs provide broad training in community
outreach or advocacy (DePue et al., 2013), but limited train-
ing or supervision related to data-informed decision mak-
ing, thus minimizing preparedness to deliver empirically
supported mental health-promoting tools, despite serving
patients with disproportionately elevated needs. Organiza-
tional support and structured protocols can mitigate stress
and reduce turnover.

Study Objectives

We interviewed CHWs and stakeholders to explore their
training and supervision needs, and to inform the field of
organizational strategies to reduce stress and burnout among
paraprofessional mental health workers. These data serve
as a starting point for the field and stakeholders to develop
and implement comprehensive training and supervision
models that meet CHWSs’ professional needs and support
their well-being. Semi-structured interviews were designed
around guiding questions focused on CHW stress and burn-
out, including the role of training and supervision in their

professional lives. Our qualitative approach was bottom-up,
and themes emerged based on participants’ responses.

Method
Research Design Overview
Researcher Description

The Principal Investigators (first and last authors) of this
study have a history of engaging in community partnerships
and relying on qualitative methods to understand a com-
munity’s needs. Both of these researchers have supported
workforces in under-resourced settings, including schools,
community mental health, and after-school settings. The
additional researchers are graduate students under the
mentorship of the first author, who have an interest in sup-
porting lay health workforces and underserved communi-
ties. The Principal Investigators’ backgrounds enhanced
this research, given their deep understanding of workforce
issues and their sensitive approach to community partner-
ships. The relative naivete of the interviewers balanced the
PI’s expertise and allowed a more neutral interview experi-
ence for participants.

Participants

We recruited nine Community Health Workers (CHWs);
and six stakeholders who work with CHWs (clinic direc-
tors, training directors, supervisors, administrators) from
sites that train and employ CHWs in the San Bernardino
area. This was a convenience sample, given that many of
the recruited CHWs receive their certification and are con-
tracted by the medical center where the researchers work (a
large medical center east of Los Angeles).

CHWs identified as female (n=6) and male (n=3). Their
ages ranged from 24 to 53 years, with a mean age of 40.5
(SD=11.7). They identified as Hispanic or Latino (n=7),
and Black or African American (n=2). Stakeholders identi-
fied as female (n=4) and male (n=2). Their mean age was
51.75 (SD=14.45). They identified as Hispanic or Latino
(n=3), Black or African American (n=1), Asian (n=1)
and White (n=1). The CHWs we interviewed worked with
youth in schools or with families at their homes in the city
of San Bernardino, California and the surrounding area, an
area with high levels of poverty and community violence.
One group of CHWs worked specifically on school truancy.
Their role was to visit the home of youth who were chroni-
cally absent from school in order to assess the reasons for
the truancy and provide services and/or relevant referrals.
The other groups of CHWs focused on mental health needs
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of youth in a neighboring district. In addition, although we
requested to interview CHWs focused on behavioral health,
we did get responses from three CHWs who focus on the
needs of families experiencing healthcare related stress-
ors: one CHW provides support for new mothers who’s
babies had been discharged from the NICU, another was in
charge of supporting families following a discharge from
the trauma unit, and the last one was in charge of support-
ing families with a member who has diabetes. All of the
CHWs supported families in the same community, an areas
of Southern California experiencing high levels of pov-
erty and community violence. All CHWs were certified.
In order to achieve certification, CHWs attend classes by a
partnering college that offers a CHW certification program.
In order to qualify for certification, they had to have lived
experience that aligns with and provides a connection with
the community they were to serve. They could meet quali-
fications either through a certificate pathway, consisting of
training and education. The certification program consisted
of a core component focusing on individual and commu-
nity capacity building, behavior change, cultural humility,
health education and promotion, informal counseling skills,
and advocacy. Thereafter, based on their interest, they can
select a behavioral health track or clinic-based track. The
CHWs who participated in this interview were behavioral
health focused and took courses in the mental health sys-
tem, common mental health disorders, risk assessment and
basic crisis response, Motivational Interviewing and Men-
tal Health First Aid. The training could be completed in six
months via two days per week or in 10 weeks via three days
per week training. Alternatively, they could qualify via the
work experience pathway, by documenting 2000 h of work
serving as a CHW (either paid or volunteer) within the past
three years. All CHWs must complete six hours of continu-
ing education yearly.

