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Understanding the public health role, motivations, and perceptions of Community Health 

Workers deployed to Low-Income Housing in Richmond, Virginia  

Abstract 

Background: For the US health indicators to improve to the level of other developed countries, 

the use of Community Health Workers (CHWs) in vulnerable populations has been indicated as a 

possible long-term intervention.  There are few models of long-term deployment of CHWs as 

part of the district level public health system in the US.  

Method: In this study we interviewed CHWs who served as neighborhood-integrated health 

district staff assigned to low-income housing in Richmond, Virginia for 10 years.  Qualitative 

analyses of their taped and transcribed interviews resulted in 5 themes from the interviews. The 

themes were Activities, Satisfaction, Strengths, Facilitation/Resources and Challenges. We 

highlighted quotes from the CHWs interviews for themes and summarized the findings from 

each theme.   

Results: CHWs carried out a variety of activities daily and these were described. The CHWs 

were generally satisfied with their job because it enabled them to assist others. The strength of 

their communities was resilience, and the resources they needed more included physical 

resources, human resources, political support, and more comprehensive programming.  Their 

client’s challenges include transportation, mental health, and physical safety and the CHWs 

challenge to effectively carrying out their work with clients was trust by community members. 

Conclusion: The information garnered from the CHWs would be useful in designing CHW 

programs at other health districts. 
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Introduction 

The Healthy People Framework 2030 by the US Department of Health and Human Services 

(DHHS) has as part of its foundational principles, that the health and well-being of all people and 

communities are essential to a thriving, equitable society and that promoting and achieving 

health and well-being nationwide includes working at the community level.1  Impoverished 

communities of color in the Southern US became areas of concentrated poverty due to issues of 

racial discrimination that still continue today2. The disenfranchisement results in lowered access 

to healthcare and economic opportunities, and lower education quality,  all which result in poor 

health status. Such factors outside the healthcare system that contribute to poor health outcomes 

are termed social determinants of health.3  

The US is 29th in life expectancy globally and falls within the range of high middle-income 

countries rather than those of high-income countries, its usual peer counter-parts in other areas4.  

Other health indices such as maternal mortality ratio and infant mortality rate also fall within the 

same range5. To align the health outcomes of the country with those of other developed 

countries, emphasis needs to be placed on communities where factors that induce low health 

status intersect, such as communities of people living in poverty. Low-income housing in many 

US cities are mainly populated by residents made vulnerable by disenfranchisement. 

Concentrated effort to improve health outcomes in poor, vulnerable communities is required to 

achieve the goals set out for a healthier nation by the DHHS and interventions that target social 

determinants of health have been found to be effective in improving health outcomes for 

individuals living in poverty.3   
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The use of Community Health Workers (CHWs) as effective interventions to improve health 

outcomes in low-income minority populations in the US have been documented.6-8 CHWs have 

been found to improve outcomes for both chronic non-communicable diseases and infectious 

diseases across the globe especially in communities having lower socio-economic status.9-11 Over 

the last decade, CHW programs in the US have emerged as interventions to improve health 

outcomes in lower income communities and to tackle health disparities and reduce health 

inequities.7,12  CHWs are effective because they share demographic and cultural attributes with 

the population they serve and can thereby intervene as culturally competent advisors to clients.  

Unlike doctors, nurses, and other health professionals, they intervene at the level of the social 

issues that hinder a person’s ability to thrive and stay healthy.  They focus on tackling the social 

determinants of health rather than the outcome of the social determinants, diagnosed as illness in 

the health system.13-15  CHWs help bridge informational gaps, service gaps and gaps in 

availability of health care and social services that exists in communities affected by 

disenfranchisement due to poverty, racism, or other social constructs.16,17Sabo et al. (2017)18 in 

their research on the advocacy work by CHWs, concluded that CHW advocacy contributes to 

civic engagement among historically marginalized groups and strengthen the linkages of 

agencies and organizations supporting people living in poverty.  

