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Community Health Workers (CHWSs) play a critical role in advancing health equity by bridging the gap between
health systems and the communities they serve. Although research on CHWs in the US has focused primarily on
health outcomes and return on investment, less is known about CHWs' engagement in emotional labor and how
they may be impacted by the emotional demands of their work. This ethnographic study examined how CHWs
employed in one metropolitan area in the Mountain West experienced and made sense of their daily roles. We
used a multimethod research design that included field observations, respondent diaries, semi-structured in-
terviews, and participatory data analysis workshops to explore CHWs' relationship-building practices, emotional
experiences, and strategies for sustaining themselves in their work. Findings highlight that emotional labor and
relational caregiving were central components of CHW practice, including expressing empathy, validating clients'
experiences, and persisting through systemic barriers while managing their own emotional responses. CHWs
described both fulfillment and strain in navigating clients' needs within fragmented healthcare and social systems
and often felt responsible for addressing structural inequities beyond their control. They managed these
emotional demands through self-sustaining activities and peer connection and problem-solving. Drawing on
social reproduction theory, we argue that CHWs’ emotional and relational labor constitutes a form of essential
yet undervalued care work that sustains community well-being and public health systems. Recognizing and
resourcing this labor is critical to workforce retention, program sustainability, and equitable health system
transformation.

Community health workers (CHWs) have long served as trusted li- a variety of settings, including nonprofit organizations, community

aisons between health systems and the communities they support, and in
the contemporary U.S. context their roles are expanding across clinical,
public health, and community-based settings. They play a critical role in
addressing health disparities by building connections, delivering health
education, and facilitating access to medical and social services (Ingram
et al.,, 2012). CHWs are uniquely positioned to serve historically
marginalized communities due to their shared lived experience, cultural
understanding, and close ties to the communities they support (Delgado,
2020). CHWs advocate for people who are underserved by healthcare
and social services and help community members engage in healthy
behaviors (U.S. Bureau of Labor Statistics, 2025). They are employed in

health clinics, hospitals, schools, and increasingly in state and local
health departments (U.S. Bureau of Labor Statistics, 2025). While CHW
roles vary widely, common functions include conducting health
screenings, offering health education, coordinating care, providing
culturally competent support, and linking individuals with social ser-
vices such as housing, food, and transportation (Ingram et al., 2012; U.S.
Bureau of Labor Statistics, 2025).

An underexplored area of research concerns how CHWs perform
emotional labor in their everyday work, including how they manage
emotionally demanding encounters, sustain relationship-based care, and
cope with the cumulative effects of supporting clients through complex
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barriers. CHWs engage in significant care work that is not often
explicitly recognized as part of their formal scope of work, yet is central
to their effectiveness (Logan, 2022). Emotional labor, the process of
managing one's feelings to meet the emotional requirements of a job, is
integral to CHW practice and can involve outward displays (e.g., per-
forming empathy) and deeper internal processing of client distress
(Pandey & Singh, 2016). This emotional labor often goes unrecognized,
even though it has important implications for workforce sustainability
and may contribute to moral distress and burnout when organizational
support is limited (Abresch et al., 2023; USAID, 2022).

With CHWS’ roles in the U.S. becoming more professionalized, un-
derstanding how workers navigate and sustain the emotional work
required in their roles is crucial for shaping equitable and sustainable
workforce policies (Logan, 2022). Here we use “professionalization” to
refer to increased institutional integration into health systems (e.g.,
embedding CHWs in clinical/public health teams), formalization of roles
and competencies, and expanded expectations for documentation, per-
formance metrics, and supervision structures. In more formalized roles,
the relational and emotional dimensions of the work can become
simultaneously more central to effectiveness and more difficult to
recognize or resource within systems that prioritize specific measurable
outputs.

This study addresses that need to better understand emotional labor
in the everyday practices of CHWs by centering their perspectives
through an ethnographic exploration of their daily work in a small
metropolitan area of a predominantly rural, Mountain West county.
Focusing on the emotional and relational dimensions of CHW practice,
we investigate how CHWs build relationships with clients, experience
emotions, and cope with the emotional demands of their work. By
highlighting CHWs’ lived experiences and emotional labor, this study
shifts attention from programmatic outcomes to the everyday realities
that comprise frontline community health work.

1. Literature review
1.1. History of CHWs and current expansion of CHW roles in the US

The modern CHW movement has been traced by some scholars to
China in the 1920s (Perry et al.,, 2014). The first cadre of
community-based health workers were trained to record births and
deaths, vaccinate against smallpox and other diseases, deliver basic first
aid, provide sanitation support, and give health education talks in rural
areas (Rifkin, 2008). These early versions of community-based health
workers foreshadowed China's “barefoot doctor” program in the 1950s
(Rifkin, 2008). “Barefoot doctor” and other community health programs
grew rapidly and globally in the 1960s and 1970s in response to the
limitations of Western medical models in addressing rural and under-
served populations (Rifkin, 2008). The World Health Organization
(WHO) reinforced this shift in the 1978 Declaration of Alma-Ata, which
recognized CHWs as key providers in a primary health care model aimed
at achieving “Health for All” (Perry et al., 2014).

The 1980s, however, saw a decline in large-scale CHW programs,
largely due to global economic pressures, structural adjustment policies,
and underinvestment in community health (Berman et al., 1987; Segall,
2003). CHW programs suffered from inadequate training, poor super-
vision, insufficient pay, and a lack of political and financial support,
which contributed to their marginalization within formal health systems
(Berman et al., 1987; Walt, 1988). Despite setbacks, several countries
implemented successful national CHW programs including Brazil,
Bangladesh, and Nepal. These programs demonstrated significant im-
provements in population health, particularly in maternal and child
health and disease prevention (Perry, 2000).

In the United States, state and local health departments increasingly
integrated CHWs into public health infrastructure, either through direct
employment or partnerships with community organizations (Knowles
et al., 2023). The CHW workforce has proven effective in reducing
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emergency department visits, increasing screening and preventive care,
and addressing social determinants of health (Ignoffo et al., 2024). For
example, programs in cities like Detroit and El Paso led to reductions in
healthcare utilization and improvements in health behaviors through
CHW-led interventions (Ignoffo et al., 2024). The CDC's investment in
CHWs through the American Rescue Plan during the COVID-19
pandemic underscored their value in public health emergency
response and long-term system transformation. In 2022, $225 million
was allocated to support CHW training and deployment beyond the
pandemic, solidifying their role as integral to the public health work-
force (Ignoffo et al., 2024).

1.2. CHW roles and settings

CHWs in the United States today perform a diverse array of roles that
reflect both the flexibility of the profession and the needs of the com-
munities and institutions they serve. While their roles are not universally
standardized, they generally align with core competencies identified in
national frameworks such as the Community Health Worker Core
Consensus (C3) Project (Rosenthal et al., 2021). These competencies
include cultural mediation, culturally tailored health education, care
coordination, informal counseling, advocacy, outreach, capacity build-
ing, and support for evaluation and research. CHWs commonly engage
in health promotion and education, chronic disease management sup-
port, assistance with health system navigation, resource referral, social
support, and community mobilization.

CHWs are employed across a spectrum of settings and their specific
job activities may shift depending on their setting. CHWs may work at
hospitals, federally qualified health centers (FQHCs), public health de-
partments, nonprofit organizations, or community-based organizations
(Ingram et al., 2012). CHWs embedded in clinical care teams may focus
on care transitions, patient coaching, and closing gaps in preventive
screenings (Collinsworth et al., 2014; Roland et al., 2017). In contrast,
CHWs working in community-based organizations (CBOs) often
emphasize outreach, informal counseling, community education, and
organizing (Ingram et al., 2012; Malcarney et al., 2017). This variation
in scope of work across settings contributes to CHWs’ flexibility but can
also pose challenges for workforce professionalization and role clarity
(Delgado, 2020; Malcarney et al., 2017).

