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By Chidinma Ibe, Anika Hines, Nico Dominguez Carrero, Shannon Fuller, Alison Trainor, Tiffany Scott,

Debra Hickman, and Lisa A. Cooper

Voices, Images, And Experiences
Of Community Health Workers:
Advancing Antiracist Policy And

Practice

ABSTRACT Community health workers (CHWSs) are front-line public health
personnel who share common attributes with or have a nuanced
understanding of the communities they serve. Their membership in
marginalized communities gives them expertise in delivering
contextualized interventions that mitigate their clients’ social risk
factors, but it also places them at greater risk for exposure to various
harms. We employed the photovoice method to illuminate how the lived
experiences of CHWs working, residing, or both in Baltimore City,
Maryland, dovetail with facets of their jobs. In partnership with our
sixteen predominantly racial and ethnic minoritized study participants,
we surfaced the ways in which CHWs negotiated and subsequently
leveraged experiences with social risk factors rooted in structural racism
to shape their approach to intervention delivery for structurally
vulnerable communities. We also uncovered several occupational hazards
that participants faced as a function of their identities. Our findings
underscore the need to embed antiracist principles in the fabric of
policies and practices that directly affect the CHW workforce.

ocial determinants of health
(SDOH) comprise the social, physi-
cal, and economic circumstances
that affect health."” They exert their
influence through interlocking caus-
al pathways that link structural, upstream deter-
minants, including sociopolitical, economic,
and cultural factors such as racism, classism,
and other forms of oppression,*” to downstream
determinants, such as medical care, health edu-
cation, and behavioral risk factors.’ Their con-
vergence profoundly shapes the systems and pol-
icies that influence neighborhood conditions,
education, income, and psychosocial well-being.
As such, adverse exposures to SDOH experi-
enced on the individual level—or social risk
factors—are excessive in systematically margin-
alized communities. These risk factors generate
pressing health-related social needs.® The con-
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fluence of these factors is responsible for produc-
ing and reinforcing health disparities.*

One proven strategy in disrupting the under-
lying mechanisms connecting health disparities
with SDOH, social risk factors, and social needs
is the implementation of community health
worker (CHW)-led interventions. CHWs are
front-line public health workers who are trusted
members of or possess a deep understanding of
(or both) the communities that they support.”
They have long been recognized as critical to
linking structurally marginalized communities
to health and social service resources that allevi-
ate the impact of social risk factors and attendant
social needs.®™® Their personal characteristics,
intrapersonal qualities, and interpersonal skills
uniquely position them at the interface of com-
munity empowerment and health care to build
individual and collective capacity. They do so

Downloaded from HealthAffairs.org on December 14, 2023.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



through advocacy, care coordination and naviga-
tion, resource linkage, outreach, and social
support.®

A strong body of evidence demonstrates that
CHW:-led interventions are cost-effective and re-
duce intransigent disparities in health, utiliza-
tion, and process-of-care outcomes. CHWSs’
effectiveness is often attributed to a combination
of shared racial or ethnic, linguistic, socioeco-
nomic, and experiential connections. Yet these
same qualities situate CHWs within socially dis-
advantaged groups, which is confirmed by the
reality that the majority of CHWs in the US iden-
tify their gender as women, identify their race or
ethnicity as Black or Latine, and navigate racism-
infused social and economic precarity.”"® Be-
cause CHWs are members of disenfranchised
communities, the constellation of activities as-
sociated with their roles may increase their ex-
posure to psychosocial and physical risks. Eluci-
dating how CHWS’ social risk factor profiles and
marginalized identities conjointly affect their
professional experiences is critical. Such inquiry
may advance antiracist policies and practices
that are contextually rooted in recognizing who
CHWs are and what they do, as well as their
distinct impact on health equity interventions."”
Thus, to elevate CHWS’ voices and experiences,
we conducted a community-engaged study—
Amplifying the Lived Experiences of Community
Health Workers (ALEC)—using photovoice
methodology to reveal how CHWs’ lived experi-
ences influence their professional activities,
with the goal of clarifying policies and practices
that are cognizant of the social milieu shaping
CHWS’ lives.

