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Policy Points
>

Most community health
workers want to advance
professionally as community
health workers rather than
become social workers or
nurses.

>

Community health workers
want to take active roles in
the design and leadership
of COVID-19 pandemic and
racial justice initiatives and
policies.

ABSTRACT
Scaling up the role of community health workers (CHWs), which is essential for the
future of US public health, economic recovery, and social justice, requires significant
workforce development to address the lack of a CHW career pipeline and high rates of
turnover. Yet, little evidence exists to guide this work. The Penn Center for Community
Health Workers used a participatory action research framework to explore community
health workers’ perspectives on job satisfaction and career advancement and inform
the design of a career development program. Four key findings emerged. First, most
CHWs preferred their work as CHWs to that of other professions such as social work or
nursing. Second, CHWs wanted a career development program that was structured to
preserve unity rather than promote competition and strife among them. Third, CHWs
wanted a sustainable career ladder that was based on proficiency rather than formal
schooling. Fourth, participants wanted to take active roles in the design and leadership
of COVID-19 pandemic reponse and racial justice initiatives and policies, rather than
being restricted to service roles. These findings have important implications for the
growing number of community, public health, and health care organizations that are
employing CHWs and for policymakers who are interested in scaling up this workforce.
CHWs must have a say in the professional matters that affect them in accordance with
the principle of self-determination. Employers of CHWs should ground the design of
career development programs in an understanding of CHWs’ needs and preferences.
Policymakers should incorporate the costs of advancement and workforce development into payment mechanisms.

INTRODUCTION
President Biden’s $775 billion campaign plan for a caregiving economy1 creates 150,000
jobs for community health workers (CHWs): trustworthy individuals who improve health
within their own communities through social support, navigation, health coaching, and

advocacy.2 CHWs share life experiences with the people
they serve and have trust-building traits such as empathy
and altruism.3 This makes them highly effective. There
is strong evidence for CHWs’ ability to support COVID-19
prevention and contact tracing,4 improve chronic disease
outcomes,5-9 increase access to health care services,9-11
and reduce hospitalization,11-14 which saves Medicaid
$4,200 per beneficiary.15
Scaling up of role of CHWs to tackle US public health
challenges will require workforce development to address the lack of a CHW career pipeline and high turnover
rates. CHWs are a diverse reflection16 of disadvantaged
groups — 65% are Black or Latinx, 23% are white, and
10% are Native American — who may not have extensive formal schooling but often have lived expertise in
injustice, health inequity, and racism. Thus, CHWs often
must accept entry-level roles with limited scope and low
salaries and have few choices to advance professionally
or earn more money. Lack of growth opportunities contributes to job dissatisfaction17-19 and rates of turnover
as high as 50%,20,21 which can be costly for CHWs and
employers.
Unfortunately, little evidence exists to guide employers,
including public health departments and primary care
practices, as they plan investments in career development programs that will help to retain and expand the
CHW workforce. The US literature related to
CHW retention and motivation is limited and centered
on examining CHW attitudes toward existing career
development programs and incentives.17-19,22,23 To our
knowledge there has been no formative research done
with CHWs about their career goals, requirements for
retention, and suggestions for the design of a career
development program. The aim of our project was to use
a participatory action research framework24 (research
with, not on, people with the goal of enabling action)
to explore CHWs’ perspectives on job satisfaction and
career advancement and inform the design of a career
development program. Our findings have important implications for the growing number of community, public
health, and health care organizations that are employing
CHWs and for policymakers who are interested in scaling
up this workforce
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PROJECT OVERVIEW
The Penn Center for Community Health Workers
is a national center of excellence focused on
achieving health equity through effective, sustainable CHW programs. The center has developed
the evidence-based IMPaCT model,9,11,25-27 which
has been replicated by 50 organizations across
a 20-state network including 12,000 individuals
served directly by the center in Philadelphia. In
the model, CHWs find and meet people where
they are, get to know their clients’ life stories, and
ask each client what they think will improve their
own life and health. CHWs then provide tailored
support based on these needs and preferences,
through a range of activities like battling eviction
notices, dropping off food on porches, organizing
virtual funerals, or advocating with employers or
policymakers for paid medical leave. The IMPaCT
model also includes a standardized approach to
CHW hiring, training, workflows, supervision,
documentation, and performance assessment.
In January 2017, to promote CHW advancement
and job satisfaction, the center’s leadership team
(which includes a CHW) launched a four-stage
participatory action project to create a CHW
career development program. First, we conducted
focus groups with CHWs to better understand
their career goals, requirements for retention, and
suggestions for the design of a career development
program. Second, we used our findings to implement a career development program, which included job descriptions, professional development
plans, and budgeted salaries that would support
growth for CHWs in a career ladder. Third, we
conducted a post-implementation focus group to
gather perspectives on the career development program. Finally, we held an additional focus group
to ask CHWs to contextualize their perspectives
on career development in light of the COVID-19
pandemic and anti-racism protests of 2020. Of
the 27 CHWs eligible for participation, 14 (52%)
participated in one of the focus groups.
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KEY FINDINGS

