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Abstract

Background Community health workers (CHWs) can support patient engagement in care for a variety of health
conditions, including HIV. This paper reports on the experiences of HIV clinics and health departments that integrated
CHWs into their health systems as part of a capacity-building initiative to address HIV-related disparities in the United
States.

Methods Semi-structured interviews were conducted with key informants (n=14) in two Ryan White HIV/AIDS
program jurisdictions: Mississippi (jurisdiction covers the entire state) and the city of New Orleans, Louisiana.

This work was part of a larger evaluation of an initiative that used a Learning Collaborative model to facilitate the
implementation of evidence-informed interventions to address HIV care continuum gaps in four jurisdictions. The
two jurisdictions that focused on integrating CHWs into HIV care clinics and support service agencies were selected
for this sub-analysis. Interview participants included HIV clinic leaders and staff, health department leaders, and other
Learning Collaborative leaders. Interview transcripts were coded and analyzed for themes related to the acceptability,
feasibility, and perceived impact of CHW integration.

Results Overall, participants expressed interest in having support from CHWs at HIV clinics and service agencies to
assist with patient retention and engagement efforts. However, there were challenges integrating CHWs into existing
systems (e.g., gaining access to electronic health records, changing policies to conduct home visits, and clarifying
roles and scope of work). Negotiating contracts and accessing funding for CHW positions presented major challenges
that often contributed to turnover and conflicts around scope of practice. When health departments leveraged
existing funding streams to support CHW positions, the clinics and agencies where the CHWSs worked had limited
flexibility over the hiring process.

Conclusions Our findings reinforce the value and acceptability of CHWs as part of the workforce in HIV clinical and
support service settings; however, integrating CHWs into clinics and service agencies required effort. Training the
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CHWSs was not sufficient; other staff and clinicians had to understand the role of CHWs to facilitate their integration
into health systems. Resources are needed to support organizations in incorporating CHWs effectively, and long-term,

flexible sources of funding are necessary for these positions.

Keywords Community health workers, HIV, Care integration, Qualitative research

Background

Community health workers (CHWs) are frontline pub-
lic health workers who possess a deep understanding of
and trust within the communities they serve, allowing
them to bridge gaps between medical and community
settings to enhance access to quality care [1]. Although
the National Association of Community Health Work-
ers and the Community Health Worker Core Consensus
(C3) Project have characterized the core competencies
and scope of practice for CHWs in effort to standard-
ize the terminology ascribed to the workforce in the US
[2], there continues to be considerable variation in how
CHW positions are described. At the time this study
was conducted, the Centers for Disease Control and
Prevention (CDC) listed 22 different job titles under the
umbrella of “community health worker” in its training
module [3]. CHWSs may be referred to as outreach work-
ers, health promoters, and peer navigators. Positions
can be on a paid or volunteer basis and can vary widely
in scope (e.g., focused on one disease or condition, or
focused on health promotion more generally). Despite
this variation, what CHWs have in common is that they
often share lived experiences or other attributes with the
communities they support or otherwise have a uniquely
close understanding of those communities. This nuanced
understanding, coupled with their interpersonal skills,
allows them to help clients navigate multi-level barriers
to addressing medical and social needs.

CHW-led interventions are frequently cited as effec-
tive solutions to address healthcare workforce shortages
and are uniquely positioned to connect structurally dis-
enfranchised populations to health education and ser-
vices [4, 5]. Studies have shown CHWs to be effective in
reducing health disparities across a variety of conditions
and contexts [5, 6]. A 2010 Cochrane Review found that
CHWs have been successful in increasing uptake of vac-
cinations, promoting breastfeeding, and supporting self-
management of chronic conditions [6]. More recently,
a large, multi-site evaluation in the US found that after
integrating CHWSs into HIV primary care settings, visit
attendance increased significantly from approximately
50-85% of participants having at least one visit, and viral
suppression increased significantly from 22 to 44% of
study participants [7].

