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Abstract
The prevalence of depression among rural women is nearly twice the national average, yet limited mental health services 
and extensive social barriers restrict access to needed treatment. We conducted key informant interviews with community 
health workers (CHWs) and diverse health care professionals who provide care to Appalachian women with depression to 
better understand the potential roles that CHWs may play to improve women’s treatment engagement. In the gap created by 
service disparities and social barriers, CHWs can offer a substantial contribution through improving recognition of depres‑
sion; deepening rural women’s engagement within existing services; and offering sustained, culturally appropriate support.
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Introduction

Although meeting the mental health care needs of the popu‑
lation at large is a daunting challenge, in certain commu‑
nities–including rural, underserved areas–persistent health 
care professional shortages, logistical barriers, complex 
health needs, and intensive social demands significantly 
obstruct the receipt of mental health care. As mental health 
consumers, advocates, providers, and researchers critically 
assess the future of community mental health in an era of 
healthcare reform (Minkoff 2015), community health work‑
ers (CHWs) offer the opportunity to diversify the mental 
health workforce, build bridges to vulnerable populations 
who may not identify as mental health consumers, and 
sustainably strengthen vulnerable mental health systems 

(Belkin et al. 2011; Cook and Mueser 2015). In this article, 
we explore potential roles that CHWs could play in deepen‑
ing rural women’s engagement in depression treatment, even 
as rural regions in the U.S. continue to face shortages in care 
and rural women experience extremely high prevalence of 
depression.

In the United States, depression affects 38–51% of rural 
women (Hauenstein and Peddada 2007; Jesse and Swanson 
2007; Price and Proctor 2009)1 compared with 10% in the 
general population of U.S. women (CDC 2010). Women 
are more vulnerable to depression than men (CDC 2010), 
and rural women in particular face increased risk factors for 
depression including intimate partner violence (Annan 2008; 
Hillemeier et al. 2008) and poverty (Duncan 2000; Price and 
Proctor 2009; Tickamyer and Duncan 1990). At the same 
time, rural women tend to be diagnosed with higher rates of 
comorbidities (Brown et al. 2005; Hartley 2004), which can 
increase the severity of depression (Ho et al. 2014).

Despite these elevated rates of depression, rural women 
often do not receive needed treatment from a rural mental 
healthcare system that is described as “de facto”—loosely 
organized, of uneven quality, and low in resources (Fox 
et al. 1995; Hauenstein 2008). With 60% of rural residents 
residing in mental health provider shortage areas (U.S. 
Department of Health and Human Services 2012), it is not 
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surprising that rural women report long wait-times and brief 
visits (Logan et al. 2005) with the result that rural residents 
visit mental health providers less often in comparison to 
urban residents (Fortney et al. 1999; Hauenstein et al. 2007; 
Staton-Tindall et al. 2007). Moreover, those rural residents 
who do receive treatment are unlikely to receive the full 
course necessary for recovery (Greeno et al. 1999). Addi‑
tionally, socially-rooted obstacles including stigma can pre‑
sent an even larger barrier to receiving services (Zhang et al. 
2008). With limited depression awareness in rural areas, 
even severely depressed people may not acknowledge their 
symptoms as depression (Browning et al. 2000; Simmons 
et al. 2007; Snell-Rood et al. 2017). These factors contribut‑
ing to low service use and isolation only exacerbate depres‑
sion (Hauenstein 2003, 2008; Hauenstein et al. 2014; Snell-
Rood et al. 2017).

Community health workers (CHWs) are auxiliary health 
personnel who are employed in low-resource settings and 
seek to build community capacity, improve healthcare 
access, and enhance trust among hard-to-reach populations 
(Mutamba et al. 2013; Viswanathan et al. 2010). For these 
reasons, the Affordable Care Act targeted CHWs to play 
an increasingly crucial role in a changing healthcare land‑
scape, with policymakers and providers charting how CHWs 
can address a variety of needs across diverse communities 
(Brooks et al. 2014; Katzen and Morgan 2014; Centers for 
Disease Control and Prevention 2016). While CHWs have 
been tapped for mental health task-shifting in low-resource 
countries with healthcare provider shortages (Belkin et al. 
2011; Paudel et al. 2014; Petersen et al. 2012), they remain 
a largely untapped resource for mental healthcare in the U.S. 
(Cook and Mueser 2015). Like peer specialists who have 
come to play a critical role in community mental health 
(Cook et al. 2010; Daniels et al. 2010), CHWs tend to have 
deep knowledge of the people and communities with whom 
they work. They differ from peer providers in that CHWs 
are not required to personally experience the health issue 
their work addresses (Willging et al. 2016), though they may 
have a deep understanding of the lived experience of barri‑
ers that can increase vulnerability to poor health and limit 
healthcare access. Yet despite rural consumers’ preference 
for CHWs for varied physical health conditions (Bird et al. 
2001; O’Neill 2010), few studies have examined the poten‑
tial ways in which CHWs may increase the engagement of 
rural populations in mental healthcare (Waitzkin et al. 2011; 
Willging et al. 2016).

