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Shifts in health care toward value-based payment (i.e., 
payment based on outcomes rather than units of ser-
vice) have drawn increasing attention to health-relat-
ed social needs and social determinants of health1. 
As trusted community members, Community Health 
Workers (CHWs) are well positioned to support mar-
ginalized patients2  in addressing unmet social needs, 
navigating the health care system, informing health 
behaviors, and supporting communities in addressing 
the underlying causes of health inequities. The recent 
changes in the administration of health care services 
in the United States have also shifted discussions 
around the CHW workforce from fundamental consid-
erations such as CHW acknowledgment, inclusion, and 
remuneration3  to more sophisticated human resource 
1   For more information, see Social Determinants of Health 
101 for Health Care: Five Plus Five at https://nam.edu/social-
determinants-of-health-101-for-health-care-fi ve-plus-fi ve
2   The manner in which CHWs refer to individuals with 
whom they work changes by setting. In the community-
based programs where CHWs have traditionally worked, 
individuals are referred to as “participants” or “community 
members”; in the health care fi eld the individuals are re-
ferred to as “patients.
3   See  U.S. Bureau of Labor Statistics, Occupational Employ-
ment Statistics, 21-1094 Community Health Workers https://
www.bls.gov/oes/2018/may/oes211094.htm

management issues such as inclusion into reimburse-
ment mechanisms, training [1], job satisfaction, en-
gagement, and supervision methodologies [2].

As the CHW workforce is formally integrated into 
health care systems of diff erent confi gurations across 
the globe and in the U.S., (e.g., facilitated by structural, 
systematized payment mechanisms), issues about hu-
man resource management have risen and matured 
to the extent that research and evaluation on these is-
sues [3] have been called for by the World Health Orga-
nization [4]. Tools have been developed and research 
has been conducted to assess these issues in the inter-
national arena, particularly in low- and middle-income 
settings. For example, the Community Health Worker 
Assessment and Improvement Matrix toolkit seeks 
to support the eff orts of those assessing, planning, 
implementing, and managing CHW programs [5]. The 
toolkit includes programmatic components that ad-
dress workforce issues like recruitment, roles, training, 
supervision, performance evaluation, incentives, and 
advancement opportunities. Another example is the 
Perceived Supervision Scale, which is an international-
ly validated tool that measures supervisory experience 
from the CHW perspective [2]. Specifi cally concerning 
the supervision of CHWs, the concept of supportive 

“Patients will sometimes come to the doctor’s offi  ce looking for me. I’m not always there. I’m a partner 
with the doctor’s offi  ce and part of your care team. But you’ll see me in the street, you’ll see me in your 
community center, at the YMCA, and also at your doctor’s offi  ce.” 
— Orson Brown, Community Health Worker
 
“Practicing supportive supervision with Community Health Workers is a mutual process where both the 
supervisor and the CHW have an opportunity to grow, change, and learn. Engaging in this process with 
CHWs has been one of the supreme joys of my career.” 
— Noelle Wiggins, Community Health Worker Supervisor
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supervision has been applied to bolster this unique 
workforce. Supportive supervision emphasizes joint 
problem-solving, mentoring, and two-way communica-
tion between supervisors and those being supervised 
[6].

In the United States, supportive supervision is crucial 
to the eff ective integration of CHWs into institutional 
workfl ows, which is in turn fundamental to achieving 
the mission of health care and public health organiza-
tions [7]. The integration of CHWs is a nuanced and 
contextualized endeavor in both public health and 
health care settings, and so too must be their super-
vision to optimize their contributions4.  During a 2019 
workshop at the National Academies of Sciences, En-
gineering, and Medicine’s Roundtable on Population 
Health Improvement5, a panel of CHWs, trainers, su-
pervisors, academics, and payment-mechanism spe-
cialists pointed out that across the diff erent contexts in 
which CHWs work, organizations must be ready to ac-
commodate and support the ways in which CHWs carry 
out their work and be willing to rethink the manner in 
which they are supervised, which requires changes to 
traditional or historical modes of supervision in health 
care.

Building a CHW Program
Building an eff ective CHW program requires institu-
tional-level support and buy-in. All team members—
from leadership to front desk staff —with whom CHWs 
will interact need a full understanding and apprecia-
tion of CHW history and their unique roles and con-
tributions. Maintaining and supporting the identity of 
CHWs through their integration into health care and 
public health settings is of utmost importance [8].