Several US states now have Certification programs for CHWs and CHW certification was 

approved for Virginia in 2018. The Richmond/Henrico Health District of Virginia is one of 35 

health districts in the state, and it started a CHW program 10 years ago to help with health 

outcomes in the low-income public housing estates within the district.  Integration of CHWs into 

low income housing has been documented but these communities were located in large urban 

centers of New York and Boston in the Northern US.19-21 In this study we interview CHWs 
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working in public housing in a Southern US state where they are part of the public health 

department to understand their roles and their perceptions of their work and impact, and 

problems they encounter.  

Methods 

The Setting 

Health Resource Centers were opened in low-income housing estates in Richmond, Virginia by 

the Richmond/Henrico Health District of the Virginia Department of Health starting in 2009. 

This was in response to the poor health outcomes occurring in these areas of concentrated 

poverty within the city, with hopes of intervening to improve health status of the residents. In 

2011, active members of the community in advocacy were recruited as Volunteer Community 

Advocates to work out of the Resource Centers and assist residents to connect with social 

support from government agencies and non-profit organizations.  People move into low-income 

housing when they cannot afford regular commercial housing for various reasons, and the 

communities have high rates of unemployment, high disease burden and high rates of uninsured 

or being insured by Medicaid.23   In 2014, the volunteer role was turned into a paid position 

which in 2017 was converted into a full-time CHW role. In 2018, when Virginia passed the law 

on certification of CHWs, they were all certified, and certification became part of the 

requirement for the position. CHWs work out of 8 Health Resource Centers in 8 low-income 

housing estates within the city of Richmond, Virginia. 

 

Interviews 

A 3-page interview guide was developed by one of the faculty researchers and four students were 

trained on using the questionnaire guide and conducted the interviews, with another of the 
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faculty researchers present at each interview. The questionnaire contained 16 open-ended 

questions.  

IRB approval was obtained from our University and the State Department of Health. All CHWs 

working for the Richmond Health District are chosen from residents of the low-income 

community they will work in. They are residents who have been active in community organizing 

and other aspects of community life. The health district then trains them using both 

apprenticeship and course work to enable their certification by the State.  We reached out to 

current CHWs through email and former ones through the Virginia Association of Community 

Health Workers (VACHW) with an announcement made at the monthly meeting and a notice in 

the association newsletter. Each CHW was sent an email inviting them to participate and when 

they accepted the invitation, they were sent an informed consent form through Docusign and an 

interview date and time was scheduled. Nine CHWs, two of whom were former employees and 

seven who were current employees of the Community Health Program in the Richmond/Henrico 

Health District of the Virginia Department of Health were interviewed between June 1st and 

August 30th 2021 for a response rate of 88.9%.  The online platform, Zoom was used for the 

interviews which were taped and transcribed using the Zoom transcribing feature.  The 

interviews were conducted by one of the researchers with one or 2 undergraduate research 

assistants and they took approximately 45-60 minutes.  

Data Analysis  

The faculty who developed the questionnaire developed the coding apriori, and indicated 8 

possible themes.  Two students who did not take part in the interviews were trained on the theme 

identification and coding transcripts using basic content analysis as described by Stewart 

(1992)24.  The two student researchers reviewed the tapes and transcripts and did the coding. The 
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codes were reduced to 6 by the students merging topics which seemed related. The faculty who 

was at each interview, reviewed the transcript of the interviews and  the coding submitted by the 

two students.  Discrepancies were resolved using her knowledge from being in each interview 

and reviewing the videos and transcripts, and further reduced the themes to 5.  We tried to code 

as many statements made by the CHWs, but saturation of themes was not used as a criteria 

because our analyses are based on narrative and individual experiences, and we focused on 

looking for similar thoughts and ideas between narratives rather finding all the themes possible 

from the narratives.25 

 

Results 

All the CHWs interviewed worked in the low-income housing estates within Richmond, 

Virginia.  All identified as African-American and one identified as both African-American and 

Latina. Five (5) coded themes were highlighted from the transcripts: Activities (that CHWs 

mentioned they did and what they said about their typical day on the job),   Satisfaction (what 

they liked about their job and clients that made a lasting impression), Strengths (how their 

community is strong and resilient), Facilitation/Resources (things that they thought would 

facilitate carrying out their tasks), and Challenges (they faced in their job).   