We interviewed CHWs, primary care providers, and men‑
tal health providers to elicit their experiences responding to 
rural women with depression and to identify their perspec‑
tives on ways that CHWs could enhance mental healthcare 
for rural women with depression. In their role reaching out to 
rural women who are likely to be disconnected from health 
services (Schoenberg et al. 2001), CHWs serve many women 

who do not identify as depressed, much less seek treatment. 
Primary care providers offer the majority of depression treat‑
ment in rural areas in the form of pharmacological treat‑
ment, even to women who may not identify their symptoms 
as depression (Fox et al. 1999; Wang et al. 2005). Rural 
mental health providers—often operating out of integrated 
care settings and community mental health centers—typi‑
cally serve women with more severe presentation of depres‑
sion, dual diagnosis, or comorbid SMI. Collectively, these 
diverse healthcare professionals are best suited to provide 
input on the barriers and opportunities to deepening rural 
women’s engagement in mental health care through CHWs.

Methods

Study Design

We employed a key informant research design in this explor‑
atory study to collect the perspectives of well-positioned 
community-based health personnel who worked with this 
hard-to-reach population. Elsewhere, we discuss rural 
women’s perspectives on their treatment-seeking behav‑
iors (Snell-Rood et al. 2017). We elicited commentary on 
patients’ needs and preferences that could be used to adapt 
an evidence-based intervention for depression. Directed con‑
tent analysis was used to describe how participant perspec‑
tives related to existing healthcare categories and systems 
(Hsieh and Shannon 2005).

Sample and Recruitment

We focused on women with depression in Appalachian 
Kentucky, where depression disparities are especially high. 
Appalachian Kentucky has socioeconomic status (SES) indi‑
cators among the lowest in the US, with a poverty rate nearly 
twice that of the nation as a whole and the per capita income 
approximately half the US average (Appalachian Regional 
Commission 2014). Residents (both women and men) in 11 
of the 17 counties where participants in our study worked 
reported an average of 6–8 mentally unhealthy days per 
month (Kentucky 2015), nearly twice the national average. 
Kentucky maintains the third highest rate of depression in 
the United States (Healthcare 2007), with 23.5% of adults 
having a lifetime incidence in comparison to 18% nationwide 
(BRFSS 2013). Like other rural regions, Appalachia’s high 
rates of poverty, unemployment, and health disparities likely 
contribute to this elevated prevalence of depression (Hartley 
2004; Zhang et al. 2008).

The study population consisted of CHWs (n = 9) and 
healthcare professionals (primary care providers, mental 
health specialists, health program administrators) (n = 9) 
based in the region who worked with Appalachian women 
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with depression. All CHWs we interviewed work for Ken‑
tucky Homeplace, a state-funded CHW initiative to reach 
rural underserved Kentuckians, providing services in care 
coordination, chronic disease management, and other health-
condition specific initiatives. In Table 1, we outline the back‑
ground of our key informants. Inclusion criteria consisted of 
working in a healthcare role in Appalachian Kentucky and at 
least 3 years’ experience working with Appalachian women 
with depression. Our sample reflected the demographics of 
Appalachian Kentucky but over-represented women because 
they dominate the CHW and healthcare provider workforce 
in the counties where we worked, all of which are desig‑
nated as primary care and mental health provider shortage 
areas. Healthcare professional participants were recruited 
from several venues, including a federally qualified health‑
care center and two community mental health centers. We 
included a broad range of providers in our sample because 
the expertise and roles of each group offers different types 
of interaction with the population of interest—women with 
depression. Healthcare professionals engaged with these 
women briefly in clinical settings to provide treatment, with 
administrators overseeing this treatment. In contrast, CHWs 
had more sustained interaction with women that occurred 
across home, service, and clinical settings, interacting with 
women not only on matters related to their depression, but to 
connect them to broader health and social services.