Advancement Within the CHW
Profession

Contrary to conventional thinking,17,22,28 CHWs preferred
to advance professionally as CHWs rather than transition
to new fields like nursing or social work. When participants were asked what kinds of work they personally
found most rewarding, many spoke about frontline
support roles helping people. They said that it made
them happiest to do work that looked like their current
job: planting urban gardens, battling eviction notices,
connecting people to resources like affordable childcare.
Alternately, several expressed interest in aspects of the
CHW role outside of frontline support work, including
systems-level advocacy and training or supervision of
CHWs. Universally, participants spoke with pride about
their “alternative way of getting things done” as compared with other disciplines. As one CHW put it:

I went to school for nursing, and then it hit me
like, ‘Well, I just really like to deal with people as a
whole.’ With nursing I felt like I wasn’t dealing with
the person. Whereas I had that craving to be more
involved with the person more holistically thinking
about what I now know — root cause [of their
challenges] and all of those things.

Minimizing Winners and Losers

Career ladder programs are often built so that workforce
members with skills and interest in “management”
advance, while those focused on direct care work remain
behind. CHWs told us that they desired a career ladder
structure that preserved unity among them rather than
promoting competition. Participants wanted all CHWs
to have the chance to advance their salary, title, and
responsibilities, regardless of whether advancement was
focused on direct care work with individuals and families
or systems-level advocacy and management. They
believed that creating a career development program
that privileged only one type of skill set or interests might
jeopardize the “family atmosphere type of vibe” that they
enjoyed within the team.

Advancement Criteria and
Sustainability

CHWs wanted clear and transparent promotion criteria
based on prior performance, character, interpersonal
skills, and seniority. CHWs felt that these criteria were
more important than formalized schooling or credentials.
CHWs also warned against “expanding too fast.” They
wanted a program that was well thought out so that
promises made about career opportunities could be
kept in the future. CHWs communicated that it would be
a significant hit to their morale if “in a year, we see it’s
not working and is not effective, and then [a program]
phases out.”

Table 1. Career Paths Program Design
Program Goal

Illustrative Quotes

Program Design Elements

Advancement
within the
profession

“I like touching the community, getting out there.
I just think it’s so beautiful to get out into your
community and really talk to people.”

Career development that allows for professional development and advancement within the CHW profession

Minimizing winners
and losers

“No matter how the company expands inward,
outward, upward, we still have to keep the—well,
how am I trying to put this—the vibe that we have,
like the welcoming family atmosphere-type of
vibe.”

Two career tracks: 1) CHW Care track: the predominant track focused on core patient work in the community; 2) Career Options track: training, advocacy,
and management work

“Don’t say it’s a possibility and then when someone goes for that goal, say, ‘Well, no. You have to
do this first.’…Make it plain.”

