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EXECUTIVE SUMMARY

Executive Summary

In the United States, the current mental health system cannot meet demand and access to 
care in most communities is not guaranteed. To provide support for mental health needs 
and reduce mental health-related suffering, we must build sustainable and affordable 
resources and capacity in the community to promote mental health and well-being, help 
prevent mental health concerns, and support the recovery of persons who are affected 
by mental health conditions. “Task-shifting” or “task sharing” is a model of intervention 
that is not dependent on licensed clinicians and has been successfully used internationally 
to provide care through non-specialized, trained health care workers, and even “lay” 
members of the community

The CIC program aims to mitigate barriers to care that result from stigma, lack of coverage, 
complex health insurance issues, and hesitancy in engaging in clinical services that might 
not feel comfortable or culturally relevant. Ultimately, the CIC program hopes to change 
the trajectory of communities experiencing a high prevalence of mental health challenges 
by reducing disparities, preventing mental health issues through scaling up evidence-based 
interventions, and promoting population mental health and well-being.

The Well Being Trust team has done a thorough review of existing law that might apply to 
the CIC program and has found that, given the characteristics of CIC, liability is minimal. CIC 
implementers do not represent a licensed or paid role, and they are not intended to they 
are not intended to provide support for the same scope of issues which could be addressed 
by trained licensed professionals. Representation as a CIC program implementer merely 
denotes a willingness to listen and provide support—not a mental health specialist credential. 
As such, through this paper, Well Being Trust aims to uncover existing and potentially parallel 
models of care to inform thinking. 

The following paper is the first to explore potential legal issues relating to the regulation of 
CIC implementers and community members receiving care under the CIC model. It builds 
upon existing laws and policies for Community Health Workers (CHWs) and Peer Support 
Specialists (PSSs) and applies the framework to the CIC model, noting the similarities and 
areas of distinction. The paper also highlights potential ethical challenges resulting from 
this model and strategies to protect CIC implementers providing support. Finally, the report 
will offer a series of policy recommendations from a legal perspective which can support 
implementation of the CIC model in a United States context.

Given there was no existing case law directly related to the issues at hand, this policy paper 
was developed by drawing on peer-reviewed journal articles on CHW and PSS programs, 
published commentaries and presentations, and state and federal law. Experts from the 
Centers for Disease Control and Prevention, The Network for Public Health Law, Mental 
Health America, National Health Law Program, Zero Suicide, and others were also consulted 
based on their expertise and knowledge of the mental health legal landscape. 
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INTRODUCTION

Introduction 

Mental health and substance use conditions affect at least one in five adults in the 
United States.1 However, for most, access to care is not guaranteed. In the United States, 
approximately 50% of people drive more than a one-hour round trip to mental health 
treatment locations.2 Nearly 50% of counties across the country do not have a practicing 
psychiatrist.3 Lack of diversity in providers is also an access concern, as the scarcity in cultural 
competency often prevents the receipt of equitable healthcare.4 The COVID-19 pandemic 
has further worsened mental health-related suffering across the country, with more than half 
of Americans reporting that the pandemic has harmed their mental health.5 

To meet the demand of mental health needs, policymakers 
must think differently about the mental health workforce. 
Communities will not be able to get ahead of the problem 
by relying on licensed clinicians alone. Additionally, 
because the United States health care system often 
forces individuals to wait until a problem has developed 
before seeking support, help comes too late for most 
people. Broadening how we think about the mental health 
workforce allows for more timely interventions in places 
where people show up with mental health needs.

Clinical mental health care is like a funnel—many people try to get into the system, but are 
restricted by a variety of factors, ranging from the severity of one’s condition and willingness 
to seek services to health insurance coverage, stigma, comorbid conditions, and lack of 
transportation. As a result, very few people make it to the narrowest part of the funnel—or 
actually receive clinical mental health care. Many people are excluded from the narrow 
part of the funnel due to the price of clinical care. Long-term stay facilities with specialized 
mental health and addiction care are the highest cost and most intensive form of treatment. 
In general hospitals, mental health and addiction services typically require public or private 
health insurance. Mental health care also exists in primary care settings, though not to a 
high enough degree to fully manage the extent of mental health needs. While the public 
often desires to be seen in a clinical setting, researchers and practitioners have come to 
understand how to parse between the need for medical services and the ability to support 
others using the aid of non-clinical health workers.

Historically, CHWs and PSSs have helped make health care more accessible, affordable, and 
culturally relevant to their communities. For example, CHWs are trained and specifically 
employed to fulfill the role of promoting community health. The trusting relationship 
between CHWs and their community enables them to serve as intermediaries between 
health services, social services, and the community to improve service delivery quality and 
cultural competence.6 The United States Department of Labor officially recognized CHWs’ 
distinct role in 2010.7 

Mental health and 
substance use 

conditions affect 
at least one in 

five adults in the 
United States.
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Still, even with CHWs and PSSs, 111 million Americans live in areas with shortages in mental 
health professionals.8 To meet mental health needs, there must be a continued shift at the 
community level to expand the community-based workforce in mental health and addiction 
care across clinical and public settings. However, many individuals are already providing 
meaningful support to their community members when it comes to mental health. These 
people are often teachers, religious leaders, or elderly members of the community. Trusted 
community members often serve as the first line of defense in times of need. They have the 
potential to create widespread benefit in communities, regardless of socioeconomic status, 
especially in areas with hesitancy to access clinical services because of stigma and fear. 

The CIC model aims to capitalize on the existing relationships with non-clinical community 
members already providing mental health support to enhance knowledge and skills 
to respond to mental health needs through training. This model is not dependent on 
psychologists or psychiatrists and involves training and supporting community members to 
ensure that they acquire the knowledge, skills, and competencies necessary to deliver high-
quality programs for the prevention and early intervention of mental health concerns. Using 
a “task-shifting” or “task-sharing approach,” 
it broadly distributes the knowledge and 
transferable skills to those best positioned to 
provide meaningful support. The community 
members who deliver care in a CIC model—CIC 
implementers—are not meant to replace any 
existing providers within the mental health care 
system (such as CHWs, PSSs, and clinicians) but 
augment the community-based mental health 
delivery system. 

There are notable distinctions between CIC 
implementers and CHWs and PSSs. First, 
CHWs and PSSs often take the form of primary 
occupations and provide earnings to the 
individual, so they are governed by established 
clinical and public health systems. This also 
subjects them to similar issues in existing care 
that may restrict access, like licensure and 
credentialing requirements, resource limitations 
(many provider types vying for the same limited resources), and parameters around service 
availability (there must be a diagnosis before providing peer support or income qualification 
before a CHW will reach out in many cases). 