1.3. Gender, race, and emotional labor in the community health
workforce

Women make up the majority of the global CHW workforce (Perry
etal., 2014; Swartz & Colvin, 2015). Though CHW workforce data in the
US is limited, in a survey of CHWs conducted by the National Associa-
tion of Community Health Workers, 89% of respondents were women
(NACHW, 2023). The role of CHWs involves having close relationships
and shared life experience with underserved communities. In the US,
this has resulted in many CHWs being from Black, Native American, and
Hispanic communities, though the racial and ethnic composition of the
CHW workforce varies based on geography, region, and local context
(Delgado, 2020; NACHW, 2023). The gendered and racialized nature of
the community health workforce is important context when considering
the ways in which emotional labor forms a substantial component of
CHWs’ work.

Emotional labor is woven through everyday CHW practice and is
often unevenly recognized or supported within formal role structures
(Logan, 2022). The uneven recognition of emotional labor reflects the
fact that relational and emotional support is difficult to quantify and
therefore underrepresented in job descriptions, performance metrics,
and supervision structures, making it more likely to be treated as an
assumed “soft skill” rather than labor requiring training, support, and
recovery (Logan, 2022; USAID, 2022). Emotional labor shapes everyday
CHW practices, as they routinely hold space for clients navigating
complex trauma, chronic illness, discrimination, and structural barriers
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to care. They offer empathy, encouragement, and a nonjudgmental
presence alongside practical support (Ingram et al., 2012; Knowles et al.,
2023). For many CHWs, particularly women in resource-limited set-
tings, the role not only involves performing health-related tasks but also
fulfilling community expectations around caregiving, mediation, and
emotional availability (Abresch et al., 2023; Pandey & Singh, 2016).
This relational work fosters trust and continuity in settings where
institutional systems have often failed to meet community needs
(Malcarney et al., 2017). However, the emotional burden of consistently
supporting others while managing their own well-being highlights the
need for institutional recognition, supervision, and self-care support
tailored to the realities of CHW work (Ingram et al., 2012; Logan, 2022;
O'Brien et al., 2009).

Importantly, emotional labor is not merely a byproduct of CHW roles
but is tightly linked to their role identity and social positioning. Many
CHWs enter the profession after informal caregiving experiences within
their families and communities, viewing their work as an extension of
their identity as helpers and insiders (Mlotshwa et al., 2015; Swartz &
Colvin, 2015). A USAID review of CHW behavior in international set-
tings highlights that the emotional resonance CHWs share with clients
can be both a strength and a vulnerability, as it enables empathetic care
but also exposes CHWs to heightened emotional burden when client
suffering cannot be alleviated due to systemic limitations (USAID,
2022). This pattern is especially consequential in a gendered and ra-
cialized workforce where care labor is often normalized but not neces-
sarily supported.

Emotional labor also serves as a source of motivation and meaning
for CHWs. Their work is often rooted in a deep commitment to
improving conditions in their communities and gaining social recogni-
tion for their efforts (Delgado, 2020; Logan, 2022). The authenticity
with which CHWs engage emotionally with their clients is a vital part of
their relational power, but without adequate organizational support,
reflective supervision, and recognition, this emotional labor may lead to
moral distress and burnout (Abresch et al., 2023).

1.4. Precarious employment of CHWs in the US

Despite growing recognition of their contributions to health equity
and systems transformation, CHWs in the United States continue to
operate within precarious employment conditions. US CHWs earn a
median annual wage of $51,030, with the lowest 10% earning less than
$37,930 (U.S. Bureau of Labor Statistics, 2025). These wages place them
near or below the threshold for economic precarity, especially in
high-cost areas. Although the occupation is projected to grow, this
expansion has not been matched by improvements in compensation,
benefits, or job security (US. Bureau of Labor Statistics, 2025). Many
CHWs are employed in part-time, grant-funded positions that offer
minimal job security, making their employment contingent upon
external funding cycles rather than long-term systems investment. A
notable recent example of this precarious job security can be seen in the
abrupt early termination by the Trump Administration in March 2025 of
the CDC's Community Health Workers for COVID Response and Resilient
Communities grant program, upon which the current study is based and
which funded CHWs in 67 organizations across the US (Partners in
Health, 2025). Because of the overall precarity of the CHW workforce
and reliance on grant-funded positions, such unexpected changes in
federal funding may be even more devastating to CHWs than to others in
the health and public health professions.

The CHW workforce is often excluded from the professional status
and labor protections afforded to other health occupations (Sabo et al.,
2017). These employment conditions may be compounded by insuffi-
cient integration into institutional hierarchies, where CHWs can lack
opportunities for professional development or structured career path-
ways (Abresch et al., 2023). Despite being recognized as essential to
addressing health inequities and connecting underserved populations to
care, CHWs remain structurally positioned as low-wage workers within
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the broader health workforce (Sabo et al., 2017; Smithwick et al., 2023).
This precarity and positioning of CHWs near the bottom of the health
workforce hierarchy (along with similar “para-professional” positions,
such as patient advocates, doulas, and home or personal care assistants),
reinforces gendered and racialized hierarchies in the healthcare work-
force (Delgado, 2020; Logan, 2022; Smithwick et al., 2023).

Smithwick and colleagues (2023) further highlight the disconnect
between institutional promotion practices and the qualities that define
CHW effectiveness: while employers tend to prioritize formal education
and credentials, CHWs and their allies emphasize lived experience,
mentoring, and community leadership as indicators of readiness for
advancement. Without structural changes that align compensation, su-
pervision, and advancement opportunities with the unique strengths of
the CHW workforce, the field risks continued turnover and the loss of
experienced practitioners whose work is critical to advancing health
equity.

1.5. Current study

Previous research on CHWs in international settings has examined
their history, roles, lived experiences, and the labor involved in frontline
health work (see Mlotshwa et al., 2015; Pandey & Singh, 2016).
Research on U.S.-based CHW programs, however, has tended to place
emphasis on programmatic return on investment (ROI) and health
outcomes (e.g., Kangovi et al., 2018; Kim et al., 2016; Viswanathan
et al., 2010), with comparatively fewer studies foregrounding CHW '
own perspectives and daily work (for exceptions, see Logan, 2018, 2022;
Palmer-Wackerly et al., 2020). Where CHWs' perspectives have been
centered, qualitative findings underscore the relational nature of the
role and the strain of navigating fragmented systems. Logan's (2018)
photovoice study with CHWs in Indiana, for example, highlighted how
CHWs described the role as a set of practices and dispositions, such as
being nonjudgmental and observant, while also connecting disparate
resources for clients navigating fragmented systems. Logan's subsequent
work (2022) further examined how CHWs navigate boundaries of care,
professionalization, and risks of burnout and compassion fatigue,
emphasizing the centrality of relationship-building and advocacy in
everyday practice.

We build on this work by tracing how emotional labor unfolds in the
day-to-day flow of CHW practice and how CHWs sustain themselves
over time using ethnographic and participatory methods. Understanding
how CHWs themselves make sense of and sustain their roles under these
conditions is necessary for informing workforce policy, training, and
supervision models that support retention, well-being, program sus-
tainability, and workforce equity. The present study responds to this
opportunity by examining the daily experiences of CHWs employed in a
metropolitan area within a largely rural county in the Mountain West
during the implementation of a new federally funded CHW program.
Our study was designed to center CHWSs’ perspectives on their own work
through an ethnographic approach that combined field observations,
daily diaries, semi-structured interviews, and participatory data analysis
workshops. By situating CHWs as participants and co-analysts, we
sought to challenge hierarchies of knowledge production in research and
elevate the expertise of those performing frontline community health
labor (Fertaly & Fluri, 2019).

We were particularly interested in exploring the emotional and
relational dimensions of CHW practice. Emotional labor can build trust
and networks between institutions and communities, but may also
contribute to stress, burnout, and moral distress when systemic barriers
prevent CHWs from meeting client needs (Abresch et al., 2023). This
tension guided our inquiry into how CHWs themselves experience and
interpret the relational and emotional dimensions of their work. The
study was guided by three exploratory research questions: How do
CHWs' day-to-day roles reflect practices of relationship-building and care-
giving? What emotions do CHWs experience as part of their role? How are
CHWs impacted by the emotional demands of their work? By addressing
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these questions, this study contributes to a growing literature on CHWs'
experiences that shifts analytic attention from program outcomes to the
lived realities of the workforce, thereby underscoring how attention to
CHWSs’ experiences is essential for strengthening and sustaining pro-
grams in the long term.

