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Abstract 

The goal of this thesis is to examine how stakeholders who work with community health 

workers, including directors of training programs and direct managers, perceive the needs of 

community health workers in the domain of tobacco cessation programs and education. I will 

also examine how the needs of stakeholders are aligned with those of community health 

workers, as well as potential implications of misalignment. Results show salient themes of role 

playing, rapport, and resources for distribution mentioned by the stakeholders, which are largely 

adjacent to the need of CHWs for evidence-based personalized methods for tobacco cessation, 

motivation, and key language. Their themes are more consistent with empowering their CHWs 

and giving them the tools that they need, while CHWs are more focused on their patients, as is 

both of their mandates, respectively. Ultimately, both are interested in effective tobacco 

cessation and the decrease in tobacco rates in the communities they are a part of. 

Introduction 

Cancer is one of the leading causes of death in the United States, with 600,000 people 

dying from cancer every year and 81% of lung cancer deaths caused by tobacco (American 

Cancer Society, 2022). While cancer rates overall have improved, there is still a wide disparity 

between those with higher socioeconomic status and those with lower socioeconomic status. 

Ward et al. reports that five year cancer survival rates are 10 percentage points lower for both 

men and women in lower socioeconomic census tracts (2004). One of the primary causes of 

lung cancer is tobacco and smoking rates. The report by the Surgeon General showed that 30% 

of lung cancer deaths are caused by tobacco (National Center for Chronic Disease Prevention 

and Health Promotion (US) Office on Smoking and Health, 2014). Studies have shown that 

smoking rates can decrease with standard interventions by primary care physicians (Bittencourt, 

2014). However, people of low socioeconomic status might have barriers to receiving care from 

primary care physicians that those of higher socioeconomic status do not have. Studies have 

found, though, that instead of receiving interventions at primary care visits, interventions by 

community health workers (CHWs) can be effective at tobacco cessation (Campbell, 2007).  



The American Public Health Association defines CHWs as follows: “A community health 

worker is a frontline public health worker who is a trusted member of and/or has an unusually 

close understanding of the community served.” CHWs are community members who are also 

connected to the health care system, bridging the gap between other health care professionals 

and the communities they serve and expanding healthcare access. They are also known as lay 

health workers, outreach workers, indigenous health workers, and health advisors, among other 

names (Nemcek, 2003). CHWs are particularly important in targeting health interventions to 

minorities and those with lower socioeconomic status. Because CHWs are part of the 

community they are working with, they are able to understand their patients on a deeper level, 

having been through many of the same life experiences as well as having similar identities, 

ethnicities, languages, socioeconomic status, and more. (Spencer, 2010). 

The idea of using the CHW model has been around for over 60 years, yet CHWs are 

often overlooked (Nemcek, 2003). The practice of employing CHWs began in China in the 

1920s, leading to the “barefoot doctor” program in that country. In the 1960s, CHWs came to 

prominence in Western countries, as doctors struggled to address health needs of low 

socioeconomic and rural populations. The idea was picked up by the WHO and became more 

formalized through a book they published called Health of the People. Throughout the 1970s 

and 1980s, government CHW programs blossomed, particularly in Brazil, Guatemala, 

Nicaragua, Honduras, and Peru. In the late 1980s and early 1990s, however, programs started 

running into problems because of “inadequate training, insufficient renumeration or incentives 

for CHWs, and lack of supervision and logistical support” as well as loss of funding for many of 

the programs (Perry, 2014). More recently, CHW programs have come back into prominence in 

the United States through formalization of the creation of a US Department of Labor Standard 

Occupational Classification in 2010 and inclusion as a health profession in the Affordable Care 

Act around the same time (Sabo, 2017).  



Funding for CHWs has consistently been a challenge. Most funding sources are from 

grants from philanthropies or governmental organizations, yet many of these sources are not 

sustainable in the long-term (Park, 2021). 

Goals of employing CHWs in the delivery of healthcare include establishing a 

therapeutic alliance, improving appropriate health care utilization, and reducing health risks of 

patients. A therapeutic alliance involves relationships between CHWs and their patients, hinging 

on trust between the two. The improved relationship between health care professionals and 

patients leads to the next goal of improving appropriate healthcare utilization by building trust 

and encouraging patients to visit their primary care providers, as well as reducing the health 

risks of patients both through visits to primacy care providers and by educating patients on early 

diagnosis, prevention, and treatment (Nemcek, 2003).  