Study Data And Methods

PHOTOVOICE APPROACH Photovoice is a partici-
patory visual qualitative research method that
uses photography to engage participants in re-
flection and dialogue regarding their communi-
ties’ strengths, needs, and capacity for social
change.” Photovoice is a well-established partic-
ipatory method, but few studies have employed
this tool to explore issues relevant to CHWS’
lived experiences.*® We used Caroline Wang’s
SHOWeD Framework” to conduct a series of
photovoice discussions with CHWs about their
personal and professional experiences navigat-
ing social risk factors and social needs. Partici-
pants took photos of the environments where
they lived, worked, or both, which served as
the foundation for each facilitated discussion.
All participants provided oral informed consent.
Study procedures were approved by the Johns
Hopkins University School of Medicine Institu-
tional Review Board. Details of our approach

are summarized in online appendix exhibits 1
and 2.2

RECRUITMENT We partnered with the Maryland
Community Health Worker Association to re-
cruit CHWs via email and virtual information
sessions. We also targeted outreach to local or-
ganizations based in Baltimore, Maryland, that
employed Latine CHWs by sharing recruitment
information through their organizations’ email
distribution lists. Those interested in participat-
ing completed an online survey to confirm their
eligibility: age eighteen or older, a practicing
CHW for at least two years, a resident or worker
in Baltimore City, and an English or bilingual
English-Spanish speaker. Participants received
a $25 gift card for each photovoice session at-
tended.

DATA COLLECTION Participants were divided
into four cohorts on the basis of availability and
scheduling preferences. One cohort was dedicat-
ed to bilingual Spanish-language CHWs to ex-
plore their experiences working with clients
whose preferred or home language was Spanish.
We translated all relevant materials, and a
trained, bilingual staff member led the Span-
ish-language discussions. During March-July
2022, we held twenty virtual photovoice sessions
(five for each of the four cohorts), each lasting
90-120 minutes. Sessions were recorded and
professionally transcribed. We also collected par-
ticipants’ sociodemographic information and
self-reported past and recent social needs
through a brief online survey.

ANALYsIs We used MAXQDA2022, a qualita-
tive analysis software program, to facilitate a
template analysis of the photovoice discussions
based on techniques described by Joanna Brooks
and colleagues.”? The method creates a struc-
tured approach to thematic analysis and enables
identification of patterns and outliers.”* The
study team met to develop the coding framework
based on a priori domains related to the study’s
research questions, KFF’s delineation of
SDOH,** and themes that emerged through the
photovoice sessions. The coding template in-
cluded personal and professional experiences
navigating social risk factors and social needs;
perceived barriers and facilitators of CHWS’ in-
tegration into health care and public health sys-
tems; factors shaping CHWs’ approach to, and
the perceived utility of, the interventions they
delivered; and the underlying drivers of preva-
lent social risk factors in the communities where
CHWs worked. Two authors (Chidinma Ibe and
Nico Dominguez Carrero) used the template to
code and summarize the photovoice transcripts.
Three authors (Anika Hines, Shannon Fuller,
and Alison Trainor) conducted a secondary re-
view of the transcripts and analytic documents.
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The research team met regularly to discuss inter-
pretation and refine themes.

Finally, we invited our study participants to
review preliminary findings through virtual
member check meetings, where we presented
themes and exemplary quotes. Thirteen partic-
ipants attended these sessions and provided
feedback to ensure accurate characterization of
the photovoice discussions, for which they re-
ceived a $25 gift card.

LiMmiTATIONS Although this study represented
a novel approach to situating CHWs’ work in the
context of their identities and social risk factors,
there were some limitations. First, this was an
exploratory study based in a single US city. Sec-
ond, by restricting the study to those who had
been a CHW for at least two years, we missed the
perspectives of those who were new to the pro-
fession or who left the workforce because of
some of the very issues our study sought to un-
cover. Finally, the photovoice sessions occurred
during the COVID-19 pandemic. It is likely that
some CHWs who would have participated were
otherwise encumbered with various obligations
that precluded their involvement in this study.