2. Methods
2.1. Study design

This study used a community-engaged, multimethod ethnographic
research design (LeCompte & Schensul, 2010) as part of a program
evaluation of a new CHW program funded through the CDC's Commu-
nity Health Workers for COVID Response and Resilient Communities
initiative. Community-engaged ethnography was selected to capture
rich data on CHWs' daily activities, feelings, and behaviors (Maes et al.,
2014) and to engage CHWs directly in data collection and analysis as
“knowledgeable actors” (Goodson & Vassar, 2011). Ethnographic ap-
proaches often include the use of multiple data collection methods to
capture “rich insights into the everyday” (Latham, 2010, p. 190) from a
variety of perspectives. Our research design combined field observa-
tions, one-on-one interviews, and time/space diaries to document CHWs'
day-to-day activities, successes, and challenges. CHWs also participated
in data analysis workshops in which their additional reflections and
insights were recorded to enrich the original data sources.

2.2. Context and setting

In 2021, the CDC launched a national initiative to strengthen the
CHW workforce focused on addressing social determinants of health
linked to COVID-19 disparities. Three organizations in a Mountain West
city of around 120,000 residents partnered to create eight new CHW
positions. Organization A, a Federally Qualified Health Center, serves
over 18,000 patients annually through integrated care; Organization B,
the county public health department, focuses on disease prevention and
health promotion; and Organization C, an Urban Indian Health Program,
provides integrated care services specifically to the area's American In-
dian/Alaska Native community. CHW positions were distributed across
the three organizations, with four CHWs employed by Organization A,
two by Organization B, and two by Organization C.

The new CHW positions expanded these organizations’ capacity to
address health disparities by improving access to COVID-19 and social
services, making referrals for housing, food, transportation, and
healthcare, and reaching thousands of community residents through
education and health promotion. CHWs primarily worked within their
home organizations but met biweekly as a group to provide program-
matic updates, share resources, and conduct case conferencing and
problem solving. Job roles varied somewhat both across and within the
three organizations, with some CHWSs developing a focus on certain
populations such as refugees or youth, while others concentrated on
community outreach and education. The extent to which CHWs were
primarily clinic-based versus community-based also varied across or-
ganizations. The program experienced moderate turnover in these po-
sitions, with a total of 12 individuals filling the seven positions over the
study period.

2.3. Data collection

Data collection and analysis occurred throughout the first three years
of CHW program implementation, starting in 2022 and ending in late
2024. All data collection activities were reviewed and approved by the
IRB of the University of Montana. Below, we provide a brief overview of
the data collection procedures for each component of the study, which
included interviews, field observations, respondent diaries, and addi-
tional data collected via focus groups at participatory data analysis
workshops.
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2.3.1. Interviews

We conducted semi-structured baseline interviews with each CHW
within one month of hire to explore their motivations for and expecta-
tions about becoming a CHW. We also conducted semi-structured exit
interviews with CHWs who left their positions during the data collection
period. These interviews were originally conducted for the purpose of
program evaluation but were eventually included in the data set for the
current study (with consent) to provide additional data regarding
CHWSs’ expectations and experiences in their roles.

Recruitment and Procedures. Participation in baseline interviews
was voluntary; all 12 CHWs hired during the data collection period
chose to participate. Within three weeks of each new CHW being hired,
the lead author contacted them via email, explained her role as the
program evaluator, provided information about the purpose and nature
of the interview, and asked the CHW if they would be willing to
participate. Interviews were conducted virtually by the lead author and
lasted approximately 30-45 min. No incentives were provided for
participation, as CHWs were encouraged by their supervisors to com-
plete the interview during work hours. All interviews were conducted in
English. Prior to the interview, the interviewer explained the interview
procedures and obtained the participant's verbal consent to participate.
With participant permission, all interviews were audio recorded and
transcribed using Otter.Al automated transcription, then cleaned by the
research team.

Similar procedures were followed for exit interviews. Upon being
notified by the CHW program manager or supervisors that a CHW would
be leaving their position, the lead author contacted the CHW and asked
if they would be willing to participate in a brief virtual interview about
their experiences with the CHW program. Four CHWs left their positions
during the data collection period; of these, one left suddenly without an
opportunity for follow-up. The other three CHWs participated in an exit
interview during their work hours prior to formally leaving their posi-
tion (i.e., after giving their notice). Exit interviews followed similar
procedures as the baseline interviews regarding consent, audio
recording, and transcription.

Although baseline and exit interviews were originally collected for
program evaluation purposes, during our analysis for this study, we
realized they provided important context for the rest of the ethnographic
data described below and additional reflections from CHWs about their
experiences in their roles. We therefore attempted to recontact and re-
consent the participants for a secondary research analysis. Of the 12
who originally participated in interviews, we were able to recontact
eight CHWs via email, including the three CHWs who had participated
in both baseline and exit interviews. The four CHWs who were unable to
be contacted had left their positions without providing a personal email
or other contact information. After explaining the purpose of the sec-
ondary analysis, all eight CHWs who were contacted provided written
consent for their interview data to be used for this study.

Materials. We created a brief baseline interview guide to elicit
CHWSs’ experiences, feelings, and perceptions about their new role.
Interview guides were developed in consultation with the CHW program
manager and supervisors, as well as informed by our review of the
literature regarding common roles and skills of CHWs. The baseline
interview included open-ended questions such as “What populations/
communities are you hoping to work with?”, “What aspects of your
personal experiences are you hoping to bring to this work?”, and “What
challenges do you think you might face in this role?”

We also created a brief exit interview guide in consultation with the
CHW program manager and supervisors. The exit interview was aimed
at answering evaluation questions about CHWs’ experiences with the
program, alignment of the role with their expectations, and skills gained
from the position. The interview included questions such as, “What was
your overall experience like working for the community health worker
program?”, “How well did the job meet your expectations?”, and “What
was the most challenging part of your job?”
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2.3.2. Field observations

To understand a “day in the life” of a CHW, we conducted field ob-
servations in which a graduate research assistant trained in ethno-
graphic observation shadowed CHWs at work. CHWs were recruited in-
person by the lead author, who routinely attended biweekly CHW group
meetings as the program evaluator throughout the three-year grant
period. No incentives were provided for participating in the observa-
tions, as these were conducted during the normal course of CHWs’ work
and did not involve additional time or labor from the CHWs. Four CHWs
agreed to be observed, including two from Organization A and one each
from Organizations B and C. Prior to the observations, the lead author
explained the observation procedures in person, provided a written
study information sheet, and obtained written consent from the four
CHWs.

The graduate research assistant did not have prior interactions with
the CHWs and was introduced to them at a CHW group meeting as a
researcher who would be observing them to learn about their roles. Over
a six-week period, the research assistant conducted seven observation
periods during which she shadowed the four CHWs. Observation periods
lasted approximately 3 h and took place in both clinic and community
settings. After each observation, the research assistant produced
detailed field notes using thick description to capture behaviors, in-
teractions, and reflections.

2.3.3. Respondent diaries

Written respondent diaries were used alongside field observations to
collect data directly from CHWs regarding their daily activities, in-
teractions, routines, and reflections (Latham, 2010). The lead author
introduced the opportunity to participate in the diary activity at a CHW
group meeting and provided written information about the study pro-
cedures. Six CHWs provided written consent to participate. Participants
were compensated for their completion of one week of daily data
collection in the form of a $100 gift card. CHWs were provided with
notebooks and written instructions on how to use the daily diary. The
CHWSs were prompted to create a new “entry” for each new activity,
meeting, or interaction during the day, and to include details in each
entry such as the time, location, activities conducted, and personal re-
flections. Examples of reflection prompts included: “How did you feel
about the interaction or activity?”, “What were some of the challenging
parts of the interaction/activity? What were some of the pleasant or
satisfying parts?” and “How well does that interaction/activity reflect
what you do as a CHW?” CHWs were encouraged to complete their di-
aries at multiple points throughout their work day. All six CHWs
completed daily entries for a full work week. Diary entries varied in
length and level of detail, from simple one-to-two sentence descriptions
of activities that did not include personal reflections to detailed,
paragraph-long entries that included CHWs’ personal reflections and
insights. All diaries included multiple entries per day.