Clear criteria for promotion based on proficiency
rather than educational credentials

Sustainable and
transparent
structure

One pay, title, and promotion structure for both career
tracks

Financial projections and business case to cover
future promotions

3

Figure 1. Community Health Worker Career Progression Paths

CHW IV

CHW III

Career Options track: Systems
work. For example, provide technical
assistance to organizations on IMPaCT
model, mentor health system executives
on anti-racism, or advocate with national
legislators for payment.

CHW Care track: Direct work in support of
clients’ person-centered goals. For example, fight
eviction notices, connect to primary care, or plant
urban gardens.

CHW II
Higher case loads
and client complexity

CHW I

Greater responsibility for community
engagement, training, advocacy, and
management

Establishing “Career Paths”

Based on these key themes, we created our career development program, “Career Paths,” to promote equitable,
transparent, and sustainable advancement within the
CHW profession (Table 1).
We built career ladders consisting of two tracks (Figure
1). Each track allowed for promotion to CHW II, CHW III,
and CHW IV levels. The primary track (“CHW Care”) was
anchored in direct care work with individuals and families; advancement within this track was linked to higher
skill proficiency and the ability to handle more complex
individuals and slightly higher caseloads. The secondary
track (“Career Options”) was designed for CHWs who
were interested in shifting from direct care work into
specialty areas: systems-level advocacy and community
engagement, training, or management. These tracks had
the same pay scales and job titles so that we did not favor
one set of interests or skills over others. We created
clear job descriptions and promotion criteria, primarily
emphasizing proficiency rather than educational credentials. Coaching and professional development opportunities were included for each track.
Next we tackled the most difficult challenge: financial
sustainability. The center’s direct care work with

individuals and families is supported by operational
dollars from the Penn Medicine health system, the
Department of Veterans Affairs, and regional Medicaid
payers. These dollars are tied to improvements in the
quality of client care (i.e., client-reported quality, access
to care) along with reductions in hospital utilization. The
center also receives funding from grants for research
and advocacy, as well as training contracts. We projected
the cost of promotions and developed a business case
to cover these costs within the overall framework of a
return-on-investment analysis for the IMPaCT program.15
Promotions on the CHW Care track came with slight
increases in caseload or client acuity, which would cover
the cost of raises. Promotions on the Career Options
track were tied to responsibilities for advocacy, training,
or management, which would have to be covered respectively by advocacy-focused grants, training contracts,
or, in the case of management, operational dollars. Since
the funding sources for the Career Options track were
less predictable, we decided to offer these positions only
when long-term funding became available.
To promote transparency of this process, we created
presentations and written materials for leadership to
explain it to CHWs and discuss with them how Career
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be counterproductive for workforce retention and
grounded in a bias that undervalues those who come
from and work with disenfranchised communities.
Many CHWs only expressed interest in fields like
nursing or social work because they perceived
them to be the only ways to move up and earn more.
CHWs, as experts on their professional development
interests, should be consulted to guide employers
as they create advancement options within core
CHW work and promote retention of high-performing
CHWs within the field.

Paths program would work. We chose organizational
staff meetings and conversations between CHWs and
their supervisors to disseminate information.

Post-implementation Perspectives

When we spoke with CHWs six months after implementing Career Paths, there were a number of key findings.
CHWs felt that Career Paths motivated them to stay in
the organization and put their “A-game” on in order to
move up, although some expressed disappointment with
promotion timelines that felt “too long.” CHWs valued
the input they had in shaping the career development
program from the outset. They believed that creating
the program brought recognition and professionalism
to their role, given that many other roles in the health
system had a career ladder.
Events of 2020, including the COVID-19 pandemic and
civil unrest, spurred some CHWs’ desire to explore the
systems-level advocacy, training, and management
options of Career Paths. CHWs were often personally
affected by these events and saw themselves as lived
experts who had important insights on how to design,
for example, public health responses or anti-racism
policies or initiatives. CHWs felt a disconnect between
their expertise on these topics and their level of influence in institutions and societies, in which they were
often overlooked as leaders and restricted to service
roles. “I want to make changes in policy as a community
health worker. So naturally that requires an elevation to
not just be in one spot,” one CHW said. The CHWs were
glad that the Career Paths program allowed CHWs to
grow as leaders and designers, not just implementers,
of public health, equity, and social justice interventions
and policies. For instance, CHWs informed the design of
CHW-led COVID-19 contact tracing interventions, took on
leadership roles in institutional anti-racism efforts, and
contributed to the design of community-level initiatives
to reduce unmet socioeconomic needs.