CHWs have long operated in community settings both
globally and in the US, though their integration into clin-
ics and care teams is relatively new [8]. The 2010 Patient
Protection and Affordable Care Act (ACA), which

most notably expanded access to health insurance, also
included provisions for better coordination of care — spe-
cifically by including CHWs in interdisciplinary health
care teams — to reduce health care spending and costly
hospital admissions [9]. While integration can be broadly
defined, full integration includes having CHWs located at
the clinic, designated as part of care teams, and having
shared access to electronic health records [10]. There are
several benefits of incorporating CHWSs into clinics and
health systems. Integration can also help CHWs be more
effective in supporting patients, as it can facilitate better
ability to assist in access to resources available through
health systems [11, 12]. When done well, integration
may also improve the experiences of CHWs by providing
opportunities for job security and professional growth
[13]. General best practices for incorporating CHWs into
clinical settings have been documented, including clearly
defining roles among clinic staff, providing supportive
supervision, and ensuring ongoing training for CHWs
[11, 13-17]; however, less is known about the processes
for how to develop and sustain these models, and how
health system leaders and other clinicians experience
CHW integration.

This paper reports on experiences from two Health
Resources and Services Administration (HRSA) Ryan
White HIV/AIDS Program (RWHAP)-funded jurisdic-
tions in the US that focused on integrating CHWs into
HIV clinics to improve retention and engagement in care.
There is limited research on the integration of CHW's into
HIV clinics. In the US, most of the research to date has
come from a three-year initiative funded by the Health
Resources and Services Administration (HRSA) in 2016
to provide training and support to integrate CHWSs into
care teams at 10 RWHAP-funded clinics across the
country. That initiative laid important groundwork on
the effectiveness and value of CHW's as part of HIV care
teams, and implementation strategies for their integra-
tion into HIV care settings [7, 14, 18].

The current study was funded by a more recent HRSA
initiative (2019-2023): the “Capacity Building in the
Ryan White HIV/AIDS Program to Support Innovative
Program Model Replication,” geared toward enhancing
the capacity of RWHAP recipients and subrecipients to
replicate evidence-informed interventions [19]. Jurisdic-
tions represented a sample of priority regions identified
under the Ending the Epidemic (EHE) Initiative due to
increasing transmission of HIV and growing dispari-
ties in key populations [20]. The four jurisdictions were
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Atlanta, Georgia; the state of Mississippi; Las Vegas,
Nevada; and New Orleans, Louisiana. In partnership
with the University of California San Francisco (UCSE),
jurisdictions used a Learning Collaborative model [21]
to choose and implement evidence-based interventions.
Two of the jurisdictions, Mississippi and New Orleans,
chose to focus on employing community health work-
ers (CHWs) to address disparities in HIV care retention.
Unlike the CHW initiative described earlier, funding was
not directed to implementing and evaluating a specific
intervention. Rather, funding was provided to build sys-
tem-level capacity to promote broader implementation of
care models already determined to be effective in other
settings (ideally, in other RWHARP sites across the coun-
try). Funding was used to convene stakeholders across
the jurisdictions in Learning Collaboratives and coor-
dinate existing resources, such as previously developed
intervention manuals and other federal and local funding
streams to support implementation. This structure meant
that interventions were not confined by strict param-
eters, and there was variation in how programs operated
across the different jurisdictions. Learning Collaboratives
included “Learning Sessions” that convened jurisdiction
leaders and representatives from participating clinics and
agencies every few months as well as one-on-one or small
group technical assistance delivered or organized by
Learning Collaborative leadership to participating sites
as needed throughout from the project. Another impor-
tant distinction was that planning occurred primarily at
the jurisdiction level. Although clinics and service agen-
cies were engaged through the Learning Collaboratives’
Planning Body meetings and Learning Sessions, the inte-
gration of CHWSs was mostly a top-down endeavor led
by state and local health departments and other leaders
of the jurisdiction. In one jurisdiction, the CHWs were
hired by the state under a different initiative and then
assigned to the clinics that were part of the Learning Col-
laborative. In the other jurisdiction, clinics hired CHWs
directly based on referrals from the Learning Collabora-
tive leadership (including representatives from the health
department and statewide CHW association), who led
efforts to train a new cadre of CHWs focused on HIV
care and prevention.