The CHW model has been proven to be effective in tobacco cessation efforts in lower 

socioeconomic communities and minority communities (Tan, 2022). Tobacco cessation efforts 

are typically delivered in primary care settings, however, lower socioeconomic and minority 

communities already have many barriers to regular primary care or other evidence-based care 

forms, such as the 5 A’s (Tan, 2022). The 5 A’s are a proven model for effective tobacco 

cessation, consisting of “Ask, Advise, Assess, Assist, and Arrange” as a framework suggested 

by the WHO (2014). Because of the general lack of access to evidence-based smoking 

cessation advice through primary care visits, the use of the CHW model has been successfully 

employed to provide a community-based approach to smoking cessation (Cox, 2011). Multiple 

studies have shown the effectiveness of the CHW model, with continued tobacco abstinence 

(21 - 28%) over a control group (6 - 9%) (Cox, 2011). However, studies with CHWs have shown 

that while they are able to bring up the topic of tobacco cessation with patients, they often do 

not feel prepared to deliver effective advice on how to quiet (Castaneda, 2010). A study by 

Nguyen in Vietnam showed that while 72% of village health workers asked patients if they used 

tobacco, 53.2% stated that they did not feel that they had the necessary training or skills to be 



able to counsel patients in tobacco cessation. In the survey, the health workers labeled lack of 

training as one of the main barriers to providing smoking cessation advice, due in part to 

perceived self-efficacy of delivering advice (Nguyen 2018). 

Much of what community health workers do, including trainings participated in and 

community strategies, are directed by their managers. According to Gutierrez Kapheim and 

Campbell, most CHWs are trained on the job, having been hired for their connection to the 

community rather than more technical skills, and therefore the way they are trained and 

supervised has an impact on how they operate in the community. If their managers don’t have 

the same sense of what the community health workers need to do, the community health 

workers might not get the resources or time allotment in training and on the ground to be able to 

affect change through tobacco cessation programs. A study by Brown showed that supervisors 

of CHWs play an important role in providing “real time support, ongoing training, and help with 

clinical integration,” all of which are important to tobacco cessation programs (2020). 

A study by Findley, et al. worked with CHWs and their managers to understand what 

they thought the core competencies of CHWs were and came to a consensus on five main 

elements: outreach and community organizing, case management and care coordination, home 

visits, health education and coaching, and system navigation (Findley, 2012). Interestingly, 

there was a difference in employer’s and CHW’s rankings of “retention of clients” and 

“establishment of rapport and trust”, which the authors postulated was due to the difference in 

perception of the purpose of the rapport and trust. Employers see trust as a means to “retain 

clients” whereas CHWs see trust as “a quality that is instrumental in helping their clients achieve 

their own goals” (Findley, 2012).  This difference epitomizes one of the main differences 

between CHWs and their employers, with CHWs focused on patient care while employers have 

multiple interests to balance.  

A study by Bittencourt on CHWs has shown that managers and CHWs often agree on 

“core functions”, “home visits, patient referrals, and identification of patients and are not 



specifically related to the TCP [Tobacco Cessation Program]”, but are not as well aligned on 

aspects such as “follow-up visits” and “involvement in groups” (Bittencourt, 2014). In this thesis, 

I will detail the needs of CHWs as perceived by their managers, and argue that there is a 

perceived disconnect between community health workers’ managers and community health 

workers, defined by different priorities and approaches between managers and CHW, 

specifically in regards to tobacco cessation programs.  

Methods 

In order to effectively investigate this research question, a qualitative approach building 

on previous research by Tan et al. was used. Tan et al. are currently working on a project aimed 

at adapting an evidence-based tobacco cessation curriculum to be specific to the CHW model of 

care, using the participatory action framework. Previous research by Tan et al. included 

conducting semi-structured interviews with current CHWs through focus groups (n=11) and 

CHW managers individually (n=3). CHWs were recruited by a flyer emailed to managers via 

email. CHWs were eligible if they were older than 18, if they were currently working as a CHW 

or manager, and if they spoke English. Participants were informed that their participation in the 

focus group would not affect their employment. All participants who signed up for the focus 

group attended. The focus groups were 90 minutes in length and CHWs were recruited from 

CHW programs at an academic medical center and a local community college. Focus groups 

and interviews were held virtually due to the COVID-19 pandemic and were conducted by two 

Ph-D level and master’s level health psychologists.  