The biomedical model of disease and the clinical 
modes of operation must not be allowed to overpower 
the work and approach of CHWs. CHWs, as a group, re-
fl ect the communities they serve, as they share the cul-
ture, life experience, and socioeconomic background 
of the patients with whom they work. The eff ective-
ness of their approach is predicated upon the trust 
that their shared life experiences can help to facilitate. 
The trust they earn must be preserved and protected. 
Therefore, suppressing their multifaceted approach to 
solving community problems through overly restrictive 
job descriptions and activities solely confi ned to a clini-

4   See Six Tips for CHW Supervision Success at https://mhp-
salud.org/6-tips-for-chw-supervision-success.
5   http://nationalacademies.org/hmd/Activities/PublicHealth/
PopulationHealthImprovementRT/2019-MAR-21.aspx

cal setting dilutes the very strength for which they were 
hired. The hierarchical supervisory approach typical of 
the health care sector and, perhaps to a lesser degree, 
public health, is not consistent with the values and ap-
proach of the CHW model [9].

Second, entities hiring CHWs must take into account 
that the CHW approach will be patient-centered6 (i.e., 
patient-driven actions addressing clinical issues, as 
well as addressing the emotional, mental, spiritual, 
social, and fi nancial factors aff ecting health) and non-
episodic (the time and attention paid to the patient will 
not end when the chief medical complaint is resolved). 
As simple as this point may seem, in practice it is dif-
fi cult. For example, reimbursement mechanisms need 
to be in place to accommodate the CHW who tends to 
the patients’ non-clinical needs. CHW roles and activi-
ties range from connecting patients to existing health 
and social services, to providing social support, to shar-
ing culturally appropriate health education, to organiz-
ing communities to address persistent health inequi-
ties [10]. Clinical staff  need to understand that the true 
“value add” from the CHW model is achieved when 
CHWs are supported to play a full range of roles [2]. 
Many of these roles and activities are best undertak-
en outside the clinic setting, requiring CHWs to spend 
time in the community.

Third, the clinical or public health setting must have 
mechanisms in place for integrating the work and the 
information collected by CHWs. For example, electron-
ic health records (EHRs) can be modifi ed to capture 
the information collected by CHWs on- and off site, or 
other information management systems can be devel-
oped or modifi ed to interface with the EHR, and/or be 
interoperable with community-based platforms [8,11].

Finally, institutions will face fi ve key challenges that 
often cause CHW programs to struggle: (1) turnover 
(often related to a lack of hiring guidelines, low salaries, 
a lack of advancement opportunities, and ineff ective 
or non-existent supervision), (2) a lack of standardized 
infrastructure, (3) an overly clinical or disease-specifi c 
focus, (4) diffi  culty balancing clinical integration and 
grassroots community engagement, and (5) low-quality 
scientifi c evidence7 [8,12]. Using tested CHW interven-
tion programs that address these issues, rather than 
“reinventing the wheel,” ameliorates the negative im-

6   See What Is Patient-Centered Care? at https://catalyst.
nejm.org/what-is-patient-centered-care.
7  For more information, see From rhetoric to reality—com-
munity health workers in post-reform US health care at 
https://doi.org/10.1056/NEJMp1502569
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pacts of the aforementioned struggles [12]. To address 
these challenges, resources like the Penn Center for 
Community Health Workers8 have emerged. The Penn 
Center provides resources in leadership, research, and 
collaboration and innovation services for entities that 
seek to implement and optimize CHW programs. Other 
resources have surfaced like statewide professional as-
sociations led by CHWs such as the Oregon Community 
Health Workers Association (ORCHWA) that have cen-
tralized training and certifi cation and are collaborating 
with coordinated care organizations and the state to 
staff  programs with CHWs. 

Qualities of a CHW
Eff ective hiring practices for CHWs diff er in substantive 
ways from those used to hire other health care person-
nel9.  Being a CHW is not merely a job, but a calling; 
success in the role depends on certain personal quali-
ties such as being a natural helper, being creative, and 
being resourceful [13]. CHWs regard themselves as be-
ing altruistic, empathetic, trustworthy, fl exible, percep-
tive, and creative, and these aspects are fundamental 
to their ability to be eff ective. The importance of these 

8   https://chw.upenn.edu/
9   See https://hbr.org/2019/10/health-care-providers-are-
hiring-the-wrong-people.

and other qualities of CHWs has been documented. For 
example, the 1998 National Community Health Advisor 
Study [14] identifi ed a list of 18 qualities as essential for 
success as a CHW (see Box 1).