Procedures

To avoid coercion, we informed participants that their 
involvement in the study was completely voluntary. 

Guided by the Replicating Effective Programs Implemen‑
tation Science framework, we created a semi-structured 
interview guide that was oriented toward identifying needs 
of the target population, existing community resources, 
and suitable interventions to match needs and resources 
(Kilbourne et  al. 2007), focusing particularly on how 
we could employ the resources of the CHW program in 
the region in light of mental health provider shortages. 
Our questions concerned characteristics of Appalachian 
women with depression; patterns in the causes and treat‑
ment-seeking behaviors of this population; successful 
strategies for treatment and outreach; and personal and 
systemic factors to improve women’s treatment outcomes 
through communication, outreach, and logistics. The lead 
author conducted all interviews. After we explained con‑
sent procedures, we invited participants to ask questions. 
We asked participants to complete a short questionnaire 
about their professional background before a 30-min‑
ute to one-hour one-on-one interview. We conducted an 
additional follow-up focus group with CHWs to explore 
themes further, using the same interview guide as earlier 
as well as inviting commentary on points made during pre‑
vious individual interviews. We explained consent proce‑
dures, explained ground rules for the group, and gave the 
opportunity to ask questions before beginning the group. 
Participants responded to the questions individually as 
well as to each other’s comments. Interviews and the focus 
group were recorded and transcribed. Participants were 
compensated $30.

Table 1   Participant 
characteristics Community health workers (n = 9)

 Education High school 5
Some college 4

 Mean age 41
 Race White 89%

African American 11%
 Mean length of time living in region 36 years
 Mean years working with appalachian women 11 years

Health professionals (n = 9)
 Type of healthcare professional (all except one have 

graduate education)
Nurse, nurse practitioner 4
Mental health specialist (LCSW, LPCC, 

RN, psychologist)
5

 Work setting Public clinic 4
Community mental health clinic 2
Administration 2
Hospital 1

 Mean age 46
 Race White 100%
 Mean length of time living in region 34 years
 Mean years working with appalachian women 16 years
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Data Analysis

The lead author analyzed interview transcripts using MAX‑
QDA data analysis software with the support of a research 
assistant. Following directed content analysis techniques, 
in the first reading of the transcripts, the lead author iden‑
tified preliminary analytic categories based on established 
research on rural mental healthcare (Hsieh and Shannon 
2005). After assembling the data into first-order categories, 
in focused coding, the research assistant and lead author 
further elaborated categories into a codebook. We affixed 
codes to the text through line-by-line coding to group data, 
writing memos about patterns in the data and the process 
through which we applied codes. In our analysis, we com‑
pared how codes appeared in the data and identified out‑
liers for further investigation. The trustworthiness of the 
findings (Shenton 2004) was enhanced by member check‑
ing at a community research forum with community-based 
researchers and regional providers and follow-up interviews 
and focus groups with selected participants from the study. 
In addition, we compared and contrasted findings across the 
full range of participants, drawing attention to widespread 
agreement about the potential offered by CHW involvement 
in depression care and to disagreement about the potential 
of group-based therapeutic approaches. In our results below, 
we concentrate on predominant themes within the interview 
data; some quotes are lightly edited for ease of reading. The 
Institutional Review Board at the University of Kentucky 
approved this study. The authors have no known conflicts 
of interest.

Results

While participants offered wide-ranging suggestions on 
improving access to depression treatment for rural women, 
we focus on predominant themes across diverse participants 
who viewed CHWs as instrumental in meeting the treat‑
ment needs of Appalachian women with depression. Par‑
ticipants provided suggestions on how CHWs can overcome 
challenges to identifying and assessing depression among 
Appalachian women; essential logistical support for attend‑
ing appointments; education about treatment; offering a nec‑
essary continued point of contact; and improving access to 
primary care, pharmacological, and counseling treatment 
options. A summary of our findings is presented in Table 2.