The stakeholders consisted of two supervisors of CHWs,
who provide direct supervision to the CHWs we interviewed,
one administrator of CHW contracts, two administrators
of CHW training programming, and one school principal
which housed an active CHW program for school absentee-
ism. These stakeholders were all part of the network within
our institution and worked either directly (supervisors) or
indirectly (administrators and directors) with the CHW par-
ticipants. The interview questions were the same as those
posed to the CHWs (replaced “you” with “CHWs at your
institution”). We used the same procedures and interviewers
as for the CHWs.
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Researcher-Participant Relationship

The first author and graduate students are part of the same
institution as the one that contracts CHWs to work in com-
munities. However, the researchers are part of the Depart-
ment of Psychology at the institution. The participants are
employed by a different entity on campus that supports the
community surrounding the university. This entity reached
out to the first author to engage in a partnership to support
the CHWSs. This facilitated our research efforts while main-
taining an appropriate separation, as the researchers do not
know or interact with the CHWs outside of the research
setting.

Participants Recruitment
Recruitment Process and Participant Selection

CHWSs and stakeholders were recruited from an institute
that employs CHWs and contracts them to work in various
settings (schools, community mental health, hospitals, etc.)
in Southern California. Most of these CHWs are certified
and work full-time in school, hospital, and community set-
tings supporting youth and family mental health.

The institute’s administrator distributed an announce-
ment via email to CHWs about the opportunity to par-
ticipate in research to better understand CHW’s needs for
training and supervision. The research team then attended
a CHW supervision meeting to explain the purpose of the
study, and the administrator sent a follow-up email with a
link to an online survey, should they wish to participate.
Interested participants signed a digital consent form, com-
pleted a demographic information survey, and provided
contact information to schedule a semi-structured interview.
A total of 15 CHWs received the email, with a total of nine
agreeing to be interviewed— we interviewed all interested
CHWs. We reached out to all the stakeholders in our net-
work via email— they all agreed to participate. Our goal was
to interview 10 to 15 participants, in order to achieve satura-
tion during our interviews, as recommended by Hennink &
Kaiser (2022) and as was achieved by our team in the past.
The CHWs and stakeholders were offered a $25 gift card
as a token of appreciation for their participation. All pro-
cedures were approved by our Institutional Review Board.

Data Collection

Data were collected through individual semi-structured
interviews. Two graduate students received a 90-min train-
ing on how to conduct semi-structured interviews, including
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interview techniques (using open-ended questions, avoiding
bias, building rapport) and engaged in role plays with an
interview guide developed for this study. The training was
delivered by a researcher (the first author) with extensive
experience in qualitative methods. Each graduate student
interviewed four to five participants, which took approxi-
mately one month to complete. Interviews were conducted
via video conferencing or phone with just the interviewee
and the interviewer present. During the hour-long inter-
views, the participants were reminded of their right to stop
the interview and the recording at any time if they chose to
do so. An interview guide was used to guide the research
assistants through open-ended questions. For the purpose
of this study we were interested in questions about CHW
roles, sources of work-related stress, training, and supervi-
sion. Additionally, we were interested in understanding how
CHWSs engage in clinical decision-making, so we asked,
“How do CHWSs know which intervention to use for what
problems?”. The interview guide also included questions
about typical problems encountered among the families
they served. Interviewers were free to probe for more infor-
mation, as appropriate, based on participants’ responses
to guiding questions. The interviews lasted between 37 to
127 min, with an average interview time of 60 min.

Recording and Data Transformation

Allinterviews were audio-recorded and transcribed automat-
ically using a transcription software. All the transcripts were
de-identified, checked for accuracy, and coded. All audio
files were deleted after the completion of transcriptions.