The Community Initiated 
Care (CIC) model aims 

to capitalize on the 
existing relationships with 

non-clinical community 
members already 

providing mental health 
support to enhance 

knowledge and skills to 
respond to mental health 

needs through training. 
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The CIC model intends to democratize mental health tools and training among community 
members who, unlike CHWs and PSSs, are not necessarily employed to work in health work 
full-time. While there are relevant similarities between CHWs and PSSs (e.g., training non-
clinical people to deliver interventions), we acknowledge that differences exist. It is important 
to differentiate that CIC is not constrained by licensure or credentialing requirements, 
financing limitations, or service parameters (such as care being diagnosis-dependent) that 
can restrict access in existing systems. The CIC program is intended to complement existing 
services by providing additional assets and opportunities for supportive interaction from 
people in community settings. While there are existing examples of CIC-like programs in the 
United States9, this model must be scaled up to meet community demand. The potential 
benefit to those in need in a variety of settings cannot be understated, as a CIC model relies 
on local adoption and can address the wide range of barriers people face in accessing 
mental health care. 

This report is novel because it addresses the legal and ethical implications of CIC program 
implementation in a United States context. To our knowledge, the legal and ethical 
implications of implementing a CIC program in the United States have not been documented 
or explored. Further, no current case law points to the specific legal consequences or 
ramifications of implementing such a program. As such, the questions this report presents 
do not have straightforward answers and are not intended to provide legal counsel or advice. 
The legal and ethical frameworks of CIC implementers in a United States context represents 
new terrain and will likely continue to evolve as the program takes shape or in the event that 
laws or regulation governing community-based programs are enacted or amended. 
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Legal Framework

As this report dives into legal terrain, it is important to clarify that the intention is not to 
create a new provider type. Instead, the CIC program aims to infuse knowledge and skills 
in various communities. Thus, examining how existing mental health service providers are 
regulated may help delineate how CIC implementers should be treated under law.

Overview of Health Care Professional Laws

Each state in the United States has the power to regulate health professions within state 
lines.10 This right arises from states’ police powers, defined as “the inherent authority of the 
state to enact laws and promulgate regulations to protect, preserve, and promote the health, 
safety, morals, and general welfare of the people.”11 States have wide latitude in prescribing 
the nature and extent of qualifications for a given profession, so long as the requirements are 
“appropriate to the calling or profession, and attainable by reasonable study or application.12” 
Further, states use a variety of methods to regulate 
health care professionals depending on the nature 
of the occupation involved, such as licensure, 
certification, and registration.13 

However, the states do not regulate health professions 
alone. Instead, the public health system is comprised 
of a complex network of people and organizations 
in both public and private sectors that collaborate in 
various ways at the federal, state, and local levels.14 
Although professional regulation is primarily a power 
of the states rather than the federal government, the 
federal government can exert substantial influence on occupational growth and regulation 
through financial incentives and funding conditions. 

The federal government has the authority to preempt state and local laws under the 
Supremacy Clause of the United States Constitution.15 Preemption occurs when a higher 
level of government restricts or withdraws the authority of a lower level of government to 
act on a particular issue.16 For example, courts have held that ERISA (the federal Employee 
Retirement Income Security Act of 1974) supersedes some state health care initiatives—such as 
employer insurance mandates and some types of managed care plan standards—if they have 
a substantial impact on employer-sponsored health plans.17 In the case at hand, suppose the 
federal government required certifications for all CIC implementers before serving community 
members while a state government does not require certification. In this case, the federal 
government’s policy would typically preempt the state’s policy, and the CIC implementers 
would need to be certified.

Each state in the 
United States has the 

power to regulate 
health professions 
within state lines.
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While federal law can preempt state law, the federal government often opts to use incentives 
for impacting state level policy and programs. Two recent examples of actions from the 
federal government are worth noting as they pertain to CHW employment. In 2010, the 
Affordable Care Act provided mechanisms for funding CHWs through three different 
programs: grants for use in medically underserved communities, opportunities for CHWs in 
Medicaid Health Homes, and State Innovation Model Grants.18 More recently, in 2014, the 
Federal Centers for Medicare & Medicaid Services (CMS) implemented a rule allowing state 
Medicaid programs to reimburse for preventive services recommended by physicians and 
provided by non-licensed providers.19 

In the same vein, states almost always have the authority to preempt local laws.20 For 
example, during the COVID-19 pandemic, some statewide orders prevented local 
governments from imposing stricter requirements than the state. Arizona’s governor, for 
instance, prohibited any county, city, or town from issuing a regulation that restricted people 
from leaving their home.21 Further, local policymaking can also be restricted by (not if) public 
health programs that operate as a state and federal partnership (e.g., Medicaid and Medicare), 
where certain rules need to be applied more broadly than locally. 

Still, local policymakers have the unique ability to craft laws that address the specific needs 
of their communities. Local control often provides for greater accountability because local 
legislators interact with their constituents more frequently. Thus, leaving room for local 
policymaking can potentially spur innovation and enable diverse communities to adopt 
appropriate protections for themselves that work better than a one-size-fits-all model.

Defining Community Health Workers & Peer Support Specialists 

To define a CIC implementer, we must first establish what they are not. In so doing, it is 
important to distinguish CIC implementers from CHWs and PSSs and to understand the laws 
and regulations that impact their work. 

CHWs and PSSs are workforces that support individuals seeking mental health treatment, 
enabling the individuals served to feel more empowered in their care. However, both 
CHWs and PSSs have varying requirements and regulations for training, certification, 
reimbursement, and deployment in communities. These functions and regulations vary by 
state. The extent to which the two workforces share common roles, skills, or competencies 
has not been established.22

While there is no universal legal definition for CHW, the Community Health Workers Section 
of the American Public Health Association defined a CHW as “a frontline public health 
worker who is a trusted member of and/or has an unusually close understanding of the 
community served. This trusting relationship enables the worker to serve as a liaison/link/
intermediary between health/social services and the community to facilitate access to 
services and improve the quality and cultural competence of service delivery.”23 The United 
States Department of Labor Community Health Worker Apprenticeship Program adopted this 
definition.24 It is widely seen as the national definition as well.
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State policies vary widely in their level of regulation of CHWs.25 For example, states can use 
legislation or administrative rulemaking to designate a state-specific definition for CHWs, 
provide funding mechanisms for CHWs, create CHW certification or training requirements, 
and identify CHW oversight bodies.26 State functions concerning CHWs can broadly be 
grouped into two categories: title regulation (i.e., defining who can use a particular title) and 
practice regulation (i.e., describing functions that a credentialed practitioner can perform).27 