A more recent study, the Community Health Worker 
Core Consensus, or C3 Project10,  upholds and lever-
ages the fi ndings of the National Community Health 
Advisor Study, is a tool for understanding CHW roles 
and competencies, and can help inform the supervi-
sory relationship.

Because of the heavily interpersonal nature of com-
munity health work, the personality traits of CHWs 
are especially important, and the hiring entity has to 
fi rst identify individuals with these characteristics and 
then preserve, leverage, and maintain the assets these 
individuals already possess. Although any interview 
process is laden with the subjective impressions of em-
ployers, when hiring a CHW, supervisors would be pru-
dent to assess to what extent applicants possess the 
qualities described above. This can be achieved by us-
ing a combination of direct questions, scenario-based 
questions, and role-playing. By presenting situations in 
which CHWs can commonly fi nd themselves and ask-
ing candidates to explain or demonstrate how they 
10   See the Community Health Worker Core Consensus 
Project at https://www.c3project.org.

Box 1 | 18 Qualities Essential for Success as a CHW

1. Connected to the community (a community member or possessing shared experience with 
community members)

2. Strong and courageous (healthy self-esteem and the ability to remain calm in the face of harassment)
3. Friendly/outgoing/sociable
4. Patient
5. Open-minded/non-judgmental
6. Motivated and capable of self-directed work
7. Caring
8. Empathetic
9. Committed/dedicated
10. Respectful
11. Honest
12. Open/eager/able to grow/change/learn
13. Dependable/responsible/reliable
14. Compassionate
15. Flexible/adaptable
16. Desire to help people and/or community
17. Persistent
18. Creative/resourceful

SOURCE: Final report of the National Community Health Advisor Study (p. 17) [14]. Reprinted with 
permission and with acknowledgment to E. Lee Rosenthal and the Annie E. Casey Foundation
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would react, employers can obtain a more nuanced 
and realistic understanding of applicants’ qualities. 

CHW Training
Providing eff ective initial and ongoing training for 
CHWs is a crucial element of creating a workplace that 
nurtures and capitalizes on CHW qualities. Workplace 
readiness will be specifi c to the location where the 
CHW program is being implemented but generally en-
tails equipping CHWs with the knowledge to function 
within the program, unit, and hiring institution. Such 
onsite training may include basic activities like the 
orientation to policies and standard operating proce-
dures and EHR training, among other onboarding ac-
tivities. It is absolutely essential that CHWs also partici-
pate in core competency development that builds on 
what CHWs already know and helps them further cul-
tivate skills that have been identifi ed as crucial across 
clinical and community settings [15], such as trauma-
informed care (this concept is further discussed later 
in this paper). Moreover, the use of Popular/People’s 
Education, an empowering philosophy and methodol-
ogy most associated with the Brazilian educator Paulo 
Freire, has been identifi ed as a best practice in CHW 
training [16,17]. Popular Education is based on two 
main ideas that are also fundamental to the CHW mod-
el: fi rst, that people most aff ected by inequities are the 
experts about their own experience, and second, that 
the knowledge gained through life experience is just 
as important, and in some cases more important, than 
the knowledge gained through formal education [16]. 
This non-hierarchical philosophy should guide all clini-
cians’ interactions with CHWs.

Whether working primarily in the community or the 
clinical setting, time and space need to be allocated for 
CHWs to pursue professional development and con-
tinuing education opportunities. Such activities may 
include trainings in a variety of topics or informal gath-
erings designed to supplement both the clinical and 
community knowledge of CHWs. The recently formed 
National Association of Community Health Work-
ers may provide a venue to identify and disseminate 
such opportunities, in addition to existing regional and 
state-based associations.

Supportive Supervision in Practice

Historically, and across professions, supervision has 
been an endeavor of task oversight and punitive, criti-
cal corrective actions [18]. However, alternative modes 
of supervision have recently emerged, including sup-

portive supervision. Supportive supervision is con-
sidered a best practice for CHW supervision in inter-
national settings and includes collaborative reviews, 
observations, monitoring, constructive feedback, par-
ticipation, problem-solving, and training and education 
[19]. Such a comprehensive supervisory strategy is of 
particular importance to the success of CHW programs 
and facilitates the empowerment of CHWs across dis-
parate health care settings [20]. The bulk of published 
literature about CHWs and supportive supervision has 
been focused on international settings [21,22] where 
it has shown to positively infl uence effi  ciency and sus-
tainability by increasing CHW motivation and retention 
[18,23]. To be implemented, supportive supervision 
requires shifts in behaviors and attitudes, time invest-
ments, and is driven by leadership [6].