CHW Capacity for Recognizing Depression 
in a Vulnerable Population

With an intimate familiarity of the life stories and family life 
of the rural women with whom they worked, many CHWs 
commented that many of the women they served struggled Ta
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with depression throughout their lives. Working with these 
women required persistence, explained one CHW, because, 
“I found so many of them suffered so much psychological 
trauma that any little thing would set them back.” Partici‑
pants indicated that a number of factors shaped women’s 
tendency to deny their depression: a lack of recognition; 
an unwillingness to identify their depression as a prob‑
lem to others; and a severity of depression that could limit 
their ability to even self-diagnose. Many CHWs observed 
that patients with depression experienced their depression 
somatically, presenting complaints of fatigue and stomach 
problems. Even those women who took depression medica‑
tion might associate their medication with another bodily 
symptom, such as “nerves” or difficulty sleeping. As com‑
monly as CHWs observed depressive symptoms in their 
underserved clients, very few approached CHWs for assis‑
tance with depression; and many hesitated to discuss it dur‑
ing assessments. One CHW estimated that while half of the 
depressed women she served would identify their depres‑
sion, the rest understood depression as, “‘I’m just having 
a bad day. I should be stronger, I should be better,’ and, ‘I 
would get up but I don’t want to.’”

CHWs noted the complexity of physical, economic, 
and social demands that made it challenging for the rural 
women they worked with to acknowledge their symptoms 
as depression, much less prioritize depression treatment. 
CHWs found that their clients’ higher prevalence of comor‑
bid chronic conditions contributed to their depression and, 
concomitantly, the depression worsened their comorbid 
conditions. In these cases, depression rarely took priority 
in self-management. One CHW recalled the perspective as, 
“‘Oh we’ll not even worry about that’; …it just feels like too 
much to have to deal with that in addition to all the other 
health problems.” Several participants reported that many 
younger women were challenged by drug use and related 
social issues of custody and housing. Other younger women 
with children were often too busy to seek treatment. Many 
participants described how caring for their families was cru‑
cial for the cultural and personal identity of their female 
patients, but that the demands of this caregiving could be 
overwhelming, both contributing to their own depression 
and limiting their ability to seek care for themselves. Speak‑
ing both for herself and the women she worked with, one 
CHW commented that many women “don’t feel like we can 
talk about [depression] because we have to try to fix every‑
body else’s problems before we fix our own; we put it on the 
back burner and then we watch ourselves crumble just about 
every night.” Admitting depression could be at odds with the 
social expectations of women, because “the role of women 
is to take care of their kids and take care of their home and 
take care of their spouse…so to acknowledge depression 
is almost seemingly a weakness for them.” In this context, 
participants recommended that CHWs could detect women 

at risk of depression who may need treatment or those for 
whom further services were needed beyond the pharmaco‑
logical treatment provided as the default in primary care.

Responding to these community perceptions of depres‑
sion, CHWs felt that most existing tools for assessing depres‑
sion in Appalachian communities were culturally inappropri‑
ate, and, consequently, under-represented the true prevalence 
of depression in the region. When one CHW asked her older 
clients to estimate how often they had felt depressed, they 
responded, “Oh honey, I just went ahead and got up and 
went on and done what I needed to do.” Clients avoided 
answering her questions about mental health because they 
felt that reporting depressive symptoms would be perceived 
as complaining. Others feared the social consequences of 
being depressed. Younger women, one participant pointed 
out, may wonder, “‘Is [a label of depression] going to reflect 
on my kids,’ ‘Could social services get a hold of that,’ ‘I’m a 
single mom; I can’t be depressed.’” For some patients, social 
networks reinforced the idea that women’s feelings were not 
depression. Even when the depression was severe, noted one 
CHW, “their family’s like, ‘they need to pull theirself up 
and go on.’”

As a result of these strong social consequences, CHWs 
described alternate means to detect depression. They were 
attuned to when patients only scheduled appointments later 
in the day, noting that such late appointments might signal 
an inability to get out of bed, characteristic of those with 
depression. Several were aware that some patients, unable 
to leave the home due to their depression, sent family mem‑
bers to complete their errands. Participants knew that many 
women might be using depression medication for their 
symptoms, while still denying their depression. Thus, they 
asked their patients about what medication they used and 
drew attention to broad physical complaints that may be 
somatic expressions of mental distress.