Study Results
PARTICIPANTS' CHARACTERISTIcS We recruited
and obtained consent from nineteen CHWs to
participate, sixteen of whom attended at least
three of the five photovoice sessions for their
cohort and three of whom withdrew because
of competing demands. Participants’ mean age
was forty-six years (standard deviation: 11);
81 percent (n = 13) were women, and 19 percent
(n = 3) were men. Most reported their race as
Black or African American (n = 10; 63 percent),
followed by other (n = 4; 25 percent), American
Indian or Alaska Native (n =1), and White
(n =1). Approximately 31 percent (n =5) re-
ported their ethnicity as Hispanic or Latine.
Most participants (n = 10; 63 percent) reported
having been a CHW for two to five years. These
and other demographic characteristics are sum-
marized in appendix exhibits 3 and 4.
Regarding the social risk factors they experi-
enced, most CHWs reported current stable hous-
ing and transportation, but about 56 percent
(n=9) reported having experienced housing
instability at various points throughout their
lives, and 44 percent (n = 7) reported the same
regarding transportation. Approximately 31 per-
cent (n =5) and 38 percent (n = 6) of partici-
pants indicated that they either worried about
food or were unable to purchase it once itran out,
respectively, within the past year. More than half
of the participants had encountered these di-
mensions of food insecurity at any point in their
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CHWs' lived
experiences confer a
unique understanding
of structural

determinants of
health.

lives. Similarly, approximately 31 percent
(n=15) of participants reported facing issues
with their utilities in the past twelve months,
and 56 percent (n =9) had experienced these
difficulties at any point in their lives.

THEMATIC FINDINGS The impact of structural
and interpersonal racism emerged as an over-
arching theme across the photovoice sessions.
CHWs spoke about the ways in which racism
shaped their experiences, the communities they
served, and the nature of their work. The follow-
ing sections present four interconnected themes
that illuminate how CHWs attempted to circum-
vent structural and interpersonal manifestations
of racism. Illustrative quotes from two key
themes—structural racism as a contributor to
CHWS’ experiences with social risk factors and
social needs, and occupational hazards associat-
ed with the CHW role—are in exhibit 1. (See
appendix exhibit 5 for a full list of themes, sub-
themes, and illustrative quotes.)*

» THEME 1: The first theme that emerged was
the role of structural racism as a contributor to
CHWS’ experiences with social risk factors and
social needs. Study participants mentioned two
interwoven subthemes: their own past and on-
going experiences with health-related social
needs and the predominant social risk factors
that their clients faced (exhibit 1). Structural
racism manifests through the enduring impact
of Baltimore City’s history of discriminatory
housing practices and was cited as a cause of
concentrated deprivation within the city’s Black
and African American communities. This was
exemplified by a discussion that ensued when
a CHW compared the picture they had taken of
a public housing development with a photo-
graph they took of a picture of their relatives:
“This photo is from 1918. ...I really don’t see that
much difference than from 2022. My mother,
she was saying that it was a lot of White people
that lived in the neighborhood, but they kept
them separated. ...It seems like we’re in the same
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EXHIBIT 1

Selected quotes from participants that illustrate two study themes from a photovoice study of community health workers (CHWs) working or residing in

Baltimore City, Maryland, 2022

Subthemes

Past and ongoing
experiences with
social risk factors

Themes

Structural racism as a
contributor to CHWs'
experiences with
social risk factors and
social needs

Predominant social risk
factors addressed as a
CHW

Occupational hazards
associated with the
CHW role

Psychosocial

Physical

Institutional

source Transcripts of photovoice focus-group sessions from sessions 2-5 from cohorts 1-4. NoTEs The two other study themes are presented in the text, with more

Illustrative quotes
| know when | lived in West Baltimore, ...| never took my kids to the playground by the

neighborhood school because just to go over there, it was too much drug activity around the
school. Not to mention when, as adults, my husband and | would just walk over there going for
a neighborhood walk and stop in the schoolyard, there was drug paraphernalia on the ground,
so | would definitely never take my children to the playground there.

And so in those cases, | actually help them set up an [Electronic Benefits Transfer] account. And

then | would call them. | would set a reminder on my calendar to call them because my
question [isl: What time of the month do you normally find that just you're running low? Not
when you are out of food, but when do you find yourself running low? And | will set a reminder
for myself to call them around that time, get their lists, then we together order their groceries
online because | already—they trust me enough to create their account, so clearly they trust
me enough to go into their account right there and then they know how to do that. ...That's
how I'm able to...alleviate the food desert, the food insecurity barrier, and the transportation
barrier.

| remember this [corner store] every time | go by there. They said that they found a band of

people who were bringing women from Central America. Once they came here, they would
take their passports and hold them on that same street upstairs. [The police] found them
there. What | remember is that we would test those [women] for HIV, but | never thought that
the girls | was testing were the same. | heard it on the news, and when they said what street it
was, | said, 'Wow, how many times was | there?’ Probably close to those people, and | wasn't
able to help them because the people that were holding them did not allow it.

