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Abstract
Community health workers (CHWs) are a growing and essential component of the U.S. healthcare workforce, yet little 
is known about their own health and well-being. The CHWs Our Work + Our Health Pilot Study administered a cross-
sectional survey to a convenience sample of CHWs living and/or working in the Chicago metropolitan area. The survey 
assessed general health, chronic conditions, health behaviors, and mental health using validated, standardized measures. 
Prevalence estimates were compared to Chicago population data using two-proportion z-tests. The final analytic sample 
included 179 CHWs, predominantly female (85.5%), Hispanic (63.7%) or non-Hispanic Black (32.4%). CHWs reported 
significantly worse outcomes than the general Chicago population in general health, mental distress, emotional support, 
and sleep, while reporting lower rates of hypertension, obesity, and high cholesterol. Nearly one-third reported fair or poor 
health and nearly 40% reported inadequate emotional support. Economic hardship was substantial, with 35.9% earning 
below $25,000 annually and 61.9% delaying medical care due to cost. Chicago-area CHWs present a mixed but concern-
ing health profile marked by significant mental health burden and economic precarity, underscoring the need for targeted 
employer and policy investments to sustain this essential workforce.
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communities including health education, informal counsel-
ing, social support, and advocacy. Their integration into 
healthcare delivery has demonstrated positive outcomes 
across many conditions [6]. As a result, the U.S. CHW 
workforce is growing, and most states are developing CHW 
certification standards and reimbursement models [7].

Despite their critical role in supporting health, little is 
known about the health and wellbeing of CHWs them-
selves. Research focused on the occupational health of the 
broader healthcare workforce has documented elevated 
risks for cardiovascular disease and mental wellbeing [8, 9]. 
Yet CHWs have been largely excluded from this body of 
research.

Filling this gap in knowledge about the well-being of the 
CHW workforce is especially important given the nature of 
CHW work. CHWs frequently work in community settings 
marked by high levels of disinvestment, and they often live 
in the same communities they serve thus they are directly 
experiencing the same challenges as their clients, includ-
ing poverty, chronic illness, and exposure to violence [10]. 
The median annual CHW salary was $48,200 in 2024 [11], 

Introduction

Community health workers (CHWs) are frontline health 
workers who serve as trusted connectors between com-
munities and health and social services [1]. Their shared 
experiences, cultural concordance, and authentic relation-
ships uniquely position CHWs to reach individuals and 
communities facing complex health and social challenges 
[2–5]. CHWs provide a range of supports to their clients and 
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well below the U.S. median [12], raising further questions 
about cumulative strain. Without a clear picture of CHW 
health, employers and policymakers cannot prevent burn-
out, reduce turnover, and sustain this growing workforce.

To address this gap, the CHWs Our Work + Our Health 
Pilot Study was conducted among Chicagoland area CHWs. 
This paper describes the study design, data collection pro-
cess, and prevalence of chronic health conditions of the 
sample and compares them to the Chicago population.

Methods

Study Design

This pilot study is part of the Chicagoland Community 
Engagement Alliance (CEAL) Program, a partnership of 
academic and community health experts that addresses 
health and social outcomes by increasing engagement in 
research and access to resources in the Chicago metro area 
and is a regional team in the NIH-funded National CEAL 
Program (OT2HL161610, SUB-OTA No. 6922-03-COVID-
S020). This study was organized into three phases. Phase 1 
consisted of a cross-sectional survey administered to a con-
venience sample of CHWs living and/or working in the Chi-
cago metropolitan area. Phase 2 consisted of interviews with 
a subset of Phase 1 respondents, designed to contextualize 
interpretation of survey findings. Phase 3 consisted of a one-
year follow-up survey administered to the Phase 1 cohort, 
generating longitudinal data on changes in CHW health and 
work experiences. This manuscript reports Phase 1 cross-
sectional findings only. This study was approved by the Chi-
cago Area Institutional Review Board (#2025 − 0891).