Reducing Barriers to Accessing Treatment

Like other rural communities, psychiatric hospitals, commu‑
nity mental health care centers, and primary care comprise 
the predominant depression treatment options in Appala‑
chian Kentucky. Yet patients struggled to access care due to 
transportation barriers, long waitlists at community mental 
health centers, and poverty. Throughout, participants empha‑
sized the benefits of having CHWs play a deeper role in 
engaging women with depression in treatment and improv‑
ing the continuum of care. CHWs and mental health social 
workers recommended that CHWs investigate women’s 
needs in depth through questioning or visiting the home. 
As one social worker explained, to engage a patient in treat‑
ment, they must determine, “Why haven’t you reached out 
for help? It might be, ‘I don’t have a car; I have to ask so and 
so and I’m embarrassed.’ What she considers the barriers 
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is where you start.” All healthcare professionals advocated 
for CHWs’ complex role in facilitating women’s access to 
depression treatment: “You gotta make sure that everything 
is lined up from transportation to insurance.” Providers 
acknowledged that ultimately they should build on women’s 
family and community support systems, but that, “some‑
times there’s not anybody. So in those cases, that, I mean we 
need to be that somebody else sometimes.” When patients 
were still unable to make appointments due to the complex 
demands and health problems they faced, CHWs noted the 
need for understanding and persistence.

Education About Treatment

Many of their clients, CHWs explained, simply were una‑
ware of what depression was. Describing how depression 
felt—“This is why I go back to bed after the kids leave or 
why I cry,” one CHW explained—could help women rec‑
ognize that their feelings were not intrinsic to their person‑
alities. In a context in which few women recognized their 
depression as an illness, let alone one that could be treated, 
CHWs suggested they could help women with depres‑
sion realize that depression was a condition that could be 
treated—rather than a character trait or flaw. Offering edu‑
cational resources, however, was inadequate: “printing off 
education, print this book and give that to them and send 
them home with it is useless. It ends up in my garbage can 
out there by my door; that’s as far as it gets.” Many partici‑
pants explained that women’s social responsibilities prevent 
them from even having sufficient time to acknowledge their 
depression, and when they might eventually seek treatment, 
it was too burdensome to complete. “They may go one time 
for counseling,” reflected one participant, “they’ll tell you it 
helped but then they don’t go back because there’s too many 
other family responsibilities and they don’t take that time 
for themselves.” Instead, CHWs’ strength was to educate 
through culturally specific messages fighting Appalachian 
women’s tendency to neglect themselves. One clarified, “We 
want to take care of everybody…But it’s okay to take care 
of yourself.” In a region where pharmaceutical treatment 
is more common, participants proposed that CHWs advise 
those taking medicine of further treatment options.

Continued Point of Contact

Even once women became engaged in care, CHWs poten‑
tially filled the gaps between appointments. As one social 
worker explained, “You have your therapist and the psych 
nurse practitioner but you don’t get to see them that fre‑
quently. Lots of things can happen in a 2-week period 
of time.” Further, CHWs recognized the importance of 
their contribution in a region when their primary contact 
with healthcare providers often involved the receipt of 

pharmacological treatment: “You’ve got your family phy‑
sicians that want to prescribe, prescribe, prescribe. When 
maybe some of these women just need to talk.” Throughout 
a woman’s process with engaging in treatment, most partici‑
pants envisioned that the CHW serve as a continued point 
of contact. One expounded, “Hey, I’m here for you and I’m 
a phone call away. It may just be that you’re overwhelmed 
because the baby’s crying and you just need a minute to 
vent.” CHWs and providers noted that the relationship-
building was a key asset to engaging rural women over time 
that cannot be similarly served by the time schedules of rural 
primary care practitioners. One CHW described that, “If I 
can’t help you with your medicine, I can’t help you with 
your health care, I can at least I can pray with you.” Unlike 
counselors and physicians beholden to frantic schedules, 
participants proposed that CHWs’ ability to slowly build 
relationships allowed women to slowly engage in the recov‑
ery process. Describing how he2 built trust with the women 
with whom he worked, a CHW commented, “I turned the 
knob [of the door] and I just left a crack in it to see if they 
would walk through the door and when they do, they share 
with me things and then I’m able to help them to know what 
to ask and not to feel ashamed.” But this was a slow pro‑
cess with starts and stops, requiring CHWs to recognize that 
“you only push so far before you gotta pull back and say, 
‘Okay I’ll wait until she’s ready to talk.’” CHWs argued that 
their established relationships with clients enabled them to 
address depression when they were ready, as part of their 
overall health. Knowing that “hounding” women made them 
“antsy,” CHWs described waiting for the appropriate time 
to address a more sensitive issue. Realizing the fears and 
reticence of the community members they served, CHWs 
emphasized the crucial role of encouragement, recognizing 
what their clients valued.