Activities 

CHWs said that their daily activities varied based on the ongoing issues within the community.  

They related that their duties could go from planning health information sessions, to walking 

around the community to provide information such as passing out leaflets or checking on 

residents in their homes, to emergency situations such as injecting naloxone to resuscitate an 

individual with an overdose. Events planned included informational sessions for community 



 

7 
 

members such as on diabetes management, General Educational Development (GED) 

informational sessions and learning how to insert a child car seat properly, which they usually 

scheduled for new mothers once a month and where free car seats were provided. There are 

several preventative health initiatives that are provided in the Health Resource Center such as 

sexually transmitted infection (STI) testing, vaccinations, disease screening and birth control 

provision, and CHWs schedule clients for these services weekly for when the Nurse Practitioner 

visits.  They also organize activities for the children in the community as explained by CHW8 in 

this quote “So we took them to the Washington Zoo and to the African American Museum in DC 

and then we took them out to a sit down meal, so that they would know how you will sit your 

utensils on the table your plates and forks and cups”.  A major part of their responsibilities 

includes being available to help community members with issues of access to healthcare such as 

filling out forms for Medicaid and/or Medicare and linking clients to a primary care provider or 

specialist.  Other activities were specific for intervening on issues associated with lower income 

such as directing someone to where to get assistance for their rent payment and assisting clients 

to get food or furniture from local non-profit organizations.  

The daily activities of the CHWs was further elucidated by the question about their typical day.  

A typical day for the CHWs begins with checking emails, voicemails, and texts to see what 

people need or if there are any emergencies. They handle whatever is needed from the Health 

Resource Center clinic days eg following up with Primary Care Physician (PCP) referral for a 

client. They also do blood glucose screening and diabetes screening for walk-in clients and 

sometimes they did screenings days when they asked clients to come in to get either their blood 

sugar or blood pressure checked for free. They do food distribution of food donations by 

churches and other charities to clients, sometimes packaging them and taking them door to door 
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based on the needs of each community member. Transporting clients to and from locations such 

as doctor’s appointments was also mentioned by several CHWs, as well as outreach by walking 

door to door to make sure people are safe in their homes especially if there is someone with a 

known diagnosis of depression. If it is a slow day, the CHWs might walk around the premises 

interact with the people going about their daily activities and give them information about the 

resources available at the Resource Center. Due to the COVID pandemic, CHWs worked mostly 

remotely in 2020 and 2021, and their social media usage increased, giving more weight to social 

media engagement in their work, for example, CHW6 mentioned that at the height of the 

COVID-19 pandemic when people were not leaving their homes, “how many likes you get on a 

post is how many people you reach that day.”.  

 

Satisfaction  

The CHWs spoke often about how satisfied they were with their job. They shared the stories of 

clients that made lasting impressions on them. CHW1 told us about a woman that would always 

come in for a second check-up after seeing her PCP because she trusted the CHW and wanted to 

double-check her results and the information she was provided by the PCP. CHW2 and CHW6 

shared the story about two teenage boys of a single mother who did not adequately respond to 

their needs, but the boys grew up at the resource center with the CHW looking after them and 

guiding them and they became accomplished, kind young men, with both graduating high school 

and one going on into the military. CHW5 shared her satisfaction after she was able to prevent a 

man from getting scammed out of his security deposit at the new apartment he was moving to 

from the public housing. CHW8 told us of a time she was able to get a family that just moved 
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into public housing an air-conditioning unit in the middle of the summer for a low cost from the 

catholic charity, Caritas.  

 

The common theme in all the experiences they shared, was that the CHWs derived joy from all 

the situations where they were able to help their clients. All of them cited being able to help 

people and seeing clients get the resources they need, as their favorite part of their job, and 

CHW9 said that working with her community and helping them was her greatest motivation for 

doing her job.  

