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Abstract
Background  In the US, there is a lack of information about the community health worker (CHW) workforce, which is 
critical to inform workforce policy, development, and training initiatives. In this manuscript, we report the results of a 
cross-sectional workforce survey of CHWs in Indiana.

Methods  We conducted a statewide electronic survey of CHWs in Indiana. Eligible participants were self-reported 
CHWs and over the age of 18. The survey was adapted from an existing tool and included questions about CHWs’ 
demographics, employer, compensation, and roles and responsibilities. The survey was pilot-tested and distributed in 
partnership with the state’s CHW professional association. Data were collected anonymously using REDCap. Bivariate 
correlations were examined between salary and demographics, employer type, training, and length of employment. 
Analyses were conducted using SAS version 9.4.

Results  Among 282 participants that met eligibility, a majority were female (92%) with 39% identifying as Black/
African American, 38% as White, and 13% as Hispanic/Latino. Over 40% held at least a Bachelor’s degree, and 20% 
were multilingual. CHWs worked under various job titles – only half reported that their official job title was as a 
CHW – and for a variety of organizations with about half working for either a health system or academic employer. 
Respondents had a median of 2 years of experience as a CHW. The majority of CHWs were employed full-time (85%) 
and had completed a training program (83%). Their scopes of practice varied but CHWs were most engaged in 
activities related to culturally relevant communication, care coordination, coaching, and social support. Lower salary 
was significantly associated with less education and working as a CHW for less than one year, but not with other 
demographic characteristics, employer type, or having completed a training program.

Conclusion  This study offers a snapshot of Indiana’s CHW workforce, highlighting that it is predominantly female 
but diverse demographically, in employment setting, job title, and roles played. The findings provide insights to 
guide workforce development and planning efforts by employers, professional associations, health departments, and 
policymakers to strengthen and expand this essential workforce in Indiana and beyond.
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Background
Community health workers (CHWs) are an important 
and internationally recognized cadre of the health work-
force. The American Public Health Association (APHA) 
defines a CHW as “a frontline public health worker who 
is a trusted member and/or has an unusually close under-
standing of the community served […], and as a liaison/
link/intermediary between health/social services and the 
community to facilitate access to services and improve 
the quality and cultural competence of service delivery,” 
[1]. CHWs provide health education, social support, care 
linkage and coordination, and advocacy, among other 
services [2, 3]. There is robust evidence for the effective-
ness of CHWs in improving health outcomes, reducing 
cost of care, and addressing social determinants of health 
[3], and CHWs have a unique role in addressing stark 
health inequities in the United States (US) and around 
the world [4, 5].

CHWs have been part of the health workforce in the 
US for at least 70 years, including in federal antipoverty 
programs, public health departments, and the Commu-
nity Health Representative program of the Indian Health 
Service established in 1968 [3]. The 2010 Affordable Care 
Act specifically identified CHWs in new value-based 
care models and interdisciplinary teams, which repre-
sented an important policy shift toward expanding the 
CHW workforce [6]. More recently, the CDC’s COVID 
Response and Resilient Communities Initiative and the 
Health Resources and Services Agency’s CHW Training 
Program created new funding opportunities to train and 
deploy CHWs across the country [7, 8]. Changes in the 
2024 Medicare Physician Fee Schedule included reim-
bursement for CHWs addressing social determinants of 
health for the first time [9], and over half of states allow 
CHW reimbursement under state Medicaid plans facili-
tated by a 2014 rule change [10]. Despite the growing evi-
dence for CHWs and increased federal and state funding, 
there are important challenges to integrating CHWs into 
health and social care systems and informing workforce 
initiatives and policies [11].

In 2023, the Bureau of Labor Statistics (BLS) esti-
mated that there were 58,000 people employed as CHWs 
in the US and that the workforce would grow by 14% 
by 2032, much faster than average occupations [12]. In 
many settings, however, the CHW workforce is poorly 
described, including where CHWs work, their compensa-
tion and training, and scopes of practice [13, 14]. CHWs 
work under a variety of job titles and for many types of 
organizations from health departments, clinics, man-
aged care organizations, academic and research insti-
tutions, and community-based organizations, among 
many others, which can make surveying the workforce 
challenging [13]. Training, certification, and reimburse-
ment pathways vary by state and have implications for 

equitable workforce growth, integration, and wages [15–
17]. Efforts like the CHW Core Consensus Project (C3) 
that defined core CHW roles and competencies from 
cultural mediation to care coordination to participating 
in evaluation and research represent important steps for-
ward that can help standardize data collection on scopes 
of practices [18].