Data from semi-structured interviews with community health workers stakeholders and 

managers was used to help unearth perceptions of needs for community health workers, 

background understanding on trainings, and current knowledge level on tobacco cessation 

information and interventions. A qualitative approach was important in this regard in order to 

allow the stakeholders and supervisors to provide an unbiased perspective on what they think 

community health workers needs are as well as look at mechanisms. Interviewees included both 



supervisors of current community health workers and managers of training programs for 

community health workers. By interviewing supervisors of current community health workers, we 

obtained first-hand knowledge of what the managers perceive their current, in-the-field 

community health workers need in order to be effective in their jobs. It was also important for us 

to include managers of training programs as well because the way that managers of training 

programs view the needs of community health workers will influence the way the trainings are 

provided and what topics are covered. Two interviews were conducted with managers or 

directors of community health workers, one in a hospital setting and one in an academic setting, 

and one interview was conducted with a manager of a training program (n=3), which was audio 

recorded. Participants were compensated for their participation with $75 gift cards. Transcripts 

were transcribed by research assistants and were not returned to participants for comment.  

The qualitative interviews were transcribed and coded using the Framework Method, 

which involves familiarization with the interviews before applying a label to a passage that 

seems important, grouping said ‘codes’ together to develop an analytical framework, and then 

reapplying the framework to the interviews, allowing for themes and ideas to emerge (Gale, 

2013). The interviews were coded by two masters level coders, including myself, and the results 

were compared against the other interviewees to see if themes are consistent. The two coders 

independently reviewed the transcripts to ascertain preliminary codes. The coders together then 

refined the code definitions, producing themes, or primary codes, and subthemes, or secondary 

codes. The transcripts were independently reviewed again using the updated codebook and 

Dedoose software. Independently coded transcripts were then compared to determine interrater 

reliability and consensus for coding.  

The results of the perceived needs themes were then compared to community health 

workers needs using existing literature and previous data gathered as part of a larger ongoing 

project, with particular focus on the areas where the perceived needs and actual needs differ.  

Results 



Results from the collaborative coding resulted in 10 primary themes and 21 secondary 

themes, as seen in Table 1. Of the stakeholders that participated, work experience as a 

manager ranged from 4 months to 15 years. Two worked in a hospital setting, and one worked 

in an academic setting.  

Key themes brought up in the interviews include 1) role playing as part of the training 

content, 2) additional resources for distribution by CHWs, and 3) the rapport aspect of the CHW 

model of care.  

Role playing  

We defined role playing as techniques to help CHWs understand how to deliver 

cessation training to patients and that give CHW opportunity to practice and receive feedback. 

Role playing in this context included case studies, loose scripts, scenario walkthroughs, 

motivational interviewing, and teach back. All stakeholders were consistent about the 

importance of role playing, bringing it up both when asked directly about it and in relation to 

other parts of the interview. They stated it would be “helpful” and “important” for interactivity 

during the training session, learning from other CHWs, and to have a general idea of how to 

approach the topic of tobacco cessation, practicing actually saying the words out loud, and 

receiving feedback on how they were perceived by the audience. The stakeholders emphasized 

how important it was to use different techniques to really absorb the material, “because it’s one 

thing to hear and listen, but it’s a whole other thing to start to practice it.” - Stakeholder A 

Additional resources for distribution by CHWs  

All of the stakeholders mentioned a plethora of resources that they thought would be 

beneficial to CHWs in the course of helping patients. The materials they talked about included 

promotional materials, such as magnets, coloring pages, and t-shirts, hand-outs, or one pagers 

with key information, follow up materials, such as pre-scripted texts and emails that include 

ways for patients to reach specialists, among other things, and a toolkit with resources that 

patients could reference, including websites, quick links, and phone numbers that patients can 



call if they need further information or help. Because CHWs have so many things to juggle and 

they sometimes don’t get to all the details about tobacco cessation (“Everyone has really good 

intentions to continue talking about the process and continue connecting them to resources, but 

that is a whole other step they sometimes don’t get to” - Stakeholder A) , stakeholders thought it 

would be helpful to have a list of Frequently Asked Questions (FAQs) and other information to 

give to patients at the tips of their fingers in older to make the connection to tobacco cessation 

as soon as the patient is ready.  