Community-Engaged Approach

The study uses a community-engaged approach throughout 
all phases of design and implementation. The research team 
collaborates with three advisory bodies: the Chicagoland 
CEAL Community Advisory Board, the Illinois CHW Net-
work, and a group of CHWs recruited specifically for their 
input on the study. These groups reviewed all aspects of sur-
vey design and implementation to ensure relevance to the 
lived and work experiences of Chicagoland CHWs.

Input was gathered on the survey instrument and recruit-
ment strategies through four structured sessions: two with 
CHWs and two with the Chicagoland CEAL Community 
Advisory Board. The research team, which included a CHW 
researcher, synthesized feedback from both sets of sessions 
and revised the survey accordingly, aligning CHW-iden-
tified priorities with standardized, validated measures to 
enable meaningful comparisons across populations.

Study Population

To be eligible, participants were required to: (1) identify as 
a CHW; (2) be 18 years of age or older; (3) have worked 
in a CHW role for at least one year; (4) be able to com-
municate in English or Spanish; and (5) and live or work in 
the Chicagoland area. Because CHWs are referred to by a 
variety of job titles, eligibility was determined using a dual 
criterion approach based on both job title and job duties, 
consistent with established CHW workforce research [13]. 
Eligible titles included but were not limited to community 
health worker, promotora de salud, patient navigator, health 
advisor, peer educator, outreach worker, and patient educa-
tor [14]. Eligible job duties included community engage-
ment and advocacy, navigation and coordination of services, 
health education, serving as a community or cultural liaison, 
among others [14].

Measures

The survey assessed six broad domains: (1) Demographics 
characteristics, (2) general health, (3) health risk behaviors, 
(4) mental health, (5) social and economic factors, and (6) 
employment and job satisfaction (Table 1). This manuscript 
reports on measures from the first four domains.

General health was assessed using items from the NIOSH 
WellBQ [15], including self-rated general health and health-
related work limitations. Self-reported medical diagnoses 
were collected using items adapted from the BRFSS [16].

Health risk behaviors were assessed across seven 
domains. Physical activity was measured using one item 
adapted from Sallis et al. [17]: days per week engaged in 
moderate to vigorous physical activity. Fruit and vegetable 
intake and sugar-sweetened beverage consumption were 
assessed using BRFSS items [16]. Sleep duration was 
assessed using the NIOSH WellBQ [15]. Tobacco, alcohol, 
and marijuana use were assessed using BRFSS items and 
the NIDA TAPS [18].

Mental health and well-being were assessed across six 
domains. Emotional and social support and mental distress 
over the past 30 days were assessed using BRFSS items. 
Depression and anxiety symptoms were screened using 
the PHQ-2 and GAD-2, respectively [19, 20]. Social isola-
tion was assessed using one question from the Hughes et 
al. loneliness measure [21]. Trauma exposure was assessed 
using the PC- PTSD-5 [22]. The Superwoman Schema 
Scale was included to assess culturally specific stress and 
coping patterns [23].

In addition to the health-focused measures, the survey 
assessed employment and job satisfaction domains. They 
captured current employment status and job security, as well 
as a range of workplace factors drawn primarily from the 
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NIOSH WellBQ [15] including job satisfaction, supervisor 
and coworker support, job autonomy, work meaningfulness, 

management trust, supportive work culture, workplace 
safety, schedule flexibility, work-related fatigue, and 

Table 1  Survey domains, questions, and sources
Domain Details Source
Demographics Home zip code, age, sex, gender, race/ethnicity, languages spoken at home other than Eng-

lish, highest degree, number of people in household, household income
General health Overall general health NIOSH WellBQ66

Medical diagnoses, associated treatments BRFSS and National CEAL
Health-related work limitations and injuries NIOSH WellBQ66

Health risks Days per week engaged in moderate to vigorous physical activity (MVPA) Sallis et al.67