2.3.4. Participatory data analysis workshops — focus groups

After completing primary data collection (i.e., observations and di-
aries), we designed a series of workshops to engage CHWs in data
analysis and collect additional personal reflections to enrich and expand
on reflections collected via the respondent diaries.

Recruitment and Procedures. Due to CHWSs' limited availability
during work hours, two 3-h analysis workshops were planned and held
in the evening. The workshops both followed the same structure but
covered different topics/portions of the data; thus, CHWs were invited to
attend one or both workshops. Participation was voluntary, food was
provided, and CHWs who participated were compensated with $50 in
cash for their time. Despite the authors' efforts to schedule the work-
shops based on interested CHWs’ availability, only one CHW attended
the first workshop and two additional CHWs attended the second
workshop (see Table 1). One additional CHW expressed interest in
participating but had last-minute scheduling conflicts that prevented
them from attending. Due to the difficulty of garnering more
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Table 1
Participants by data collection method and organization (N = 8).

Data Collection Participants by Organization (1)

Method . . .
Organization A Organization B (N  Organization C
WN=4 =2) N=2)
Interviews
Baseline 4 2 2
interviews
Exit interviews 2 1 0
Field observations 1 2 1
Respondent 3 2 1
diaries
Workshop focus groups
Workshop #1 1 0 0
Workshop #2 0 1 1

engagement and the limited availability of the CHWSs, the authors
elected to move forward with the workshops despite small group sizes.

Workshops were facilitated by all study authors and structured to
guide participants through sorting and analyzing de-identified data from
the observations and diaries (see Section 2.5.1 for analytic details). The
facilitators then guided participants through a focus group discussion of
their analysis, which was designed to elicit CHWs’ thoughts and feelings
regarding the nature of their work. Prior to the focus group portion of
the workshop, the authors obtained written consent from all CHWs to
participate and have their responses included as data for the ethno-
graphic study. Focus groups were audio recorded and transcribed
verbatim using Rev.com human transcription services.

Materials. For the discussion portion of the workshop, we drew on
the focused conversation method (The Canadian Institute of Cultural
Affairs, 2000), which includes four phases (objective, reflective, inter-
pretive, and decisional) and has been used across a variety of settings,
including qualitative public health research (Fritzen-Pedicini et al.,
2019). The authors created a semi-structured discussion guide with
questions to move discussion through the four phases. Example discus-
sion questions for each phase included “Which of these categories is
most representative of your day-to-day work?” (Objective phase),
“When you think about X category, how do you feel?” (Reflective
phase), “What might be missing from these categories?” (Interpretive
phase), and “What are three key takeaways for you about [X topic] from
our workshop today?” (Decisional phase).

2.4. Participants

Out of 12 CHWs who were employed and eligible for participation
during the study period, a total of eight CHWs participated in the
ethnographic study across the data collection and analysis activities.
This sample size is appropriate for in-depth ethnographic research in
which the authors engaged closely with participants over time, collected
multiple sources of data from or about all participants, and focused our
analysis on depth, rather than breadth, of CHW experiences. All eight
completed baseline interviews, three completed exit interviews, six
completed respondent diaries, four participated in observations, and
three attended workshops. Table 1 provides an overview of the study
components and their respective participants. All data collection activ-
ities were voluntary; thus, some CHWs chose not to participate in field
observations, respondent diaries, and/or analysis workshops based on
their interest and availability.

We did not collect demographic information from CHWs in order to
protect confidentiality given the small number of CHWs in this com-
munity. However, through the baseline interviews and additional data
collected, we were able to capture basic information about CHWS’
backgrounds. CHW participants represented a variety of genders, races,
and nationalities. Most had some prior experience or education related
to public or community health, but their paths to becoming CHWs varied
widely. None had specifically worked in the role of CHW prior to this
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position, but several had related experiences such as being a patient
advocate, peer support specialist, or working in health education and
promotion. Four CHWs worked at the Federally Qualified Health Center,
two at the public health department, and two at the Urban Indian Health
Center.

2.5. Data analysis

Data analysis was an iterative process that began early in the data
collection period. Our overall analytic approach drew on both partici-
patory and non-participatory qualitative analytic techniques that were
selected for their appropriateness in analyzing the various types of data
we collected. Below, we outline our analysis in roughly the order in
which it occurred - first, through participatory qualitative analysis of
the respondent diaries and observations as the primary sources of
ethnographic data, followed by additional analysis conducted by the
research team to refine the preliminary participatory analysis and
incorporate additional sources of data (i.e., interviews and workshop
focus groups) to contextualize these findings.

2.5.1. Participatory analysis of diaries and observations

During the participatory data analysis workshops described above,
we used a qualitative open sorting and grouping method to conduct
preliminary analysis of the two primary sources of ethnographic data:
respondent diaries and field observations. Qualitative open sorting and
grouping methods have been used in a variety of participatory research
studies to engage lay researchers in the analytic process (Best et al.,
2022; Jackson, 2008). We designed an open sorting method similar to
that used by Jackson (2008) as a low-tech, low-time intensity approach
that would center CHWs' interpretations and enhance analytic trust-
worthiness. Analysis workshops were designed to facilitate CHWS’
participation in the fundamental activities of qualitative coding—i.e.,
sorting, labeling, synthesizing, and interpreting the data.

Prior to the workshops, in a step akin to Jackson's (2008) phase of
“preparing the data” the researchers grouped de-identified data seg-
ments into high-level categories (e.g., “CHW actions,” “client request or
need,” “challenges”) to help organize the large data corpus into
manageable chunks for analysis given workshop time constraints. Data
segments from the “CHW actions” and “CHW response to client request
or need” categories were analyzed during Workshop 1; data segments
from the “challenges” and “problem solving” categories were analyzed
during Workshop 2. These researcher-generated categories were not
otherwise used during the remaining analysis.

During each workshop, CHW participants and researchers worked in
small groups to sort and stack data segments printed on notecards.
Participants then created brief descriptive phrases with which to label
each stack of data segments (e.g., “filling out paperwork™). In the second
part of the workshop, CHWs were asked to share out the labels for each
stack, then to “cluster” any similar labels together. Once all labels had
been clustered, the group developed interpretive names for each cluster
(e.g., “actions on hold until patient is available/able to participate™).

2.5.2. Researcher-driven analysis and synthesis of findings

Following our participatory analysis of the diaries and observations,
we moved into analysis of the workshop focus group data. We also
realized that CHWSs' personal reflections in prior interviews would add
greater depth to the ethnographic data already analyzed. Thus, we
decided to incorporate the CHWs' baseline and exit interviews into our
data set and analyze these alongside the workshop focus groups. Given
the CHWs’ limited capacity and interest in attending more after-hours
coding workshops, the interviews and focus groups were analyzed
solely by the researchers. As part of this analytic process, we also refined
the cluster names and descriptions from the diaries and observations
that were generated through the participatory pile sorting method and
synthesized themes from all data sources into our results. We shared the
final results in written form with all CHW participants for their review,
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feedback, and edits; no CHWs chose to provide feedback.

Our analysis was informed by Miles et al.’s (2020) analytic frame-
work, which is a flexible, pragmatic, and rigorous three-phase approach
to qualitative coding and analysis. This analytic framework was selected
as appropriate for this stage of analysis because it is intended to be used
flexibly across qualitative methodologies or “genres” (Miles et al., 2020,
p- 20) and provides a cohesive set of analytic procedures to use across a
variety of qualitative data types (e.g., interviews, focus groups, obser-
vations, etc.). This framework outlines three analytic phases or “con-
current flows of activity” (Miles et al., 2020, p. 8): data condensation,
data display, and drawing and verifying conclusions. All analysis at this
stage was conducted in NVivo software version 14 (Lumivero, 2024).