As part of a larger implementation science evaluation
of the HRSA capacity building initiative, we conducted a
qualitative sub-study to explore the motivations underly-
ing the decisions to implement a retention intervention
using CHWs, the barriers and facilitators to incorporat-
ing CHWs into existing HIV services as well as identify-
ing best practices for optimizing the integration of CHWs
into HIV care teams and health systems. As the CHW
workforce continues to grow, findings from this study
can help to inform the coordination and management of
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efforts to integrate CHWs into HIV care and related ser-
vices at state and local levels.

Methods

Sample

We conducted qualitative interviews across all four of
the jurisdictions as part of our multi-method evalua-
tion study. For this paper, we draw from interviews and
observations conducted in the two RWHAP jurisdictions
— New Orleans and Mississippi — that focused on CHWs.
Within each jurisdiction, we used purposive sampling
to recruit and interview key informants who included
health department leadership and staff, other Learning
Collaborative Planning Body members, and staff and
leaders from participating clinics/agencies. Interviews
were conducted between September 2021 and March
2022, approximately 1.5 to 2 years after the projects
launched.

Data collection

Our study procedures were reviewed by the UCSF insti-
tutional review board and received a “not engaged in
human subjects research” determination because our
work was focused on quality improvement. Nonetheless,
we followed standard research procedures in recruit-
ment, interviewing, and data protection. Interview par-
ticipants were recruited via email by a member of the
qualitative evaluation team. All participants provided
verbal informed consent to participate and were offered a
$75 gift card to participate.

Interviews were conducted by a team of experienced
qualitative researchers (KK, EA, JX, SF, AM) using semi-
structured interview guides developed by the research
team. Semi-structured interview guides were created to
capture constructs from Proctor’s framework of imple-
mentation outcomes [22] that guided our larger project’s
overall evaluation design. The same general guide (avail-
able as a Supplemental file) was used across all jurisdic-
tions and participants, with some adjustments made
depending on the individual’s role or location. Follow-
ing Proctor’s framework, we inquired about perceived
outcomes related to implementation (appropriateness,
acceptability, adoption, feasibility, and sustainability). We
also explored the perceived impact of the intervention(s)
and the Learning Collaborative. Interviews took place via
Zoom and lasted approximately 45—75 min.

Qualitative researchers also conducted observations of
the Learning Sessions conducted across each jurisdiction
and recorded field notes. Learning Sessions were one-
to-two-day meetings, mostly held over Zoom due to the
COVID-19 pandemic, that convened jurisdiction-level
leadership and representatives from participating clinics
and agencies in the Learning Collaborative. Each juris-
diction held a Learning Session every 3—6 months. The
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qualitative observers and their roles were introduced at
each Learning Session. Observations provided a way to
gain understanding of the interpersonal relationships and
contextual information about the participating sites to
assist with data interpretation. Observations also helped
to identify potential key informants and follow-up ques-
tions for the interviews. Because the interviews were only
conducted at one point, the observations also provided
insight into the ongoing implementation of the projects
develop during the final months of the initiative.

Analysis

We conducted a thematic analysis [23]. First, interviews
were audio-recorded and transcribed verbatim. Authors
SF, KK, EA, and JX developed a codebook that applied
across all the jurisdictions for the larger initiative. The
codebook consisted primarily of a priori codes based on
Proctor’s framework for implementation outcomes [22]
as well as the interview guide, which focused on under-
standing stakeholder experiences in the capacity-building
initiative. We also included codes based on themes that
emerged during the data collection process. Authors SF
and KK coded all transcripts in Dedoose [24], a cloud-
based application used for data analysis to facilitate
data management and extraction of coded excerpts. The
research question for this sub-study emerged from the
coding process and the lead author’s interest in studying
CHW programs. For this study, all excerpts under the fol-
lowing codes were reviewed and summarized: interven-
tion narrative (a broad code that captured all narratives
about the intervention(s) implemented in the jurisdiction
and covered perceptions of intervention appropriateness
and fit), implementation barriers, implementation facili-
tators, acceptability, adoption, feasibility, and sustain-
ability. Looking across all the summaries, the lead author
prepared an analytic memo that combined information
across the key codes. The analysis focused on identifying
common themes related to implementation experiences
and lessons learned. These themes were subsequently
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cross-mapped to Proctor implementation outcomes
(appropriateness, acceptability, adoption, feasibility,
and sustainability) which are defined in Table 1 of the
results section. Findings were discussed with the qualita-
tive team, including those who had engaged in Learning
Session observations to ensure comprehensive analysis
and interpretation of the data. We conducted a member
check to review findings with site coaches and a subset of
participants to ensure that our results appropriately char-
acterized their experiences.