Rapport in CHW model of care 

Rapport in the CHW model of care is defined as building of the relationship between 

CHWs and their patients in order to gain trust and determine how CHWs can approach their 

patients. All stakeholders recognized relationship building as one of the most important aspects 

of the CHW model of care, and that was reflected in their interviews. They discussed rapport in 

terms of visiting patient homes and commenting on what they saw there (e.g., ash tray, mold), 

sharing accurate information, getting patients to open up about what is troubling them, asking 

about whether they’re ready to quit smoking, “planting the seed” (Stakeholder B) to start thinking 

about quitting, and dispelling common myths. “Everything is about the relationship”: 

stakeholders emphasized how foundational the relationship with the patient is, and how 

everything else a CHW does is based on the trust that they build with their patients. “You gotta 

get that trust factor first” - Stakeholder C. Overall, this theme emphasized the importance of 

CHWs being comfortable with patients and patients being comfortable with CHWs before being 

able to address health concerns.  

Previous research by Tan et al. identified the top themes of concern with CHWs as 

motivation, personalization, stress, and role playing. The interviews found that smoking was a 

stress reliever for patients, that CHWs want key language and ways to personalize smoking 

education to patient’s specific needs, and how to motivate patients to quit smoking. The themes 



overlap in nature, meaning that personalizing the information is also an important part of 

motivating patients to quit.  

Discussion 

The most important needs stakeholders found were rapport in terms of the CHW model 

of care, a toolkit for resource distribution by CHWs, and role playing by CHWs in the training 

session. The need for rapport ties in well to the general model of CHW care, where CHWs build 

trust with their patients over a period of time, due in part to their being a part of the community 

with shared experiences with their patients. The idea of rapport is foundational to being a CHW 

and emphasizes the longevity of the relationship with the patient. The other two needs, a toolkit 

for resource distribution and role playing in training sessions, show how managers view tobacco 

cessation training as not part of the average CHW visit, and therefore CHWs need more training 

– both in the form of resources and in practicing approaching patients about the topic. Both 

these themes would help empower CHWs to address tobacco cessation with their patients, as 

they would have both the tools and the knowledge to back up their conversation, and improve 

CHW self-efficacy in delivering the trainings.   

Previous research by Tan, et. al (2022; 2023) described the top needs of CHWs are the 

need for a set protocol that can also be adapted to different types of patients, smoking as a 

stress reliever for patients, CHWs wanting key language, and motivating patients to quit (Tan, 

2022). While these themes were not mentioned as frequently by stakeholders, they are largely 

adjacent to the themes that stakeholders found important. Both feature the idea of role play, 

including pre-written scripts, FAQs, and practicing delivering tobacco cessation advice to 

patients in a way that is largely standard, but tailored to meet the patients’ needs. Furthermore, 

the idea of improving the self-efficacy CHWs is salient, with the need for more information 

through trainings, role playing, and an established toolkit with resources requested by 

stakeholders. The idea of improving self-efficacy through training is also found in a study by 

Castaneda, et al., where they found that increased training helped CHWs improve their delivery 



of training and helped them better understand and enact their role as health influencers in the 

community. Other findings from the Castaneda study highlighted the idea of social risk for 

CHWs, defined in the paper as “perceived threat to existing and potential relationships with 

which a person is faced when challenging the behavior, views, or identity of a significant other.” 

Social risk was a concern for CHWs interviewed, especially surrounding tobacco cessation, 

which they described as a sensitive topic. They were afraid of negatively affecting relationships 

with the people they were working with by bringing up quitting smoking. The CHWs expressed a 

desire for more training and role-playing in order to better prepare themselves for these types of 

conversations, and interested in the use of “materials resources as a means of mediating [social 

risk]” (Castaneda, 2010). This theme reinforces the findings from our study, emphasizing 

rapport, role-playing, and additional resources for distribution as important aspects to consider 

in training CHWs.  

One of the themes mentioned by stakeholders but was not as salient with CHWs is the 

theme of cost. The theme was more salient with stakeholders both because they were directly 

asked about it in the interview guide as well as because of the logistics involved in training the 

CHWs they are responsible for. Stakeholders discussed cost in terms of the cost of delivering 

training to the CHWs as well as the ability to find grants or other sources of funding that would 

help pay for the trainings. Because managers are more directly involved with the logistics of 

CHW trainings, it follows that they would be more concerned with the cost and funding source of 

trainings than the CHWs themselves.  