In serving as a continued point of contact, CHWs dif‑
ferentiated their role in the rural setting from the peer spe‑
cialist role in mental health services for individuals with 
serious mental illness. “We don’t have to say that we were 
depressed to help them,” explained one CHW, but they did 
need to ensure that women knew that CHWs avoided judge‑
ment and ensured that women felt that “you’re on their level; 
that you’re not above them.” In contrast to the more discipli‑
narian role of practitioners who might remind patients that 
“they’re doing something they shouldn’t be,” the CHW’s 
role was to establish a trusting peer role, “to get them to 
know, ‘Hey, I’m just like you.’” In this way, CHWs made 
sure to wear clothing that did not communicate status differ‑
ence and recounted their own life struggles to avoid socially 
differentiating their clients. Still, CHWs asserted the need 

2  Most CHWs are women, but some—like this participant—are men 
and can also be perceived as assets.
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to acknowledge the limits of their shared experience: “My 
story is my story and it’s emotional and it’s a tearjerker too. 
But theirs [story] is beyond my story.”

Increasing Patients’ Self‑Advocacy in Primary Care

Even as primary care constituted the primary site for rural 
depression treatment, CHWs recognized that many oppor‑
tunities for providing treatment were still missed in this set‑
ting. They found that, “a lot of people are at the point of tears 
and they don’t know why they feel the way they do,” yet still 
many “don’t mention anything to their family doctor and 
for a lot of people that’s the only person they see.” Because 
patients were often hesitant to assert their mental health 
needs, CHWs suggested the importance of “encouraging 
the person as to how they can use that appointment to work 
for them and helping them get enough courage to let the doc‑
tor know that they think they’re depressed.” CHWs advised 
that, in some cases, patients may appreciate having them 
attend appointments to help facilitate the conversation about 
depression—much as they already did for other health condi‑
tions. In their work as care coordinators for other conditions 
(i.e., diabetes, stroke), CHWs are accustomed to mediating 
the hierarchical relationship between patients and provid‑
ers about which many patients felt uncomfortable. Provid‑
ers recognized that CHWs referred their clients to them, 
worked with clients to further adherence to medicine, and 
removed barriers to attending appointments. In this sense, 
one CHW described, “you just bring them all together and 
there’s already a comfort feeling there.”

Improving Pharmacotherapy Adherence

With many patients juggling multiple medications for their 
comorbidities, participants advised that CHWs play a vital 
role in explaining the purpose and use of depression medica‑
tions. Providers hoped that further training of CHWs would 
enable them to offer basic education about medications 
to prevent requests for particular kinds of medication that 
might pose higher risks. CHWs noted that many of their 
patients with multiple chronic conditions “don’t understand 
what they’re taking or why they’re taking it” and could help 
to explain depression medication. Primary care providers 
expressed hope that their patients would contact their CHWs 
to observe that, “I don’t think the medication’s working, do 
you care to contact my provider and say, I’m having some 
side effects.” Further, CHWs might explain the urgency of 
continuing medication to clients balancing tight budgets: “I 
understand the danger of somebody that casually says, ‘Well 
I’m out of medicine, I can’t afford it and I ain’t going to 
take it.’” Finally, providers hoped that CHWs would medi‑
ate medication problems that arose from provider short‑
ages in the region. With little outpatient support to patients 

discharged from psychiatric hospitals, patients were quickly 
readmitted, only to find new providers who prescribed 
entirely new medications, resulting in extreme complications 
for patients who switched medications multiple times within 
a short period of time. CHWs providing care to such patients 
might ensure that, even if specialist personnel shifted, they 
would be informed of patient medication needs.

Enhancing Counseling and Group Support

In a rural region where pharmacological treatment predom‑
inated, all participants advocated for more honest forums 
in which women with depression were able to share their 
feelings. They found their patients to be receptive to practi‑
cal techniques to improve their coping and negotiate their 
complex lives. For women who had not previously consid‑
ered therapy, participants advised that CHWs might clarify 
its purpose—that receiving therapy “does not mean you’re 
sick or crazy,” but instead “just about anyone could benefit.” 
Mental health specialists proposed that CHWs encourage 
patients with negative past treatment experiences to recon‑
sider counseling: “It’d be nice for them to have the under‑
standing that, ‘Hey you know it may take 2, 3 or 4 [times],’ 
don’t be afraid to give it a few tries.” Some mental health 
specialists hoped that CHWs serve as a resource for feed‑
back to improve the therapeutic relationship.