Results

Sample overview

Our sample included a total of 14 key informants (5 par-
ticipants from Mississippi and 9 from New Orleans).
Participants were involved in leading the Learning Col-
laborative projects at the jurisdiction level (n=6) or rep-
resenting a clinic/agency that was participating in the
collaborative (#=8). Given the limited number of indi-
viduals working in different roles, state identifiers have
been removed from examples and descriptions below to
protect confidentiality.

Program descriptions

The program structure and scope of the CHW role var-
ied widely both across and within the two jurisdictions.
For example, one jurisdiction provided training so that
outreach workers, navigators, and case managers work-
ing in the HIV care and prevention field could receive
training in CHW competencies. The training was guided
by the Community Health Worker Core Consensus (C3)
Project’s recommendations, which aim to standardize the
core qualities, skills, and roles of CHWSs [25]. The juris-
diction also provided training in the basics of HIV care
and prevention for trainees who were new to the HIV
field. The other jurisdiction used enhanced federal fund-
ing to create new CHW positions hired through the juris-
diction’s health department. CHWs were then placed in
clinics to work with and support that facility’s providers

Table 1 Major themes and connections to implementation outcomes

Themes

Implementation Outcomes

1) Motivations for integrating CHWs into HIV clinics and service agencies

2) Importance of training for CHWs and other providers
3) Role clarification

4) Funding, hiring, and retention challenges

Definitions (Proctor):

- Appropriateness
- Adoption

« Acceptability

« Acceptability

- Feasibility

- Feasibility

- Sustainability

Appropriateness: perceived fit or relevance of the intervention in a particular setting or for a particular target audience or issue
Adoption: the intention, initial decision, or action to try to employ a new intervention

Acceptability: perception among stakeholders that an intervention is agreeable

Feasibility: extent to which an intervention can be carried out in a particular setting or organization

Sustainability: extent to which an intervention is maintained or institutionalized in a given setting
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and clients. These new CHW positions were intended
to improve reliable client engagement of patients in care
and prevention. Both jurisdictions shared a common
interest in leveraging existing resources to promote sus-
tainability. The Learning Collaborative served as a forum
to assist participating clinics and agencies with imple-
mentation. Technical assistance and capacity building
from UCSF was directed to jurisdiction leaders, who
were then responsible for managing and overseeing site-
specific training and other support.

Key informants described the breadth of tasks that
CHWs managed, including finding patients who were
out of care, linking patients to services for medical and
social needs, providing emotional support, helping
patients navigate complex care systems, understanding
and addressing barriers to care, and guiding care teams
in understanding the patient’s lived experience. CHWs
were frequently characterized as critical to helping clini-
cal teams develop and adjust patients’ care plans because
of their nuanced understanding of each patient’s unique
resources and needs. CHWs often gleaned insights into
contextual factors that influenced engagement in care
through home visits. Other roles of the CHWs included
advocating for patients, conducting testing and outreach,
helping them prepare for clinic appointments, and pro-
viding education related to HIV and general health.

