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KEY FINDINGS

This report draws on interviews with 28 community health workers

(CHWs) to explore caseloads — the number of clients a CHW is serving
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at any given time.

The CHWs interviewed consistently spent the
largest amount of their time interacting with
clients. On average, CHWs reported spending
18.5 hours per week directly engaged with clients,
with a range of 8 to 35 hours. We saw a wide
range of time spent on other activities related to
client support and did not find any patterns by
caseload or organization setting.

The interviews shed light on eight different
factors that influence caseloads. One additional
factor, program funding, emerged in the 2022
CHW Employer Survey.

* External circumstances

e Other roles the CHW plays

* Range of needs addressed

* Acuity of client needs

* Client receptivity

* Ways of interacting with clients
* Availability of resources

* Close out approach

* Program funding

We did not find a relationship between the
caseload and the organization setting or
geographic location. More research is needed to
identify patterns in CHW caseloads.
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The CHWs interviewed consistently made clear
the importance of having enough time to be
available for clients. It is this level of availability to
the client, including taking the time to listen and
understand their needs comprehensively, that
allows CHWs to be effective.

CHWs revealed that resource limitations
prevent them from helping more people.
Identifying and securing needed resources for
clients is time-consuming. On average, CHWs
reported spending 8.7 hours each week tracking
down resources for clients and making referrals.
Fourteen of the CHWSs we spoke with spent at
least 10 hours on these tasks, meaning one
quarter of their work week or more.

We found a relationship between CHWSs’ ideal
caseloads and the types of activities they would
take on with more time. The CHWs that
indicated that they would like a lower caseload,
described activities that would allow them to
better serve their clients. In contrast, the CHWs
that indicated capacity for a larger caseload,
shared a desire to take on new activities beyond
their current roles.
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A caseload refers to
the number of
clients that a CHW is
serving at any
given time.

INTRODUCTION

In order to learn more about how many clients
community health workers (CHWSs) can feasibly
serve at any given time, as well as how this varies
across CHW programs and roles, the Michigan
Community Health Worker Alliance (MiCHWA)
partnered with the University of Michigan Program
Evaluation Group to conduct a series of interviews
with CHWs. These interviews were designed to
build an understanding of what caseloads look like
for CHWs serving in a range of different
organization types, program focus areas, and
regions of the state and to highlight factors that
influence these caseloads.

In the fall of 2023, we conducted 28 interviews
with CHWs over Zoom. We recruited CHW s with
active caseloads (i.e. ongoing interaction with
clients) through MiCHWA's listservs, CHW
Registry, 2023 annual meeting, and board
members’ networks. The 28 interviewees were
based in nine different types of organizations that
collectively were providing services in 64 of
Michigan’s 83 counties, as shown in Figure 1.

Figure 1. The Number of Organizations Providing
Services by County among CHWs Interviewed (N = 28)
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Figure 2 shows the range in caseloads among the
interviewees. Largely because the interview
recruitment targeted CHWs with sustained client
interaction, rather than one-time client encounters,
this range of caseloads is smaller than seen in
previous MiCHWA research. Both in the 2022
CHW Employer Survey! and the 2023 CHW
Survey?, some respondents reported caseloads
upwards of 200, 1000, and 5000.

Figure 2. Number of CHWs by Caseload (N = 28)
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Report Orientation

After summarizing the relevant literature on
caseloads, we begin this report with selected
stories from the CHWs interviewed. In describing
their day-to-day activities, these stories offer a
glimpse into the wide range of roles CHWs play
and how these roles relate to their caseloads. The
stories are not, however, representative of all
program models nor are they intended to exemplify
the setting described. We then describe the ways

CHWs spend their time and summarize the factors
related to caseloads revealed through the
interviews. Next, we explore two themes we found
in the interviews: the importance of being available
for clients and the ways resource limitations
prevent CHWs from helping more people. Finally,
we end the report with a discussion of
interviewees’ ideal caseloads and the range of
activities they would take on if they had more time
available.