The critical difference between CHWs and PSSs refers to how they relate to the individuals 
they serve. CHWs, described as cultural peers, share a community-based and a sociocultural 
sense of peer status with these individuals. Conversely, PSSs share a peer status with those 
they serve based on their personal experience living with an illness or health condition and 
promoting recovery.28 According to the Center for Integrated Health Solutions, “A peer 
provider (e.g., certified peer specialist, peer support specialist, recovery coach) is a person 
who uses their lived experience of recovery from mental illness and/or addiction, plus skills 
learned in formal training, to deliver services in behavioral health settings to promote mind-
body recovery and resiliency.”29 

PSSs, like CHWs, complement—but do not replace—clinical mental health services. In fact, 
some states require clinical supervision of CHWs and PSSs, along with other non-clinical 
staff providing preventative healthcare services. CHWs and PSSs work in various settings, 
such as hospital emergency rooms, independent peer-run organizations, and support teams 
in housing agencies that help eligible low-income families and persons with disabilities find 
rental housing. They can also deliver numerous services, including experience sharing, goal 
setting, and developing coping and problem-solving strategies to help individuals self-
manage their mental illnesses.30 

Regulations Governing Community Health Workers &  
Peer Support Specialists 

For both CHWs and PSSs, federal laws typically work in tandem with state laws. The federal 
government may encourage CHWs to obtain certification or meet training standards by 
establishing baseline requirements for reimbursement by federally funded programs.31 Often 
the result of limiting Medicare or Medicaid reimbursement to services provided by licensed, 
certified, or registered staff is that most health care facilities will only hire individuals with 
the required credentials. Reimbursement conditions are also sometimes used to incentivize 
supervision of CHWs—most insurance providers condition reimbursement for CHW services 
on supervision by a licensed professional.
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The requirements for certifying PSSs, specifically, vary by state, and certification bodies 
range from state government entities to independent nonprofit organizations. In 2007, the 
Centers for Medicare & Medicaid Services recognized peer support services as an evidence-
based model of care for mental health and established minimum requirements for states 
seeking federal Medicaid reimbursement.32 For example, one of these requirements is 
that PSSs complete a training and certification program as defined by the state. Another 
requirement is that peer support specialists receive supervision from a “competent mental 
health professional,” which may be provided through direct oversight or periodic care 
consultation.33 The state defines the amount, scope, and duration of the supervision as well 
as who is considered a competent mental health professional. Though both CHWs and PSSs 
use various titles and serve several different functions within health systems, both require a 
close connection to the community.34 

CIC implementers, while markedly different from CHWs and 
PSSs, are also defined by requiring a link to the community. 
As such, for the purposes of this report, federal, state, 
and local CHW and PSS law will be analyzed and 
extrapolated from to better understand how the 
law will react to a CIC program. 

Unlike CHWs and PSSs, however, CIC 
implementers do not represent a new 
profession in the mental health field. Though 
CIC implementers are compared to CHW and 
PSS for the purposes of this report, they do 
not represent new jobs in the communities 
in which they work. CIC implementers will be 
people who already provide meaningful mental 
health support to their community members, 
such as teachers, faith-based and spiritual leaders, 
barbers and beauticians, peer support specialists, 
and many others engaged in community settings. As 
such, if a profession is already governed by state laws, 
those would apply CIC implementers all the same. The CIC 
program will work to equip these trusted community members with more tools to support 
individuals in need within their current vocational capacities.

The following sections of this report will highlight laws relevant to CHWs, PSSs, and CIC 
implementers, noting the tangible differences and implications for a CIC program. The 
report will start by outlining federal and state law as it relates to potential liability that a 
CIC implementer may face when providing support. It will then highlight potential legal 
ramifications related to privacy. Next, the report will delve into ethical challenges that may 
confront CIC implementers. Finally, it will describe how a CIC program can put protections in 
place to support CIC implementers and the communities in which they work. 
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POTENTIAL LIABILITY RISKS 
FOR CIC PROGRAMS & 

IMPLEMENTERS 

Potential Liability Risks for  
CIC Programs & Implementers 

Overview

As currently envisioned, CIC programs could be established in several communities across 
the United States, and CIC implementers would be deployed in various contexts. Like 
CHWs and PSSs, CIC implementers will work directly with community members and in the 
community itself. By nature of this work, unforeseen incidents may arise—such as a CIC 
implementer getting into an accident on the way to meet with a community member or 
providing the community member with clinical advice—leading to potential liability both for 
the CIC programs and implementers. Several liability risks are explored below. 

Tort Liability & Negligence 

Tort law is a body of law that creates and provides remedies for civil wrongs, different from 
contractual duties or criminal offenses.35 Under tort law, liability can be incurred due to 
injury or harm to a community member on behalf of the CIC implementer or to the CIC 
implementers themselves. 

First, the CIC implementer may be held liable for an injury to a community member they 
are serving while on the job. To face liability under tort law, the CIC implementer must have 
acted “negligently.” “Negligence” is generally defined as conduct that falls below the standard 
of a “reasonable person.”36 The reasonable person standard is a legal fiction, created so the 
law can have a point of reference of reasoned conduct that a person in similar circumstances 
would do, or not do, to protect another person from a foreseeable risk of harm.37

As such, the CIC implementer would have to act below the standard of care that a 
reasonable CIC implementer in their position would have provided. Although the standard 
of care might be low for CIC implementers when compared to a medical professional 
given their lack of clinical training, there is also the possibility that the judge questions why 
someone untrained and uncertified would be giving this kind of care. In general, if the CIC 
implementer is negligent in some way in providing services to a community member, both 
the CIC implementer and the CIC program may be exposed to liability.38 Thus, it is the CIC 
implementer’s responsibility to only employ the toolkit that they have been trained by the 
CIC program to provide. Likewise, it is important for the CIC program to clarify the standard 
of care expected of CIC implementers and explicitly state that it is not clinical in nature. 
To further explore the risks that a CIC implementer might confront in the community, CIC 
supervisors may find it helpful to talk through these considerations with their legal counsel.
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IMPLEMENTERS 

The CIC anchor institution could face liability under tort law in two important ways. First, 
suppose a CIC implementer is negligent in providing support to the community member 
in need. In this case, the legal doctrine of respondeat superior may hold the CIC anchor 
institution (e.g. the organization providing funding for the CIC implementer training) liable for 
any negligent acts or omissions that the CIC implementer does while on the job.39 Therefore, 
both the CIC implementer and the CIC anchor institution may be exposed to liability, 
although the extent of liability depends on the state and the contextual circumstances. 
Second, the CIC implementers themselves may get injured on the job (e.g., in transport to 
serving a community member), causing the CIC anchor institution to face liability under tort 
law. If this example were to come to fruition, the CIC anchor institution can be held liable. 