Though mental health social workers at area community 
mental health centers sometimes offered therapy in group 
settings, providers explained that many rural women would 
not consider seeking treatment at such centers due to the 
long waits required to receive care and the stigma of being 
seen in a mental health clinic setting. A number of partici‑
pants proposed that women with depression could benefit 
from group support led by CHWs. Group settings helped de-
stigmatize depression; through hearing others’ experiences, 
depressed women would learn about the process of recovery. 
Several participants cautioned that group support for depres‑
sion in Appalachia would need to avoid prescriptive self-care 
lessons; and that the focus should be on social support rather 
than mental health alone. Noting the pervasiveness of con‑
cerns about social anxiety and loss of confidentiality in rural 
communities, CHWs cautioned that rural women would be 
more receptive to group sessions if CHWs met with them 
individually prior to the group meeting. Such a visit would 
prepare women for the option of peer support before attend‑
ing group sessions, so they would anticipate “‘There is other 
people who feel the way I do and have the same problem’ 
and that might ease the door open for somebody.” Through 
CHWs’ role in creating new social relationships and facili‑
tating group peer support, participants envisioned that 
CHWs would decrease the isolation of rural women by de-
individualizing their struggles, and by “let[ting] them know 
they’re not the only ones in the community that struggles.” 
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Some submitted that CHWs would be ideal facilitators for 
manualized group interventions that do not require advanced 
education, such as Wellness Recovery Action Planning 
(Cook et al. 2010, 2011, 2014), because they would not 
employ the specialized mental health language that might 
come more naturally to someone with advanced training in 
behavioral health.

Discussion

Participants of varying professional healthcare backgrounds 
endorsed the critical role of CHWs in engaging rural women 
with depression in treatment. Even as the Affordable Care 
Act has dramatically increased insurance coverage in rural 
Appalachia (Alcalde 2016) and integrated physical and men‑
tal health services in rural areas have expanded access to 
mental health specialty care (Fortney et al. 2013; Luptak 
et al. 2008), our participants affirmed the need for additional 
culturally acceptable, sustainable approaches to meet the 
deep needs of rural women with depression. Our findings 
build on others’ recommendations that, in an era of health‑
care reform with growing emphasis on preventative health, 
supportive care for those living with chronic illness, and 
expanded roles for CHWs, CHWs have much to contribute 
to mental health promotion (Cook and Mueser 2015; Katzen 
and Morgan 2014; Kessler 2012). We have explored mecha‑
nisms through which CHWs can improve the engagement of 
depressed rural women in treatment even for women with 
complex health and social needs, significant challenges to 
accessing care, and living in regions with personnel short‑
ages. Our participants stressed the essential role that CHWs 
could play in improving the recognition and assessment of 
depression among rural women, strengthening women’s 
engagement in existing treatment options, and providing 
peer support.

While depression stigma has figured prominently in 
other accounts of barriers to accessing rural mental health 
care (Cadigan and Skinner 2014; Fuller et al. 2000; Zhang 
et al. 2008), in our findings, CHWs emphasized how barri‑
ers common to rural disadvantaged women restricted rec‑
ognition of depression and access to treatment—including 
extensive social responsibilities (Drew and Schoenberg 
2011; Schoenberg et al. 2003), the challenges of manag‑
ing multiple chronic conditions (Bardach et al. 2011; Sch‑
oenberg et al. 2011), and the hesitation to draw attention to 
one’s own needs (Snell-Rood et al. 2017). Drawing on their 
culturally grounded, whole health-centered perspective of 
women’s depression, CHWs emphasized that these burdens 
made it difficult to prioritize seeking and sustain treatment 
for their depression. Such perspectives were well under‑
stood by CHWs, many of whom are uniquely capable of the 
persistence required to recognize risk of depression in this 

vulnerable group because they have the time and local acu‑
men to identify people who are in need of mental health care 
yet too vulnerable to obtain it (Wennerstrom et al. 2011). In 
addition to other researchers’ recommendations to assess 
rural depression in the primary care setting through atten‑
tion to somatic complaints (Browning et al. 2000; Simmons 
et al. 2007), our participants emphasized further “alternative 
approaches” to identifying depression—including scrutiny 
of patients’ appointment time preferences, recall of medi‑
cations, and hesitation, particularly among older adults, to 
report mentally unhealthy days.