DISCUSSION

Our findings have important implications for policymakers and the growing number of community and health
care organizations that will need to employ and retain the
next 150,000 CHWs.
•

First, employers should not assume that CHWs want
to “graduate” into traditional fields like nursing or
social work. On the contrary, such assumptions may

•

Second, participants in this project expressed a
range of interests that converge with the domains
delineated in the Community Health Worker Core
Competencies project,29 which span direct care
work, systems advocacy, policymaking, and management. Employers should be careful of privileging
certain types of skills and interests (e.g., managerial)
over others, which is likely to create strife within a
close-knit workforce. This is a major cultural shift for
most traditional employers; consulting or including
CHWs in leadership and decision-making may help
to integrate their norms into the dominant culture.
Policymakers and thought leaders should avoid
pigeon-holing CHWs as service workers and recognize that the CHW competencies include advocacy
and leadership. These skills will be particularly
important in the post-COVID-19 era of public health
redesign and social justice transformation.

•

Third, employers should consider promotion criteria
that emphasize lived expertise and proficiency over
formal educational credentials. This approach may
help to prevent “professionalizing” the grassroots
CHW workforce so much that CHWs are set up to
become less effective allies in the communities they
support.30,31 This finding supports a recent Agency
for Healthcare Research and Quality study,32 which
found that efforts to certify CHWs solely based on
their formal training did little to improve the quality
of CHW services and may weed out “natural helpers”
who may not be able to afford or qualify for such
training. An alternative approach that is being taken
by the National Committee for Quality Assurance
(NCQA) aims to develop organizational-level standards33 for CHW hiring, career development, work
practice, supervision, and infrastructure. These
standards may incentivize employers of CHWs
5

to invest in program structures including those
focused on job satisfaction, retention, and career
development.
•

Fourth, employers will have to strike a balance
between CHW career development and financial
sustainability. CHWs across the United States are
lower paid than their clinical counterparts;34 this
is an important disparity that undervalues the
complexity and intensity of CHW work. Employers
should strive to advance CHW salaries and positions
as aggressively as possible; however, CHWs in our
project cautioned against making promises that
could not be upheld in the long term. Thus, we were
careful to build financial projections and business
cases for CHWs’ long-term career advancement
within the program.

Finally, policymakers should consider advancing policies
that will support CHW workforce development. First,
funders of CHW programs, including the Centers for
Medicare and Medicaid Services, should move toward
sustainable funding for CHWs, since most CHWs are
currently paid through a patchwork of grants and relatively limited demonstrations, which undoubtedly drives
turnover.35 Funders should incorporate the costs of CHW
promotion and career advancement into payments for
these programs and consider obtaining additional funding for workforce development through state workforce
initiatives. Ultimately, funding for CHWs may be linked
with evidence-informed standards for CHW programs
such as those being developed by NCQA to ensure that
CHWs are supported as a workforce and are able to do
their best work.
This project report has limitations. It is exploratory and
formative in nature. A small sample size and concentration of participants in one workplace limits transferability of our results. Additionally, in accordance with the
participatory action research framework, organizational
leaders who wanted CHWs to “co-design” a career
development program led this project. The fact that organizational leaders facilitated focus groups could have
introduced social desirability bias into data collection.

CONCLUSION
CHWs are increasingly recognized as a critical workforce
in the next chapter of US public health, economic recovery, and social justice. As the workforce grows, CHWs
must have a say in the professional matters that affect
them in accordance with the principle of self-determination. Employers of CHWs should ground the design
of career development programs in an understanding
of CHWs’ needs and preferences. Policymakers should
incorporate the costs of advancement and workforce
development into payment mechanisms.