The first phase of analysis, data condensation, involved organizing
and coding interview and focus group transcripts together in two coding
cycles. During the first cycle of coding, two coders (the lead and third
authors) independently applied descriptive codes at the level of sen-
tences or paragraphs to summarize the data in a word or short phrase
that helped categorize and inventory the data, such as “reflections on
challenges of role.” A single coder (the lead author) then developed and
applied inductive codes to capture processes, emotions, and attitudes (e.
g., “need for persistence in reaching clients,” “exhausted by no-shows”).
In the second coding cycle, two coders (the lead and second authors)
collaboratively grouped and synthesized these inductive codes into
higher-level pattern codes that were one level removed from the data.
For example, the two example codes listed above were synthesized along
with others into the pattern code, “drained by trying to move things
forward with clients.” The second phase of analysis, data display,
involved organizing pattern codes into visual displays for further anal-
ysis. The lead author did this by creating data tables that organized
pattern codes and exemplar quotes by research question and incorpo-
rating clusters (which were treated as pattern codes) from the partici-
patory analysis of the field observations and diaries. This allowed the
pattern codes to be further refined and synthesized into our final themes.
Finally, the third phase of analysis focused on drawing and verifying
conclusions by synthesizing findings from across all data sources and
producing a final write-up of the results, which involved all authors.

To strengthen the trustworthiness of the analysis and verify our
conclusions, we evaluated our analysis using Lincoln and Guba's (1985)
four criteria of credibility, dependability, transferability, and confirmability
of the analysis. The credibility of our analysis, or confidence in the ac-
curacy of the findings, was enhanced by ensuring quotes and themes
were representative of all participants, evaluating the prevalence of
patterns and themes across and within cases/participants, and checking
for negative evidence or exceptions to the themes (Miles et al., 2020).
We sought to ensure dependability (i.e., replicability) by keeping a
detailed audit trail throughout data collection and analysis in which we
noted our methodological and analytic decisions, analytic notes and
memos, and other details. We addressed transferability (i.e., how much
the findings can be generalized to other populations or settings) by
describing the CHW program and participants in detail, including
characteristics that were unique to the study context or that may not
apply to other CHWs. The confirmability of the findings—that is, the
extent to which they reflect the participants' views and acknowledge the
subjective biases of the researchers—was enhanced by including the
CHW s in participatory data collection and analysis strategies, as well as
through reflexive analytic practices of memoing, peer debriefing, and
bracketing our own beliefs or inferences during observations. We also
provided CHWs with an opportunity to review and provide feedback on
our results. We have made our positionalities and philosophical as-
sumptions explicit in Section 2.6 to highlight how these may have
influenced the analysis.

2.6. Philosophical assumptions and reflexivity

Our analysis was grounded in the philosophical framework of social
constructivism, meaning that we understand reality and knowledge to
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be inherently subjective and co-created along with our research partic-
ipants (Kukla, 2000). As analysts, the two lead authors were informed by
feminist and Marxist critical theories. This background influenced the
research questions developed for this study and the focus on emotional
labor and care work, which are gendered and racialized in unique ways
in the United States context. All authors were closely involved in data
collection and analysis and had built strong, trusting relationships with
the CHWs with whom we conducted the study through our participatory
approach to the program evaluation. All authors are White, cisgender
women with advanced social science degrees and, importantly, none of
the authors have lived experience as CHWs. These differences between
our own lived experiences and those of the CHWs informed our meth-
odological choices to include CHWs directly in data collection through
the daily diaries, as well as to co-analyze as much of the data as possible
to ensure CHWSs’ interpretations and positionalities informed the final
analysis.

3. Results

3.1. Research question 1: CHWs’ daily practices of relationship-building
and caregiving

We sought to first understand the nature of CHWs' daily work and the
ways it involved the building of relationships and/or provision of care.
Our analysis of the extent and nature of this kind of labor in CHWs’ daily
work resulted in two primary themes: 1) CHWs establish relationships
with clients using active communication and persistent outreach over
time, and 2) CHWs provide holistic care through material and emotional
support.

3.1.1. CHWs establish relationships through active communication and
persistent outreach

During intake appointments and initial meetings with clients, CHWs
spent time getting to know them using probing questions and active
listening to understand clients' needs and concerns. We observed CHWs
using these techniques to identify clients’ priorities and make sugges-
tions about potential solutions, such as in the following example from an
intake appointment with a new client, who was a mother with young
children:

[The CHW] asks [the client] if the children have a local pediatrician
because a physical is required prior to each new school year. Mom does
not have primary care for children and most recently went to the hospital
when her youngest had an earache. [The CHW] offers to schedule a well-
child physical for the children at [the Urban Indian Health Clinic].
—Observation of Participant 7

This interaction illustrates how CHWSs used conversation to understand
gaps in clients' healthcare needs and share information. In this case, the
client may not have been aware of the need for her children to have
annual physicals for school. By connecting her client to care for the
specific need of school physicals, the CHW also sought to establish a
primary care provider for the family, which may help prevent future
hospital visits. In another example, we observed a CHW using active
listening and communication techniques to facilitate a conversation
between her clients (a teenage boy and his great-aunt, who acts as his
guardian) and a school administrator after the teenage client dropped
out of school:

[The CHW] begins by stressing that [the teenage client] is not in trouble
and they are only there to help ... [The school administrator] then ex-
plains different educational options for him to get his GED: job corps,
online school, attending classes ... [The CHW and school administrator]
make a plan to arrange an appointment to get him a social security card
later in the month and to meet again to enroll in one of the educational
options discussed. [The CHW] asks [the teenage client] to reiterate the
plan, to confirm understanding. She reassures [him] that they will find a
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niche for him. Despite his youth, [the CHW] values his agency and de-
cision making in this process. — Observation of Participant 5

In this example, the CHW used various communication techniques to
engage and support the young person and his caregiver, including
starting from a place of empathy, working with the client to create an
acceptable plan of action, confirming the client's understanding, and
providing emotional validation. As seen through these examples, CHWs
spent much of their time in client meetings getting to know clients and
their needs through this kind of active communication, which enabled
them to establish strong client rapport.

CHWs' communication with clients involved engaging in persistent
outreach over time to find, connect, and follow up with them, especially
when working with hard-to-reach populations such as people who were
unhoused, justice-involved, or had limited or inconsistent phone and
email access. CHWs often described struggling to contact clients, as in
this CHW diary entry: “10:00 a.m. — went to a new refugee house, no
answer, second time there, tried texting and calling to meet them
regarding SNAP and unemployment. No success!” (Participant 5). Many
times, difficulties in reaching clients were due to housing instability,
jobs, or other social circumstances that limited communication. For
example, one CHW noted in her diary, “Corresponded via e-mail with
one of my young houseless clients. He has a job and works a lot during
my work hours nowadays, so we haven't been able to meet up in quite
some time” (Participant 6). CHWs spent much of their time trying
multiple methods of outreach and waiting on responses from clients, as
summarized in a CHW's diary entry: “Wait, wait, wait/Phone, email and
text” (Participant 5).

3.1.2. CHWs provide care through holistic support

Most of CHWs' daily activities involved the provision of holistic
material and emotional support to clients. CHWs provided numerous
direct services to clients, including coordinating transportation and
accompanying clients to medical and social service appointments. For
example, one CHWs' daily diary entries captured the level of coordina-
tion and logistical support they provided before, during, and after their
clients’ appointments:

After ultrasound appointment, I assisted with check-in again for walk-in
x-ray. I also asked to provide the translation for client. We were done
both ultrasound and x-ray appointment for the client around 4:30 ...

I called someone from [refugee agency] to order Uber for the client and I
waited until the client left the clinic. I got back to the office around 4:50 ...

I arrived [at the hospital] at 9:00 am. I have 2 client appointments to
navigate the hospital to get to their appointments and assist with check-in
process. I also assisted the client to schedule her next appointments at [the
hospital]. — Participant 4, diary entries

Other kinds of material support routinely provided included assistance
with paperwork, helping clients with medication management, and
picking up and dropping off medications and other necessities.

Alongside these acts of material support, CHWs spent much of their
time during client interactions building relationships and offering
emotional support. CHWs filled roles often performed by informal
caregivers or family members, helping to support clients who did not
have robust social networks or who faced barriers to accessing services.
During one of our observations, we noted:

[The CHW] inquires about what other resources the family needs. The
mom requests help setting up Wi-Fi, help getting a security camera and
clothes. She cites PTSD and her experience being discriminated against as
a Native woman for her need for indoor security cameras. She says,
“Authorities rely on minorities not being aware of their rights.” [The
CHW] validates the mom’s negative experiences with past living situation
and commends her for standing up for her rights. —Observation of
Participant 7
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Here, the CHW attended to the emotional content of what the client was
sharing — her experiences with discrimination as a Native woman —
rather than simply focusing on the client's stated needs or ignoring her
feelings.