Information about the CHW workforce is critical for 
policymakers, CHW professional associations, state 
and local health departments and other employers to 
inform workforce development and training initiatives 
and ensure that workforce expansion is equitable [19]. 
A national CHW survey was conducted in 2021 by the 
National Association of Community Health Workers 
(NACHW), but it included only 867 CHWs and rep-
resentation from many states was lacking [20]. Several 
states conduct regular surveys of their CHW workforce. 
The Michigan Community Health Worker Alliance 
(MiCHWA), for example, conducts statewide work-
force surveys every two years alongside CHW employer 
surveys to inform workforce development [21]. In this 
paper, we describe a statewide survey of CHWs in Indi-
ana conducted in 2024. The objective of the survey was to 
build on a previous 2020 assessment [22], and provide an 
updated snapshot of the CHW workforce in Indiana with 
a focus on employment setting, training and certification, 
scope of practice, and wages and benefits.

Methods
Setting
The BLS reported that there were 980 CHWs working in 
the state of Indiana as of May 2023 [12]. Various efforts 
have been undertaken to grow the CHW workforce in 
Indiana. The Indiana Community Health Worker Asso-
ciation (INCHWA) was established in 2013 as a state-
wide professional association with a mission to support 
the CHW workforce through evidence-based strategies, 
education, and advocacy. In 2017, the Indiana Governor’s 
office established an Indiana Health Workforce Council 
that included a CHW Taskforce to generate policy rec-
ommendations for advancing the profession in Indiana. 
These recommendations included establishing a CHW 
registry, adopting the APHA definition and C3 core com-
petencies, and state-standardized CHW certification 
and assessments. Progress towards these recommenda-
tions have been hampered by limited funding and infra-
structure, and most have not been implemented or only 
partially realized [23]. In 2018, Indiana became only the 
second state to be approved under a state plan amend-
ment to the Centers for Medicare and Medicaid Services 
to reimburse CHW services through state Medicaid 
plans; however, utilization of this mechanism to fund 
CHW services has been limited due to complex billing 
procedures and low reimbursement rates [22]. From 2018 
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to 2023, reimbursement rates for a 1–1 visit with a CHW 
were $9.70 for a 30-minute visit. In 2024, the rate was 
increased significantly to $26.56, which still falls below a 
minimum (i.e., sustainable) reimbursement rate of $47.35 
calculated in one study [17] and the average reimburse-
ment under Medicare of $50.26 [24].

Study design
We conducted a statewide electronic survey of CHWs 
in Indiana. The study was led by members of a CHW 
Reimbursement Taskforce, a multidisciplinary group 
established in 2023 to generate evidence and advance 
policy for a sustainable CHW workforce in Indiana. The 
Taskforce includes leadership from INCHWA, research-
ers and clinicians, and social service organizations. Our 
study’s approach was guided by recommendations for 
surveying the CHW workforce, including recommenda-
tions for survey planning and design, recruitment and 
retention, data collection and analysis, reporting and dis-
semination, and advocacy and policy [13] (see Additional 
file 1). With permission we adapted the survey tool cre-
ated by MiCHWA for their 2023 Michigan CHW survey 
[21]. The survey adopted best practices published by the 
CHW Common Indicators Project and included C3 roles 
and competencies [25, 26].

The survey was pilot tested by members of INCHWA 
and CHWs and led to reorganizing survey sections, 
clarifying and rephrasing questions, and shortening the 
survey. The final survey included 56 questions that were 
organized into eight domains: (1) position description 
(employer, title, years of experience); (2) demographics; 
(3) training and continuing education; (4) communities 
and clients served; (5) compensation, career develop-
ment, and job satisfaction; (6) roles and responsibilities; 
(7) team integration; and (8) challenges and accom-
plishments. The survey was designed to be completed 
in about 20 minutes. Survey responses included fixed 
response, Likert-scale, and free-text. Data on career 
development and job satisfaction are reported else-
where [27].