Medical & Suicide Malpractice 

Medical malpractice is a specific subset of tort law that deals with professional 
negligence, and it is defined as “any act or omission by a physician during treatment of 
a patient that deviates from accepted norms of practice in the medical community and 
causes an injury to the patient.”40 To bring a case under medical malpractice, a patient 
must prove that substandard medical care resulted in an injury.41 In the United States, 
medical malpractice law has traditionally been under the authority of the individual 
states and not the federal government. 

Because medical malpractice is usually confined to clinical settings, it likely will not arise as 
a legal issue with CIC implementers. Like CHWs, the core of the CIC implementer’s work 
is deliberately non-clinical. However, the line between clinical and non-clinical support 
can teeter into a grey area, and it is possible that CIC implementers, despite adequate 
training, will step outside their appropriate non-clinical responsibilities. For example, CIC 
implementers may provide mental health support that relates more closely to clinical 
practice, such as suggesting a specific prescription medication to take based on their 
personal experience.42 On the one hand, this is low risk given that a qualified provider 
must be the one to prescribe the medication and this suggestion may help someone who 
experiences anxiety attacks realize there is a medication that could provide a sense of relief, 
and subsequently lead them to seek clinical care. On the other, the suggestion may be 
construed as clinical in nature, as it is the role of a clinical provider to suggest and provide 
medications based on clinical descriptions. 

While the aforementioned situation may expose the CIC implementer to liability, given 
they are not clinical providers, the CIC implementer will likely not be subjected to the same 
medical malpractice risks that might accompany physicians or other clinicians.43 Still, the 
CIC program can manage its risk of exposure to liability by ensuring that CIC implementers 
understand the limitations of their training and clarifying that CIC implementers only perform 
functions within those boundaries.44 The appropriate scope of practice for CIC implementers 
is discussed in more detail below. 
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Suicide malpractice is a burgeoning field of law that should be considered in implementing 
a CIC program in the United States. There are four elements to a medical malpractice 
case pertaining specifically to suicide: duty, breach of duty, which is proximately related, 
and causes damage.45 The duty and breach of duty elements can be proved if the CIC 
implementer’s act or omission fell below the standard of care and therefore increased the 
risk of harm to the individual in need of support. Proximately causing damage implies that 
the resulting harm came directly from the implementer’s breach of duty.

The core of a suicide case is whether the suicide was foreseeable. While a CIC implementer 
is not expected to predict suicide, they can be aware of specific risk factors. For example, 
if a community member discloses suicidal ideation, has a plan, and has the means, it could 
be argued that suicide was reasonably foreseeable. 
Again, it is essential to note that foreseeing a result is 
not the same as predicting that an event will occur. 
CIC implementers must be trained with a plan of action 
when faced with this kind of situation. 

Further, practicing suicide malpractice attorneys note 
that documentation is a cornerstone of a potential 
suicide malpractice defense case.46 Good support 
combined with good documentation is the surest way 
to prevent a suicide malpractice lawsuit. Given that CIC 
aims to be as streamlined and socialized as possible, 
the CIC program would likely steer clear from requiring 
CIC implementers to transcribe their interactions with 
community members in detail.

Accordingly, the CIC program can be interpreted as 
a support akin to a suicide prevention hotline. The 
988 Suicide & Crisis Lifeline, designated by Congress 
in 2020 serves as a helpful reference to better understand potential liability involved.47 
The Lifeline represents a 24/7, free, and confidential support to people in suicidal crisis or 
emotional distress. As of now, the most recent 988 Geolocation Report on the Lifeline 
states that, “The record does not shed light on the question of whether potential civil liability 
for 988 calls would fall within the scope of current state and federal liability protections 
applicable to 911.”48 As discussed below, Volunteer Protection Acts provide volunteer first 
responders with protection against liability. We recommend staying abreast of any federal or 
state legislation related to suicide prevention hotlines to better understand potential risks for 
CIC implementers. 

POTENTIAL LIABILITY RISKS 
FOR CIC PROGRAMS & 

IMPLEMENTERS 

The 988 Suicide 
and Crisis Lifeline 

provides free 
and confidential 

emotional support 
to people in suicidal 

crisis or emotional 
distress 24 hours a 

day, 7 days a week in 
the United States.
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DEFENSES AGAINST  
POTENTIAL LIABILITY

Defenses Against Potential Liability 

Overview

As discussed above, CIC programs must be sufficiently aware of potential tort liability claims to 
adequately mitigate risk. One way to reduce risk is by employing a range of defenses against 
tort liability. The appropriate protection against liability depends on the nature and extent of the 
liability in question. 

Good Samaritan Laws

Good Samaritan statutes operate at the state level and can protect anyone—including health 
care professionals, CHWs, PSSs, and CIC implementers—who offers aid in an emergency to an 
injured or ill person.49 Currently, all 50 states and DC have a Good Samaritan Law. Many Good 
Samaritan Laws were initially written to protect physicians from liability when rendering care 
outside their usual clinical setting. However, each state approaches the law differently, and 
many jurisdictions have expanded the reach of Good Samaritan Laws to protect lay people 
from facing the fullest extent of liability.50 In Michigan, for example, surgeons who are not 
on call but are contacted by the emergency department were protected in cases with poor 
outcomes by the Good Samaritan Law.51 Conversely, the New Jersey policy states that the 
protection of the Good Samaritan Act stops at the door of the hospital, limiting the law to 
emergency aid received outside of a clinical setting.52 

Although they are not uniform in their application, Good Samaritan provisions have some basic 
principles in common. Generally, each law provides protection from negligence claims for those 
who provide care without expectation of payment.53 The concept of imminent peril is also generally 
consistent. Suppose a bystander decides to try to rescue someone when that person is not in 
imminent peril and causes injury. In that case, a court may hold the rescuer’s actions as reckless 
and unnecessary.54 Once the bystander begins rendering aid, they may not leave the scene unless 
another rescuer takes over or if continuing to provide assistance would put their lives in danger.55 

Mental Health First Aid offers an example of communicating Good Samaritan Laws to non-
clinical mental health supporters.56 Mental Health First Aid is a one-time, eight-hour training 
that provides basic knowledge about responding in a mental health emergency, including 
recognizing mental health need, and referring that person to the appropriate crisis or health 
system services. The Mental Health First Aid Instructor Policy Handbook states that, “First Aiders 
who have completed the program are by no means required to act on their knowledge—but 
have simply been provided with information on how they may be able to do so. The Good 
Samaritan Law covers help provided by First Aiders out in the community, although the details 
and extent of this law vary by state and should not be used across the board.”57 Under this 
premise, the legal liability for mental health First Aiders is that they are not required to act in 
emergencies based on their knowledge. However, if they do act, they may be covered by Good 
Samaritan Laws, depending on the state. 
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Volunteer Protection Acts 