Implementation themes: overview

The following sections highlight the major themes related
to participants’ experiences leading or implementing
CHW integration projects. Table 1 shows the cross-map-
ping of these themes to implementation outcomes from
Proctor’s framework. First, narratives around the motiva-
tions for the project at both the jurisdictional and clinic
levels touch on perceptions of the appropriateness of the
intervention as well as its ultimate adoption across the
different locations. Second, training for CHWs and other
providers was connected to the acceptability of inte-
gration. Third, role clarification was related to both the
acceptability and perceived feasibility of the intervention,
and it was often a more difficult process than clinic lead-
ers anticipated. Fourth, discussions of funding, hiring,
and CHW retention challenges illuminated perceptions
around the feasibility and sustainability of integration.
Each of these connections is explained further in the sec-
tions below.

Theme 1) motivations for integrating CHWs into HIV clinics
and service agencies

During our interviews, we explored the reasons why
jurisdictions chose to implement the interventions that
they did. Participant narratives revealed perceptions of
the appropriateness and the adoption of the interven-
tion at the jurisdictional and clinic levels. Across the
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larger initiative, jurisdiction leaders had the option to
implement any evidence-informed intervention or com-
bination of interventions to address local gaps in access
to HIV care. The state or local health departments par-
ticipated in an intervention selection process through
discussions with the UCSF capacity-building assistance
team and local Learning Collaborative members includ-
ing leaders in the HIV community, providers, and other
professional staff. Some already had specific interven-
tions in mind and used the initiative to facilitate uptake
across clinics and agencies within their jurisdiction.
Common reasons behind choosing to integrate CHWSs
were to expand the reach into the community and
engage or re-engage patients, and to strengthen an exist-
ing workforce. The two jurisdictions represented in this
analysis noted how they had access to a CHW workforce
— many of whom had historically been funded through
other initiatives — and saw an opportunity to further inte-
grate these workers into their HIV care teams to improve
their capacity to promote patient retention and engage-
ment in care. At the jurisdictional leadership level, there
was a high degree of perceived appropriateness and
strong fit between the intervention goals and the needs
and resources of the local region.

Once an intervention or combination of interven-
tions was selected, community engagement meetings
were held with local clinics and agencies, who could
then opt-in to participate in the Learning Collaborative
and implement the intervention. Importantly, there were
varying degrees to which clinics and agencies felt they
could participate in integrating CHWs into their teams.
This meant that attitudes and decisions around interven-
tion adoption were mixed. In some cases, participation
was perceived as an obligation because it was heavily
encouraged by jurisdiction leadership, and it could be
used to meet a clinic’s quality improvement objectives. In
another example, integration was explicitly written into
CHW contracts, effectively mandating the participation
of the clinic or agency. In either case, participation was
often regarded as an obligation, which partially explains
the initial mixed responses to intervention adoption.

Some clinics were immediately on board with integrat-
ing CHWs into their teams. For example, the executive
director of a clinic described how they were motivated to
try any new ideas that could address the HIV epidemic.
They knew that CHWs had been effective elsewhere but
had not been part of the workforce in the region or clinic.
Their clinic found the CHW’s support to be immensely
beneficial in expanding reach into the community and
attributed the increase in patients to outreach attempts
from the CHW. In the quote below, the executive direc-
tor described the motivation to try something new and
expand reach into the community.
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“I don’t see how we can achieve better results with
the epidemic, a 40-year epidemic, if we don’t do
things that we haven’t done before. Because espe-
cially in the South, weve not lacked for effort and
passion. But we don’t get the results. So, why don’t
we do something that we haven’t tried? ... If we don’t
get in the community and communicate to everyday
folk, regular folk, our neighbors, what we're doing,
they’re not going to take advantage of any of the
resources we're out here fighting to provide. To me,
community health workers’ outreach, that’s the key
piece to actually bringing the community onboard
and making sure that they're aware that we're here,
aware of what we're providing. Otherwise, we're just
a logo” — Clinic leader, executive director

Other key informants described workforce development
as a major motivating factor for training and integrat-
ing CHWs. They saw this initiative as an opportunity to
build clinic workforce capacity and support further train-
ing and development of CHWSs in their area. One par-
ticipant noted how the initiative provided an opportunity
to expand CHW training into HIV specifically, and how
that could have an added benefit in reducing HIV-related
stigma in the broader community.