Many CHWs took a similarly empathetic approach during client in-
teractions, even going out of their way to provide emotional support in
person when needed:

I'received a phone call from [client]. [She] is having a difficult time where
she’s staying. [Client] is staying with her boyfriend’s grandmother, who is
addicted to substances and has a TBI ... [Client] needs someone to tell her
the current living situation is less than she deserves ... I drove to [client]. I
felt [she] needed a hug and validation in person. —Participant 2, diary
entry

These sorts of interactions illustrate that, for many CHWs, their re-
lationships with their clients went beyond simple exchanges of resources
or information to a more person-centered understanding of the client
and their individual circumstances. These relationships often felt deeply
personal to both the CHW and the client and included gestures of care
and affection. Together, material and emotional support were woven
together as integral aspects of CHWs' daily work.

3.2. Research question 2: CHWs’ emotional experiences

In our second research question, we sought to understand the emo-
tions experienced by CHWs in relation to their work. Our analysis
resulted in two primary themes: 1) CHWs experienced feelings of stress,
frustration, and exhaustion tied to specific client challenges and sys-
temic issues, and 2) CHWs experienced a deep sense of purpose,
fulfillment, and joy in providing community care through their work.
These themes together illustrate that the nature of community health
work itself was emotionally laden, and that this emotional labor both
contributed to CHWs’ sense of fulfillment in their work and also took a
toll on them.

3.2.1. CHWs experience feelings of stress, frustration, and exhaustion

CHWs described feeling pulled in many different directions due to
the broad scope of their role, which included direct work with clients,
supporting other CHWs and providers, and engaging in community
outreach activities and events. This sometimes led to stress or feeling
overextended, as one CHW explained:

[I feel] just stressed in general trying to figure out okay, how am I going to
deal with this? When ... I have to be at an appointment, but then I have a
programming event going on, as well. Okay, how do I juggle those two, so
that I can leave this programming event and then get to my appointment
with my client? — Participant 7, focus group

Another CHW described the tension she felt between wanting to support
other CHWs and needing to make sure she managed her own caseload: “I
am happy to be a person [other CHWs] can call for support. I do have a
difficult time managing my day with phone calls and requests. The re-
quests ... turn into ‘do you want to work with them?’ Tricky” (Partici-
pant 2, diary entry). As this example shows, CHWs' strengths of caring
about their clients and fellow CHWs sometimes had downsides, such as
struggling to set boundaries around how much support they could
feasibly provide.

In addition to feelings of stress or overextension, CHWs shared that
they often felt drained by the amount of effort it took to follow up with
hard-to-reach clients or make progress toward their goals. A CHW
described her feelings of exhaustion at facing hurdle after hurdle in
trying to help a client access a vital health screening:

[I've] been trying to get this ... woman a colposcopy ... and there's, it's just
like a constant, like, I can't find her and then maybe she’s at the [homeless
shelter]. And then she walks out of the appointment ... And then like, two
weeks ago, I finally had it set up, we're good to go—she was in jail. I called
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jail and said, ‘Can I please just pick her up from jail and bring her there?
You can come there,’ like, no, court’s at 11, appointment’s at 11. It's not
gonna happen. So just like the exhaustion ... - Participant 1, focus group

As this example shows, CHWs sometimes hit a point of fatigue when,
despite all their efforts at relationship-building and system navigation,
they were unable to help a client meet a key health need or goal.

CHWs also expressed frustration about systemic barriers and the
constraints they faced in trying to help clients meet their needs. Housing
was a foundational need for many clients that prevented them from
achieving their health goals, yet CHWs had little ability to expedite
clients' access to housing options. A CHW described trying to help clients
find housing as having to “sit around and wait. Like you do something,
and then you sit around and wait. And it's challenging” (Participant 6,
focus group). This CHW was frustrated by the lack of information and
transparency from public housing authorities regarding their clients'
placements on housing waiting lists that had recently been frozen:
“What happens to them, you know, being on waiting lists now? Did they
get booted off the waiting list? Do ... their profiles completely disap-
pear? What happens, you know? So that's what's really kind of
frustrating.”

Another CHW expressed feelings of frustration about what she
viewed as systems being “in the way of” her client's medical care: “And
then systems are in the way of, like [the client is] on an out [i.e.,
temporarily barred] with the [homeless shelter], she's in jail, like these
are all systems in the way of medical care. So it's frustrating” (Participant
1, focus group). This sense of frustration led some CHWs to feel that their
role was to act as “band aids” for larger, systemic issues that they were
not able to address:

And so I feel like, especially in this job, it feels like we're putting band aids
on things and plugging lots of holes, which is really important, but it feels
like there's never a way to go upstream and look at the reasons that people
find themselves consistently in crisis with no support ... It's hard to look
big-picture and be like, how can we prevent people from constantly being
in crisis? - Participant 6, focus group

CHWs recognized that they played an important role in filling gaps
within care systems and supporting clients through crises, but that the
scope of the systemic barriers and challenges their clients faced went
beyond what they could address.

3.2.2. CHWs feel purpose, fulfillment, and joy in providing community care

Despite moments of frustration or exhaustion, CHWs also described
feeling fulfilled by and grateful for their connections with clients. Many
shared feelings of excitement when they were initially hired about the
public-facing and relationship-oriented aspects of the role, stating they
were “excited about the relationship building,” “excited about ... con-
necting with families,” and happy to be “working with people ... and be
[ing] a helping hand to anyone who needs it” (Participants 1, 3, and 8,
onboarding interviews). CHWs looked forward to building personal
connections with clients, especially those who had similar lived expe-
riences as them or who were underserved by traditional healthcare
systems.

This initial excitement about working with the public grew into a
strong sense of enjoyment in forging client relationships and witnessing
client successes. A CHW who was herself a former refugee described her
happiness in helping refugee clients access care: “I am ... really happy to
have the refugee client[s]. And [act as] a bridge to get the appointment
[s], because they are pretty new to the ... clinic” (Participant 4, exit
interview). Another described their joy at getting to be a “supportive
person” for their clients, especially for those who did not have other
social support: “I feel really happy that I get to be a positive and sup-
portive person in people's lives when they don't have anybody else and
that I get to help them build trust in a service and a person again”
(Participant 6, exit interview). This CHW also recognized their role as
one of rebuilding trust with individuals who had been marginalized by
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other healthcare providers or by the healthcare system broadly. Another
CHW summarized her enjoyment of the role as rooted in getting to know
clients' unique stories:

I enjoy being able to initially meet with a family or an individual, and just
getting to know their story. I've always been very interested in people's
stories ... So that's always one of my things is just kind of finding out
where did they come from? Where are they trying to go? What are they
doing in order to get there? ... And how can I be of an asset to you in trying
to reach that goal that you have? — Participant 7, focus group

CHWs described a deep sense of fulfillment in supporting and con-
necting with clients and the broader community. One CHW shared, “I
feel very grateful that I was able to connect with the ... community in a
very intimate way that I wouldn't have had in many other positions”
(Participant 6, exit interview). This CHW went on to describe how being
a CHW felt like a “grassroots” model of care:

This is what community care looks like. This is what ... grassroots mutual
aid is, is one person caring for another person and like, helping them,
lending them a hand. And I just wish that there were so many more
community health workers.

Another CHW shared the fulfillment he felt in fostering long-term client
relationships and witnessing his client move through major life
milestones:

I've been able to connect with some of my clients long term ... they're only
able to meet with their therapist once or twice a month, but they were able
to meet with me three or four times in that month, and maybe [have] two
or three phone calls with me ... I have a client that just got married and
sold her house and bought a new house ... so being able to, like celebrate
some of those things with people, and just see really healthy, really pos-
itive outcomes coming out with those folks. -Participant 3, exit
interview

This CHW recognized the unique role he was able to play as a more
flexible and available support person for his clients compared to clini-
cians, who are limited in the frequency and nature of their client in-
teractions. This more personal and frequent contact was part of CHWSs'
enjoyment of their roles and aligned with the reasons many of them
chose to become CHWs in the first place.