Volunteer Protection Acts can be found at the federal and state levels and limit volunteers’ 
liability under specific circumstances. Unlike Good Samaritan Laws, volunteer protection 
laws are not limited to emergency settings but rather apply to all volunteers who meet the 
legal requirements.58 

The federal Volunteer Protection Act of 1997 (VPA) provides protections on a federal level 
to nonprofit organizations’ and governmental entities’ volunteers for harm caused by 
their actions on behalf of the organization or entity.59 The VPA applies to uncompensated 
volunteers only for acts of negligence committed within the scope of the volunteer’s 
responsibilities. The principle behind the VPA is to encourage volunteerism, as fear of 
liability both deters capable individuals from volunteering and discourages nonprofits and 
governmental organizations from taking on volunteers 
because tight budgets make it nearly impossible to 
afford liability costs and litigation.60 A key example 
of individuals protected by the VPA is volunteer 
firefighters.61 In many settings, volunteer firefighters are 
immunized under the VPA, which protects them from 
liability for negligent acts committed during the course 
of their duties. 

While the federal VPA preempts state laws that are 
written to be less protective than federal law, states 
can pass laws with even greater protections. Generally, 
these statutes do not require that an emergency 
declaration be in place, apply only to uncompensated 
individual volunteers for nonprofit and governmental 
entities, and are valid only for individual persons and not to organizations. For instance, 
Connecticut’s VPA states that the liability limitations apply “only if the organization or entity 
provides a financially secure source of recovery such as an insurance policy for those 
harmed by the volunteer.”62 If the CIC program does not offer an insurance policy for CIC 
implementers, for example, implementers may not be protected by the VPA, depending on 
the state. 

A CIC program would need to be a registered nonprofit or government entity to receive the 
protections granted by the VPA on a state level. Further, the CIC program does not anticipate 
providing direct compensation for CIC implementers per se, but the implementers are likely 
people who are paid for working in the settings where they provide support (such as teachers 
being paid by the school in which they work). Each state’s approach is different, and it will 
be essential for the CIC program to identify what actors, actions, and liability protections are 
covered under a specific state’s statute and those that are not.

DEFENSES AGAINST  
POTENTIAL LIABILITY

Volunteer Protection 
Acts can be found 
at the federal and 

state levels and limit 
volunteers’ liability 

under specific 
circumstances.
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Discrimination Laws 

A core quality of CHWs, PSSs, and CIC implementers is membership in or a close connection 
to the community served. As such, many CHW employers, for example, have concerns about 
violating discrimination laws when working to ensure community members are represented 
in a CHW cohort.63 Similarly, the CIC program must be aware of discrimination laws 
throughout the training process when selecting CIC implementers.

From a legal standpoint, employers may not discriminate on the basis of age, disability, 
race, religion, national origin, or sex, among other characteristics which state laws may 
protect.64 Exceptions are permitted only for “bona fide occupational qualifications” 
(BFOQs) or, in the context of age, “reasonable factors other than age” (RFOA48).65 BFOQs 
are defined under Title VII of the Civil Rights Act as a qualification “reasonably necessary 
to the normal operation of that particular business or enterprise…”66 According to the 
Network for Public Health Law, BFOQs are fact-specific, and the burden to show a BFOQ 
falls on the employer.67 

The CIC program will likely accumulate a cohort of CIC implementors through a process 
of self-selection, so will likely not be subject to discrimination laws. Still, to safeguard 
against the potential violation of discrimination laws while working to ensure community 
membership, the CIC program may wish to develop recruitment criteria specific to the CIC 
implementer role. The CIC program may also find it helpful to consult legal counsel about 
developing organizational policies to ensure that bona fide job requirements are satisfied 
without engaging in discriminatory practices.68 

DEFENSES AGAINST  
POTENTIAL LIABILITY
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PRIVACY CONSIDERATIONS 

Privacy Considerations 

Overview

Privacy and confidentiality are often written into state law. Traditionally, common law privacy 
torts, such as intrusion on seclusion or public disclosure of private facts, are discrete, limited 
causes of action that provide damage remedies for only limited examples of unlawful data 
collection.69 However, most states contain a breach of confidence tort that applies to those 
who disclose information given to them in privacy. For states that recognize a breach of 
confidence tort, all that is required is proof of a confidential relationship, like one between a 
CIC implementer and the community member they are serving.70,71 While state confidentiality 
laws are likely more relevant to a CIC program than federal privacy considerations, federal 
regulations should also be considered in light of a CIC program. 

Health Insurance Portability and Accountability Act

The Health Insurance Portability and Accountability Act (HIPAA) is a federal law that created 
a set of national standards to protect sensitive patient health information from being 
disclosed without the patient’s consent or knowledge.72 HIPAA covers both individuals and 
organizations, including health plans, clearinghouses, and certain health care providers. 

HIPAA states that a person who knowingly and wrongfully discloses “individually identifiable 
health information” will be punished.73 Individually identifiable health information means any 
information collected from an individual that “relates to the past, present, or future physical 
or mental health or condition of an individual, the provision of health care to an individual, or 
the past, present, or future payment for the provision of health care to an individual.”74 

Even if the information does not explicitly identify the individual, under HIPAA, an offense 
is upheld when there is a reasonable basis to believe that the information can be used to 
identify the individual. For example, a person can wrongfully disclose this information when 
they use a unique health identifier, obtain identifiable information about an individual, or 
disclose the identifiable health information to another person. 

The CIC model may not fall under the purview of HIPAA so long as the anchor institution 
is not a clinical setting and CIC implementers are not billing for services.75 Typically, 
Medicaid funding requires services to be compliant with HIPAA. If CIC programs do not 
receive Medicaid funding, HIPAA likely will not apply to CIC services. However, if the anchor 
institution is a clinical provider, interactions between the CIC implementer and community 
members may occur in a clinical setting. In this context, HIPAA could be relevant to CIC 
implementers. Nonetheless, the purpose of the CIC model is to move mental health support 
out of a clinical setting and into the community, and CIC implementers will not provide 
clinical mental health services in any capacity. Therefore, the clinical distinction of HIPAA is 
not likely to apply. 
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PRIVACY CONSIDERATIONS 

Regardless of whether HIPAA applies to the CIC program from a strictly legal perspective, 
any program dealing with sensitive health information should provide adequate training on 
protecting private patient health information in compliance with HIPAA and other laws and 
policies governing the sharing of personally identifiable information, as discussed below. 