Safety is something | think about constantly—for example, today | walked to a community

meeting, in an area where | usually walk, but in Baltimore City many people have died being
shot. So now when | walk in the street | am wondering if | will [be] hit from somewhere,
because you never know, and | feel afraid.

That is a concern that all CHWs share, not only with funds for direct services, such as food, but

also for our jobs, which are paid with specific funds and are not permanent. When funds are
low, they make cuts, which, unfortunately, may be what is needed the most.

complete details in appendix exhibit 5 (see note 21 in text). Transcript data are available on reasonable request.

conditions. We think we are not separated any-
more, but we are. They house us in different
communities where we don’t have access to
resources or can’t pull ourselves up out of these
places.”

Most of the CHWs discussed social risk factors
to which they were exposed in the past, but a few
drew attention to their ongoing food insecurity,
residence in neighborhoods with dilapidated
housing, and limited access to transportation.
For example, one participant took a photo of
the city bus to symbolize the transportation in
their community, noting that those who can’t
walk or take the bus are stranded (see the
interactive gallery of photos and personal
reflections—the lived experiences of CHWs in
Baltimore City—that accompanies this article on-
line).” Another photo shows the site of a local
market that shut down earlier in the COVID-19
pandemic and will not reopen, leaving commu-
nity members without access to healthy and
fresh food (exhibit 2). “Most of us in Baltimore
live in food deserts,” the participant noted. “We
are getting our foods from corner stores, deliv-

ery, or maybe a food pantry. It’s hard if you don’t
drive and have a vehicle. With taking the bus or
hacking aride [an informal form of ridesharing],
you can’t carry more than a few bags to feed your
whole house.”

Study participants also highlighted how they
sought to mitigate the impact of food insecurity
and poor transportation on the health and well-
being of their clients—for instance, by helping
them sign up for an Electronic Benefits Transfer
account (exhibit 1). They contrasted the avail-
ability of resources in comparatively affluent
neighborhoods with the distribution of adverse
SDOH in the communities they worked in. “In a
Black neighborhood, a poor neighborhood, you
don’t really have the money to buy healthy for
your family,” one participant said. “It doesn’t
happen in white-collar neighborhoods because
they are financially stable and they have trans-
portation and means to get to good markets.
...Your options are better in a different neighbor-
hood rather than a Black community.” Several
photographs taken by participants allude to the
ramifications of racially patterned neighbor-
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EXHIBIT 2

The construction site: “This was our local market. It had
good prices, an ATM, and a money sending/check cashing
inside. During COVID it shut down. We are not getting a new
market.”

source Photovoice participant’s photo and quote. A more com-
plete narrative is in the interactive gallery of photos and personal
reflections that accompanies this article online (see note 25 in
text).

hood disinvestment, featuring images of town-
houses with roofs fallen in and entire blocks of
abandoned and boarded-up houses (see the in-
teractive gallery of photos and reflections that
accompanies this article online).” The Latine
participants emphasized the interactions among
poverty, immigration status, and their clients’
abilities to access needed resources. For in-
stance, food drives and food delivery initiatives
were described as necessary to alleviate the pre-
carious circumstances confronting newly ar-
rived immigrants. “I think it’s a combination
of factors—the stratospheric increase in prices
and the people who cannot receive any other
benefits, such as food stamps,” one participant
stated. “There are people who don’t want to apply
for food stamps because they don’t want to be-
come a public charge.”