Data collection
Survey eligibility included being 18 years of age or older, 
self-identifying as a CHW (as defined by APHA), and 
currently working and/or volunteering as a CHW in Indi-
ana. All data were collected and stored in REDCap [28, 
29]. To recruit participants, we developed a public web-
page on the All IN For Health platform, an initiative of 
the NIH-funded Indiana University Clinical and Transla-
tional Sciences Institute. We also distributed information 
and the survey link through an INCHWA listserv that at 
the time of the study included 1,700 certified CHW (not 
all of whom were currently working as CHWs) and to 
11 organizations that collectively employed 137 CHWs 

in Indiana. Organizations were identified using publicly 
available information and interviews conducted as part 
of a different study [30], and included health systems, 
departments of health, community-based organizations, 
and a community health coalition.

All data were collected anonymously using REDCap. 
Upon survey completion, participants were asked if they 
would like to opt-in to a raffle for a chance to win one 
of twenty $100 gift certificates. If they opted-in, partici-
pants were given a link to a separate REDCap page to 
provide their name and email for entry into the raffle. The 
study survey and raffle databases were kept separate and 
unlinked to maintain participant anonymity. This study 
was approved by the Indiana University Institutional 
Review Board (IRB protocol#: 21790).

Data analysis
Descriptive analyses included frequency counts and per-
centages, and a heatmap was created to show the Indiana 
counties where CHWs provided services. Bivariate corre-
lations were examined between self-reported annual sal-
ary and demographics (gender, education, race/ethnicity, 
and language), employer type, participation in a training 
program, and length of CHW employment. The following 
data were collapsed into dichotomous variables for bivar-
iate analysis: education (high school/some college/trade 
school versus associate’s degree and higher), language 
(English versus English plus another language), CHW 
training program completed (yes versus no), and years 
worked as a CHW (more than one year versus less than 
one year). Employer type was categorized into health sys-
tem, clinic or academic organization; government (state 
or local health department); community, faith-based, or 
social service organization; and other. Annual salary was 
categorized into three bands: less than $40,000 per year; 
between $40,000 and $50,000; and more than $50,000. 
This was based on distribution of the data and was con-
sistent with the average CHW salary in Indiana reported 
by BLS [12]. Statistical analyses were performed using 
SAS version 9.4 (SAS Institute, Inc., Cary, NC) with sig-
nificance determined as P < 0.05.

Results
From a total of 308 surveys completed, 282 met study 
eligibility and were included for analysis. Twenty-six sur-
veys were excluded due to respondents not self-identi-
fying as a CHW, not being at least 18 years of age, and 
being incomplete. A majority of participants identified as 
female (92%), and 39% identified as Black/African Ameri-
can, 38% as White, and 13% as Hispanic/Latino (Table 1). 
Respondents had a mean age of 41 years (standard devia-
tion 12 years). Over 40% of participants held at least a 
Bachelor’s degree and a fifth of respondents spoke more 
than one language, with 16% speaking Spanish.
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CHWs worked for a variety of employers with health 
or academic organizations being most common (49%), 
followed by community/social service organizations 
(31%) and health departments (11%) (Table 2). Only 
half of participants worked under the official title of a 
“community health worker,” illustrating the diversity in 
position titles within the profession. Participants had 
a median of 2 years of experience as a CHW. Over half 
of participants (57%) reported serving in urban set-
tings, and over 70% reported being from or residing in 
the community that they served. The average caseload 
of respondents varied significantly, with 19% reporting a 
caseload of 10 or fewer, 34% reporting a caseload of 31 

to 100 clients, and 9% reporting a caseload of over 100 
clients. A high percentage of CHWs indicated working 
with clients who were Black/African American (86%) 
and/or Hispanic/Latino (75%), low-income (80%), immi-
grants (73%), and Spanish (70%) or Burmese-speaking 
(20%) communities.

The majority of respondents (82%) were full-time paid 
employees defined as working over 30 hours a week. 
Among those who provided salary information, most 
participants reported a salary of $25,000-40,000 (32%) 
or $40,000-50,000 (36%). A notable percentage of par-
ticipants (25%) reported that they did not want to answer 
questions about pay. Among respondents who reported 
that they had benefits, most participants received health 
insurance, followed by vacation time, mileage reimburse-
ment, employer retirement/pension fund, and sick pay. 
The majority of CHWs (82%) reported being certified as 
CHW, with over half receiving their certification after 
they were employed at their organization.