 

“It was just rewarding… that I am still able to somehow, some way, give hope. For me, that's 

big, because I honestly don't think that I would have made it this far. If I was not in the type of 

job that I’m in, because when there were days that I had no reason to get up, they were my 

reason to get up, because I knew that if I stayed in the bed or I went into a depression, then the 

people that I serve and the people who look up to me, and look to me to hear from me daily, it 

wouldn't be good for them. So, this job, keeps me going on” 

 

 

Strengths 

From the interviews we can summarize that CHWs draw inspiration and strength from their 

communities. The CHWs shared how proud they were of their community members for their 

ability to persevere in the face of adversity. Their community members have faced a tremendous 

amount of trauma and hardship, and the CHWs greatly admire their strength and resilience. 

CHW6 said that “being poor in of itself and surviving is a skill that you master”.  Others 
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verbalized what they believed to be the source of the community members’ strength and said that 

they’re strong because they don’t give up. The CHWs have watched community members come 

together to support each other and have come to realize that their strength and resilience are key 

components of who they are.  

 

 

 

Facilitation/Resources 

From the interviews we grouped the resources that CHWs said would make their jobs easier into 

3 categories: physical resources, human resources and political support, and comprehensive 

programs.  

 

Physical resources 

 

The physical resources that the CHWs said would make their jobs easier are more mobile 

technology such as tablets, access to resource center vans, and a larger budget. One CHW stated 

that tablets would be useful when carrying out door-to-door outreach because inputting data on 

their client contact using a personal phone can be an arduous and time-consuming process. Two 

CHWs stated that having access to a resource van to transport clients would be helpful. 

CHW5 stated “I know this may be a long shot, but being able to have a resource center van, or 

truck or car would help a lot, because we use our own cars but just sometimes it is hard for us to 

keep up with it as well.”  Having a vehicle had a two-fold benefit from the CHWs perspective in 

that it would allow them to rely less on using their own cars to transport clients, and clients 
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would have greater access to reliable transportation for specific appointments made by CHWs 

for them. Finally, nearly all the CHWs said that a larger budget would make their job easier.  

 

Human resources and more support 

The CHWs also expressed a desire for more human resources. One of the CHWs said that having 

a larger team of dedicated CHWs would help with the allocation of the work, especially when 

urgent cases come in.  

“I want to have a team of community health workers that are all working together to fully 

support the community.” CHW7 

 

CHW9 expressed that more support from city officials would be helpful and shared her belief 

that having them show up in the community would be very meaningful. She also went on to say 

that having other sources of donations and contributions other than just churches would be 

beneficial.  

 

 Comprehensive programs  

 

Another common thread of factors that the CHWs said would make their jobs easier would be 

more comprehensive programs and resources that could be used to help people with issues of 

varying levels of severity regardless of an individual’s financial situation. CHW2 elaborated on 

this using an example dealing with homelessness.  
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“We have a resource where we can call if a person is homeless. But if they're not at a critical 

state of sleeping outside, then, they respond with,’we don't have anything for you right now,’  it 

could be a situation where the person is living with someone, and they may be in an unsafe 

situation but because they're not literally sleeping on a beach, they're at the bottom of the list, and 

so if I could just get the resources to understand and be realistic about people situation so that 

people don’t have to be in dire need before their housing situation alleviated to serious.” 

 

Challenges  

 

We grouped the challenges into client challenges and CHW challenges.  For the client challenges 

we identified - Transportation and Childcare, Mental Health, Safety and for the CHW challenges 

we identified- Transportation, Mental Health and Trust.  