Minutes per week engaged in MVPA Modified from Sallis et al.67

Fruit and vegetable intake BRFSS
Sugar-sweetened beverage intake BRFSS
Water intake
Sleep per night NIOSH WellBQ66

Tobacco use BRFSS and NIDA TAPS 
Tool68

Alcohol use NIDA TAPS Tool68

Marijuana use NIDA TAPS Tool68

Mental health General well-being (standard of living, your health, what you are achieving, personal rela-
tionships, safety, part of community)

International Wellbeing 
Group69

Emotional and social support BRFSS
Activity engagement NIOSH WellBQ66

Mental distress BRFSS
Depression/anxiety PHQ-2, GAD-270-72

Isolation Hughes et al.73

Trauma PC-PTSD74

Superwoman Schema Scale Woods-Giscombe75

Social and eco-
nomic factors

Type of health insurance National CEAL
Place where participant gets medical care most often National CEAL
Had to wait for medical care because of cost NHIS
See people physically active in neighborhood PANES76

Own or rent housing CDC BRFSS 201577

Housing challenges (pests, mold, etc.) AHC HRSN78

Worry about paying rent/mortgage CDC BRFSS 201577

Had to cut size of meals USDA Food Security79

Have money left over at end of month CFPB Financial Scale80

Experiences of discrimination NIOSH WellBQ66

Trusted sources of health information National CEAL
Employment Current employment status NIOSH WellBQ66

Job security NIOSH WellBQ66

Job satisfaction Job satisfaction NIOSH WellBQ66

Supervisor and coworker support NIOSH WellBQ66

Job autonomy NIOSH WellBQ66

Time paucity/work overload NIOSH WellBQ66

Burnout MiniZ82

Control over workload, time for work MiniZ82

Work meaningfulness NIOSH WellBQ66

Supportive work culture NIOSH WellBQ66

Management trust NIOSH WellBQ66

Health culture at work NIOSH WellBQ66

Personal and work life balance NIOSH WellBQ66

Workplace safety NIOSH WellBQ66

Workplace/schedule flexibility NIOSH WellBQ66

Work-related fatigue NIOSH WellBQ66
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personal and work-life balance. Burnout and control over 
workload were assessed using the Mini-Z instrument [24].

The social and economic factors domain assessed health-
care access and coverage, neighborhood environment, hous-
ing stability, financial strain, food security, and experiences 
of discrimination.

Data Collection

Two participant-facing instruments were built in REDCap 
[25]: a brief eligibility screener and the full survey, both in 
English and Spanish. A recruitment email with was distrib-
uted to CHWs through a listserv maintained by the research 
team and through a network of partner community-based 
organizations. Additionally, a recruitment flyer with a QR 
code linking to the screener was distributed in person at a 
CHW conference.

Three eligibility questions assessed whether the respon-
dent was 18 or older, identified as a CHW, and had worked 
as a CHW for at least one year. Respondents who answered 
“no” to any question were immediately notified of ineligi-
bility. A “not sure” option was available for screening ques-
tions; respondents who selected this were offered a call 
with a study team member to determine eligibility. Eligible 
respondents were directed to download the study informa-
tion sheet and were asked their preferred mode of survey 
administration (online or phone), along with their contact 
information.

The study team reviewed each submitted screener for eli-
gibility and screened for duplicate or potentially fraudulent 
responses, including mismatched name and email combina-
tions and suspiciously clustered submission, before issuing 
a survey invitation. Eligible respondents received a unique 
survey link via email, along with a link to the study infor-
mation sheet. An automated reminder was sent one week 
after the initial invitation, followed by two additional email 
reminders sent manually through REDCap [25] and Out-
look to reduce the likelihood of spam filtering. Respondents 
who requested phone administration were contacted by a 
team member. Participants received a $40 Tango digital gift 
card upon survey completion, distributed within one busi-
ness day.