Fair Information Practice Principles

The Fair Information Practice Principles (FIPPs) are a set of eight principles rooted in the 
Privacy Act of 1974,76 a federal law governing the use of personally identifiable information by 
providing a code of fair information practices that regulate the collection, maintenance, use, 
and dissemination of information about individuals maintained in federal record systems.77 
The FIPPs principles included in the Act are: Transparency, Individual Participation, Purpose 
Specification, Data Minimization, Use Limitation, Data Quality and Integrity, Security, and 
Accountability and Auditing.78 

Many states have incorporated the FIPPs principles in their state laws governing public 
records and, in some instances, private sector data as well. Several private and not-for-profit 
organizations have also incorporated these principles into their privacy policies. Depending 
on the state, the FIPPs principles may be a feature of state policy on confidential and 
personally identifiable information. 

When considering how private information is recorded in the CIC program, the FIPPs 
principles should be acknowledged and incorporated into any CIC-specific standards that 
relate to protecting individually identifiable information. 
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ETHICAL CHALLENGES

Ethical Challenges 
Beyond the potential legal hurdles CIC programs and implementers may need to overcome, 
several ethical considerations can come into play. While such ethical issues have roots 
in the law, they are summarized in this section to capture the nuanced and interpersonal 
dimensions unique to CIC programs. 

Confidentiality

The issue of confidentiality arises with respect to state law, but it also presents an ethical 
concern for the CIC program. As currently envisioned, the CIC program will amplify current 
community members’ mental health tools so that they can serve other members of their 
community. In such cases, there may be non-distinct lines between CIC support and 
friendship, creating ethical challenges as it relates to confidentiality. 

CIC implementers may be viewed more like friends rather than members of the CIC program 
for several reasons. First, CIC implementers may draw on their own experiences and the lessons 
they have learned from their challenges to support the community member in need, disclosing 
personal information and sharing intimate stories from their own lives.79 CIC implementers 
also are more likely to gravitate to non-office settings such as coffee shops, restaurants, or 
other public spaces for meetings, or spaces that traditionally have been associated more with 
friendship than with health care. While this may, in fact, be an asset of the CIC program as it likely 
makes community members feel more comfortable sharing and being vulnerable, confidentiality 
issues may arise after the CIC implementer-community member meeting ends when both 
individuals go back to the households and neighborhoods to which they belong. 

Viewing this relationship more along the lines of friendship may lead both parties to divulge 
private information to other community members. Even if state privacy and confidentiality 
laws are not implicated, inadvertently sharing the private information without consent 
could cause irreparable harm to both the CIC implementer and the community member. 
Beyond the harm to the individuals, it could also lead to poor community perceptions of 
the CIC program and general distrust of implementers, reducing the program’s overall 
effectiveness. For example, suppose someone struggles with shame and depression after an 
adulterous act with an individual in the community that the CIC implementer knows. In this 
case, the implementer should be careful not to carelessly disclose this information to other 
community members as it relates to the mental health of the person receiving care.

CIC programs should have clear directives and training around building and maintaining 
community trust. Further, CIC programs should strongly consider setting clear, explicit 
expectations regarding the relationship between CIC implementer and community member. 
For instance, the CIC program could create a contract for the CIC implementers to sign 
outlining their agreement to keep community members’ private information confidential. 
Respecting the privacy of both the community member and the CIC implementer will be vital 
to creating an effective, long-lasting program. 
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ETHICAL CHALLENGES

Reporting Abuse & Neglect 

While mandatory reporting laws vary by state, lay health workers may feel ethically 
responsible for reporting documented abuse or neglect.80 Mandatory reporters are 
legally required to report any suspicion of abuse or neglect to relevant authorities. Some 
professionals are generally expected to be mandatory reporters for all types of abuse. For 
example, doctors, nurses, therapists, law enforcement, pharmacists, social workers, and 
coroners.81 Given that the CIC program is, by nature, community members supporting 
community members, CIC implementers—in their role as CIC volunteers—will likely not be 
considered mandatory reporters regardless of the state. 

However, as an ethical issue, mandatory reporting can be tricky. For example, consider that 
a community member confided in a CIC implementer that they recently experienced abuse. 
On the one hand, the CIC implementer may be concerned about the community member’s 
safety and want to elevate the situation to relevant authorities. On the other hand, reporting 
abuse experienced by a community member may breach trust in the CIC implementer and 
the program overall. Further, the CIC implementer may not want to break trust by reporting 
what the community member has told them in confidence. 

The CIC program should consider the ethical dimensions of mandatory reporting, providing 
CIC implementers with guidance regarding how to go about reporting suspected abuse or 
neglect to protect community members without overriding trust. The CIC program should 
again set clear expectations related to the CIC implementer and the community member 
served to clarify that the implementer is not a clinical provider and should not be sought for 
clinical care.

Limited Ability to Refer When Necessary 

The current conceptualization of CIC programs is that implementers will have minimal, 
flexible connections to formal mental health services depending on the aims and purposes 
of the community at hand. However, there may not be minimal connections available 
in communities with a lack of robust mental health care infrastructure. The lack of 
infrastructure and dearth of clinical providers may raise ethical challenges if someone needs 
clinical care and there is nowhere and no provider to which to refer them. 

Each CIC program should have community-specific protocols and crisis mitigation training 
for CIC implementers when confronted with a community member who needs professional 
attention. The CIC program, at least at the outset, will need to be mindful of implementing 
the programs in communities with a mental health professional who is aware and supportive 
of the program and willing to offer their services should a referral be needed. 
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Protecting CIC Implementers

Overview 

Considering the potential liabilities and opportunities to breach federal and state privacy 
standards, it will be necessary for a CIC program to institute measures that protect CIC 
implementers volunteering to serve their communities. As outlined below, several tactics 
can be drawn from existing CHW policies, although it is critical to note that each state 
approaches CHW protections differently. In addition, a case study on implementing a CHW 
program in Texas is explained in detail, including implications for establishing a CIC program 
in a similar setting. 

Waivers & Disclaimers 

A waiver or disclaimer is one method that may work to protect the CIC program and 
implementers. The documents would clarify that any community member utilizing CIC 
implementers’ non-clinical support has agreed to waive liability and has acknowledged the 
CIC program’s terms of use. The waiver would come from the entity providing the training to 
the individuals volunteering to provide support and those seeking support from that entity. 