3.3. Research question 3: Impacts of emotional demands on CHWs

As seen in the themes above, CHWs’ work was highly relational and
involved navigating difficult emotions — both their own and those of
clients. Our third research question focused on how CHWs were
impacted by the emotional demands of their work. We found that 1)
CHWs experienced a high degree of emotional burden as a result of their
work, and that 2) CHWs sought to manage this emotional burden
through a combination of self-sustaining activities and peer connection
and support.

3.3.1. Emotional burden is a core feature of CHW work

The emotional burden of supporting clients was a prevalent theme
across our data sources and took different forms, including sharing in
clients’ challenges, feeling a sense of responsibility to address these
challenges, suppression of their personal feelings, and the constant
emotional demands of the work. CHWs shared in the challenges and
injustices their clients faced, as shown in this diary entry:

I honestly can’t believe we are moving a family of eight, with a baby, into
a house in this condition. I could tell that the father felt the same way. [
was slightly frustrated because the family had done a walk through the
week before, without me, and chose to move forth with renting. I was very
attentive to all the same things wrong with the rental, writing down and
taking photos of each thing I noticed. I plan to go to [the property
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management company] later this week to make them aware of the state of
their rental. - Participant 6, diary entry

CHWs often faced situations like this in which they witnessed their cli-
ents experience exploitative, unsafe, or unfair living conditions. Another
CHW noted, “Listening to [the client] talk about her living experience
makes me really sad. [She] has no control over her space, food or
environment” (Participant 2, diary entry). CHWs were emotionally
impacted because of their investment in their clients' well-being and
often felt responsible for trying to remedy unjust situations.

CHWs were tasked in their roles with helping clients continue to
make progress toward their goals, despite witnessing clients' setbacks
and experiences of injustice. This led to situations in which CHWs had to
withhold their own feelings or concerns. One CHW explained, “[The
client] feels like the group home has lied to him so much over the past
few months. I feel this. I can't tell him I know, I agree. It's hard not feeling
totally confident” (Participant 2, diary entry). The same CHW described
the roller coaster of emotions she felt leading up to her client's potential
placement in a group home:

I feel scared with him and joyous with him. I worry about the group home
not working out. I am exhausted from the emotions from the last months.
Everybody deserves to feel love and I know I’ll always have space for this.
— Participant 2, diary entry

In order to provide empathetic support and bridge the space between
clinical care and clients' needs, CHWs needed to invest emotionally in
their clients. However, this emotional investment took a toll on their
own well-being. A CHW described feeling like the role did not allow
them to have a “bad day or an off day” because of the mental and
emotional labor it required:

I have ADHD and my own mental health issues, as do many of us. And it's
hard enough for me to keep track of my own schedule, and it feels like I'm
constantly trying to remember 15 different people's schedules ... And,
yeah, it feels like a job where you have to be very emotionally supportive
and stable. And there's not a lot of space for you to have a bad day or an
off day. Because you always have to be the strong support person in this
position ... — Participant 6, focus group

Being “the strong support person” was an integral part of CHWs' work,
yet as these quotes illustrate, doing so was emotionally strenuous.

3.3.2. CHWs create moments for self-sustainment and peer connection

To manage the emotional burden associated with their roles, CHWs
used various strategies for self-sustainment and resilience. CHWSs
described daily practices of affirmation, self-care, and regulating their
emotions. For example, a CHW described how she dealt with feeling like
she was not accomplishing enough in her work: “When I start feeling less
than, I take out my list and look at the tasks with strike throughs. This
fills my cup. I often need a tangible reminder of my time, emotions, etc.”
(Participant 2, diary entry). Another CHW's diary entry captured a small
moment of resilience in the face of frustration over a client missing an
appointment with her: “A little upset, oh well. Going to eat some of my
chocolate muffin and start on housing application [smiley face]”
(Participant 5, diary entry). These examples demonstrate the ways in
which CHWs managed their own emotions as they worked with hard-to-
reach clients and navigated complex, burdensome healthcare systems.

In addition to personal resiliency strategies, CHWs relied on one
another and other organizational staff for support and moments of
connection. A CHW explained the importance of breaks and social time
with colleagues for her ability to manage the emotional challenges of her
role:

Interspersed throughout my day are fruitful or sometimes just fun con-
versations with coworkers, sometimes work related, sometimes not. This
time is so critical to me, as focusing solely on patient need and crisis all
day, every day, without levity or a moment for the brain and emotions to
repair is exhausting and does not lend itself to longevity. I do not feel bad
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that I took 10 minutes to go eat cake to celebrate a social worker’s
birthday ... because these little breaks make me better at my job. —
Participant 1, diary entry

CHWSs' constant attentiveness to clients in crisis took a toll on the sus-
tainability of their role. In this quote, the CHW described actively
deciding to engage in social connection and moments of joy with co-
workers. Implicit in her description is a sense of resisting the internal
pressure she may have felt to skip these breaks or rush to assist the next
client.

CHWs highlighted the importance of having time to connect with
peer CHWs through programmatic meetings and case conferencing
sessions. A CHW explained the utility of these cross-organizational CHW
meetings:

Getting support from your coworkers and the other CHWs is a huge part of
our problem solving ... We used to meet every other week ... and just do
case conferencing, and vent and share resources. And being able to do that
with the other CHWs and your coworkers is a huge part of problem
solving. Because it feels so hard to think through all the things on your
own, especially when you have so many clients ... - Participant 6, focus
group

As illustrated here, CHW meetings provided a space for problem-solving
and information-sharing, but also for “venting” and providing/receiving
emotional support from peers who understand the challenges inherent
to the work. Another CHW commented in her diary on the emotions she
felt during these CHW peer meetings, saying “Sad a co-CHW will be
leaving. She is a good person! Just got to know her, wish her the best ...
Staff, housing, burnout for us. Laughing some. Only 4 CHW[s] came this
time, good down time” (Participant 5, diary entry). This entry captured
the mixed emotions of witnessing CHW turnover, as well as the CHWSs'
commiseration combined with humor about challenges like “housing”
and “burnout.” CHWs used this kind of “down time” together to
collectively manage the stresses of their work and validate one another's
emotional experiences. These strategies for self-sustainment and peer
support helped CHWs weather the emotional ups and downs of their
work and carry the emotional burdens they experienced on behalf of
their clients.

4. Discussion

Our findings highlighted several key themes related to the relational
and emotional elements of CHWSs' work. First, relationship-building and
emotional support were central to the CHW role. CHWs described these
as core functions that set them apart from other health and public health
professionals and took the time to learn clients’ stories, provide
emotional validation, or engage in persistent outreach and communi-
cation. Second, CHWs experienced a wide and intense range of emotions
related to their jobs, from stress and exhaustion to deep satisfaction and
fulfillment. The emotionality of their work stemmed from the relational
and advocacy elements of their roles, which required deep empathy
while helping clients navigate complex and burdensome systems. Third,
CHWs needed to regulate their own emotions throughout their work-
days so they could show up as their “best selves” to support clients in
crisis or facing overwhelming barriers. This emotional labor took a toll
and led to feelings of burnout; however, CHWs actively talked about and
resisted burnout through self-sustaining activities and peer connection.

In our study, CHWs emphasized that they were not only linking
clients to services but also performing deeply relational forms of care
including persistent outreach, active listening, emotional validation,
and even small gestures like a hug. This labor sustains individuals'
health, dignity, and daily lives, yet is often underrecognized or invisible
in public health performance metrics that prioritize quantifiable out-
comes in program evaluation and performance reporting (e.g., Roland
et al., 2017; Viswanathan et al., 2010). Our findings demonstrate the
centrality of relational trust and emotional support to CHW practice;
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they also suggest that these dimensions of the role are not always
matched by commensurate structure for recognition and support. CHWs
described carrying the emotional weight of clients' crises and system
barriers as a routine part of their work and sustaining this work through
peer-based practices and informal strategies rather than through dedi-
cated institutional supports. For example, peer groups and case confer-
encing were vital precisely because institutional support was limited;
supervisors in this setting held other full-time roles and were not dedi-
cated solely to CHW supervision. Health systems may increasingly invest
in CHW programs to improve healthcare utilization, but the relational
and emotional aspects of CHWs’ labor remain under-supported.