Background

Understanding CHW caseloads is important for
managing CHWs, securing funding, sustaining
programs, and defining reimbursement policies.
We also know that caseloads impact community
health workers’ job performance and well-being.
For example, a study from Australia found that
mental health case managers’ perceived self-
efficacy decreased with larger caseloads.3

Despite the importance, there is little available
information on appropriate caseloads for
community health workers. We do know that
community health worker caseloads relate most
directly to acuity of patient needs and to the time a
CHW spends on case management.# One article
notes that caseloads can range from as few as 10
clients to as many as 59 clients, depending on the
intensity of the intervention.> An economic analysis
demonstrated cost savings in programs with
CHWs each serving 55 clients,® while another
found cost savings in a program with caseloads of
30 clients per CHW.’ Similarly, a Michigan-based
study noted that the CHW:s in a Medicaid health



plan program each had a caseload of 30-50 health
plan members at any given time.8

The 2023 CHW Survey found that more than two-
thirds of responding CHWs reported serving 60
clients or fewer (68%, n = 176). Similarly, among
the 88 CHW programs represented in the 2022
CHW Employer Survey, more than half (53%)
stated that their ideal caseload was between 21
and 50 clients, with the largest number reporting
an ideal caseload of 21 - 30 clients. However, there
was a wide range in the number of clients per
CHW among the programs satisfied with their
caseloads, indicating that different program models
can operate successfully with very different
caseloads.

Neither the MiCHWA Survey reports nor the
research articles described on the previous page
offer guidelines for determining appropriate
caseloads and there is limited literature on factors
that influence caseloads. One study of a CHW

program for chronic care management found that
CHWs could maintain a caseload of 40-50 clients if
this number included a combination of new clients
and clients who had begun to gain control of their
chronic disease. Another article discusses the
relevance of other roles in a care team, noting that
caseloads vary depending on the availability of
other client support roles, such as nurse care
managers or navigation-support specialists.

In recognition of the importance of understanding
CHW caseloads and the limited available
information, this research sought to shed light on
the roles and activities of CHWs underlying a range
of different caseloads.




CHW STORIES

The following stories are
based on interviews,
including self-reported
current and ideal
caseloads and time
spent by activity. The
names are pseudonyms.

Serving in multiple roles
and supporting high-
need individuals on a
one-time basis means

the caseload is low but

demands are high.

The time needed to
track down resources
for a wide range of
needs makes a larger
caseload infeasible.

Story 1: Alex

Current and ideal
caseload: 11 - 20

6 hours per week
meeting with clients

10 hours per week
tracking down
resources and
making referrals

Sarawut Nirothon from Noun Project

Alex works for an urban, community-based organization caring for
people with HIV and active drug users. He has a small caseload of active
clients, currently 13, that he supports as an Early Intervention Specialist
for about six months, before they are assigned to a case manager. He
also assists individuals at testing events or who walk-in at the agency.
He will sometimes spend 3-5 hours with one client in a day, helping
navigate insurance and healthcare, driving to appointments, and meeting
basic needs. He provides as much support as possible on the first visit in
case the individual does not return.

In addition to his role supporting clients, he also runs a food pantry and
coordinates community events. He is generally happy with his caseload
but could take on more clients if he did not have the other roles or if the
training and reporting requirements were not as extensive: “It’s tough
when you got to do this eight-hour training for something that you
already do every day. And | have clients calling me and they're like, |
don't have food, | don't have this. And it's tough when I feel like | could
be helping.”

Story 2: Andrea

Current and ideal
caseload: 11 - 20

7 hours per week
meeting with clients

10 hours per week
tracking down
resources and
making referrals

Andrea works at a federally qualified health center in northwest Michigan
and serves clinic patients in many ways, including setting up
appointments, supporting Medicaid enrollment, finding shelters for
women experiencing domestic violence, navigating health insurance,
assisting with blood pressure monitoring, and supporting adolescents
with behavioral health issues. Most clients stay on her caseload for about
six weeks and interactions are primarily at the clinic or on the phone. The
bulk of her time is spent tracking down resources for clients. She does
not have a waitlist but will prioritize helping people that are homeless.
Most of the time she is happy with her caseload and can meet the needs
of her clients.