» THEME 2: The second theme that emerged
was that participants’ approaches to interven-
tion delivery were grounded in a socioemotional
connection to their clients. Two connected sub-
themes emerged: CHWS’ leveraging their own
experiences to discern strategies for interven-
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tion delivery, and CHWs’ allegiance to their cli-
ents and communities, which we conceptualized
as a sense of perpetual belongingness. Study
participants spoke at length about how personal
or familial navigation of social risk factors fun-
damentally affected the strategies deployed to
address clients’ social needs. For example, one
participant photographed a syringe disposal
box, noting that Baltimore’s needle exchange
was the reason they took the job as a CHW
(exhibit 3). “I lost five uncles who shared one
needle twenty years ago, and in this picture, I see
hope for those who wish to stop using drugs,” the
participant said. Another CHW stated that their
ability to help clients navigate the Section 8
housing application resulted from having done
so for their mother. “It was always me involved in
the paperwork,” the participant stated. “I've
helped other people in the same way. They know
that I have experience and know how to do it.”

CHWs conveyed a sense of allegiance to the
individuals and communities they supported,
due to an amalgamation of racial and ethnic,
socioeconomic, cultural, and experiential con-
cordance between themselves and their clients.
CHWs had an implicit understanding of the ways
in which institutional and structural racism con-
spired to perpetuate practices that they deemed
harmful to the communities they supported and
that warranted their protective oversight. One
CHW, who no longer resided in the neighbor-
hoods they worked in, spoke indignantly about
their involvement in a local food committee that
provided what they regarded as low-quality food:
“And when they start sending bad stuff that
looked like it was too ripe,” they said, “I was like,
Tm not serving this to the community. You
wouldn’t serve it to yours. Unh-uh.””

» THEME 3: The third theme was the perceived
limits and weaknesses of prevailing social risk
factor interventions. Study participants
highlighted the conceptual failures of interven-
tions marked by a focus on individual-level is-
sues rather than their structural antecedents,
and the inadequate provision of context-
appropriate supports for the intended beneficia-
ries of service delivery programs. They empha-
sized that the health-related social needs they
addressed originated in systemic factors outside
their control that hindered the impact of their
work. One CHW ascribed this phenomenon to a
“lack of redevelopment. Lack of grocery stores in
minority communities. Lack of employment.”
They continued: “So as a CHW, I'm trying to
connect clients to services, and some days there
are good days—I can connect a person. Some
days it’s a struggle. But when you have to turn
away a pregnant mother with a young child be-
cause there are no shelter beds, it’s alot, and that
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EXHIBIT 3

Hope: “This picture shows the urgency of the drug epidemic in Baltimore City and that there is help available for those who
want it. It shows how we can use the needle exchange program to prevent the spread of HIV and other diseases.”

source Photovoice participant’s photo and quote. A more complete narrative is in the interactive gallery of photos and personal
reflections that accompanies this article online (see note 25 in text).

happened to me today.”

Participants viewed the lack of sustainable
funding for specific resources, including
their own roles, as having potentially dire
consequences for their clients and communities.
“The concern is that when they run out of funds
for CHWs, what are we going to provide? Where
can we send them?” one CHW remarked. “The
concern is that these direct services for the com-
munity are going to run out. Needs keep increas-
ing, and we are not receiving any support.”

CHWs frequently expressed frustration with
local politicians and organizational leaders for
decisions regarded as fundamentally misaligned
with community context and antithetical to the
stated goals of their initiatives. One CHW photo-
graphed a trio of bilingual COVID-19 prevention
signs, noting that they had to ask for these signs
to be bilingual and fight to get such resources in
the community (see the interactive gallery of
photos and reflections that accompanies this ar-
ticle online).” Another participant described the
challenges they encountered when trying to help
their clients access a utilities assistance pro-
gram. They argued that the organization’s deci-
sion to use ZIP codes as the basis for determining

resource allocation did notaccount for the recent
migration of Latine residents to other neighbor-
hoods as aresult of gentrification and rising rent
costs. Indeed, CHWs provided several examples
of organizations failing to provide Spanish in-
terpreters when appropriate, enforcing restric-
tive inclusion criteria for program participation
that rendered the most vulnerable ineligible to
receive needed services, and distributing infor-
mation and services during hours of the day that
were at odds with their clients’ availability (see
appendix exhibit 5).%

» THEME 4: The fourth theme was that CHWs
faced unique occupational hazards. Study partic-
ipants discussed the pervasive hazards that they
experienced as a direct result of their work,
which they categorized as being psychosocial,
physical, and institutional (exhibit 1). Despite
the sense of gratification that they derived from
their work, CHWs reported feelings of burnout
and hopelessness, noting the toll their work took
on their mental health and overall well-being.
Their characterizations of the conditions they
worked in suggested near-constant exposure
to direct and vicarious forms of trauma. For
instance, some Latine participants described
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learning of a group of Central American women
who were victims of sex trafficking and were
found captive near a community outreach site
they had worked at. Given that these women
were likely previous clients of theirs, they asked
themselves: “How many times was I there? Prob-
ably close to those people, and I wasn’t able to
help them.”