Analysis
Data Analytic Strategies

The research team followed qualitative analysis procedures
based on thematic analysis, as outlined by Braun & Clarke
(2006). Four coders were recruited for the study. Coder 1 and
Coder 2 consisted of the Principal Investigator (a licensed
clinical psychologist and Assistant Professor) and a graduate
student with prior experience conducting qualitative inter-
views and working in communities. They independently
engaged in open coding, gathering keywords or phrases by
reviewing all of the qualitative interview transcripts. Both
coders then met and compared codes for similarities and
differences, ensuring that all the necessary categories were
included. Following the open coding process, axial coding
involved having the same two coders individually make
connections between categories, identifying ways they

relate to each other. Codes were created to capture CHWs
job descriptions, stressors, problems encountered, training
models, supervision models, and service-delivery decision-
making models. They were organized into a codebook with
sub-codes, definitions, and examples of how the codes may
be applied. Coders 1 and 2 then tested the codebook on
separate transcripts and adjusted codes, as needed, to con-
firm that the codebook was ready for use. Two new naive
coders (coders 3 and 4) participated in codebook training
where they became familiar with all codes. Coders 3 and 4
were doctoral students in clinical psychology with exten-
sive experiencing working in communities. Coder 3 worked
with CHWs in international settings previously, while coder
4 had experience working with youth and staff in foster
care systems. Before coding began, all transcripts were seg-
mented into excerpts by Coders 1 and 2. Excerpts varied
in length from one sentence to one paragraph. An excerpt
was identified as a unit of analysis, such that the content
was a response to a topic and part of a theme that provided
context to understand a response. An excerpt can include
one or multiple codes, depending on its content. Excerpting
the transcripts ahead of time facilitates consensus coding
and calculations of reliability estimates. Coders 3 and 4 first
coded a practice transcript together, and then another prac-
tice transcript independently. Once they became comfort-
able with all the codes, they each coded the same transcripts
independently, such that all transcripts were double-coded.
Qualitative coding was performed using Dedoose (2021), a
qualitative coding software package. After all the transcripts
were successfully coded, frequency counts for each code
were calculated using Dedoose to determine the percentage
of CHWs and stakeholders that endorsed different themes
regarding CHW roles, training, supervision, service deliv-
ery, and problems encountered. In addition, the coders were
encouraged to identify quotes that they felt best represented
each code.

Methodological Integrity

All the transcripts were double-coded. Coders 3 and 4
engaged in consensus coding via weekly meetings with
Coders 1 and 2 to moderate the discussion and settle incon-
sistencies in cases of disagreement. If coders were unable to
settle their disagreement, Coder 1 (the PI) would then con-
sult the transcript and determine which code best matches
the excerpt in question. Weekly meetings to discuss any
challenges and review codes continued through the end
of the coding to prevent coder drift. Reliability estimates
between coders (prior to consensus meetings) was satisfac-
tory, with Cohen’s Kappas ranging from 0.29 to 0.97, with
a mean of 0.59.
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Results

We describe frequency counts in percentages representing
the number of excerpts (single unit of analysis) identified
for each code under a particular category. We coded 15
transcripts, capturing 872 excerpts, with an average of 58
excerpts per transcript. These codes are organized into five
umbrella categories: (1) Roles, (2) Stressors, (3) Training,
(4) Supervision, (5) Problems Encountered, and (6) Ser-
vice Delivery. As such, when reporting a percentage, we are
referring to the percentage of excerpts for which a given
code was applied in that category (percentage of excerpts).
The total percentages may add up to more than 100, as more
than one code may be applied to a single excerpt. We also
report the percentage of participants who endorsed each par-
ticular code at least once (percentage of participants). The
total percentages may add up to more than 100, as each par-
ticipant may endorse more than one code for each category.
We report subcodes that are mentioned in 10% or more of
the excerpts.

CHW Roles (n=262 excerpts)

Participants provided descriptions of CHW roles related to
job demands and clarity of expectations. All participants
(100%) described CHW s roles revolving around some form
of community outreach (69% of excerpts), such as screen-
ing for symptoms and providing referrals. For example, one
CHW described simply providing shelter referrals for the
homeless: “I've been in contact with at least over 100 home-
less patients, okay. I refer each and every one of them to a
shelter” (CHW#104).