Story 3: Jamie

Jamie works at a local health department in central Michigan, where

Current and ideal clients are referred through the Community Health Innovation Region.
caseload: 35 Her role involves assisting clients in obtaining resources they need. More
- than half of her time each week is spent one-on-one with clients,
A midsize caseload and . . .. )
23 hours per week including through home visits, meetings at the health department, and
follow-up calls for ; . 3 L .
meeting with clients phone calls. She maintains a caseload of about 35 people and works with

insurance plan
contracts can comprise
a feasible caseload.

clients for two to six months. While the level of need varies, for the most
part she feels like this number is reasonable and she is able to meet

5 hours per week clients’ needs. In addition to her caseload, she makes calls for follow-up
tracking down on things like immunizations, insurance, or identifying a primary care
resources and making provider as part of contracts the health department has with two health
referrals insurance plans.

winnievinzence from Noun Project

Story 4: Elizabeth

Elizabeth works in a primary care setting in west Michigan. She receives
Current caseload: 60 around 20 referrals weekly, which come from either patients’ physician
Ideal caseload: 40 visits or requested follow-up from the care management team. The
When meeting SDOH majority of her time is spent reaching out to clients via phone, making
needs for clinic patients, 13 hours per week weekly home visits, assisting people with their Medicaid applications, and
more sustainable meeting with clients conducting outreach with seniors. She spends anywhere from a month to
support would be a year with her clients. While her current caseload is about 60 individuals,
possible with a smaller she believes 40 clients would be more appropriate. With fewer clients,
caseload. 12 hours per week she would be able to “provide more of an education piece for people
tracking down and be able to spend more time with them on lifestyle changes.. .
resources and making [and] more of the building blocks of stability so that they can work on
referrals those lifestyle changes.”

Jacob Lund Photography from Noun Project



A phone-based
program for a specific
health condition makes

a large caseload

feasible.

When the primary
activity is facilitating
small groups, the
concept of a “caseload”
does not fit.

Current caseload: 45
Ideal caseload: 55

35 hours per week
meeting with clients

0 hours per week
tracking down
resources and making
referrals

Jacob Lund Photography from Noun Project

Story 5: Rosalind

Rosalind works at a hospital in a large city. Her primary clients are
patients with diabetes, whom she assists with establishing healthy habits
and disease management through regular check-ins over the phone.
Clients stay on her caseload until their A1C decreases or they do not
respond to three consecutive phone calls. Currently, she is serving 45
people, the majority of whom she calls on a weekly basis - “the calls are
from ten minutes to an hour, depending on where they are. If they
need more coaching or they have more questions, then | meet them
where they are, and | take the time to answer the questions for them.”
Her caseload has been as high as 80 due to factors such as diabetes test
results not meeting required program discharge levels and a high influx
of referrals. She believes an ideal caseload is around 55 people. She is
able to effectively meet the needs of clients who are comfortable
receiving services solely by phone.

Story 6: Tanisha

Current caseload: small
groups and 2-3
individuals per week

3.5 hours per week
meeting with clients
and 5 hours per week
facilitating small groups

18 hours per week
tracking down
resources and making
referrals

Tanisha works for an urban community-based organization where she is
a communicable disease educator focused on HIV prevention. Her
primary activity is community education, including conducting small
group trainings and conversations at different facilities. Attendance at
these groups can span between 15 and 90 people. There are five
rehabilitation centers she visits and the clients are referred to the
educational groups through the case managers at the rehab centers.
Often, she provides further one-on-one assistance to two to three clients
from the groups each week. On average, these clients remain in her
caseload for about a month. She feels that she is able to meet the needs
of her clients and could provide one-on-one assistance to more people. In
particular, she sees a need to provide more support for pregnant women
who are using drugs.