Hazards were also physical in nature. Every
participant identified safety as a major concern
as a result of their being victims of crimes while
working or helping clients navigate threats of
violence. The experience of interpersonal racism
also contributed to CHWs’ fears about their own
safety while working. One Latina CHW shared an
image of American and Maryland flags with a
xenophobic sign in a neighborhood where she
was distributing resources (exhibit 4), stating,
“If you zoom in, it says, ‘Close the border.” We
didn’t even knock at the door there.We skipped it
and we moved on.” When discussing an image of

EXHIBIT 4

Discrimination: “l have been discriminated against on
several occasions because of my way of speaking, my
physical appearance, by the native people of this country.
Sometimes they see us as immigrants, as nuisances, as
people who come to steal their jobs...Even at work, doctors
and interpreters can discriminate against you. As much as
you want to help, they can see you as a hindrance.”

source Photovoice participant's photo and quote. A more com-
plete narrative is in the interactive gallery of photos and personal
reflections that accompanies this article online (see note 25 in
text).
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boarded-up homes in the West Point area of
Baltimore, another participant noted that “we’re
Hispanic, and sometimes, we knock at the door
of an American, and they’ve even threatened us
that they will call Immigration. I can tell you
countless stories” (see the interactive gallery
of photos and reflections that accompanies this
article online).”

CHWs also reported experiencing discrimina-
tory attitudes, beliefs, and statements within
their organizations, particularly expressed by
other health care professionals, related to the
perceived utility of their roles within those or-
ganizations. This was discussed at length within
the Latine cohort. When asked whether they had
experienced any moments of tension with their
care teams, one participant admitted perceiving
that her coworkers sometimes behaved in ways
that conveyed that “they felt like, ‘Well, this girl is
not a doctor, so what is she doing here next to
me?’” Another CHW shared a similar experience
conducting outreach work with other colleagues,
explaining that her coworkers expressly dis-
missed her bilingual language and culture skills
as a CHW. According to the CHW, the staff said,
““What are these Latinas doing here? Why didn’t
they send us to learn Spanish?’ Can you imagine
that? They thought that it was so simple; a course
in Spanish, and they were going to give the same
service to Latino people.”

Discussion
In our study, CHWs articulated a dynamic rela-
tionship between their own personal experienc-
es navigating social risk factors and their profes-
sional experiences addressing clients’ and
communities’ social needs. These experiences,
as well as their allegiance to the communities
they worked in and theirnuanced understanding
of the compounding, interactive nature of
SDOH, served as the foundation on which they
conceptualized, appraised, and executed inter-
vention delivery strategies. Study participants
also attributed a mosaic of interpersonal, insti-
tutional, and structural contributors to the dis-
tinctive occupational hazards they faced as
CHWs. Overlaying these findings was the influ-
ence of structural and interpersonal racism.
This study joins a burgeoning evidence base
exploring US-based CHWs’ lived experiences
through photovoice.?*?° It also highlights the
promise of this methodology as a vehicle for
converting participatory qualitative research
into actions that advance health equity. One of
the primary objectives of Wang’s photovoice
method is to translate findings into policy by
engaging policy makers and key stakeholders.”
Accordingly, we are partnering with ALEC study
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Sustainable financing
is an antiracist
strategy to buttress a
structurally
marginalized and
minoritized workforce.

participants to organize a stakeholder meeting
with policy makers, to display the CHWS’ photos,
disseminate key findings, and cultivate a CHW-
centered policy agenda based on our results.