Supervisor Roles and Duties
Supportive supervision has been identifi ed as a motiva-
tor for CHWs [23] and as such, institutional structures 
should be present to establish and sustain the practice.  
The institution should invest in a supportive supervi-
sion program, and unit budgets should allocate funds 
for supervisor training, communication approaches, 
and team-building activities for CHWs [21]. 

In addition to institutional investments, supportive 
supervisors can strive to be available to CHWs, provide 
trauma-informed supervision, prioritize the safety of 
CHWs, and provide constant monitoring and coaching. 
These characteristics of supportive supervision are ex-
plained below.

Be available to CHWs. In terms of its confi guration, sup-
portive supervision can be broken down into two com-
ponents: technical and psychosocial [18]. This emerg-
ing structure has been informed by the mental health 
fi eld, where there is a division of supervision by tasks: 
the administrative and the clinical. The former involves 
supervision of tasks by an onsite supervisor, and the 
latter involves clinical supervision by an appropriate cli-
nician, who may be on- or off site but who is, neverthe-
less, available to CHWs on a regular basis. The constant 
interaction and communication facilitates timeliness in 
reviewing patient cases and help with real-time emer-
gencies.

Provide trauma-informed supervision. The psychosocial 
component of supportive supervision is focused on the 
recognition that CHWs may face the same challenges 
that they are helping patients address [18]. Support-
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ive supervision for CHWs must be protective, given the 
nature of the role CHWs perform. As members of com-
munities most aff ected by inequities, CHWs often ex-
perience both historical and vicarious trauma, as well 
as personal and individual trauma. Supportive supervi-
sion for CHWs includes a trauma-informed approach11  
[24], which means applying the principles of trauma-
informed care in the supervisory relationship. Support-
ive and trauma-informed supervision is based on an 
ongoing relationship that is built and sustained inten-
tionally over time through “sharing experiences, listen-
ing refl ectively, and communicating mindfully” [25].

Prioritize the safety of CHWs. Safety is always a concern 
for CHWs, as they may fi nd themselves in potentially 
dangerous situations in patients’ homes and commu-
nities. CHWs often work with patients who face medi-
cal, psychiatric, or domestic violence emergencies. For 
example, at the Penn Center, CHWs are encouraged to 
tell their supervisors any time they feel unsafe with a 
patient’s situation. By using smartphones and asking 
CHWs to send text messages to their supervisors dur-
ing any home visit, supervisors can track the CHW’s lo-
cation and alert police in the event of an emergency. In 
less emergent situations, Penn Center supervisors ad-
dress the situation by calling a safety huddle with the 
program director to discuss a plan that can be imple-
mented to ensure the safety of the CHW. For example, 
if a CHW meets a new patient and hears the patient de-
scribe drug activity and shootings on their residential 
block, the CHW informs the supervisor, who then con-
venes a safety huddle and the group develops a plan 
to meet this patient at a diff erent location. The director 
also shares this safety information with all other staff  
so that they can take necessary precautions.

Provide constant monitoring and coaching. It would be 
overwhelming for a CHW to do this type of high-acuity 
work without the constant and careful monitoring and 
coaching aff orded by supportive supervision. Because 
of the exposure to potentially traumatic situations on 
a frequent basis, CHWs can experience high levels of 
secondary trauma that can lead to burnout if not ad-
dressed [26]. It is not surprising that the absence of 
supportive supervision signifi cantly contributes to the 
high attrition of CHWs who work in clinical settings 

11   See the Substance Abuse and Mental Health Services 
Administration’s Concept of Trauma and Guidance for a 
Trauma-Informed Approach at https://store.samhsa.gov/
system/fi les/sma14-4884.pdf.

[12]. The deleterious eff ects that stressful exposures 
may have on CHWs’ motivation and retention [22] can 
be ameliorated through frequent communication be-
tween the supervisors and CHWs aff orded by support-
ive supervision. Team-building activities during staff  
development meetings may help foster peer support 
as well.

Supervisors should not only support CHWs, but also 
hold them accountable for high performance based 
on clearly defi ned metrics for success (e.g., patient sat-
isfaction, achievement of patient-centered goals, im-
provements in health status, reductions in costly hospi-
talization, etc.). Performance assessment requires the 
close monitoring of a variety of data sources. For ex-
ample, at the Penn Center [27], supervisors assess per-
formance by reading CHW documentation, reviewing 
dashboards of outcomes, and actually calling patients 
to ask about their experience working with their CHWs. 
Using software applications that allow supervisors to 
track outcomes and create objective performance as-
sessments can help and could be superior to anecdotal 
feedback alone as a performance metric.