Significant challenges remain for delivering care in rural 
settings (Semansky et al. 2012) even as behavioral health is 
increasingly integrated into primary care in rural and other 
traditionally underserved community settings (Alakeson 
et al. 2010; Hogan et al. 2010). Our paper illuminates how 
CHWs can enhance mental health treatment in primary care 
and integrated care settings through improving medication 
adherence, decreasing barriers to accessing appointments, 
and improving communication between providers and 
patients, thus drawing a blueprint that can complement exist‑
ing toolkits for integrating CHWs into physical disease care 
(Brooks et al. 2014; Centers for Disease Control and Preven‑
tion 2016). Because CHWs play a vital role in the process 
of care coordination, integral to healthcare reform (Brooks 
et al. 2014), their involvement is sustainable—continuing 
beyond individual interventions, and building on their rela‑
tionships within communities. For rural and underserved 
people more broadly for whom “treatment as usual” remains 
sporadic, CHWs can provide a continued bridge back into 
clinical treatment (see also Stacciarini et  al. 2012). By 
strengthening rural women’s engagement in integrated care, 
CHWs’ approach to addressing mental health in the context 
of overall wellness may be more culturally congruent with 
diverse populations among whom mental health treatment 
may be difficult to prioritize, particularly as they deal with 
not only one debilitating condition, but multiple chronic con‑
ditions (Barnett et al. 2012; Marengoni et al. 2011).

Our findings contribute to the emerging evidence that 
shows how CHWs can serve as peer providers (Willging 
et al. 2016). Though CHWs may not share diagnostic labels 
with their patients like peer specialists, their familiarity with 
their patients’ rural culture establishes trust and makes them 
more likely to empathize with the experience of rural barri‑
ers to care (Bird et al. 2001; O’Neill 2010). With many stud‑
ies of rural women’s depression underscoring the need for 
increased community and family based social support (Jesse 
et al. 2014; Seiling et al. 2011; Snell-Rood et al. 2017), par‑
ticipants widely endorsed CHWs as an avenue for offering 
such peer support—either as a continued point of contact, 
or as a facilitator for peer support groups. Though other 
studies have shown how the hierarchical nature of doctor-
patient relationships can obstruct the creation of therapeutic 
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alliances (Rugkåsa et al. 2014), our participants affirmed 
the role of a CHW as a peer who does not judge, extremely 
important in a context where depression is stigmatized.

Despite the enthusiastic appraisal of expanding CHWs’ 
role in rural mental health care, we also acknowledge the 
challenges of having CHWs provide such care. Even as 
health institutions have created diverse CHW programs, 
standards of conduct and procedures for supervisor over‑
sight can vary substantially between programs (Brooks et al. 
2014; Centers for Disease Control and Prevention 2016) 
and there remains need for consistent, thorough training 
of CHWs in mental health (Stacciarini et al. 2012). Future 
research should explore the implementation and sustainabil‑
ity factors making CHW-facilitated interventions capable of 
furthering evidence-based standards of care (Waitzkin et al. 
2011; Willging et al. 2016).

Limitations

This study is limited by the small sample size and limited 
number of physicians we were able to recruit due to health‑
care workforce scarcity so pervasive in the region. Because 
all participants work in the healthcare field, they may over‑
estimate the prevalence of depression. With the study’s goal 
to identify new roles for CHWs in rural mental healthcare, 
participants’ responses may have over-emphasized the assets 
offered by CHWs and under-emphasized their reservations. 
Finally, although acknowledged as a national health priority 
population, rural—and Appalachian specifically—residents 
may experience different challenges from other populations, 
thereby limiting generalizability.

Conclusion

This study underscores the need for creative approaches 
to rural depression care that draw on community-based 
expertise and human resources. We must reimagine depres‑
sion care for rural women, whose ability to recognize their 
depression and seek treatment for it are challenged by 
their high rates of physical comorbidities, extensive family 
responsibilities, and gendered expectations of strength. In 
the absence of adequate rural healthcare professionals to 
meet the extensive needs of rural regions, CHWs can rec‑
ognize both silent and articulated mental health needs; pro‑
vide culturally appropriate, reliable support to women; and 
enhance their engagement within existing treatment options.
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