Our approach was rooted in interrogating the
notion of CHWs as members of systematically
disadvantaged communities, whose compelling
attributes occur alongside their proximity to ad-
verse SDOH that generate and sustain lifetime
exposures to numerous economic, psychosocial,
and physical threats to their well-being. The
Biden administration aims to fortify the nation’s
public health infrastructure by, among other
strategies, increasing the CHW workforce.*
Our study findings have significant policy and
practice implications that warrant consider-
ation, particularly regarding CHWSs’ experiences
with social risk factors and occupational risks.
These are predominantly rooted in interperson-
al, institutional, and structural racism. We there-
fore provide the following recommendations to
advance an antiracist paradigm of integration of
CHWs into community-based organizations,
public health agencies, and health care delivery
organizations.

RECOMMENDATION 1 Our first recommenda-
tion is to uplift CHWSs’ leadership in intervention
development. Study participants’ comments in-
dicate the mental calculations that CHWs under-
take to identify clients’ and patients’ needs,
determine the proper course of action, and
spearhead appropriate service provision. At an
institutional level, CHWs should be included as
key partners and content experts in interven-
tions and in the development of policy that fo-
cuses on addressing social risk factors and social
needs. CHWS’ expertise in discerning the specific
mechanisms that cause interventions to succeed
or fail emerges from the knowledge they acquire
through supporting their clients in navigating
barriers and accessing resources. Further, their
lived experiences confer aunique understanding
of structural determinants of health, which al-

lows them to conceptualize multifaceted, trans-
disciplinary interventions across the spectrum
of ecosocial levels.

RECOMMENDATION 2 Our second recommen-
dation is to provide culturally responsive,
trauma-informed support and supervision to
CHWs. Our study illuminated the contextualized
occupational hazards that CHWs face because of
their intersecting identities. Chief among them
was consistent exposure to traumatic events. We
also captured concerning instances of inter-
personal racism directed at CHWs from their
colleagues and the recipients of their services
alike. Providing trauma-informed support and
antiracism training for staff within organiza-
tions may alleviate CHWs’ personal and profes-
sional stressors. This has ramifications for
reducing turnover and improving job satisfac-
tion, thereby ensuring continuity of care for
those receiving CHW-facilitated supports.*

RECOMMENDATION 3 Our third recommenda-
tion is to establish rigorous safety protocols to
protect CHWs. CHWs identified numerous safety
issues as they described their work. They men-
tioned being trained to use their discretion and
gut feeling to discern whether to enter a space.
The burden of determining appropriate safety
measures should not fall on people facing poten-
tially dangerous situations. Organizations must
institute robust policies and procedures that are
spearheaded by CHWs to support CHWSs’ safety as
they work in communities.

RECOMMENDATION 4 Our fourth recommenda-
tion is to alleviate CHWSs’ financial precarity
through sustainable financing and appropriate
compensation models. Patchwork funding is one
of the unfortunate hallmarks of the financing
arrangements underpinning CHW programs in
the US. Our study underlines its potential role in
perpetuating financial instability and fostering
periodic occurrences of food, transportation,
and housing insecurity or a combination of the
three. Expanding the portfolio of sustainable
financing arrangements for CHW programs,
such as through Medicaid reimbursement of
CHW services that accounts for the full comple-
ment of supports they provide; long-term, dis-
ease-agnostic grant mechanisms; and strategies
that incentivize payers and health care providers
to fund CHW positions,* is a health equity and
public health imperative. Sustainable financing
is an antiracist strategy to buttress a structurally
marginalized and minoritized workforce. Our
definition of what constitutes fair compensation
of CHWs should be grounded in an appreciation
for the intrinsic complexity of their roles and the
potential for sustained exposure to assorted oc-
cupational hazards to lead to long-term physical
and mental health effects. Beyond higher sala-
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ries, employers should offer CHWs full health
benefits and access to mental health services.
Such provisions are critical for ameliorating
the deleterious impacts of structural and inter-
personal racism on CHWs’ overall health.

Conclusion

CHWs are from the same marginalized back-
grounds as the people they support, which sug-
gests that inadequate institutional support may
reinforce racial and ethnic health inequities by

placing an already-vulnerable population in fur-
ther harm’s way. Efforts to embed CHW-deliv-
ered resources within health care delivery and
public health organizations must be accompa-
nied by CHW-centered policies and practices an-
chored in the centrality of these workers’ unique,
intersectional backgrounds. This has ethical im-
plications for the workforce and repercussions
for delivering effective health equity interven-
tions that tackle the social risk factors and needs
of systematically marginalized communities. m
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