As an example, the Confess Project is a community-driven initiative that trains barbers as 
non-clinical mental health advocates, in addition to their existing professions as barbers. 
The Confess Project’s disclaimer of liability states clearly: “By using this website, or using our 
blog, e-mails, programs, services, and/or products, you are agreeing to accept all parts of 
this disclaimer.”82 It further relinquishes any form of liability for potential issues concerning 
mental health treatment and services: “The Confess Project does NOT employ any clinically 
licensed licensed counselors, clinical social workers, or medical doctors, and does not give 
clinical counseling or medical advice, nor does it diagnose medical conditions or health 
problems in any way.”83 The Confess Project does not require community members to sign 
waivers to begin contact with trained barbers.

While creating a public disclaimer is certainly an option, the CIC program would ideally avoid 
all waivers on the part of the community member seeking support to maintain their trust in 
the CIC program and the implementer helping them. Many experts also noted that the use 
of waivers in a community setting could erode trust and prevent the community member 
from opening up—severely impacting the program’s effectiveness. However, some type of 
upfront disclaimer could be used making explicit the use of non-clinical advice in the CIC 
implementer-community member relationship. Introducing a disclaimer after the relationship 
between CIC implementer and community member after the relationship is established will 
likely be too late. Again, setting clear, explicit expectations between the CIC implementer 
and the community member before the relationship begins will be critical to protecting the 
implementer from liability. 

PROTECTING CIC 
IMPLEMENTERS
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Scope of Practice, Licensure, & Certification 

A key tactic to demonstrating that the CIC implementer fulfilled their duty in the face of 
liability is to show that they acted within the standard of care. Legally, the standard of care 
is defined as: “The degree of care (watchfulness, attention, caution, and prudence) that a 
reasonable person should exercise under the circumstances.”84 Related to the context of a 
CIC program, the standard of care is how other CIC implementers would have managed the 
community members’ care under the same or similar circumstances, as described above. 
A scope of practice specifies the range of functions that a CIC implementer is deemed 
competent to perform for courts to use in determining whether a CIC implementer was 
acting within established and recognized standards.85 

Defining the scope of practice may prove difficult for a CIC program. Fundamentally, 
the CIC program works by elevating the non-clinical mental health-related skillsets that 
members of the community already use to support other community members. Confining 
the CIC implementer’s scope of practice could unnecessarily limit many CIC implementers’ 
skillsets. For example, if a CIC implementer is a retired social worker, a scope of practice 
should, in theory, not limit their full range of abilities to provide mental health support to 
another community member, as long as it is clear that they are not acting in their capacity 
as a “social worker” or licensed person (e.g., LCSW or MSW). The scope of practice for a CIC 
implementer will need to be substantive enough to be meaningful, while having enough 
breadth to cover the full range of skillsets CIC implementers bring to the table.

The scope of practice primarily factors into two types of regulation: certification and 
occupational licensure. Occupational licensure is the most restrictive form of regulation 
because it limits entry to a profession only to individuals who meet established requirements, 
such as having specific academic credentials or passing an exam.86 A licensing scheme 
may also set standards for practice and ethical behavior, create disciplinary procedures and 
sanctions for failure to comply with such standards, and impose additional requirements 
on licensed practitioners, such as continuing education.87 For instance, all states require 
licensure for physicians, dentists, pharmacists, and several other health care professionals. 
Still, licensure requirements are less consistent among CHWs and PSSs, and thus will likely be 
inconsistent for CIC implementers as well.88 

Certification is a less restrictive mechanism to ensure that CIC implementers are proficient 
in specific crucial capabilities.89 Certification standards generally require members of an 
occupation to meet specified criteria. However, it is important to note that certification can 
still be restrictive and may require payment for certification program. Instead of a formal 
certification program, some argue for issuing informal “certificates” which would verify the 
completion of a training or educational process, but which would not exclude noncertified 
individuals from performing the functions of the occupation, as a licensing scheme or more 
stringent certification program might.90 

PROTECTING CIC 
IMPLEMENTERS



LEGAL & POLICY IMPLICATIONS OF COMMUNITY INITIATED CARE PROGRAMS  •  24

At the most basic level, certification is a declaration by an issuing authority that an 
individual has specific qualifications (e.g., training or skills).91 The issuing authority may be a 
government agency, an educational institution or program, an independent association, or 
an employer-based entity.92 For example, the CIC program may deem it necessary to certify 
CIC implementers to respond to mental health crises, should they arise. However, to ensure 
that barriers to entry are limited as much as possible, CIC implementers should be involved in 
defining and setting the standards for licensure in their specific communities.93

Crisis Protocols & Documentation

Potential mental health emergencies that might occur on the job are essential for the CIC 
implementer to respond to in an organized, timely, and compassionate way. Clear and 
consistent crisis protocols that outline what to do and whom to contact also help minimize 
uncertainty and fear in community members.94 Protocols should offer guidance to CIC 
implementers to identify whether someone is at risk for suicide and what to do for them, 
even if help is refused. The CIC implementer should also know whom to notify in each 
situation, whether a family member or someone from the CIC program.

Given that the effect of crises, such as suicide, often permeate through the entire 
community, the CIC implementer should also be equipped with tools to talk to others about 
the occurrence and be aware of the potential challenges they might face. 

PROTECTING CIC 
IMPLEMENTERS
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CASE STUDY: TEXAS

Case Study: Texas 
Texas provided early leadership in workforce development for non-clinical health workers 
and thus serves as a substantive case study for implementing a CIC program in the state. 
The example of Texas also serves as a microcosm for national CIC program rollout. 
According to Mental Health America, Texas nearly mirrors the United States when it comes 
to access to mental health care.95 In Texas, approximately 62% of adults with any mental 
illness do not receive treatment, compared to the 57% national average.96 However, the 
prevalence of uninsured adults with mental illness in Texas is 21%, nearly double the national 
average.97 Texas’ high uninsured population coupled with lack of access to care points to the 
importance of a robust non-clinical workforce to tackle the unmet mental health need.

Texas was the first state to enact a state-regulated CHW certification program.98 Through this 
program, Texas health departments receiving state funding were required to provide specific 
requirements as a condition of receiving that funding.99 In May 1999, House Bill 1864100 was 
passed, which required the Texas Department of State Health Services (DSHS) to establish 
an exploratory committee—the Promotor(a) Program Development Committee (PPDC). 
This created a formal system of recognition for the CHW role and established a baseline 
set of skills.101 The committee recommended that the state establish certification for CHWs, 
the instructors who train them, and the institutions that host the program. Thus, over the 
next two years, the PPDC developed standardized curriculum guidelines focused on core 
competencies to ensure a shared knowledge base and an appropriate skillset. 