 

Client Challenges 

Transportation and Childcare 

 

Many clients experience issues with both transportation and childcare and these issues oftentimes 

go hand in hand. Many do not have consistent access to private transportation, and if they do, the 

price of gas is often a limiting factor to going to appointments scheduled by CHWs. Most clients 

rely on public transportation which can also be expensive and time-consuming. Additionally, 

many clients don’t have access to or can’t afford childcare when they are away from home for 

appointments ranging from job interviews to seeing physicians. This forces them to either bring 

their children with them wherever they go, leave them unattended, or stay at home themselves.  
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CHW6 discussed how they occasionally had donated bus tickets that they were able to give 

residents for free rides. Unfortunately, she also explained that they always ran out quickly 

because transportation issues are so ubiquitous within the community.  

 

Mental Health 

CHWs identified mental health of the community members and of the CHWs as a challenge due 

to the many negative social factors in the communities such as housing insecurity, food 

insecurity and violence which led to high level of unaddressed mental health issues. Many 

CHWs described mental illness as a major issue that permeates the lives of the community 

members. CHWs stated that when clients are severely depressed, they would provide 

encouragement and connect them with mental health resources. CHW5 shared an emotional 

anecdote about a client she helped who later revealed that she was previously considering 

suicide. 

 

“We didn't realize it at that time, but she told us if it wasn't for the Resource Center, she honestly 

was thinking about committing suicide. It really touched me to know what we do help people 

and it saved a girl’s life, because even though we talked to her, we never knew that she was on 

you know that verge of wanting to end herself, because of how she felt.” 

Substance Abuse and mental illness also go and in hand in the community and CHW2 referred to 

a time where she couldn’t fully assist a client stating “I couldn't really assist the client like I 

wanted to because, there was no resource there for me to help this client with, unless they were 

really at the edge and about to commit suicide or hurt someone else or situation with substance 
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abuse unless they said, today I am ready to quit, then we could refer them to a residential 

treatment center, otherwise there are very limited tools to help them” 

 

Safety 

 

Multiple CHWs cited substance abuse and violence as major issues that negatively impacts 

community members’ feelings about safety and security. CHW2 communicated an example 

which frustrated her, about a client who was abusing drugs ended up in the hospital and was 

released immediately after they were no longer critical. The individual was then placed right 

back into the environment where they started abusing drugs in the first place with no further 

support, and she found this to be incredibly aggravating. Several other CHWs shared their 

experiences with violence in the community as many had witnessed shootings in broad daylight. 

One also verbalized her sorrow over the fact that that community members had to face this type 

of violence every day. She also purported that the prevalence of these issues in the community 

contributes to feelings of confinement and being trapped, with people not wanting to leave their 

apartment or socialize within the premises of the low-income community.  

 

CHW9 then went on to describe how part of her job as CHW is to deconstruct this mindset that 

has been systematically ingrained into the minds of the community members. She said that there 

exists an invisible wall that traps people within the community and she’s trying to show people 

that there’s a way out and that things can be different.  

 

CHW Challenges  
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Transportation 

Several community health workers talked about how they would frequently use their own cars to 

drive clients to appointments to alleviate some of the burden of transportation but they were not 

compensated for mileage for such use of their vehicles.  

Mental Health 

The following statement by one of the CHWs highlights  the reasons CHWs deal with mental 

health issues- “I’ve been at the Resource Center when there's been a shootout happening outside, 

and we've all had to drop to our knees, this is real life. And I'm a community health worker now 

and I can go home at night to a house, outside of the community.  It's the structure, by which 

they have taken these communities and have made them a fortress. And some people get out. 

And some people don't. Some people become part of the system and their mind is programmed 

to never leave. As a CHW, I am part of the system that is trying to deprogram what the system 

has already put in place.”  The CHWs see violence and hear about traumatic issues in people’s 

lives frequently and they acknowledged that this led to mental health challenges especially 

because they are closely linked to community members they are trying to help. 

Throughout their interviews, many CHWs asserted that for the amount of work they do, they are 

underpaid and overlooked. The breadth of their responsibilities and the sheer quantity of work 

they do are not commensurate with their pay nor recognition. One CHW shared that she left the 

job because the pay was so low and she was unable to support her family.  

 

“There was cap in hours and they never paid overtime so if it was a Saturday, you would have to 

take time off during the week, so you could do your community work, such as to manage a table 

for an event on the weekend”  
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Another CHW expressed her opinion on working with other health professionals in teams.  