INTERVIEW FINDINGS

Time Spent on Activities

We asked CHWs to provide a breakdown of how they
utilize their time in a typical 40-hour work week. Using
half hour increments, CHWs reported time spent for
each listed activity, with the option to name other,
unlisted activities. Figure 3 shows that CHW s, on
average, spent the most time in one-on-one client
meetings. Looking across all forms of client interaction
- one-on-one meetings, meetings with families, small
group meetings, and community engagement - CHWs
reported spending an average of 18.5 hours each
week interacting with clients, with a range of 8 to 35
hours.

The CHWs interviewed reported a wide range of time
spent on all listed activities. The minimum was zero
hours for each activity and the maximum reported by
any one CHW was more than five times the average in
some cases. Five CHWs named additional activities
that did not fit into those shown in Figure 3. These
were: engaging with nursing students, providing
fellowship for caregivers, collaborating with other staff
members, advocating at doctor's appointments, and
completing non-client documentation and reporting,
such as Medicaid outreach or mileage reimbursement.
None of these additional activities, however, claimed
more than four hours per week.

Figure 3. Average and Maximum Weekly Hours by Activity (N = 28)

One-on-one client meetings GGG (2.2 ® 35
Tracking down resources I 5.7 e 15
Reporting and documentation G 4.6 e 10
Community education or outreach | 3.6 ® 20
Travel 1IN 3.1 e 10
Making referrals | 3.0 e 10
Interaction with families | 1.9 ® 10
Internal or external meetings 1 1.8 @6
Training or professional development 1l 1.1 e5
Client assessments [l 1.1 ®6 B Average ® Maximum
Interaction with small groups [ 0.8 e5

Evaluation and research B 0.4 o4
Policy advocacy | 0.2 o4

Community assessments | 0.1@ 2
10



We did not find any relationship between time
spent interacting with clients and caseload,
including one-on-one meetings, interaction with
families, and interaction with small groups. On the
low end of time spent with clients, three CHWs
spent as few as eight hours a week with clients but
had caseloads ranging from 20 to 60. On the other
end, two CHWs reported spending 35 hours per
week with clients with caseloads of 15 and 45,
respectively.

Communication Methods

Because different communication methods involve
different time commitments, which in turn
influences caseload, we asked CHWs how often
they utilized different methods of communication
with their clients. Figure 4 displays the number of
CHWs indicating using each of the listed methods
often and very often. As shown, the largest
number of CHWs reported using the phone on a
regular basis. This aligns with findings from the
2022 CHW Employer Survey, where program
managers also reported that the phone was
CHWSs’ most frequent communication method,
followed by in-person meetings.

While we also asked about use of video calls, none
of the CHWs interviewed indicated they used this
method regularly, with just three people reporting
sometimes communicating with clients this way.
Four CHWs listed additional ways they interact
with clients: through delivery drivers, during
outreach at pop-up events, through their agency’s
patient portal, and through individual meetings at
community spaces, such as a park or library.

Figure 4. Number of CHWs Using Communication
Methods (N = 28)

M Often
. Very often

4
5
10
] 3
8
2
3 2

Phone Text Home Facility Email Mail

Many Factors Influence Caseloads.

Our conversations with CHWs shed light on eight
different factors that influence caseloads. One
additional factor, program funding, emerged in the
2022 CHW Employer Survey. Figure 5 on the
following page depicts these factors categorized by
three levels, community, program, and client-
related, and their associated descriptions.

11



External
circumstances

Community
factors:

Availability of
resources

Range of
needs
addressed

Program
factors:

Other roles
the CHW
plays
Figure 5.
Factors
Influencing Program
Caseloads by funding
Category

Ways of
interacting
with clients

Close out
approach

Client Acuity of
factors: client needs

Client
receptivity

Some CHWs have seasonal fluctuations in their caseloads. For example, more people need help with
utility bills in the winter and CHW:s based at schools get more referrals at the beginning of the school
year.

“If the resource was out there, obviously it
would go a lot quicker, but sometimes it
might take a year to find proper housing for
someone.”