Participants responded that they served clients in all 
of Indiana’s 92 counties (respondents could select work-
ing in more than one county), with a significant propor-
tion (46%) providing services in Marion County, home 
the state’s capital and largest city, Indianapolis, and the 
surrounding counties (Fig. 1). There were also higher 
numbers of respondents who worked in Lake County in 
northwest Indiana bordering the Chicago metropolitan 
area (9%) and Vanderburgh County in southwest Indiana 
and home to the state’s third-largest city, Evansville (7%).

Table 3 shows information about the different roles 
played by CHWs in their work. Bolded numbers in the 
table indicate that over half of respondents reported 
either that they often/very often played a certain role 
(i.e., at least weekly) or never/rarely played that role (i.e., 
at most 1–2 times per year). The roles reported by at 
least 70% of participants being done on a weekly or daily 
basis included documenting and tracking individual data 
(77%); empowering individuals (77%); motivating and 
encouraging people to obtain care and other services 
(76%); and connecting people to resources and advocat-
ing for basic needs (75%). The roles reported by at least 
60% of participating being done on a weekly or daily 
basis included providing individual support and coach-
ing (67%); providing direct services related to basic needs 
(66%); following up on health and social service encoun-
ters with individuals, families, and community (62%); 
advocating for community needs and perspectives (61%); 
and educating individuals and communities about how to 
use health and social service systems (60%).

Roles and responsibilities that were reported as never 
or rarely being done by more than half of respondents 
included engaging stakeholders to take action on find-
ings (65%); participating in the design, implementation or 
interpretation of community-level assessments (63%) or 

Table 1  Respondents’ demographic characteristics
Characteristics Frequency (n) Frequency (%)
Age (n = 281)
  18–24 23 8.2
  25–34 65 23.1
  34–44 76 27.0
  45–54 63 22.4
  55–64 45 16.0
  65+ 9 3.2
Gender (n = 274)
  Female 254 92.7
  Male 18 6.6
  Non-binary 2 0.7
Race and Ethnicity (n = 277)
  Black/African American 107 38.6
  White 105 37.9
  Hispanic/Latino 37 13.4
  More than one race 19 6.9
  Asian 4 1.4
  Prefer not to say/not listed 4 1.4
  Arab American 1 0.4
Born in the U.S. (n = 272)
  Yes 248 91.2
Languages Spoken (n = 277)*
  English 267 96.4
  Spanish 44 15.9
  Burmese 4 1.4
  Korean 2 0.7
  Haitian-Creole 2 0.7
  French 2 0.7
  Yoruba 2 0.7
Education Level (n = 279)
  High school or GED 20 7.2
  Some college 78 28.0
  Trade school 11 3.9
  Associates 50 17.9
  Bachelors 87 31.2
  Masters 31 11.1
  Doctorate 2 0.7
*Respondents could select more than one option, so total percentages do not 
equal 100%
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Characteristic (n) Frequency (n) Frequency (%)
Employer Type (n = 279)
  Health or academic 139 49.8
  Community or social service 87 31.2
  State or local government 30 10.8
  More than one 12 4.3
  I am not affiliated with an organization 7 2.5
  Other 4 1.4
Position Title (n = 282)
  Community health worker 140 49.6
  Community health outreach worker 24 8.5
  Patient navigator 17 6.0
  Community health advocate 11 3.9
  Health educator 11 3.9
  Other 79 28.0
Communities Served (n = 255)
  Urban (high population density, large amount of infrastructure) 145 56.9
  Rural (low population density, large amount of undeveloped land) 56 22.0
  Suburban (less populated than cities, made up of homes and stores) 54 21.2
  Relationship/Experience with Communities Served (n = 254)*
  Reside in community 181 71.3
  Professional experience working with community 123 48.4
  Previously resided in community 53 20.9
  Long-term volunteer work with community 42 16.5
  Other 11 4.3
Average Caseload of Active Clients (n = 220)
  < 10 41 18.6
  11–20 38 17.3
  21–30 32 14.5
  31–100 74 33.6
  > 100 20 9.1
  Other 5 2.3
  Varies day to day 3 1.4
  I do not have a caseload 7 3.2
Position Type (n = 230)
  Paid – full time 196 85.2
  Paid – part time 10 4.3
  Volunteer - full time 5 2.2
  Volunteer - part time 13 5.7
  As needed/on call only 6 2.6
Salary (Annual) (n = 211)
  Below $25k 18 8.5
  $25k-<$40k 67 31.8
  $40k-<$50k 76 36.0
  $50k-<$60k 31 14.7
  Above $60k 19 9.0
Benefits Provided by Employer (n = 230)**
  Health insurance provided 205 89.1
  Vacation time 181 78.7
  Transportation/mileage reimbursement 161 70.0
  Retirement/pension fund 158 68.7
  Sick pay 135 58.7
Completed Training Program (n = 258)
  Yes, after being hired as a CHW 152 58.9