It is important that interactions between the CHW 
and their supervisor occur both on a regular basis and 
as needed. Regular meeting times can be used to dis-
cuss and review patient caseloads, troubleshoot prob-
lems, develop strategies to address patient needs, and 
ensure follow-up. In emergencies (e.g., when a patient 
is contemplating suicide or in other perilous situa-
tions), it is imperative that supervision is immediately 
available and reliable.

Qualities and Skills of Supportive Supervisors
Most CHWs, when asked what they most want from 
their supervisors, say some version of the following—
“An understanding of who CHWs are and what we do.” 
This includes understanding the social justice origins 
of the CHW model, the core roles and competencies 
of CHWs,  and recent trends and developments in the 
CHW fi eld. The ideal way to gain these competencies is 
through experience as a CHW; however, fi nding com-
munity-based experience in clinical settings is uncom-
mon.

Supervising anyone is diffi  cult work, and supervising 
CHWs is a special task. When placing individuals in su-
pervisory roles, health care institutions should consider 
the following: can the supervisor be fi rm and fl exible at 
the same time? Policy must be upheld, but supervisors 
have to be able to relate to and have compassion when 
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interacting with their team to help avoid the burnout 
of CHWs. As if that balance were not tenuous enough, 
supervisors must also be able to champion and advo-
cate for their CHWs within health systems or the larger 
institutions in which they work.

Supervisors with knowledge and experience with the 
community and its resources will allow them to have 
the best vantage point for supervising this grassroots 
workforce. For example, in the IMPaCT model [28], su-
pervisors play a critical role and are typically individuals 
with a master’s degree in social work or public health 
who provide real-time support, ongoing training, and 
help with clinical integration. Managers nurture high 
performance through weekly assessments that include 
audits of documentation, observation of CHWs in the 
fi eld, phone calls to patients, and review of a perfor-
mance dashboard [27].

Historically, supervisors of CHWs were often individ-
uals with backgrounds in social work or public health. 
As CHWs shift into health care, clinicians (e.g., nurses, 
doctors) are often asked to supervise. This represents 
a challenge in some ways because the underlying par-
adigm of CHW work is diff erent from the biomedical/
clinical paradigm. As mentioned before, clinicians need 
to be aware and ultimately understand at a deep level 
that CHWs’ expertise is equal to and just as valuable 
as their own, as well as being fundamentally diff erent. 
Clinicians need to heed Giblin’s dictum that CHWs are 
professionals whose professionalism comes not from 
formal degrees but from their life experience [29]. 
Developing this understanding may be facilitated by 
becoming familiar with the principles and practice of 
Popular/People’s Education as previously mentioned.

For supervisors with a clinical background, it must be 
acknowledged that although medical issues are part 
of what CHWs are focused on, they are only one part 
of a much greater context of social dynamics. Clinical 
supervisors will have to apply an equal emphasis on 
the social aspects of health, even though that is not the 
norm. The actions taken to address the social compo-
nent of health is critical for patients, which requires a 
collective eff ort from diff erent sectors, an eff ort that 
CHWs can greatly facilitate.

Conclusion

In the U.S., the integration of CHWs in health care in-
stitutions has been encouraged, in part, by a shift to 
value-based payment. The ability of CHWs to provide 
non-episodic and patient-centered care along with 
their help to identify and address unmet social needs 
is a welcome opportunity for both quality of care and 

population health improvement.  CHW integration has 
human resource management considerations that 
range from identifying the qualities in individuals that 
are essential for CHW success during recruitment, to 
having the structures and practices in place that will 
help CHWs in carrying out their mission, like training 
and supervision. The quality of the supervision provid-
ed must be supportive, which is seldom the practice in 
health care settings, where vertical/hierarchical prac-
tices are the norm. The health care institution can it-
self encourage supportive supervision by allocating the 
resources needed (e.g., workfl ow considerations, and 
budget for training) to practice supportive supervision.  
Given the unique position of CHWs in the health care 
system, supervisors of CHWs will have to, at a mini-
mum, be continuously available, provide trauma-in-
formed supervision, prioritize safety, and monitor and 
coach CHWs. Being able to provide supportive supervi-
sion also requires that the supervisor be both knowl-
edgeable about and experienced with the community 
CHWs serve. Supportive supervisors in the health care 
setting must understand and accept that the expertise 
of CHWs is just as valuable as their own and crucial to 
the successful integration of CHW programs in health 
care settings.
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