Several CHWs noted that they could support a
larger caseload if resources were easier to find or
more widely available.

While some CHWSs address very specific issues, like diabetes management, others help clients with a
wide range of concerns.

Some CHWs take on roles in addition to case management, such as conducting community outreach
events, hosting support groups, or operating a food pantry.

“Currently, our patient population has
extensive, complex health and social challenges
and we simply cannot afford enough CHWs to
have a reasonable ratio.” - employer

In the 2022 CHW Employer Survey, several
managers shared that limited program funding
pushed caseload numbers higher than desired.

Providing services at a client’'s home necessitates travel whereas communicating by phone will
usually be a shorter interaction and does not involve travel.

There are different approaches to moving a client off a caseload. Some CHWSs will close a case once
a referral has been made while others will keep someone on a caseload until the client has connected
with the relevant resource.

Supporting clients with multiple needs or
resource-intensive needs takes more time.

“If you gave me seven clients and all of them
had housing issues — oh my god. Stress city!”

[t takes more time to build trust with some
clients, leading CHW:s to spend more time with
some individuals and families than others.

“l have realized that [people with] behavioral
health [challenges]. . . need extra time, extra
love. . . a little more empathy.”

12



The interviews shed
light on the range of
factors influencing
caseloads but more
research is needed to
identify patterns.

Likely in part because of this large range of
influencing factors, we did not find a relationship
between the caseload and the organization
setting or geographic location. The CHWs at local
health departments reported the narrowest range
in caseload, with a range from 20 to 45 clients.
Caseloads at other organization settings varied
more widely.

Likewise, the 2022 CHW Employer Survey found
that caseloads were largely similar across
organizations, with CHWs in local health
departments serving slightly fewer clients on
average. In contrast, however, the 2023 CHW
Survey found that average caseload size varied
widely by organization setting. Whereas the
average caseload was between 30-45 at local
health departments, community-based
organizations, and health systems, the average at
federally qualified health centers was 157 and was
4,024 at Medicaid managed care organizations.

This variation by setting was not seen in the
interviews probably both because of the
recruitment language, which emphasized sustained
client interactions, and the interview screening
process, which filtered out CHWSs without multiple
interactions with clients. In summary, while the
interviews shed light on the range of factors
influencing caseloads, more research is needed to
identify and confirm any patterns.

Duration of Client Relationships

Even within a given caseload, the nature of the
client interaction can look very different. CHWs
reported keeping clients on their caseload for
very different amounts of time, ranging from a
single meeting to multiple years. For example, one
CHW described supporting a caseload of 11-20
people living with HIV or using drugs for about 6
months. Another CHW described meeting with 11-
20 people each day, primarily helping people enroll
or re-enroll in Medicaid and scheduling
appointments.

Photo by Lorie Shaull from Noun'



Availability for Clients Matters.

While caseload size and the amount of time spent
with clients can vary widely, the CHWs we spoke
with consistently made clear the importance of
having enough time to be available for clients. It is
this level of availability to the client that can allow
CHWs to be the most trusted member of a care team.
As one person shared, “[the clients] will see a
behavioral health specialist, they'll see PCP, their
family practice, internal med, and they will still come
and tell me more than they communicated with that
doctor or that behavioral health specialist.”

When CHW:s are over-extended, their ability to serve
as a trusted liaison is compromised. In short, the
relational nature of the CHW role is what makes it
effective and the ability to build a relationship with
clients is only possible with adequate time available.

Interviewees shared
that the relational
nature of their role is
what makes the CHW
role effective.

Key reasons CHWs shared they need to have adequate time for

clients included:

Responding in
a timely
manner

Understanding
client needs
holistically

Listening

Building trust

Developing
familiarity with
local resources

Supporting
holistic
solutions

Empowering
clients

“I think I'm able to meet the clients needs better now [with 28
clients] because at 50, it felt like my next available time for a visit
was in four weeks, but then they're in a crisis situation, and I'm not
able to assist right away.”