Data Analysis

There are 179 survey respondents in the analytic sample. 
Participant characteristics are described using frequencies 
for categorical variables and mean with standard deviation 
for continuous variables. The prevalence of self-reported 
chronic health conditions, mental wellbeing, and behavioral 
risk factors in the CHW sample was compared to popula-
tion estimates for the City of Chicago using two-proportion 

z-tests, with statistical significance set at α = 0.05. Chicago 
comparison data is drawn from the CDC Places Behavior 
Risk Factor Surveillance System 2022 [26] Chicago data. 
All analyses were conducted using Stata version 18 [27].

Results

Survey Recruitment and Response

Recruitment emails were distributed to 1,283 email 
addresses on a local CHW listserv; 189 (15%) were undeliv-
erable. Because the listserv contained some individuals with 
multiple email addresses, the total number of unique indi-
viduals contacted was lower. A second recruitment email 
was sent to a randomly selected subset of 600 addresses 
from the original list. In addition, recruitment emails were 
sent to 30 community advisory board members and leaders 
at partner community-based organizations, who were asked 
to forward the invitation to CHWs in their networks. The 
screener was also distributed via flyer at a CHW conference; 
the number of flyers distributed was not tracked.

A total of 312 complete screeners were submitted. Of 
these, 216 (69%) met eligibility criteria and were sent a 
survey invitation. The most common reason for ineligibil-
ity (n = 96) was a duplicate screener submission from the 
same individual (n = 66, 69%), followed by not meeting the 
one-year CHW experience requirement (n = 13, 14%), a 
potentially fraudulent or bot response (n = 9), failure to pro-
vide contact information (n = 5), not identifying as a CHW 
(n = 2), and voluntary withdrawal before survey completion 
(n = 1).

Of the 216 eligible respondents sent a survey invitation, 
195 (90%) completed the survey. Sixteen responses were 
assessed as unusable: eight due to suspicious response pat-
terns ’and eight due to respondents living or working out-
side the Chicago metropolitan area. This yielded a final 
analytic sample of 179 usable responses.

Of the 179 respondents, 26 (15%) indicated a preference 
for phone administration; however, only three completed the 
survey by phone, as the remaining 23 completed it online 
before a team member was able to call. Overall, 108 respon-
dents (60%) completed the survey in English and 71 (40%) 
in Spanish. Among the 176 respondents who completed the 
survey online, median completion time was 24 min (IQR: 
16–33 min). Completion time was not recorded for the three 
respondents who completed the survey by phone.

Survey Respondent Characteristics

Demographic and socioeconomic characteristics are pre-
sented in Table 2. Respondents were predominantly female 
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(85.5%), Hispanic (63.7%) or non-Hispanic Black (32.4%), 
and had a mean age of 43.9 years (SD = 11.2). More than 
half (58.7%) spoke a language other than English at home.

Educational attainment varied across the sample: 26.3% 
had a high school diploma or less, 42.5% had some college 
or an associate degree, and 30.7% held a bachelor’s degree 
or higher. Nearly half of respondents (46.9%) reported 
private health insurance, while 27.9% reported no current 
health insurance coverage. Nearly 62% of respondents 
reported delaying medical care due to cost in the past 12 
months. The majority were currently employed (82.1%), 
and reported renting their home (78.7%). Annual house-
hold income was distributed broadly, with the largest pro-
portion (28.5%) reporting incomes between $35,000 and 
$49,999; 35.9% reported incomes below $25,000. Over half 
of respondents (59.7%) experienced food insecurity in the 
past 12 months.

Health Outcomes and Comparison to Chicago 
Population Estimates

Health outcomes and behavioral risk factors among CHW 
respondents, compared to Chicago population estimates 
from CDC PLACES (2024 release, 2022 BRFSS data) [26], 
are presented in Table 3.

General Health

Nearly one-third of CHW respondents (31.3%) reported 
fair or poor general health, a significantly larger proportion 
than the Chicago population estimate of 21.1% (z = 3.34, 
p < .001). An additional 34.6% reported being limited in 
the kind or amount of work they could do due to a physi-
cal, mental, or emotional problem; no comparable Chicago 
population estimate was available for this measure.