Table 2  Employer and position characteristics
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individual-level assessments (59%); participating in or lead-
ing support groups (60%); developing evaluation or research 
designs (58%); presenting at conferences, local agencies or 
community events (57%); providing screening tests (57%) 
or basic health services (51%); and participating in policy 
advocacy (55%).

In bivariate analyses, only lower education level 
(defined as high school, some college, or trade school) 
and working as a CHW less than one year were signifi-
cantly associated with lower salary (Table 4).

Discussion
Workforce surveys are critical to advancing evidence-
informed workforce policies and initiatives, including 
helping policymakers understand the scope and impact 
of CHWs and enabling evidence-based decisions regard-
ing funding, resource allocation, and program develop-
ment [13]. Workforce surveys help identify who CHWs 
are, including demographics, educational and training 
background, and geographic distribution. As the demand 
for CHWs grows with the expansion of healthcare access 

Fig. 1  Number of CHWs who reported providing services in Indiana counties (*Respondents could select providing services in more than one county)

 

Characteristic (n) Frequency (n) Frequency (%)
  Yes, before being hired as a CHW 63 24.4
  Not completed 43 16.7
Employer Requires Continuing Education Credits (n = 259)
  No 149 57.5
  Yes 110 42.5
*Respondents could select more than one option, so total percentages do not equal 100%

** Respondents could select more than one option, so total percentages do not equal 100%. Results show respondents who reported at least one benefit

Table 2  (continued) 
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Table 3  CHW roles and responsibilities
CHW Role or Responsibility N Never/

rarely*, n 
(%)

Some-
times, n 
(%)

Often/
very 
often, n 
(%)

Culturally Relevant Communication
  Educating individuals and communities about how to use health and social service systems 203 30 (14.8) 51 (25.1) 122 

(60.1)**

Culturally Appropriate Health Education
  Conducting health promotion and disease prevention education that matches cultural needs of 
community

201 51 (25.4) 61 (30.3) 89 (44.3)