“Sometimes what the doctor thinks they need and what they think
they need are different. And so we do a lot of interviewing the
patients just to kind of see where they're at, build that rapport and
relationship, and then set goals with them.”

“Sometimes I'll find myself just validating someone's feelings and
frustrations. So then | tend to probably keep them on the phone a
little longer.”

“I think that [having time to build trust] helps [the clients] and helps
me ascertain their needs and help them with everything and not
just not taking it as face value as, ‘oh, | need help with
transportation,’” and in reality, they need help with housing,
transportation, insurance, everything. But they don't want to tell me
that because they don't think that I'm trustworthy or I'm in a rush.”

“I find the more confident you are in things when you're sharing it
with your clients, they tend to be a lot more receptive.”

“Because | don't provide [a long-term care plan], | see the same
people repeatedly.”

“I think that it is important that | help my clients in being able to
identify or see their own strength in being able to advocate for
themselves.”

14



Resource Limitations Prevent CHWs from
Helping More People.

Across the 28 interviews, we saw that identifying and
securing needed resources for clients is a key
challenge for CHWs. On average, CHWs reported
spending 8.7 hours each week tracking down
resources for clients and making referrals. Fourteen
of the CHWSs we spoke with spent at least 10 hours
on these tasks, meaning one quarter of their work
week or more.

During the conversations, CHWs also shared ways in
which resource limitations both prevent them from
helping more people and prevent them from fully
meeting the needs of their clients. Furthermore, two
CHWs shared that if they had more time available, the
first thing they would do is research additional
resources in order to be better equipped to meet
clients’ needs. In short, the data indicates that greater
resource availability and accessibility would, in many
cases, allow CHWs to help more people more
completely and in less time.

Lack of
confidence that
the referred
organization
will follow
through

Limited
provider
availability

Long timeline
to secure
resources

Insufficient
funding
available

The ways in which resources are limited included:

“Well, as far as referring them, | meet their needs, | believe.
However, if they aren't accepted at the referral, then I'm limited
because my time is so limited, because once | move them off my
caseload, | get three more. | see the follow up. | need the
wraparound service.”

“We have a hard time keeping doctors in our area because it's so
rural. And the dentists around here, if they take Medicaid, which are
few and far between, then they're booked out for up to six months,
sometimes even longer. So | could have people on my caseload for
longer periods of time, depending on their needs.”

“If the resource was out there, obviously it would go a lot quicker,
but sometimes it might take a year to find proper housing for
someone.”

“Meeting their needs and actually getting them what they need are
two different things. Right? Because if they have a shut off notice
and MDHHS has no more funds available to help pay the bill...what
can | do for them? | can offer them suggestions, but if there's no
money available, there's not anything | can do.”

15



We found a relationship
between CHWs’
perspectives on ideal
caseload and the types
of activities they would
take on with more time.

Ideal Caseloads

We asked CHWs to share what they thought
would be their ideal caseload and what they would
do differently if they had more time. Half (n = 14) of
the CHWs we interviewed felt their caseload was
appropriate for their current capacity. Six CHW's
indicated they would prefer a smaller lower
caseload and eight said they had capacity for a
larger caseload. These patterns are roughly similar
to both the 2022 CHW Employer Survey and the
2023 CHW Survey. In 2023, 62% of CHW:s stated
their capacity fits their caseload. In 2022, a third of
CHW employers did not want to see any change in
CHW caseloads and another 43% of programs
wanted a change of twenty or fewer clients.
Collectively, these findings suggest that overall,
most CHW employers and CHWs are fairly
satisfied with the current caseloads.

We did not find any relationship between ideal
caseload and current caseload or between ideal
caseload and organization setting. In other words,
we did not see any clustering of preferences for a
particular range of clients served.

We did find a relationship between CHWs’
perspectives on an ideal caseload and the types of
activities they would take on with more time. The
CHWs that indicated that they would like a lower
caseload (n = 6), described activities that would
allow them to better serve their clients. While the
activities they described were generally above and
beyond the expectations associated with their
roles, they illustrate tradeoffs CHW programs make
between serving more clients and providing more
comprehensive and sustainable levels of support.