Several participants (73%) described CHWs as also pro-
viding auxiliary care (23% of excerpts) such as psychoedu-
cation and promoting treatment engagement by addressing
barriers to care, such as “... a lot of behavioral health tips
(...) teaching them how to reach out and get resources”
(CHW #112). Another 11% of excerpts (endorsed by 40%
of participants) described their role as providing a stepped
care approach to intervention, such as screening for symp-
toms, offering simple prevention tools or treatment recom-
mendations and referring to professional providers for more
intense services when this seemed warranted. For instance,
“micro interventions of anything like on the moment just to
maybe stabilize the situation and then [a] referral” (CHW
#111). Only 1% of excerpts (endorsed by just one CHW,
6%) described CHWs as primary providers of services,
reflecting, for example, the following message that was
regularly reinforced by administrators:
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“But this is where you have to draw the line, you are
not a clinician, and we talk about that during the train-
ing all the time. Remember, you are not a clinician,
you may come to our training with an MA, or even RN
degree from your country, but here in your job, under,
you know, in United States, you're not, your job is not
a clinical responsibility, it is to serve as a connector
liaison, as a frontline worker” (Stakeholder #113).

Despite being able to describe their official role, several
CHWs reported that their roles and responsibilities were
unclear, leading to stress and uncertainty. Some CHWs who
immigrated from other countries had higher credentials that
were not recognized in the United States. A lack of licensing
or regulatory boards further complicates care delivery. As
one stakeholder described:

“The CHW practice is not as clearly defined as some
of the [other] clinical practices, especially in Califor-
nia because we don't have a statewide or state level
certification or licensure. And there's such a broad
wide spectrum of (...) scope of practice that CHWs do
from the very grassroots to the very integrated com-
plex systems” (Stakeholder #113).

When reflecting on their ability to document services in the
agency’s electronic medical record, one CHW expressed
frustration at not being considered or recognized as a pro-
vider, despite their significant workload and contribution to
care:

“The only thing is that we still [cannot do], we can
still have a signature in there, because we are not
providers, we not considered as a provider, which 1
think we are really, which I think we are we are kind
of other providers, we're still providing. We can, like I
said before, we are not therapists, we can help have a
therapeutic session. So that's different. And we provide
some type of services. I understand that the health sys-
tem has been like this like for life for many years. But I
really hope that in the future and the health system can
see us as providers too. And we can actually be able to
sign our documentation without having a cosign, and
they can see, okay, this is the evaluation, the work,
treatment, and the result for this CHW working with
this patient” (CHW #102).
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CHW Stressors (n=189 excerpts)

The CHWs and stakeholders described several sources
of stress, including administrative requirements (20% of
excerpts endorsed by 60% of participants), clarity on role
limitations (14% of excerpts endorsed by 60% of partici-
pants), personal stressors (12% of excerpts endorsed by
47% of participants), feeling overworked (9% of excerpts
endorsed by 47% of participants), and experiencing second-
ary trauma from their cases (6% of excerpts endorsed by
40% of participants). One stakeholder described stressors
surrounding role ambiguity as follows:

“... trying to keep them in that narrow scope of work:
it is your job is to refer and identify, but not to treat not
to prescribe. And then staying within those boundar-
ies, I think they find the difficulty in the handoff and
then that you know produces undue stress for them,
especially if a provider is not responding to their
patient or participant in the program” (Stakeholder
#114).

A recurring theme reflected that CHWs felt obligated to
attempt to resolve their clients’ issues while being told by
their leadership that it was not their job. As the same stake-
holder put it:

“... even if it's [not] explicitly said like your job is
to link and refer families, and then you you're doing
a handoff, they still want to go further and feel like
they have to have all the knowledge for everything.
That a family member is wanting or student needs. But
reminding them that you're, there's no one person that
can hold all this knowledge. We just have to know the
people who do. So, I think they take on that burden
of I have to know and do everything.” (Stakeholder
# 114).

CHW Training (n =186 excerpts)

CHWSs and stakeholders stated that the training that they
receive emphasizes mental health (39% of excerpts endorsed
by 100% of participants), school support (16% of excerpts
endorsed by 60% of participants), and transition support
(12% of excerpts endorsed by 53% of participants). CHWs
often expressed the desire and need for mental health train-
ing to better equip themselves for the needs of the people
they serve.

“if we had our choice, we would maybe expand on
the mental health component. It seems to be a high

need, you know, there seems to be a lot of needs when
it comes to mental health” (CHW #112).