  Providing necessary information for individuals to understand and manage health conditions 198 42 (21.2) 61 (30.8) 95 (48.0)
Care Coordination
  Participating in care coordination and/or case management 198 42 (21.2) 39 (19.7) 117 (59.1)
  Helping make patient referrals for follow-up health care services 196 48 (24.5) 42 (21.4) 106 (54.1)
  Facilitating transportation to services and/or helping to address other barriers to services 196 52 (26.5) 44 (22.4) 100 (51.0)
  Documenting and tracking individual data 195 26 (13.3) 18 (9.2) 151 (77.4)
Coaching & Social Support
  Providing individual support and coaching to clients 197 27 (13.7) 38 (19.3) 132 (67.0)
  Motivating and encouraging people to obtain care and other services 196 11 (5.6) 35 (17.9) 150 (76.5)
  Supporting self-management of disease prevention and management of health conditions 199 41 (20.6) 54 (27.1) 104 (52.3)
  Planning and/or leading support groups 198 119 (60.1) 35 (17.7) 44 (22.2)
Advocating
  Advocating for the needs and perspectives of the communities you serve 197 28 (14.2) 48 (24.4) 121 (61.4)
  Connecting people to resources and advocating for basic needs 198 15 (7.6) 34 (17.2) 149 (75.3)
  Participating in policy advocacy 197 108 (54.8) 47 (23.9) 42 (21.3)
Building Capacity
  Empowering individuals 196 14 (7.1) 30 (15.3) 152 (77.6)
  Engaging communities 190 46 (24.2) 45 (23.7) 99 (52.1)
  Training and building individual capacity with CHW peers 196 67 (34.2) 63 (32.1) 66 (33.7)
Direct Services
  Meeting basic needs 193 24 (12.4) 42 (21.8) 127 (65.8)
  Providing basic health services 194 98 (50.5) 24 (12.4) 72 (37.1)
  Providing basic screening tests 193 109 (56.5) 23 (11.9) 61 (31.6)
Outreach
  Case-finding/recruitment of individuals, families, and community groups to services and systems 190 53 (27.9) 39 (20.5) 98 (51.6)
  Follow-up on health and social service encounters with individuals, families, and community 192 35 (18.2) 39 (20.3) 118 (61.5)
  Home visits to provide education, assessment, and social support 191 84 (44.0) 29 (15.2) 78 (40.8)
  Presenting at conferences, local agencies, or community events (in-person or virtual) 191 108 (56.5) 41 (21.5) 42 (22.0)
Evaluation & Research
  Engaging in evaluating CHW services and programs 193 94 (48.7) 58 (30.1) 41 (21.2)
  Identifying and engaging community members as research partners 193 94 (48.7) 59 (30.6) 40 (20.7)
  Identification of priority issues and evaluation/research questions 193 95 (49.2) 48 (24.9) 50 (25.9)
  Development of evaluation/research design and methods 192 111 (57.8) 44 (22.9) 37 (19.3)
  Data collection 194 60 (30.9) 44 (22.7) 90 (46.4)
  Sharing results and findings 191 73 (38.2) 55 (28.8) 63 (33.0)
  Engaging stakeholders to take action on findings 190 123 (64.7) 42 (22.1) 25 (13.2)
Assessments
  Participating in design, implementation, and interpretation of individual-level assessments 193 114 (59.1) 33 (17.1) 46 (23.8)
  Participating in design, implementation, and interpretation of community-level assessments 192 120 (62.5) 36 (18.8) 36 (18.8)
*Respondents were instructed to use the following definitions when considering the frequency of roles: “Never” indicated never engaging in the role, “Rarely” 
indicated one to two times per year, “Sometimes” indicated monthly, “Often” indicated weekly, and “Very often” indicated daily

**Bolded numbers are used to indicate where over half of respondents indicated either that they often/very often filled a role (i.e., at least weekly) or never/rarely 
filled a role (i.e., at most 1-2 times per year)
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and focus on social determinants of health, workforce 
surveys can help predict future workforce needs and 
reveal barriers that CHWs face, such as low wages, job 
insecurity, and lack of career advancement opportunities 
that are vital for retaining CHWs and ensuring the sus-
tainability of the workforce [31].

CHWs in our study spent the majority of their time 
providing direct services to clients, including help-
ing them with basic social needs, care coordination 
and connecting them to resources, and empowering 
them (“coaching”) to act on their own behalf to meet 
these needs. CHWs are highly effective and impactful 
in addressing participants’ social determinants of health 
and health outcomes [3]. In Indiana, the policy for reim-
bursement under state Medicaid plans does not currently 
cover CHW services related to “navigator” assistance, 
case management and care coordination, or facilitat-
ing transportation for a client to and from services [32]. 
Our results show that Indiana CHWs provide many of 
these services, and to support expansion and sustainabil-
ity of the CHW workforce, Indiana’s Office of Medicaid 
Policy and Planning should consider revising its Medic-
aid policy to cover a broader range of services, with sev-
eral states like New Mexico and South Dakota serving as 
potential models [24].

In addition to documenting many important roles 
CHWs in Indiana currently play in health and social care 
systems, our study provides evidence for opportunities to 
grow and expand CHWs roles in other important areas. 
As found in other surveys, CHWs in Indiana were less 
often involved in needs assessments, research, and policy 
advocacy [21]. Community-based needs assessments and 
research benefit from CHW involvement in planning, 
implementing, evaluating, and disseminating results [33], 
and our study shows a potential gap and missed oppor-
tunity for organizations in collaborating with CHWs in 
this way. CHWs can also serve as clear, strong, and effec-
tive communicators with local and state leaders to help 
advocate for policy change that improves the health and 
well-being of those they serve [34], and there is an impor-
tant opportunity for CHWs to play more of these roles in 
Indiana.