Chronic Health Conditions

 The ten most reported chronic conditions among CHWs 
were high blood pressure or hypertension (22.3%), obesity 
(20.1%), anxiety disorder (19.0%), type 2 diabetes (15.6%), 
asthma (13.4%), high cholesterol (12.8%), depression 
(10.6%), sleep disorders (6.7%), chronic musculoskeletal 
conditions (5.6%), and rheumatologic conditions (5.0%) 
(Fig. 1). Compared to Chicago population estimates, CHWs 
reported significantly lower rates of hypertension (22.3% vs. 
29.7%, z = -2.17, p = .030), obesity (20.1% vs. 31.6%, z = 
-3.31, p = .001), and high cholesterol (12.8% vs. 24.7%, z = 
-3.69, p < .001). Rates of type 2 diabetes (15.6% vs. 11.9%, 
z = 1.53, p = .126), asthma (13.4% vs. 10.2%, z = 1.41, p 
= .157), and depression (10.6% vs. 12.0%, z = -0.58, p = 
.264) did not differ significantly from Chicago population 

Table 2  Demographic and socioeconomic characteristics of chicago-
area community health workers (N = 179)
Characteristic n % Mean 

(SD)
Age (years) 43.9 

(11.2)
Gender identity
Male 21 11.7
Female 153 85.5
Non-binary 2 1.1
Race/ethnicity
Hispanic 114 63.7
Non-Hispanic Black 58 32.4
Non-Hispanic Other 7 3.9
Speaks a language other than English at home 
(n = 178)
Yes 105 58.7
No 73 40.8
Educational attainment
Less than high school through GED/high 
school diploma

47 26.3

Some college or associate degree 76 42.5
Bachelor’s degree or higher 55 30.7
Annual household income (n = 178)
Less than $15,000 18 10.1
$15,000–$19,999 6 3.4
$20,000–$24,999 18 10.1
$25,000–$34,999 22 12.3
$35,000–$49,999 51 28.5
$50,000–$74,999 39 21.8
$75,000–$99,999 14 7.8
$100,000 or above 10 5.6
Health insurance coverage
No current health insurance coverage 50 27.9
Medicaid, Medical Assistance, CHIP, or chil-
dren’s state insurance

36 20.1

Medicare 7 3.9
Private health insurance (employer, school, or 
direct purchase)

84 46.9

Other 10 5.6
Delayed medical care due to cost in past 12 
months

109 61.9

Employment status
Employed (full or part time) 147 82.1
Unemployed 18 10.1
Not in labor force 11 6.2
Housing tenure
Own 71 55.9
Rent 100 78.7
Other arrangement 6 4.7
Experienced food insecurity in past 12 months 107 59.7
Percentages may not sum to 100 and rows may not total to 179 due 
to rounding or missing data. Race/ethnicity was recoded from open-
ended responses. NH = Non-Hispanic.
Housing tenure percentages are calculated among respondents who 
provided a response. Health insurance categories are not mutually 
exclusive; respondents could select all that apply.
Employment status reflects current status at time of survey; partici-
pants were not required to be currently employed to be eligible.
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Table 3  Health outcomes and risk behaviors among chicago-area community health workers (N = 179) compared to chicago population estimates
Chicago-area CHW 

Sample
Chicago Populationa

n % Preva-
lence 
%

95% CI z-score p-valueb Com-
pari-
son

General Health
Fair or poor self-rated health 56 31.3 21.1 (19.3, 

22.8)
3.34 0.000 Worse

Limited in kind or amount of work due to physical, men-
tal, or emotional problem

62 34.6 – – –

Top 10 Chronic Health Conditions
High blood pressure or hypertension 40 22.3 29.7 (27.4, 

31.8)
-2.17 0.030 Better

Obesity 36 20.1 31.6 (29.1, 
34.0)