Other codes identified under the theme of training included
medical training (10% of excerpts endorsed by 100% of
participants), referring largely to medical terminology (e.g.,
HIPAA) and procedures (e.g., health insurance, resources,
and referrals). Finally, some participants referred to the need
for active learning strategies (9% of excerpts, endorsed by
33% of participants), with several participants referring to
the importance of relying on role-playing as an active train-
ing strategy. As one CHW described:

“I enjoy the hands on I really would appreciate it more
hands on and role playing you know, the role playing was
very, very important. And I wish we would have had more
time for that"(CHW # 103).

CHW Supervision (n=119 excerpts)

Four codes emerged to describe the routines of CHW super-
vision. Most often, participants described reaching out to
their supervisors for hands-on support with cases (24% of
excerpts, endorsed by 60% of participants), reflecting back
to the stress surrounding role ambiguity:

“So, then I would go to [supervisor’s name] and I'm
like, What do I do? What do you think? Like, I ask her
a lot. I don't want to step over any boundaries. I don't
want us to get into any type of trouble. So (...) I'm
always asking her..” (CHW #101).

Supervision style was also represented in 24% of excerpts
and endorsed by 87% of participants. Here, they describe
their supervisor’s general style, such as:

“She's also very, very caring for like the time She
knows we all have family. She knows. We have chal-
lenges here in the clinic and (...) she is very flexible.
She'’s very thoughtful also” (CHW #102).

Supervision was described as an opportunity to receive pro-
fessional development (18% of excerpts endorsed by 67%
of participants). CHWs appreciated this extra opportunity
for training. As one stakeholder described:

“So we were having monthly professional develop-
ment meetings (...) one will be on coping skills for the
work that they have and avoiding burnout. And then
we're just setting up a series every month to be con-
sistent now, so that we can continue to professionally
develop them” (Stakeholder #111).
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Finally, supervision presented an opportunity to address
administrative issues (15% of excerpts endorsed by 67% of
participants) such as documentation and tracking:

“we would go over like paperwork or if we had a ques-
tion about anything that we needed to complete, then
we could talk to her about right there and then. if we
had any general questions, then we could ask her like
this especially about like cases, if you have 20 cases
or cases completed, what home visit number are you
on, things like that? So, I think it was, it was good to
keep us accountable and to keep us up to date and you
know, if they're on the third you need to complete this
and if they're on your fourth thing you need to turn in
this” (CHW #105).

While the CHWs were overall satisfied with their supervi-
sion experience, they nonetheless felt like they could use
more hands-on support and guidance on how to manage the
problems they encountered. For instance, one CHW shared
that having live supervision would be helpful:

“Like, doing the home visits live and should should
write down notes, like, kinda like you taking your
driver's test. And then at the end, she's gonna be like,
oh, I've noticed this. I noticed the way you talk, your
gestures” (CHW 108).

They also desired more communication about cases, citing
a lack of supervisors’ understanding of the realities on the
ground:

“And I've noticed that maybe sometimes lack of com-
munication, she might feel like the CHWs are pushing
back on her. But in reality, it's just like, that's just a
way of like, giving suggestions because as community
health workers, we do see a lot of things that could
work. And sometimes you want to share that with the
supervisor, but it's hard for them to, to understand,
because they're not out in the community” (CHW

#108).

CHW Problems Encountered (n=109
excerpts)

Seven codes represented the types of problems CHWs
encountered when serving families. Given that we recruited
CHWs delivering behavioral health, it is not surprising that
the most commonly encountered problem reported revolved
around mental health concerns (36% of excerpts, endorsed
by 67% of participants) with another 13% of excerpts,
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endorsed by 33% of participants, focusing specifically on
disruptive behaviors. As one participant noted:

“I would say cause the students are going through a
lot. I mean, it's more than my scope of work. I've had
one student who was bipolar with a, he would hallu-
cinate (...) Some have bad depressive symptoms that 1
see and that they say that they don't feel right, they feel
sad all the time.” (CHW # 105)

Access to basic needs such as shelter and food was endorsed
by 73% of participants and constituted 29% of excerpts.
CHWs referred to financial stressors that impacted the
whole family— highlighting how this leads to feelings of
stress among the CHWs as well:

“You know, sometimes these families experience eco-
nomic difficulties where I almost want to say, here is
some money so you don't get kicked out of your home,
or 5o you can pay your gas on the past due account.
It happened to me to almost have to give some money
to a family so they can pay the rent or gas account.”
(CHW # 107)

Additional problems encountered included domestic vio-
lence (6% of excerpts, endorsed by 27% of participants),
and chronic health problems (6% of excerpts, endorsed by
33% of participants).