CHWs in our study also described the work as emotionally complex;
they spoke of the joy and purpose they derived from client relationships,
while also expressing frustration with systemic barriers such as housing
shortages and bureaucratic delays. Their reflections on feeling like
“band-aids” or temporary fixes within broken systems illustrates how
CHWs are positioned to respond to the harm produced by fragmented
health and social systems (Logan, 2022). These reflections highlight how
upstream change is often constrained by conditions outside CHWSs
control. While CHWs can engage in advocacy and systems navigation,
structural barriers such as housing shortages, administrative delays, and
institutional policies frequently limit what can be addressed at the
root-cause level through routine CHW work. In this context, health
systems may rely on CHWs’ affective and relational labor to mitigate
downstream effects at the individual level. This work can thus be deeply
meaningful, as expressed by CHWs in this study, but also emotionally
taxing when upstream determinants of health (e.g., housing, income)
remain unaddressed.

Social reproduction theory (SRT) provides a useful lens for inter-
preting the relational and caregiving dimensions of CHW work observed
in this study. SRT highlights that labor sustaining everyday life and well-
being—care work, relationship-building, and emotional support—is
foundational to social reproduction yet is often difficult to render visible
within dominant economic and institutional logics that privilege stan-
dardized outputs and productivity (Katz, 2001; Laslett & Brenner,
1989). With this lens, care work can be profoundly valued by those who
receive it while remaining structurally harder to recognize, measure,
and resource than other forms of labor, particularly within capitalist
systems where such work does not directly generate profit. The
emotional labor performed by CHWs in our study, such as listening to
trauma, offering nonjudgmental support, and navigating strained in-
stitutions, sustains both individual well-being and the broader social
fabric of communities, aligning with what Katz (2001) described as the
“fleshy, messy, and indeterminate stuff’ (p. 711) that reproduces
everyday life.

This study extends theories of social reproduction and emotional
labor into understanding the U.S. CHW workforce. CHWs occupy a
distinct location within healthcare fields. Their emotional labor is
inseparable from their roles as culturally grounded intermediaries and
advocates, yet it can be difficult to recognize within dominant measures
of productivity and professional competence (Delgado, 2020). SRT helps
interpret why this mismatch persists by locating CHW labor within
long-standing gendered and racialized divisions of care work, work that
is essential for sustaining life and well-being but is frequently devalued
in broader economic systems (George, 2008; Glenn, 1992). Our findings,
for example, align with Garcia et al.’s (2022) participatory study on
Latino CHWSs, which illustrated that their community-based expertise
and emotional labor were often under supported by health institutions,
even as they were celebrated as cultural mediators. In this framework,
CHW emotional labor may be especially vulnerable to devaluation
because it is feminized, racialized, and embedded in resource-poor
communities. Furthermore, structural constraints on the CHW role,
including inconsistent funding and limited formalized career pathways,
may restrict opportunities for advancement. Given that CHWs and other
frontline care workers (e.g., doulas and personal care assistants) provide
essential services to health systems for relatively low wages, existing
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system incentives may de-prioritize greater job stability, compensation,
or advancement opportunities for these positions.

Our findings also highlight how CHWs engaged in practices to sus-
tain themselves as workers, aligning with SRT's emphasis on “repro-
duction of the workforce” (Bhattacharya, 2017). CHWs described peer
support groups, case conferencing, taking breaks, and practicing
self-care as essential strategies to regulate emotions and prevent
burnout. These practices constituted a form of reproductive labor
directed inward; CHWs continually “reproduce” themselves to remain
capable of sustaining others' health. Their accounts echo Whiley and
Grandy's (2022) description of healthcare workers developing embodied
rituals such as closing a door or changing clothes to absolve themselves
from the “emotional dirt” they absorb in neoliberal health systems. Like
the National Health Service workers in that study, CHWs in our study
used both embodied and collective strategies to manage the strain of
emotional labor.

While SRT offers a useful critique for understanding CHWSs' experi-
ences, the current growth of the CHW workforce in the US means that
practical interventions are needed to support CHWs within capitalist
health systems and underfunded public health programs. CHW networks
and employers can implement policies that value CHWs’ labor, support
their self-determination, and contribute to workforce sustainability.
Based on our findings, we offer several recommendations that may serve
as pragmatic strategies.

First, because CHWs’ effectiveness relies on outreach, emotional
labor, and relationship-building, programs must recognize these as
central to their role. Sustainability requires structuring CHW positions,
workloads, and metrics of success in ways that value the time it takes to
build and maintain relationships. For example, rather than prioritizing
the number of clients seen or referrals made, organizations can focus on
client-centered metrics like satisfaction and patient-centered outcomes.
State policies that shift Medicaid and Medicare reimbursement toward
“value-based” care models, rather than traditional fee-for-service
models, may also support the integration of CHWs. Because value-
based systems emphasize care coordination, prevention, and patient-
centered outcomes, they may structurally incentivize the types of ser-
vices that CHWs commonly provide (NationSwell et al., 2025). In this
sense, value-based reimbursement offers an alternative to
volume-driven incentive structures, which may limit investment in CHW
roles.

Second, our findings highlight that responsibility for managing the
burden of emotional labor often falls on CHWs, rather than being
structurally addressed by their employers. Recognizing and resourcing
CHWSs’ self-sustaining practices is critical to program sustainability.
CHWs need strategies that move beyond “self-care” to promote equitable
labor practices, supportive workplaces, and sustaining peer connections.
Programs must listen to CHWs and formalize these practices, such as
supportive supervision models, reflection groups, manageable case-
loads, and structures that address systemic barriers (Garcia et al., 2022).

Third, policy-level interventions are needed to address the current
precarity of the CHW workforce and ensure equitable compensation.
CHWs and allies are engaging in advocacy and organizing to secure
greater recognition through professional associations, self-defining roles
and competencies (e.g., the C3 Project), and collaborating on technical
assistance programs (e.g., envisionchws.org). State and national CHW
professional associations have advocated for policy measures such as
value-based care, Medicaid reimbursement, and alternative payment
structures (NationSwell et al., 2025). At the federal level, the 2024 CHW
Access Act aimed to provide Medicare and Medicaid coverage for
community health services, but this legislation has not progressed.
Given recent funding cuts to federal CHW-focused grants, stronger
advocacy at the local and state levels may be necessary to achieve ma-
terial gains in wages, benefits, and workforce recognition.
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4.1. Limitations

This study has several limitations. We did not originally conceptu-
alize the study to focus on race or gender as they related to CHWs'
emotional labor. Therefore, we were limited in the extent to which our
findings could speak directly to gendered or racialized dynamics that are
often implicated in emotional labor and social reproduction. To protect
confidentiality within the small local CHW workforce, we did not sys-
tematically collect or report on participants' demographic characteris-
tics. However, the CHWs in our study were predominantly women,
several of whom were Native American or refugees. This aligns with the
broader U.S. CHW workforce (which is predominantly comprised of
women of color) and strengthens the potential transferability of the
study's findings.

We also conceived the methodology to be more participatory, aiming
to include CHWs throughout conceptualization, data collection, anal-
ysis, and writing. However, due to CHWs' limited availability, much of
the final analysis and writing was conducted by the researchers. As
illustrated in our findings, CHWs juggled multiple priorities and had
limited time for evaluation and research, despite these being part of core
CHW competencies (Rosenthal et al., 2021). Although CHWs were less
involved in later stages of the research, we worked to ensure their per-
spectives were represented through ongoing partnership and member
checking. Nonetheless, our analysis may differ from CHWs’ own
interpretations.

4.2. Conclusion

CHWs are key frontline public health workers who provide vital
emotional and relational support, performing the function of social
reproduction for clients systematically underserved by fragmented U.S.
systems of care. The emotionality of CHWs’ work is both a source of deep
fulfillment and of frustration, burnout, and fatigue. Findings from our
study illuminate the nature of emotional labor among CHWs and un-
derscore the need for strong policy and advocacy at all levels to ensure
their labor is equitably valued, resourced, and sustained.
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