CHWSs wanting smaller caseloads would like to better serve clients, such as by:

Increasing client

“If I had fewer clients and more time, | probably would help them with more things personally

support instead of just giving them resources and having them follow up. | probably will follow up more with
the resources | give them instead of having the client follow up with them.”

Identifying “I would probably do more research. So there's always a resource out there, and you just got to be
resources able to have the time to dig for it.”

Planning for long-  “l would be able to create a better care plan, something that could be in place not just for the short
term care term, but the long term.”

Educating clients “I would provide more of an education piece for people and be able to spend more time with them

on lifestyle changes. . . providing more of the building blocks of stability so that they can work on

those lifestyle changes.”

16



In contrast, the CHWSs that indicated capacity for
a larger caseload (n = 8), shared a desire to take
on new activities beyond their current roles. If
they had capacity outside of case management,
this group indicated they would engage in activities
that would strengthen relationships both in the
communities they serve and across the CHW
sector. These comments demonstrate the tradeoffs
between case management and broader
community- or state-level engagement. A

CHWs from Henry Ford Health System with Sen. Stephanie
Chang (L-R: Linda Reyes, Leslie Grijalva, Sen. Chang, Tracie
Mason, Brenda Smith). Submitted by Brenda Smith to MiCHWA.

Some CHWs would like to take on new roles, such as:

Advocating “I think really just kind of trying to bridge more gaps and reduce the stigma of people needing
assistance.”

Connecting with “[1] would spend more time connecting with other community health workers through MiCHWA. ..

other CHWs and would do more outward, seeing what other community health workers are doing and trying to

expand my services by getting ideas from what other CHWs are doing. Right now, it seems like
everything that | do is pretty inward focused.”

Building “...one of the unique things about CHWs is sometimes we come from the communities in which we
community serve. We want to connect more with the community as a whole. So it would be nice if we had a little
bit more time to create some of those spaces...”
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SUMMARY AND NEXT STEPS

This research drew on the perspectives of
community health workers to shed light on key
factors that impact their caseloads:

* External circumstances

* Other roles the CHW plays

* Range of needs addressed

* Acuity of client needs

* Client receptivity

* Ways of interacting with clients
* Availability of resources

* Close out approach

* Program funding

These factors offer a deeper understanding of the
complexities involved in serving clients and reveal
that the experience of serving a given number of
clients can vary widely, depending on community-
level factors, on the CHW program model, and on
clients themselves.

The interviews also revealed three important
insights. First, we saw the importance of
maintaining a caseload size that allows CHWs
adequate time to build relationships with their
patients. Second, we saw that the limited
availability of resources constrains the number of
people CHWs can support. Finally, we learned

about the tradeoffs in CHW program models
between caseloads, depth of client support, and
community-level engagement outside of case
management.

From the interviews, we were not able to see
identifiable patterns in caseload size in relation to
organization type, time spent on activities, or
methods of communicating with clients. This lack
of clear and consistent distinctions between
program models may, in part, be related to the
small sample size and to the recruitment strategies
which focused on CHWs with sustained client
interaction. By excluding program models in which
CHWs have limited interaction with large numbers
of clients, we eliminated the opportunity for the
sharpest contrasts in numbers of clients served and
types of activities.

Future research could expand on these findings by
documenting CHW roles and activities for a larger
sample. Exploring caseloads from the perspective
of managers or employers, including the guidelines
established for caseloads and the program
philosophy underlying those guidelines, could also
deepen the understanding of caseloads.
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APPENDIX A: METHODOLOGY

Recruitment

The target population for this research was full-time CHWs
working in Michigan with more than one-time interactions with
clients. To attract a diverse pool of interviewees, we recruited
through various channels, including MiCHWA listservs, 2023
CHW Survey respondents, MiCHWA work groups, and the
MiICHWA Registry. CHW:s interested in participating in an
interview completed an interest form, which collected preliminary
information on counties served, organization, role focus, and
caseload. Throughout the data collection period, we assessed the
interview sample for diversity of organization setting and region
of the state. As needed, MiIiCHWA staff and board members sent
targeted recruitment emails to solicit participation from
organization settings under-represented in the sample.