 

“You're constantly having to validate your position, not only like your work position but the fact 

that you are part of the service team. Just constantly having to validate yourself in different 

circles, like, you know, this is the planning committee for how you're going to do this or that in 

the community, but who are you? I don't have a Masters, I'm not a social worker, I'm not this I'm 

not that. But I am who I am, and I belong here.” 

Trust 

Establishing trust and building relationships with clients was perceived by most CHWs to be the 

most important challenge of their job. CHW5 attributed this to the fact that so many people have 

burned community members and made false promises in the past.  

 

“And I believe it's just been, you know, just from the past and it's unfortunate that you can do 

really good but it takes one bad apple to put a bad taste in their mouth. They've had a lot of 

people promise things or, you know, promise to stay around but then it's like, it just stops after 

they get their survey done, or it's like it just stops after the summer's over with… Being able to 

get them to trust you and to know that you check on the resources you've linked them to.”  

 

CHW5 indicated that CHWs take surveys for the kind of programming community members 

want.  “We take surveys, its no use to have a program that no one wants. If they feel you are not 

listening to their voice and concerns, then they are not going to come to you and they are not 

going to trust your voice.” 
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CHW1 said 

“I've been working in this community for the last nine years. And so a lot of people trust me now 

at this point, but before it was hard to get them to trust because so many people tell them they're 

going to do something and don't do it.” 

CHW9 mentioned that when they brought a vaccination team to the community and were going 

door to door to get people vaccinated, one of the residents said to her “You guys are here to talk 

about COVID, but no one has come to our community to discuss our food shortage, our 

apartment complexes that have mold and mildew, the fact that we don’t have proper garbage 

disposal, you know these kinds of things that are health issues in our community” 

 

Discussion  

Dunn et al. (2021)26 surveyed employers of CHWs in Texas and indicated that there was a need 

to survey CHWs, and Maes et al. (2014)16 called for application of ethnographic research to 

inform setting up CHW programs and for better administration of such programs to serve 

communities effectively. Swartz (2013)27 called for closer attention to the experiences of CHWs 

when designing public health policies for communities as critical information for improving, 

evaluating and designing new CHW interventions could be garnered from such interviews.  In 

this study we interviewed Community Health Workers working in low-income housing 

Communities in Richmond, Virginia for their perceptions and motivations for their work. 

Pittman et al. (2015)28 highlighted that lack of professional recognition was one of the 

hinderances to the effective usage of CHWs in improving healthcare delivery in the US. Ozano 

et al. (2018)29 in their interviews of CHWs in Cambodia found inadequate resources, lack of 

professional recognition from other health professionals and difficulty with getting community 
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members to make behavioral changes as challenges to their work.  We found similar challenges 

reported by CHWs in this study. The challenges that CHWs face in terms of professional 

recognition has been found for the CHWs working with Latinx communities in Nebraska also, 

but the issue seems to be global, as studies in other regions of the world have found the same 

results of lack of professional recognition and inadequate resources.30-33  With the global critical 

shortage in health workforce brought about by the COVID-19 pandemic, there is a need for 

global recognition and standardization of CHWs training and certification to a global standard, to 

empower them to perform essential health duties during and after the current COVID-19 

pandemic.  They need to be seen as a valuable part of the global health system that support 

services to poorer communities within countries and that can be called upon in health 

emergencies and for everyday public health work.  

 The challenge of high workload for CHWs due to serving in highly impoverished communities 

has been found by others and in this study.32,33 This could be alleviated by identifying, recruiting 

and training more CHWs from within such high poverty communities.  For example, students 

finishing high school in the community who are not headed to tertiary educational institutions 

could be recruited to the CHW position which could be a stepping-stone to a career ladder in 

healthcare.   