“In [our state], community health workers tradition-
ally were only used in hypertension and diabetes.
Now we have a complete community health work-
force that’s focused primarily on HIV, too. . we've
diversified the labor class and you have people who
are of the community, look like the community, who
can speak the language. ... they can use the infor-
mation they know when they have their church out-
reach programs, they can use the information on
the weekends or when they’re hearing people dispel
myths and misconceptions about HIV, they have the
knowledge and the fortitude to say, hey, what you're
saying isn't right. This is actually how that is. So
taking the opportunity to have teachable moments.
Because now we have an educated group of people
about a particular issue in a community who can
help to dispel some of those myths and address the
stigma.” — Project leader, jurisdiction level

Leaders who had previous experience as CHWs or had
worked closely with CHWs were highly motivated to
elevate the awareness of the CHW role in the health sys-
tem. They had witnessed or personally experienced the
challenges that CHWs faced, including not being taken
seriously because of their non-medical training, and
navigating tensions with other care team members about
potentially overlapping roles. These experiences shaped
the ways that they developed and ran their Learning
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Collaboratives. Some of the ways they drew from these
experiences included building a statewide CHW Asso-
ciation to provide legitimacy and external support for
CHWs, and by providing one-on-one coaching to clini-
cal sites to advocate for CHWs and facilitate training and
integration.

Theme 2) importance of training for CHWs and other
providers

Informants across both jurisdictions talked about prior
experiences when CHWSs were brought onto projects but
not provided appropriate training. In these past projects,
there was a blurring of roles across members of the care
team that created confusion and sometimes resentment.
By contrast, informants spoke about how the training
and HIV 101 certification provided through the current
initiative helped to ensure that all the CHWs were on the
same page. An informant touches on these points below
and notes how the Learning Collaborative in conjunction
with a newly established CHW association helped sup-
port the CHWs through opportunities for peer-to-peer
networking.

“A number of years ago, [our region] did utilize com-
munity health workers, but there was not a train-
ing program. People who were CHWSs at the time
often ended up taking—how can I put it? Sometimes
they acted as the provider with giving information,
advice, recommendations. That was clear that they
lacked sufficient training. What ended up happen-
ing in some cases, CHWs were resented because it
was felt that they had a certain amount of power
or autonomy. But it wasn’t the fault of the CHWSs - I
would say the state or the organization. [The CHW
programs] were so new that you really didn’t know
what to give them, what parameters to set. Some
organizations were happy with the CHW taking
on so much responsibility, while others felt kind of
threatened by it ... It would be more challenging if
we didn’t have this community health worker model
and this community health worker network [includ-
ing the state CHW association] and a [HIV-specific]
certification and pushing the training and making
sure all the CHWSs are on the same page. They have
their own networks so they can communicate with
peers, which didn’t exist before” — Leader at health
department

Although the CHWSs received extensive training to sup-
port their integration into HIV clinics, other members of
the care team were not always properly trained or aware
of how to collaborate with the CHWs. In the quote below,
a clinic leader explained how they felt that the CHW was
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“kind of dumped on us” and that they did not know how
to effectively incorporate a CHW into their clinic.

“My biggest recommendation, and again, I don’t
know if this wasn’t done. But I felt like, and maybe
others felt like we had the CHW kind of dumped on
us. A lot of us don’t have a lot of experience with
how to really use a CHW. ... If were going to focus on
CHWs, then we really need a lot of training on how
to successfully set up a CHW program because a lot
of us don’t have it. Or we have people that act, func-
tionally, as a CHW. But if you have all these case
managers and medical case managers and eligibil-
ity people in the mix, the patients just get confused.
And then the agency has a hard time setting it up.
... I know us, as an agency, and I won’t speak for the
other agencies, obviously. But I don’t think we were
ready for a CHW. I feel like, actually, our system
is fine. We were able to do a lot of good without it.
Ended up being a good thing, but you know, I would
love to have a better idea of how to implement them”
— Clinic leader, chief medical officer

Another agency expressed some initial concerns about
bringing on a CHW, as they were managing other com-
peting priorities. They were also concerned about the
hiring process, as the clinic did not have a choice in who
was selected for the role due to the top-down nature of
the CHW funding. There were concerns about trusting
this new person with their patients and staff. Fortunately,
in this case, it worked out and the participant expressed
that the CHW had been a tremendous asset.