Job security in terms of adequate pay and stable posi-
tions is a major workforce challenge for CHWs, as many 
CHWs are hired on short-term grants and programs [3]. 
In this study, pay reported by respondents was in line 
with BLS estimates in Indiana, but there was significant 
variation at both the lower and upper ends of the pay 
spectrum suggesting that many CHWs remain in very 
low paying positions. There have been few studies about 

Table 4  Bivariate analyses of characteristics associated with salary
Variable  Annual salary, n (%)

Overall n = 211 <$40k n = 85 $40-$50k n = 76 >$50k n = 50 P-value*
Gender 0.497
  Female 192 (93.2) 77 (91.7) 71 (95.9) 44 (91.7)
  Male 14 (6.8) 7 (8.3) 3 (4.1) 4 (8.3)
Education 0.010
  Less education 74 (35.1) 37 (43.5) 28 (36.8) 9 (18.0)
  More education 137 (64.9) 48 (56.5) 48 (63.2) 41 (82.0)
Race and Ethnicity 0.888
  Black/African American 76 (37.6) 27 (32.9) 30 (42.9) 19 (38.0)
  Hispanic/Latino 27 (13.4) 13 (15.9) 8 (11.4) 6 (12.0)
  More than one 15 (7.4) 6 (7.3) 6 (8.6) 3 (6.0)
  White 84 (41.0) 36 (43.9) 26 (35.6) 22 (44.0)
Language 0.685
  English only 167 (82.3) 70 (84.3) 57 (79.2) 40 (83.3)
  English plus another language 36 (17.7) 13 (15.7) 15 (20.8) 8 (16.7)
Type of organization 0.341
  Community or social service 67 (31.8) 35 (41.2) 19 (25.0) 13 (26.0)
  Health or academic 104 (49.3) 35 (41.2) 42 (55.3) 27 (54.0)
  State or local government 24 (11.4) 7 (8.2) 10 (13.2) 7 (14.0)
Completion of a CHW training program 0.293
  Completed a CHW training program 176 (84.6) 71 (83.5) 67 (89.3) 38 (79.2)
  Not completed a CHW training program 32 (15.4) 14 (16.5) 8 (10.7) 10 (20.8)
No. of years as a CHW < 0.001
  Less than 1 year 64 (30.5) 21 (24.7) 36 (48.0) 7 (14.0)
  More than 1 year 146 (69.5) 64 (75.3) 39 (52.0) 43 (86.0)
*Bolded values indicate significance of P < 0.05
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the factors associated with pay in the CHW workforce. 
One study found that CHW wages were higher in states 
with certification programs but that wage gaps persisted 
within the workforce, with wage gains being higher for 
White and male CHWs [16]. In Michigan, CHWs work-
ing for Medicaid managed care organizations (MCO) 
earned significantly more than those working for com-
munity-based organizations, health systems and clin-
ics, and local health departments (about $27 dollars per 
hour for MCOs versus $21 dollars per hour under other 
employers) [21]. A notable gap in our survey is that we 
did not specifically survey CHWs working for MCOs. 
Michigan is one of a handful of states that requires MCOs 
to employ CHWs on a minimum CHW-to-enrollee ratio, 
and represents an important policy reform that Indiana 
should consider to expand the workforce [14].

A majority of respondents had completed a training 
program, but most did so after being hired as a CHW. We 
did not collect information about the type of training pro-
gram that CHWs completed and future CHW workforce 
surveys will be strengthened by assessing certification 
type and its relationship with compensation. When Indi-
ana’s Office of Medicaid Policy and Planning approved 
reimbursement of CHW services under the state amend-
ment plan in 2018, they listed three approved vendors for 
certification but allowed CHWs to also receive certifica-
tion from employer-based training as long as core com-
petencies were covered [32]. Training programs may be 
cost prohibitive for those wishing to pursue a career as 
a CHW. For example, one approved training vendor had 
a published cost of $1,200 per trainee as of this writing 
[35]. Whether core competencies are taught in a ven-
dor-based or employer-based training program, CHW 
employers must provide ongoing in-service training and 
supervision to retain and grow competencies that are 
aligned with career advancement and higher wages [36].