Laurenzi et al. (2021)34 found that in South Africa’s Eastern Cape province, community health 

workers spoke about difficulties finding adequate solutions to their clients needs and we found 

this in this study with CHWs saying that not being able to help a client was their biggest 

frustration with their job.  They also mentioned bureaucratic hinderances to being able to help 

their clients with some resources only given when people are in dire need, which some clients do 

not fall into.  Bhaumik et al. (2020)11 reviewed the use of CHWs as health resource for 
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management of the COVID-19 pandemic in India and determined that CHWs could play a 

critical role in management of pandemics, but more implementation research is needed. The case 

had been made for the use of CHWs in pandemic response both in the US and globally35,36 but 

standardization of their training and provision of adequate resources and professional recognition 

is needed for such a deployment on a large scale. The need to incorporate CHWs into state 

healthcare systems has been highlighted as a way to improve quality of health care delivery and 

lower costs.37  

Sabo et al. (2017)18, in their research of the work of CHWs on advocacy concluded that CHW 

advocacy contributes to civic engagement among historically marginalized groups and 

strengthens the linkages of agencies supporting people living in poverty to work together. We 

found that advocacy on behalf of their communities to the State Health Department and other 

government agencies was an important part of the work of CHWs. Ingram et al (2008)38 found 

that in Arizona, CHWs provided advocacy to local politicians as part of their advocacy work, 

and this can be seen in CHW9 advocating for city officials to visit the local income community. 

We found that the CHWs indicated that they dealth with high amount of stress and that members 

of their communities experienced high rates of mental health issues and they did not have 

enough resources to assist clients. Wellness programs for Community Health Workers should be 

offered by their employers and such programs should include mental health counselling. CHW 

programs should make mental health counseling a major part of the intervention they provide in 

low-income communities.39-41 

All the CHWs interviewed were female and it is possible that experiences of male CHWs will 

differ from those of female CHWs.  There were no male CHWs in the Richmond Health District 

at the time of the interviews and our outreach to former CHWs did not result in any male CHWs 
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reaching out to us.  Male CHW experiences could differ because they would probably have more 

interaction with male clients. Also, Alfaro-Trujillo et al. (2012)42 profiled volunteer CHWs 

working for a Non-Profit organization at the US-Mexico border and found them to be mainly 

female.  Across the globe CHWs are mainly female and there has been no assessment looking at 

male CHW experiences specifically that we could find.   Eluka et al. (2021)43 interviewed 10 

CHWs who work with refugee communities in the US and only 2 were male and they also point 

out the issue of lack of male CHWs and therefore the difficulty in documenting if their 

experiences differ from those of females and if there are ways they could be used more 

effectively in communities.  

Other limitations of our study include that only 9 CHWs were interviewed for this study and all 

worked in Richmond, Virginia and they were state employees.  Having CHWs as state health 

department employees is not yet the norm in the US.  Most CHWs are employed by hospital 

systems and Non-Profit organizations and the uniqueness of this long-term deployment of CHWs 

by a state health system to work in an area of concentrated poverty is what makes this study 

unique and relevant for public health policy in the US.  Also, the CHWs were all African-

American, working in communities of close to 100% minority population in a medium sized US 

city.  Our results may not be applicable to larger cities or to rural areas of the US or populations 

with different demographics.   

In conclusion, we were able to better understand the role of CHWs and garner useful information 

for other health districts in starting or adjusting their CHW programs. We found 5 coded themes 

from the interviews.  We were able to outline the activities and the interventions CHWs carryout 

from the theme, Activities.  The theme, Satisfaction indicated that CHWs loved their jobs mainly 

because they derived satisfaction from helping others.  From the theme, Strengths, CHWs 
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indicated that the community resilience was the main strength in their communities, and they 

listed needing more resources such as vehicles, computer tablets and more staff as well as more 

programming for clients and more community partners from the theme Facilitation/Resources.  

From the Challenges theme, we found that the challenge of inadequate mental health support for 

the community members and also for CHWs, and the challenges of transportation, childcare, and 

physical safety for clients, and the CHWs had the challenges of using their personal 

transportation for work, and also making sure they earned and maintained the trust of the 

community. 
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