Agendas and trainings for community health workers are set by managers. If managers 

are not present or aware of the CHW needs in terms of trainings or resources for effective 

tobacco cessation, the CHWs performance as related to tobacco cessation may suffer. A study 

by Ludwick in Uganda shows that CHW team performance is “correlated with the quality of their 

supervisor and relationships with other healthcare workers” (2018). Furthermore, if community 

health workers do not receive adequate training, they may not feel comfortable or qualified to 



help intervene in tobacco cessation programs. Research has shown that even a brief 

intervention by community health workers can have a big impact on current smokers and reduce 

prevalence of smoking in minority populations by 21% compared to 9% in a control group (Cox, 

2011). Because community health workers are able to target at-risk populations in low 

socioeconomic areas that typically do not go to primary care visits, the effective implementation 

of tobacco cessation programs could have tremendous effects on the rates of cancer disparities 

that we are currently seeing.  

Conclusion  

The needs of CHWs and the needs perceived by their managers are different, but not as 

disconnected as expected. The themes of role playing, rapport, and resources for distribution 

mentioned by the stakeholders are largely adjacent to the need of CHWs for evidence-based 

personalized methods for tobacco cessation, motivation, and key language. The lens through 

which stakeholders and CHWs view the needs is different, however, with managers focusing 

more on what their CHWs need and CHWs focusing more on what their patient needs, such as 

smoking as a stress reliever. Furthermore, stakeholders are concerned with the more logistical 

parts of training, such as how to provide key language to the CHWs through role playing, and 

the cost of delivering such trainings. Their themes are more consistent with empowering their 

CHWs and giving them the tools that they need, while CHWs are more focused on their 

patients, as is both of their mandates, respectively. Ultimately, both are interested in effective 

tobacco cessation and the decrease in tobacco rates in the communities they are a part of, with 

stakeholders focusing on empowering their CHWs and CHWs on empowering their patients.  

Limitations of this study include the small sample size as well as asking stakeholders 

about certain themes, such as cost, rather than letting needs and concerns emerge naturally. 

Further research could include increasing the number of stakeholders interviewed and including 

CHWs and stakeholders in focus groups.  
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Appendix  

Table 1: Primary and secondary codes with descriptive quotes 

Primary Secondary Definition Descriptive Quote 

Training 
content: how 

topics are 
delivered in 

training 

Visuals 
Do CHW want visuals in 
the training? What kind? 
(Videos, graphics, etc.) 

“Will some of this be 
interactive? Will- will we have 
hands on tools like um what- 

what of snuff looks like or 
tobacco or cigarettes or all 
that? Will you have props 

and would will it be 
interactive?” - C 

Statistics 

Statistics and facts to be 
included in CHW training 
or how they want facts 

presented. 

“I do think that having facts is 
really important um I think 
that they don’t have to be 
that long because most 

people know.” - B 

Role playing 

Techniques to help CHWs 
understand how to deliver 

cessation training to 
patients. Gives CHW 

opportunity to practice and 
receive feedback.  

“Because it’s like one thing to 
hear and listen and, but it’s a 
whole other thing to like start 
to practice it. Uh especially 
because, you know, that 

requires you to talk and that’s 
public speaking is, you know, 

I mean it’s different for 
everyone and um especially 
if you’re talking to a group. 
So, I think roleplay is really 
important because you- that 
you start to also realize this 
like just like this tone and 

how wording and it’s nice to 
get feedback from someone 
who’s also taking the training 

with you and be like you 
know, I would probably word 
that a little differently.” - A 

Additional 
resources for 

distribution 
(by CHW) 

Follow up 
(CHW follow up 

with patient) 

Resources that help 
CHWs follow up with 

patients  

“Yeah, like whether it’s about 
facts or different programs 
that are in their area and 

direct them to it. Because I 
think that everyone can have 

really good intention to 
continue talking about the 

process and continue 
connecting them to the 

resources but doing that is a 
whole other step sometimes 



they don’t get to or it's 
delayed! But if it's kind of 

prewritten format, especially 
the most asked questions or 
most said responses.” - A 

Promo 
materials 

Promotional materials (not 
paper) that CHWs can 
distribute to patients. 