CHW Service Delivery (n=72 excerpts)

Three codes represented how CHWs make decisions about
which interventions to deliver for which problems. Struc-
tured decision-making practices were highlighted in 50%
of excerpts (endorsed by 80% of participants), compared to
24% emphasizing unstructured decision-making (endorsed
by 73% of participants). The theme of confidence or lack of
confidence emerged 24% of the time among 60% of partici-
pants. In particular, both stakeholders and CHWs expressed
that it would be helpful to have structured tools, such as
decision-making flowcharts, to assist them. As one stake-
holder outlined:

“Maybe having kind of a map that says When this
happens, that's what you do. I can be I guess that's
what it would be a protocol that would exist out there
where they would have this big picture. Showing when
this circumstance happened, that's what you do. If it's
a yes, you do that it is a no you do the other. So that
might be something that if it was in place, if someone
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Code 2:
CHW
Stressors

Code 1:
CHW roles

Theme 1: CHWs feel
ill-equipped to
address a substantial
amount of problems
they encounter.

Code 5:
Problems
Encountered

Code 3:
CHW
Training

Theme 2: CHW:s feel
stressed about the
ambiguity and limits of
their role, given the
high needs in
communities.

Central Research Idea: CHWs
are stressed by the limitations
of their role and would like
more training and supervision
to overcome this limitation,
and support the high mental
health needs of the
communities they serve.

Theme 3: CHWs have a
strong desire for
enhanced training and
supervision to address
the mental health of
their clients.

Fig. 1 Relationship between codes

had developed that, it would help, especially the ones
who just who are just starting” (Stakeholder #113).

Differences Between Stakeholder and CHW
Responses

We asked CHWs and stakeholders the same questions dur-
ing interviews (rephrased as needed, see appendix for copies
of the interview scripts). When observing frequency counts
of the parent codes, the main differences that emerged
between CHWs and stakeholders were around the amount of
details provided within certain codes. For instance, CHWs
were more descriptive when discussing the problems they
encounter during their work while stakeholders were more
descriptive when discussing potential decision-making sup-
port tools to support CHWs. Both groups had similar inten-
sity in discussions around supervision and training needs,
indicating common goals.

Overview of Themes That Summarize Codes

The relationship between the codes can be summarized
around three themes: (1) CHWs feel ill-equipped to man-
age some of the problems they encounter in the community;
(2) CHWs feel stressed around the ambiguity and limits of
their role; and (3) CHWs have a strong desire for enhanced

Code 4: CHW
Supervision

training and supervision to better address the problems they
encounter. We summarize these in Fig. 1.

Discussion

We explored the perceptions of CHWs and their adminis-
trators around job demands and sources of stress toward
informing a workforce enhancement model for training,
supervision, and service delivery. Clarity around the limita-
tions of their roles emerged as a top stressor, and partici-
pants’ expressed interest was high for more training. The
CHWs reported that their current model of supervision
includes opportunities for check-ins, professional develop-
ment, and peer support. Our findings indicate that CHWs
want tools to help them make informed decisions regard-
ing care delivery. These are important for contextualizing
and planning workforce enhancement through training and
supervision.

The CHWSs and stakeholders in our study reported
high levels and multiple sources of stress, ranging from
personal to administrative. These stress levels are consis-
tent with those reported in the literature on CHW stress in
LMICs (e.g., Pakistan (Haq et al., 2008), China (Li et al.,
2014), Iran (Bijari & Abassi, 2016), Ethiopia (Selamu et
al., 2017) and other helping professions (eg., community
mental health nurses (Edwards et al., 2000; Hannigan et al.,
2000); care coordinators (Au et al., 2018); mental health
workforces (Morse et al., 2012; Onyett et al., 1997; Paris
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& Hoge, 2010; Rossler, 2012; Wilson, 2016); educators
(Gluschkoff et al., 2016; Moate et al., 2016); and health-
care workers (Cohen-Katz et al., 2005; Tijdink et al., 2014).
To address high stress, CHWs may benefit from the tools
they learn to deliver (Atanes et al., 2015; Au et al., 2018;
Edwards et al., 2000; Hannigan et al., 2000; Morse et al.,
2012). For instance, brief training for providers in problem-
solving and relaxation has been demonstrated to reduce their
own stress, mitigate burnout, build resilience, and improve
their mental health (Wennerstrom et al., 2011). Programs
that address stress and burnout directly use training in psy-
chosocial interventions as a way to improve attitudes about
behavioral interventions and increase provider self-efficacy
to reduce stress and burnout (Corrigan et al., 1997; Ewers et
al., 2002). Others introduce cognitive behavioral strategies
to staff (relaxation, cognitive restructuring) and train super-
visors in using these methods, resulting in reduced burnout
rates among direct mental health care staff (Scarnera et al.,
2009; Van Dierendonck et al., 1998). Mindfulness-based
interventions have also been beneficial in decreasing stress
and emotional exhaustion (a component of burnout) among
paraprofessionals from diverse backgrounds working in
underserved communities (Jacobs et al., 2017).