This study had several limitations. The first relates to 
survey dissemination and reach. To encourage partici-
pation, we maintained survey anonymity and thus could 
not calculate the response rate for those who were sent 
a survey invitation. A CHW registry does not currently 
exist in Indiana and so we were unable to utilize a cen-
tral registry for survey distribution or to determine an 
accurate denominator of the number of Indiana CHWs 
currently working in Indiana. While a CHW registry 
was recommended by the CHW Taskforce to the Indi-
ana Governor’s Health Workforce Council, funding was 
never allocated to establish it. To support data collection 
and strategic planning, enhance professional develop-
ment, facilitate employment and workforce development, 
we urgently recommend that the state work to implement 
a statewide CHW registry as has been recommended 
elsewhere [22].

Several strategies were undertaken to enhance the 
survey’s reach and sample representativeness, includ-
ing contacting CHW employers directly and partnering 
with INCHWA, who disseminated study information 
through its listserv and at several CHW events. The heat 
map (Fig. 1) demonstrates the success of these efforts, 
showing good sampling of CHWs adjusting for city/
region population, with Lake, Vanderburgh, and Marion 
and surrounding counties with the largest population 
densities. Survey participation and the demographics of 
CHWs in this study were consistent with other published 
workforce surveys including the 2021 national survey by 
NACHWA and Michigan survey conducted in 2023 [20, 
21], but were different from a previous CHW survey in 
Indiana conducted in 2020. The previous CHW survey in 
Indiana also used an online survey and reported a sample 
of 648 CHW participants who were mostly male (56%) 
and White (68%) [22]. In this study, there was a smaller 
number of respondents employed in health departments 
and overrepresentation from one local health depart-
ment in Indiana with a longstanding CHW program. 
As noted previously, we did not capture MCOs as a dis-
tinct employer type and so we could not assess the num-
ber of CHWs working in these settings. We found many 
CHWs reported working for both a hospital or clinical 
organization and an academic organization, which may 
be explained by many CHW programs in Indiana being 
based within academic medical centers. This is also why 
we collapsed these employers for bivariate analysis but 
there may be important employer-based distinctions that 
this approach loses.

Another potential limitation was related to potential 
selection bias. The survey was available only in English 
and electronically, which excluded non-English speak-
ers and those without regular access to a computer and 
internet. A fifth of the study respondents reported speak-
ing a language in addition to English and a significant 
percentage of participants reported serving immigrant 
communities suggesting that we did have participa-
tion from CHWs serving diverse communities. Finally, 
because respondents were able to skip survey questions, 
some data were missing, particularly towards the end 
of the survey. There may also have been sensitivity to 
answering specific questions. For instance, a quarter of 
participants indicated that they preferred not to answer 
questions related to pay, even though the survey was 
anonymous. Good overall survey completeness suggests 
that allowing respondents to skip questions resulted in 
more people completing the survey. The total number of 
responses aligns with previous sample sizes of statewide 
surveys targeting the CHW workforce. Future surveys 
may provide additional information about the anonym-
ity of the survey and how data will be used to encourage 
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answering sensitive questions. Additional challenges to 
surveying the CHW workforce and the strategies we used 
to mitigate them are further explained in the supplemen-
tary material (see Additional File 1).

Conclusion
We provide a comprehensive snapshot of the CHW 
workforce in Indiana highlighting their major roles and 
responsibilities, and equally important, the roles in 
which they are currently underutilized. It is clear from 
these data that more needs to be done to sustain the 
CHW workforce in Indiana given their positive impact 
on chronic disease management, infant mortality, and 
use of primary care and inpatient services across diverse 
populations in the state. There remains significant chal-
lenges to growing a robust CHW workforce, including a 
lack of sustainable funding mechanisms and significant 
variations in the qualifications, roles, compensation, and 
training of CHWs across the state and programs. The 
CHW workforce remains poorly described, which leads 
to a complex, fragmented, and precarious labor markets 
for CHWs. Within the ever-changing workforce and 
policy landscapes in Indiana and across the US, regular 
workforce surveys are critical for policymakers, health 
departments, and other employers to support best prac-
tices and evidence-informed policy.
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