Related to quitting and 
staying quit (encouraging 
materials or reminders) 

“Yeah, so maybe like make 
the- or even, I don't know, 
maybe like a checklist on a 
magnet, they may see it or 

something. I don’t know 
because I think I would 

imagine it if I was smoking 
and I wanted to quit it would 
be nice to have motivators in 
different places or reminders 
like ‘oh hey this is my goal’ 
and a magnet on a fridge 

seems so in my face every 
day, you know?” - B 

Toolkit 

List of resources for help 
with tobacco cessation that 

CHWs can distribute to 
patients  

“So, it’s nice to have it, you 
know, it but like if they can 

pull out their phone and pull it 
up and be like oh like, ‘I know 

the right thing,’ instead of 
being like, ‘Let me wait til the 
next meeting when we meet 
up.’ So, for sure I think that a 

website is essential just to 
house everything.” - A 

Logistics of 
CHW training 

Delivery of 
training 

Mode of delivering training 
to CHWs  

I think that I do a better job, 
you know, once they have 

the foundation of it I can kind 
of make it real for them as 

they’re doing it. And so a lot 
of times, all I need is the 

system to have some basic 
understanding of what to do, 
how it works, and then we 

can kind of just talk through 
it.” - B 

Cost 
Cost aspect of CHW 

training  

“I think honestly the best for 
them is when their employer 

is going to pay for it” - A 

Sustainability  
How to maintain CHW 

training over time  

“I think those bootcamps 
would be very helpful, just to 

kind of like offer maybe a 
twenty minute refresher 

course on what they learned 
before”. - B 



Certification 
Aspects of training that 
relate to certificates or 

CME  

“We are in the process of 
working toward certification 

for community health workers 
here in Illinois, and aside 
from that we are talking a 

little bit more like what 
additional certifications or 

certificates or trainings or um 
continued education that we 

would for our community 
health workers and definitely 
this came up – like smoking, 
lots of other mental health or 

suicide prevention or so I 
think this can definitely be a 

segway after our real 
certification for community 

health workers. Ater they get 
certified this could be like a 

continual education piece for 
them.” - C  

Length of 
training 

How long CHW training 
should be 

“I think you know two to three 
hours is fine with a little break 

in between. I think that is 
definitely fine and with this 
information I think what’s 
most important for them: 
starting to practice.” - A 

Frequency 
How frequent CHW 
trainings should be  

“If you’re gonna do this and 
really do this and do this well 

and only this right here I 
would say three to four times 

a year because yeah as 
community health workers 

they come in and they go” - C 

Setting  
Setting / format of CHW 

training 

“Spring is a fresh start and 
people want new healthy 

habits and so I think that’s a 
great theme that you could 

probably go with.” - C 

High relevance 

Relevance of training to 
CHWs and why a training 

like this is needed / 
important 

“Regardless, yeah, this would 
be important, especially like 
this is one of the top issues 

we have” - A 

CHW model 
of care 

Communication 
Important aspects of 

communication between 
CHWs and their patients.  

“I always tell community 
health workers, be organic, it 
should not sound scripted. 

We should not have a script, 
it should really be a 

conversation back and forth” 
- C 



Non-
judgmental 

Sensitive aspects CHWs 
need to think about when 
communicating with their 

patients.  

“The one thing that I want 
you to understand is that 

people, and I tell my 
community health workers 

this all the time, people have 
the right to make a bad 

decision and you have to 
respect that decision.” - B 

Rapport 

Building relationships and 
trust between CHWs and 

their patients. Your rapport 
with someone determines 

how you can approach 
them.  

“And also have to recognize 
that you as a CHW, ninety 

percent of what you do is gut. 
It’s not the time to open it up, 
don’t open it up, bypass that 
question. Just because you 
don’t wanna know, doesn’t 
me you gotta ask it now, 

build that rapport. Right?” - B 

Current CHW 
trainings  

-- 

Characteristics of current 
CHW trainings, including 
type of trainings offered, 
who gives the trainings, 

etc.  