CHWs reported that one reason for their stress was their
inability to address some of the presenting problems of the
communities they serve. They report wanting enhanced
training in mental health content to help them with that. In
addition, they report that having supervision around how
to move forward with a case (knowing when to refer out
versus when to intervene and what tool to use when inter-
vening) would relieve the stress they feel due to some ambi-
guity around their role. Role ambiguity is defined as a lack
of clarity in understanding actions to be taken to achieve
work goals (Kahn et al., 1964) and has been linked to poor
job satisfaction and burnout in service professions gener-
ally (Maiias et al., 2018) and among peer support specialists
(Abraham et al., 2021). In particular, CHWs were frustrated
by the limits of the care they could provide versus the high
needs of the communities they serve. On the one hand, they
serve the most vulnerable and marginalized communities.
On the other hand, their ability to provide EBPs is rou-
tinely under-estimated (despite CHWs in LMICs doing so
routinely) and, thus, they are not systematically receiving
supervision tools and training beyond outreach and auxiliary
care. Instead, CHWs reported that they consistently receive
the message that they are not clinicians and are not expected
(or officially permitted) to provide any clinical care. Never-
theless, CHWs find themselves interacting with individuals
at some critical moments, and they may benefit from being
trained in robust transdiagnostic mental health tools that can
be shared with those they serve, while awaiting more formal
evaluation and services by an overburdened system.
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We recommend reducing role ambiguity by training
CHWSs in evidence-based practices to address the most
pressing needs of their communities and providing them
with the supervision support to do so effectively and effi-
ciently. At this critical time of elevated and disproportionate
mental health needs in the United States, CHWs represent
a capable and compassionate but under-trained and under-
utilized workforce for delivering evidence-informed care.
This may be driven by a lack of licensing and regulations
regarding CHW roles. Notably, while a licensing board may
help to structure training around specific competencies and
increase clarity around role limitations, it may also discour-
age individuals from joining the profession by creating
additional barriers (testing, paperwork, license renewals,
fees, etc.).

Strengths and Limitations

We combined stakeholders and CHWs in this sample. While
this provided us with rich information from different per-
spectives, our sample size was too small to allow for sepa-
rate analyses of stakeholders versus CHWs to compare and
contrast their feedback. Furthermore, this study is limited
to a small group of CHWs and stakeholders in one loca-
tion in the United States. Therefore, these results should be
interpreted with caution and may lack generalizability. Nev-
ertheless, as California is transitioning to a model of reim-
bursing care delivered by CHWs, we believe that speaking
to CHWs directly as well as the stakeholders who work with
them is a strength.

Future Directions

Our work with CHWs and other lay health workforces,
along with the findings from this and other studies lead us
to make some suggestions for future studies around train-
ing, supervision and service-delivery models for CHWs that
can optimize the effectiveness, efficiency, and satisfaction
of CHWs (Lyon & Koerner, 2016; Lyon et al., 2019).
Screening and progress monitoring have gained traction
among licensed providers (Dyer et al., 2016), but the litera-
ture on CHWs and paraprofessional workforces is limited.
Screening and monitoring identify problem areas, estimate
symptom severity, and highlight improvement or deteriora-
tion over time to inform treatment planning. Routine moni-
toring improves clinical care and reduces client symptoms,
as outlined in Feedback Intervention Theory (Kluger &
DeNisi, 1996). Based on literature, and aligned with CHWs’
work in school-, hospital- and community settings, we rec-
ommend screening and progress monitoring with tools that
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are reliable, valid (Becker-Haimes et al., 2020), brief, easy
to administer, generalizable across age groups, settings and
problem areas (Glasgow et al., 2014), and effective (New-
man, 2000; Otto et al., 2000).