-3.31 0.001 Better

Anxiety disorder 34 19.0 – – –
Type 2 diabetes 28 15.6 11.9 (10.7, 

13.2)
1.53 0.126 NS

Asthma 24 13.4 10.2 (9.1, 11.2) 1.41 0.157 NS
High cholesterol 23 12.8 24.7 (22.2, 

27.1)
-3.69 0.000 Better

Depression 19 10.6 12.0 (10.8, 
13.1)

-0.58 0.264 NS

Sleep disorder (e.g., insomnia, sleep apnea, narcolepsy, 
restless legs syndrome)

12 6.7 – – –

Chronic musculoskeletal condition (e.g., back pain, osteo-
arthritis, osteoporosis)

10 5.6 – – –

Rheumatologic condition (e.g., rheumatoid arthritis, sys-
temic lupus erythematosus, vasculitis)

9 5.0 – – –

Health Behaviors
Adequate fruit consumption (≥5 days/week) 59 33.0 – – –
Adequate vegetable consumption (≥5 days/week) 48 26.8 – – –
Current tobacco use (cigarette or vape, past 3 months) 15 8.4 11.9 (10.5, 

13.1)
-1.45 0.148 NS

Meets physical activity recommendation (≥5 days/week 
moderate to vigorous activity)

45 25.1 32.6 (29.2, 
35.8)

-2.14 0.032 Worse

Inadequate sleep duration (<7 h per night) 88 49.2 37.8 (34.2, 
41.4)

3.15 0.002 Worse

Binge drinking in past 3 months (≥4 drinks/day women; 
≥5 drinks/day men)

20 11.3 19.0 (16.9, 
21.1)

-2.63 0.009 Better

Food insecurity in past 12 months 107 59.7 24.4 (22.5, 
26.2)

11 0.000 Worse

Mental Health
Frequent mental distress (≥14 poor mental health days in 
past 30 days)

42 24.1 16.0 (14.5, 
17.5)

2.96 0.003 Worse

Anxiety symptoms (GAD-2 score ≥3) 34 19.1 – – –
Depressive symptoms (PHQ-2 score ≥3) 22 12.4 – – –
Inadequate emotional support 71 39.7 28.2 (25.6, 

31.0)
3.42 0.001 Worse

aChicago population estimates are from CDC PLACES data, 2024 release (2022 BRFSS data). Comparison column reflects direction of differ-
ence relative to Chicago population; Chronic health conditions reflect self-reported medical diagnoses; respondents could select all that apply. 
Conditions without Chicago comparison data (—) were not available in CDC PLACES data.
bIndicates p < .05 (two-proportion z-test).
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estimates. Chicago comparison data were not available for 
anxiety disorder, sleep disorders, musculoskeletal condi-
tions, or rheumatologic conditions.

Health Behaviors

One-third of CHWs (33.0%) reported fruit consumption 
(≥ 5 days/week) and 26.8% reported adequate vegetable 
consumption (≥ 5 days/week); no Chicago comparison data 
were available for these measures. CHWs reported signifi-
cantly higher rates of inadequate sleep compared to Chi-
cago (49.2% vs. 37.8%, z = 3.15, p = .002). CHWs reported 
higher rates of food insecurity than the Chicago population 
(29.2% vs. 24.4%), but not statistically significantly higher 
(z = 1.491, p = .244). CHWs were significantly less likely to 
meet physical activity recommendations (25.1% vs. 32.6%, 
z = -2.14, p = .032) and reported significantly lower rates 
of binge drinking (11.3% vs. 19.0%, z = -2.63, p = .009) 
compared to Chicago population estimates. Current tobacco 
use (8.4% vs. 11.9%, z = -1.45, p = .148) did not differ sig-
nificantly from the Chicago population.