“So, within the courses, they 
learn- they start to use their 
tools to do that specifically in 

our intro to CHWs course. 
They work on different 

techniques and 
communication techniques 

and like motivational 
interviewing and all those 

skills. So, when they get into 
the other classes they can 

start to link the knowledge to 
those things.” - A 

Inclusion of 
family  

-- 
Including family members 

in tobacco cessation 
programming  

“When someone is trying to 
quit, if they’re quitting for their 

kid or if there is something 
like that, you know, there's 
support in the home, in the 
household, usually their quit 
attempts are much, much 
more effective. So, that’s 

really helpful that you 
mention that specifically 

especially in relation to the 
work that the CHWs do.” - B 

Tobacco 
cessation 

knowledge: 
specific topics 
CHW want to 
learn about 

History 
History of tobacco use and 

Big Tobacco companies 

“One thing that I elaborate on 
when  just talking about the 

the introduction of giving 
them that information about 
tobacco use and the facts 
and the background, give 
them the real facts, teach 
them that they don’t make 
money of tobacco. Teach 

them what is happening right 



around the corner from them, 
I think that all of that is where 

you can actually spark 
someone’s interest, because 

that’s what mine was like. 
And I was like wow you know 
tell me some real stuff, you 

know.” - B 

Types of 
smoking 

Different types of smoking 
other than commercial 

cigarette 

“Yeah, so what popped out to 
me or is popping out to me is 

the introduction to nicotine 
products. I think that is super 

huge.” - C 

Terms 
Terminology for tobacco 
slang and medical jargon  

“So, just some examples or 
just letting them know so they 
know like, ‘Hey don’t use the 
technical word,’ like there’s a 

fresh word and your 
community uses that.” - A 

Hands on tools 

Props that the trainers 
could use during the CHW 

training to make it more 
hands on and interactive.  

“Giving actual props to 
people, letting them see what 
it actually looks like, what a 
lung looks like, what it looks 
like when no one smoking 

and when they are smoking - 
like actual visuals. I think a 
lot of people learn better 

when they can actually see it 
and play around with it.” - C 

Health 
conditions (of 

patients) 
-- 

Other health conditions / 
comorbidities  

“I think that would be 
because everybody doesn’t 
work with certain disease 
specific populations. So if 
they can easily identify the 
ones that’s really really can 
hone in on and benefit that 
patient. I think that would 

make sense to color code it 
or somehow disseminate 

which ones are related to a 
disease.” - C 

Virtual patient 
visits 

-- 

During the pandemic, 
CHW had to shift how they 

interacted with patients, 
including various forms of 

virtual visits.  

“I have a virtual visits where 
patients are comfortable with 
that but I guess it depends on 

the patient itself too, how 
eager they are to quit or want 

to learn. Then they’ll do 
whatever so I guess you 

have to find that out too so.” - 
C 



Supervision -- 

Aspects of supervision or 
empowering community 
health workers by their 

supervisors or managers 

“Yeah a lot of times 
community health workers 
second guess themselves 

too with what they can take in 
and take what they can. I 

mean, they have a lot inside 
of them and they just need 

someone to help foster it and 
bring it out of them so you 

may get some feedback from 
‘Oh that’s too much’ and ‘I 
don't know that I wouldn't 
take that too’ because we 

have to be able to challenge 
community health workers to 

work to the top of their 
capacity and you know 

they’re capable and can do it. 
It’s just a lot of fear 
sometimes in some 

community health workers, 
so empowering [them], 

yeah.” - C 

 

Table 2: Number of codes by stakeholder, just E.R. coding 

Theme 
Stakeholder 

A  

Stakeholder 

B 

Stakeholder 

C  
Totals 

Additional resources for 

distribution by CHW 
16 18 13 47 

Follow up 5 0 4 9 

Promotional materials 1 10 0 11 

Toolkit 9 8 10 27 

CHW model of care 13 21 9 43 

Communication 4 11 1 16 

Non-judgmental 5 4 2 11 

Rapport 7 7 6 20 

Current CHW trainings 4 7 6 17 

Health conditions 0 1 5 6 

Inclusion of family 0 1 0 1 

Logistics of CHW 

training 
20 18 29 67 

Certification 5 2 2 9 

Cost 7 2 5 14 

Delivery of training 1 4 3 8 

Frequency 0 0 4 4 



High relevance 5 1 5 11 

Length 3 3 2 8 

Setting 2 0 0 2 

Sustainability 1 6 7 14 

Supervision 0 0 3 3 

Tobacco cessation 

knowledge 
2 4 5 11 

Hands on tools 0 0 3 3 

History 0 1 0 1 

Terms 2 1 1 4 

Types of smoking 0 2 1 3 

Training content 13 9 12 34 

Role playing 6 5 7 18 

Statistics 2 2 3 7 

Visuals 2 0 2 4 

Virtual patient visits 3 0 6 9 

Totals 138 148 156 0 

 