Based on the PPDC’s recommendations, the Texas legislature passed two additional laws 
in 2001, Senate Bill 1051 and Senate Bill 751.102 The first mandated that all CHWs receiving 
payment for their services obtain certification from the state. It explicitly stated that the 
certification program would be voluntary for CHWs who do not receive compensation for 
their services but mandatory for those who are compensated. The second required that 
health and human services agencies employ certified CHWs in conducting health outreach 
and education programs for medical assistance recipients.103 However, these mandates came 
with no enforcement mechanism. Thus, not all employers required formal certification for 
their CHWs, as required by state law.104 

The Texas Department of State Health Services and Health and Human Services Commission 
released a report in 2012 to maximize CHW employment and expand funding and 
reimbursement opportunities for CHWs. The report required that curriculum for both CHWs 
and instructors must add up to 160 hours and include 20 hours of training on eight core 
competencies that the state deemed essential to the role.105 The eight core competencies 
include: communication skills, interpersonal skills, service coordination skills, capacity-
building skills, advocacy skills, teaching skills, organizational skills, and knowledge base on 
specific health issues. The framework was intentionally broad so that training programs could 
adapt curriculums to meet local needs.106 
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CASE STUDY: TEXAS

Looking at PSS specifically, a Texas Health and Human Services Commission survey of 
providers and people receiving services in the state behavioral health system found that the 
availability of peer services was one of the top strengths of the current behavioral health 
system. However, the survey also identified limited access to peer services as a service gap.107 
Most peer providers are employees of state-funded providers or contract with state-funded 
consumer-operated service providers (COSPs), thus requiring certification from the state.108 

“Via Hope” is a Texas-based nonprofit organization authorized by the state to provide 
standardized peer specialist training and certification programs in the state.109 The organization 
outlines specific eligibility requirements for certification, such as self-identifying as a person 
with lived experience of being in recovery from mental health challenges and having a desire 
to use those experiences to help others in recovery. Prospective applicants are required to 
complete a written application and provide two letters of recommendation, and if accepted, 
they must attend a 43-hour intensive course and successfully pass an exam to receive their 
certification..110 The total cost of the training and certification program is $750. 111

Drawing from Texas CHW and PSS law, the CIC program will need to be intentional about selecting 
competencies required for CIC implementers before engaging with community members. The CIC 
program would likely need competencies different from the PPDC program, and fewer in number 
given the desire to retrain from formal certification and licensure. Practically speaking, the PPDC 
program in Texas initially required 20 hours of training for each of the eight competencies. But, 
after implementing the program, informants involved in the training stated that this requirement 
limited their ability to innovate.112 This innovation, perhaps unsurprisingly, was found to be critically 
important for the program to adapt to local contexts and address the communities’ needs. 
Thus, fewer and potentially more generalized competencies would enable the CIC program to 
democratize its training and also adjust to local settings. 

Compensation for CIC implementers must also be considered. As currently envisioned, CIC 
implementers will not receive compensation for providing support to community members, 
so they would not require certification in Texas under the CHW-related Senate Bill 1051. The 
nuance of what constitutes “compensation” should be contemplated, as it may not need to be 
monetary to fall under the category of compensation, depending on the state. 

The implementation of a CIC program in Texas will also be substantively different from the 
network of PSSs. While, like PSSs, it will be necessary to vet potential CIC implementers to 
ensure they want to help others experiencing mental health challenges, they will not need 
to undergo the extensive PSS certification and training process. Further, CIC implementers 
likely will not receive monetary compensation from the program, so requiring them to pay for 
a complete training regimen and certification program ($750 would be a barrier to entry for 
many) would deter community members from joining the program. Thus, the barriers to entry 
of becoming a CIC implementer will need to be far lower than PSSs.

While the CHW and PSS systems in Texas are relatively sophisticated, the initiatives do not 
meet the fullest extent of mental health need for Texas communities. A more socialized mental 
health support program, with lower barriers to entry, and fewer competencies required, such 
as the CIC program, could substantially improve access to a mental health support network.
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CONCLUSION

Conclusion

The CIC program has the power to shape a new era of mental health care where the capacity 
for support lies in the hands of lay community members rather than clinical providers alone. 
The democratization of mental health care will ensure that more people have access to 
mental health support and build the resilience of communities with historically low levels 
of behavioral health services. The growing 
toll of mental health far exceeds the clinical 
mental health workforce—and a CIC 
program offers a low-cost, sustainable and 
ultimately effective solution to reducing the 
unmet need. 

Before implementing a CIC program, it 
will be essential to consider federal and 
state laws and regulatory environments, 
the potential liability that the program and 
CIC implementers could face, and ways to 
proactively protect CIC implementers from 
harm. Building an effective program that 
retains community trust requires the CIC 
program to be thoughtful about setting clear expectations between CIC implementers and 
community members seeking care. Given that waivers and disclaimers have the potential to 
erode community trust, the CIC program will need to set realistic and explicit expectations 
between the CIC implementer and the community members they serve. 

It is time to build a new type of mental health workforce in communities throughout the 
United States, a CIC model that empowers individuals in communities to learn how to 
prevent and respond to mental health concerns.

The democratization of 
mental health care will 

ensure that more people 
have access to mental 

health support and build the 
resilience of communities 

with historically low levels of 
behavioral health services.
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Key Policy Recommendations
The Policy Recommendations below offer critical considerations for establishing reasonable 
expectations among the CIC program, its stakeholders, and the communities it serves:

 Respecting the privacy and confidentiality of both the community member and the  
CIC implementer will be vital to creating an effective, sustainable program.

 CIC programs should require that before a relationship with community members is 
initiated, the CIC implementer must sign a contract outlining their agreement to keep 
community members’ private information confidential.

 Before a working relationship begins, CIC programs should set clear expectations between 
CIC implementers and community members receiving support, such as an explicit 
understanding that the mental health support is non-clinical in nature.

 CIC programs should explore a code of ethics that CIC implementers sign and abide by, 
like the American Association of Community Health Workers, to hold them accountable to 
principles of confidentiality and privacy to maintain the trust of the individuals and families 
they serve.113 

 CIC programs should begin the implementation process in communities with a mental 
health professional who is aware and supportive of the program. Regardless of the mental 
health professional’s willingness or capacity to respond to referrals, the CIC program should 
work with them to offer a list of clinical resources and crisis hotline numbers to call and text. 

 When convening stakeholders to discuss certification options, it is critical to engage 
CIC implementers in leadership roles; defining and setting standards for any profession 
requires participation from the practitioners themselves and the communities they serve. 

 CIC programs should manage the risk of exposure to liability by ensuring that CIC 
implementers understand their scope of practice and clarify that CIC implementers are 
only to perform functions within that scope.114 

 CIC implementers must be trained with a plan of action when faced with emergency 
situations whilst working with community members, such as referring the community 
member to clinical care, notifying the CIC program, or, if needed, calling emergency  
first responders. 
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