Mental Health

CHWs reported significantly higher rates of frequent men-
tal distress (24.1% vs. 16.0%, z = 2.96, p = .003) and inad-
equate emotional support (39.7% vs. 28.2%, z = 3.42, p = 
.001) compared to Chicago population estimates. Nearly 

one in five CHWs (19.1%) screened positive for anxiety 
symptoms (GAD-2 ≥ 3) and 12.4% screened positive for 
depressive symptoms (PHQ-2 ≥ 3); no Chicago comparison 
data were available for these screener-based measures.

Discussion

This pilot study provides one of the first systematic exami-
nations of the health and well-being of CHWs in an urban 
setting. Among 179 Chicago-area CHWs, we found a mixed 
health profile. Compared to the general Chicago popula-
tion, CHWs reported significantly worse outcomes across 
multiple domains, including general health, mental dis-
tress, emotional support, and sleep, yet lower rates of sev-
eral cardiometabolic conditions. Workforce interventions 
to address health and well-being have been implemented 
across the healthcare sector with varying success; most fail 
to account adequately for differences in healthcare worker 
types, locations, and tasks [28, 29]. Critically, none have 
specifically included CHWs, who often have precarious job 
security, inadequate compensation, and regular exposure to 
stressful community settings [10]. This study begins to fill 
that gap.

Fig. 1  Top 10 reported chronic conditions among CHWs: Chicagoland CHW Survey (n = 179)
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Study Feasibility and Community-Engaged 
Approach

Beyond the health findings, this study demonstrates the 
feasibility of recruiting and surveying a diverse sample of 
urban CHWs. 90% of people who were sent the survey 
completed it with 60% completing in English and 40% in 
Spanish, reflects both the reach of the recruitment strategy 
and the relevance of the study to CHWs themselves. The 
community-engaged approach was central to this success. 
By involving CHWs and Community Advisory Board mem-
bers in the design of survey domains, question selection, and 
recruitment strategies, the study produced an instrument that 
resonated with CHWs’ lived and work experiences. CHW 
input led to meaningful modifications to the survey, ensur-
ing that findings reflect priorities identified by the workforce 
rather than imposed by researchers. As the CHW workforce 
continues to grow and diversify, community-engaged meth-
ods will be essential for generating research that is not only 
scientifically rigorous but credible and actionable to the 
workers and communities it aims to serve.

Health Outcomes

Chronic Diseases

Rates of diabetes and asthma among CHWs did not differ 
significantly from the general Chicago population, a finding 
that warrants reflection. CHWs are frequently employed in 
disease management and health education programs focused 
on exactly these conditions, and it is plausible that CHWs 
benefit from the same information, skills, and resources they 
provide to the communities they serve. A similar interpreta-
tion may apply to the significantly lower rates of hyperten-
sion, obesity, and high cholesterol observed in this sample. 
It is also possible that these results are due to the “healthy 
worker effect”, where employed populations appear health-
ier than the general population due to workforce out-selec-
tion [26]. It is also possible that CHWs’ direct engagement 
in chronic disease prevention and management confers some 
protective benefit. These two explanations are not mutually 
exclusive. What is less clear is whether these advantages 
persist over time. Research has shown that healthcare sup-
port workers face elevated cardiovascular and metabolic 
risks over the course of their careers [8], and longitudinal 
data will be critical for understanding whether CHW health 
trajectories diverge from population trends as the demands 
of the work accumulate. 

Mental Health and Emotional Burden

This sample of CHWs reported significantly higher rates 
of frequent mental distress and inadequate emotional sup-
port compared to the Chicago population. Nearly one in five 
screened positive for anxiety symptoms and one in eight for 
depressive symptoms, suggesting substantial mental health 
needs. These findings are consistent with literature on com-
passion fatigue, secondary traumatic stress, and moral injury 
among frontline workers serving individuals experiencing 
poverty, violence, and chronic illness [6, 29]. Research has 
specifically identified the need for workplace supports to 
reduce vicarious trauma and burnout among CHWs, sup-
ports that remain inconsistently available.