APPENDIX: HOW THIS PROJECT
WAS CONDUCTED
Setting and Participants

This project was undertaken in the organizational context of the Penn Center for Community Health Workers,
which employs approximately 60 full-time employees,
most of whom are CHWs. Organizationally, the center
is an integrated part of the University of Pennsylvania
Health System and sits within the home care and hospice service line. CHWs are full-time employees of the
health system with a total annual compensation range
of $53,000 to $66,000 (including salary and benefits) for
a fixed 40-hour work week. Benefits include medical
coverage, professional development stipends, and paid
vacation and sick days. CHWs are granted college credits
for completing an initial training course offered by the
center, and they receive tuition benefits for degree
programs. The center’s CHW annual turnover rate over
the past 10 years has been 2.5%, compared with more
typical rates as high as 50%.20,21

Project Design
We conducted a formal project in four phases consisting of five focus groups between January 2017 and
November 2020. First, we conducted focus groups with
CHWs to better understand their career goals, requirements for retention, and suggestions for the design of
a career development program. Next, we implemented
a career development program based on our findings.
After participants had an opportunity to engage in the
program and in response to the COVID-19 pandemic and
racial and social events of 2020, we conducted quality
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Table 2. Characteristics of Focus Group Participants
Characteristics (N = 14)

Number

Percent

Female

11

79

Age, mean years

40

-

Black/African American

12

86

High school graduate or GED

5

36

Some college

7

50

College

2

14

Educational attainment

improvement focus groups to gather post-implementation perspectives on the career development program.
Of the 27 CHWs eligible for participation, 14 (52%) participated in at least one of these focus groups (Table 2). The
project was approved by the University of Pennsylvania
Institutional Review Board.

Focus Groups

All of the 27 community health workers working for the
organization at the time were eligible to participate in the
project and were invited via email to join both pre- and
post-program implementation focus groups (phase 1 and
phase 3). We developed semi-structured focus group
facilitation guides based on Wilhelm et al.’ s conceptual
model for predictors of job satisfaction and intent to
leave among home health workers.36 The facilitation
guide for our pre-implementation focus groups (phase 1)
explored CHW career goals, factors affecting motivation,
job satisfaction, and intent to leave their current roles.
We also asked CHWs for their input on the design of a
career development program. The post-implementation
focus group guides included questions on how job
satisfaction and intent to leave the role were affected
by the recent implementation of a career development
program (phase 3) and later how COVID-19 and racial
and social events of 2020 (phase 4) may have reshaped
career development interests.
Two project team members (Olenga Anabui, the director
of the CHW program, and Tamala Carter, a senior CHW
and experienced qualitative researcher) co-facilitated
each phase I and phase 3 career development focus
group session of two hours. These sessions were audio
recorded and transcribed and then uploaded into QSR

NVivo 11.0 (QSR International, Doncaster, Victoria,
Australia). One project team member (Olenga Anabui)
facilitated the phase 4 contextual inquiry focus group
of one hour. This session was audio recorded but not
transcribed.

Data Analysis

A modified grounded theory approach was used for
data analysis.37 We developed a coding schema that
included major ideas that emerged from open coding,
as well as a set of a priori codes corresponding to key
domains of the conceptual model. Two research team
members coded all data and met iteratively at coding
meetings. During these meetings, the coding schema
was modified for clarity, and the degree of agreement
between the coders was calculated using the inter-rater
reliability (IRR) function within NVivo. Where the IRR for
codes was below 90%, we resolved differences through
discussion and recoded data until we reached a final
IRR of 98% between coders. To validate our findings, we
used member checking, a technique in which qualitative
researchers discuss project findings with members of
the project sample or the broader population the project
sample is intended to represent. We met with 21 CHWs at
the organization’s monthly staff meeting to discuss and
validate findings.

COVID-19 Contextual Inquiry

As noted, we convened an additional brief focus group in
November 2020 (phase 4) to talk with CHWs about how
the events of 2020, including COVID-19 and civil unrest,
had affected their perspectives on career definition and
advancement. Insights from this session were included
in this report as contextual updates.
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