Interview Protocol

The interview protocol was developed with input from MiCHWA
staff and the MiCHWA Evaluation Work Group with the goal of
understanding CHW caseloads and the factors that influence
them. The protocol included questions on typical activities in a
week, fluctuations in caseload, length of time with clients,
methods of communicating with clients, and perceived ability to
meet clients’ needs. All interviews took place over Zoom, lasted
approximately 30 minutes, and consisted of eight questionsin a
semi-structured interview format. Three additional questions
were captured in a questionnaire format in Qualtrics and yielded
quantitative data to accompany the open-ended answers from
the interviews. All interviews were recorded using either
Fireflies.ai or Zoom'’s recording feature.

Interview Sample

Forty-seven people completed an interview interest form. From
this group, we contacted 40 people that met the interview
criteria. Of those contacted, 28 scheduled and completed an
interview. While interviewees represented nine different types of
organizations, Figure 6 shows that CHWs working at local health
departments were over-represented within the sample, while
CHWs at medical clinics, hospitals, community health centers,
and health systems were under-represented.

Figure 6. Number of CHWs by Organization Type (N = 28)

Local health department GGG O

Community-based organization or non-profit GGG G

Federally qualified health center (FQHC) IEEEEEE——— /

Behavioral health organization I 3
Medicaid Managed Care/Medicaid I 2
Medical clinic/practice ml 1
Hospital mE 1
Community health center (Not FQHC) mmE 1

Health System mE 1

The majority (n = 16) of the CHWs interviewed shared that their
program focused broadly on assisting clients with Social
Determinants of Health (SDOH) related needs. Twelve CHWs
reported that their program focuses on specific populations or
areas of need, including behavioral health, sexually transmitted
diseases, seniors, returning citizens, and patients with diabetes.

20



Number of Programs and Team Size

Most (n = 22) interviewed CHWs shared that their organization
has more than one CHW program. Interviewees reported an
average of 6 CHWs in the program where they worked, with a
range from 1 to 12.

Analysis

Data from interview interest forms and data from the
questionnaire section of the interview were compiled into Excel.
After the data were cleaned, the evaluation team calculated
descriptive statistics, including counts, maximum values, and
means. The evaluation team also used the interviews to generate
new variables of interest, including ideal caseload and a
categorization of how CHWs indicated they would spend
additional time, if available.

Interview transcripts were generated using Fireflies.ai. We then
analyzed transcripts in Dedoose, a qualitative analysis software.
The evaluation team reviewed the transcript and the quantitative
data for each interviewee to develop an individual summary. To
facilitate consistency in summaries across team members, we first
drafted two sample summaries, which we refined and compared
to develop guidelines for crafting the summaries. Team members
coded relevant transcript segments to develop the interview

summaries. Each summary included the CHW'’s current caseload
or range, organization type, location or areas served, ways of
interacting with clients, time per week with clients, length of time
with clients, the CHW'’s perception of caseload compared to their
capacity, and additional information on the program’s referral
process, waitlists, and client prioritization strategies. The
summaries also included quotations related to the CHW'’s
caseload and seen as compelling by team members. Two team
members reviewed all summaries for clarity and
comprehensiveness, reviewing the original transcript as needed.
Lastly, the summaries were sorted by caseload range and
reviewed as whole to identify patterns, themes, and a
comprehensive understanding of factors relevant to caseloads.

Quotations from interviews are included throughout the report to
shed light on the perspective and experience of CHWs and to
illustrate a range of viewpoints. The quotations do not necessarily
represent the viewpoint of anyone beyond the individual
respondent and should not be interpreted as themes unless
otherwise stated. Quotations used in this report have been
transcribed using the clean verbatim style. Speech errors, false
starts, stutters, repetitions, and filler words have been omitted so
long as their removal did not change the meaning or sentiment of
the statement.
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