Nearly 40% of CHWs reported inadequate emotional 
support, a notable finding for a workforce whose core func-
tion is providing that support to others. This pattern of giv-
ing without receiving support is a recognized precursor to 
burnout in care-based professions [30]. For a workforce that 
is predominantly women of color, culturally specific pres-
sures may compound these occupational stressors. Future 
analyses using the Superwoman Schema Scale [23] will 
examine how expectations of strength and self-reliance 
shape CHW health and coping.

Economic Hardship, Sleep, and Physical Activity

Although food insecurity among CHWs (29.2%) did not 
differ significantly from the Chicago population estimate 
(24.4%), the burden itself is notable. Combined with high 
rates of delayed medical care due to cost (61.9%), and 
23.6% of respondents earning below $25,000 annually, 
these findings point to meaningful economic precarity. This 
raises important questions about the sustainability of this 
workforce model without deliberate economic investment.

CHWs were also significantly more likely to report inad-
equate sleep (49.2% vs. 37.8%) and less likely to meet phys-
ical activity recommendations compared to Chicago adults. 
Lower rates of leisure-time physical activity may reflect 
time constraints and fatigue rather than lack of motivation, 
a distinction that matters for how employers design well-
ness programming.

Implications for Employers and Policymakers

A workforce navigating their own food insecurity, delayed 
medical care, and significant mental health burden cannot 
sustain demanding community health work without targeted 
support. Employers should consider building living wages, 
subsidized healthcare, paid sick leave, and structured men-
tal health support into CHW employment benefits. Work-
load and scheduling practices that drive sleep deprivation 
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deserve attention as occupational health concerns rather 
than individual lifestyle issues.

At the policy level, most states are currently develop-
ing CHW credentialing and reimbursement structures [7]. 
Embedding workforce health protections into these frame-
works would ensure policy decisions are informed by CHW 
experiences. Healthcare systems integrating CHWs into 
care teams should ensure hiring, supervision, and job sup-
port structures account for the unique demands of bridging 
clinical and community environments [31, 32]. Invest-
ment in CHW workforce health is likely to yield returns 
in reduced turnover and more effective service delivery in 
communities with the greatest need.

Limitations

This pilot study has several limitations. First, the conve-
nience sample limits generalizability. While the predomi-
nantly female and Hispanic composition of this sample 
reflects this region’s CHW workforce it does limit broader 
comparability to Chicago’s population. Second, inherent to 
surveys, there is potential bias to our use of self-reported 
outcomes. Third, this study’s cross-sectional design pre-
cludes our ability to evaluate the impact of the bias involv-
ing the healthy worker effect (where less healthy members 
of the sample aren’t identified). Finally, population compar-
isons should be interpreted cautiously given two-to-three-
year gap between the CHW survey (2026) and Chicago 
comparison data (2022) [26].

This pilot study has several notable strengths. It provides 
one of the first systematic examinations of CHW health in 
an urban U.S. setting, addressing a significant gap in the 
occupational health literature. The community-engaged 
design strengthens the relevance and credibility of the find-
ings. The bilingual survey design and high completion rate 
reflect both the accessibility of the study and its resonance 
with the CHW workforce. The use of validated, standard-
ized measures across multiple health domains enables 
meaningful comparisons to population-level data and sup-
ports future replication.

Conclusion

This study documents a CHW workforce carrying sub-
stantial physical and mental health burden and economic 
hardship while playing an essential role in connecting 
underserved communities to care. The findings challenge 
the assumption that good CHW health can be inferred from 
employment status or proximity to health systems. As the 
CHW workforce grows and becomes more formally inte-
grated into healthcare delivery, protecting CHW health is 

not a peripheral concern but a prerequisite for a sustainable 
workforce. Phase 2 interviews and Phase 3 longitudinal fol-
low-up will deepen and extend these findings and will equip 
employers, health systems, and policymakers with the nec-
essary evidence to build workplaces that protect the workers 
who protect their communities.
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