Common  Elements are mental health-promoting
strategies (elements) common to evidence-based treat-
ments within and across problems, outcomes, or contexts
(Boustani et al., 2017a, 2017b). Relevant to the work con-
ducted by CHWs, the common elements of mental health
prevention and promotion programming may be useful
(Boustani et al., 2015, 2020a, 2020b; Rith-Najarian et al.,
2019) for children, adolescents, and young adults (Boustani
et al., 2017a, 2017b; Boustani, 2020a; Chorpita et al., 2020;
Cappella et al., 2008; Frazier et al., 2019; Frazier et al.,
2015; Hedemann & Frazier, 2017; Michelson et al., 2019;
Rith-Najarian, 2019; Shernoff et al., 2011). Several of the
most common elements (e.g., problem-solving, communi-
cation skills, cognitive coping, and relaxation) align with
CHW targets and expressed interests of school parapro-
fessionals (Riggs, 2001). Training CHWs to deliver such
transdiagnostic elements will allow them to provide brief,
evidence-informed, and supportive strategies to their clients
while they wait for higher levels of care if needed. These
elements can be helpful across settings, levels of care, and
age groups— as demonstrated by their presence across these
domains. We recommend relying on these single elements
as key training and service delivery strategies to support as
many community members as possible.

Data-informed decision-making tools can help CHWs
make decisions (when to refer, when to intervene, using
what tool, etc.). In this study, CHWs expressed interest in
such data-informed decision tools. Measurement feedback
systems are linked to faster progress (Bickman et al., 2011),
better engagement and adherence (Lambert & Shimokawa,
2011), and reduced premature dropout (Bickman et al., 2011;
Lambert et al., 2003) in community mental health care. They
have been examined in a small number of paraprofessional
studies including in community health centers for diabe-
tes care (Rodriguez et al., 2018), clinics for prenatal HIV
Prevention (Bull et al., 2018), and clinics for childhood ill-
nesses (Roberton et al., 2016). Evidence of its acceptability
comes from a post-Katrina study in New Orleans, in which
CHWs expressed that screening and referral resources were
among the most helpful in their program to inform care and
referral (Wennerstrom et al., 2011). Data-informed decision
tools are particularly applicable to CHW-delivered mental
health services because they are cost-effective (many valid
screeners are available for free) (Becker-Haimes et al.,
2020), easily scalable (Borntrager & Lyon, 2015), efficient,
and brief (Lambert, 2012). We believe that such solutions
are timely as states begin to authorize the reimbursement of
mental health prevention services delivered by CHWs.

Conclusion

Findings offer insight into the training and supervision
needs of lay health workforces. The mental health work-
force shortage in the United States is projected to worsen
(Kepley & Streeter, 2018), and a new generation of men-
tal health models and workforces is needed to mitigate
the risk of mental health problems and expand equitable
access to quality care. As Community Health Workers play
an increasing role in supporting community mental health
in the US, future research will be necessary to design and
examine the most efficient and effective models for work-
force support, with an eye toward maximizing strengths and
minimizing stressors.

Structured training, supervision, and data-informed deci-
sion tools for care and referral will help ensure that CHWs
are an effective and efficient workforce that is well-equipped
and well-positioned to reduce barriers to care and disparities
for under-resourced and systemically marginalized com-
munities. CHW support for stress management will ensure
that this workforce is well-supported and retained. Based on
the findings from this needs assessment, we further recom-
mend that stakeholders who engage with CHWs be mind-
ful of stressors that may impact them. We advise providing
opportunities for self-care as part of structured supervision
that takes place at regular intervals. We encourage future
researchers to test models of training, supervision and care
delivery that work for the contexts in which CHWs deliver
care and, if possible, study those systems along with other
outcomes of interest. Brief qualitative interviews with
CHWs (whether in a clinical or research context) can pro-
vide insight to stakeholders around areas of improvement.
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