“I have no problems telling you that we were leery
about [bringing on the CHW], it was concerning
because of everything else that we were dealing with,
because we were doing the new EMR and COVID
and everything; bringing someone in that we didn’t
have a say so in who they picked or what this back-
ground was and trusting them to come in and be
around clients who are very sensitive and kind of
embed themselves, but she has been a rock star. We
just love her to pieces. She’s the sunshine to my day
sometimes, you know?” — Clinic leader, registered
nurse and quality manager

The examples in this section show how the acceptability
of CHW integration could change over time. Further-
more, acceptability was often tied to perceptions of how
sufficiently clinics were provided training and technical
assistance from the Learning Collaborative to support
CHW integration into teams and clinic workflows.
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Theme 3) role clarification

Learning Collaborative leaders knew that role clarifica-
tion was essential to the success of their CHW integration
efforts and provided resources and technical assistance
to support clinics with this process. However, role clari-
fication was often a more extensive process than clinic
informants expected, and more challenging than Learn-
ing Collaborative leaders had anticipated. The challenges
described in this section highlight additional aspects of
acceptability as well as perceptions of the feasibility of
CHW integration in the context of HIV care. Effectively
clarifying roles involved more effort than mapping client
workflows and conducting simple introductions. One of
the most successful examples of role clarification hap-
pened when clinic leadership provided clear direction to
the care teams to include the CHW and created oppor-
tunities for the team members to work together, particu-
larly when interacting with clients.

“The community health worker was something
totally new for us. So, one of our directors gave him
full training [meaning a comprehensive orienta-
tion to the organization]. Also, she charged us to
also work with him. He also had to meet with the
housing manager, the case manager, the psycho-
social counselor, the medical case manager, and a
substance abuse counselor. So much so, we would
travel together on Saturday, when we went out into
the field to actually work with the clients. Because
we've already built rapport with the clients, but they
didn’t know who this new person was.” — Counselor
at a social services organization

The ability to provide services outside of a clinic setting
is often seen as a distinct feature of the work of CHWs.
However, there was a tension that some key informants
expressed in the context of HIV care. When asked about
implementation barriers, one participant described how
their organization did not allow the CHWss to go into the
community — they had to be exclusively based at the clin-
ics. In fact, the idea of a CHW approaching a patient who
was out of care at home was deemed nonnormative and
problematic at this one site.

“I don’t even know if we would send them out into
the community even if they were allowed.... [Inter-
viewer: Oh, interesting. Say more about that — what
gives you pause about sending them into the com-
munity? | ... So, if that person is out of care maybe
because they went somewhere else or whatever, but
they’re still trying to remain status anonymous, we
don’t want to send somebody out into the field to
knock on their door on behalf of [our clinic] because
that’s not something that your normal doctor would
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do. Like, my primary care provider is not coming
knocking on my door because I haven’t seen him in a
while” — Clinic leader, director of HIV outreach ser-
vices

This concern may be unique for settings that offer HIV
care exclusively and in regions where stigma poses a sig-
nificant challenge. Settings that offered prevention or
other services in addition to HIV care did not express
this concern. Those sites felt that the ability of the CHW
to deliver services in the community was a crucial way of
expanding the reach of services (including HIV testing)
and re-engaging people in care.

Overall, one of the major barriers to integrating CHWs
was the lack of a clearly defined role, as exemplified by
this disagreement around the extent to which they should
be working in the community rather than in the clinic.
The Learning Collaborative provided some structure
to support role clarification. By convening participating
clinics and agencies every few months in Learning Ses-
sions, those organizations could learn from each other
and comparatively see the benefits of working with
CHWs. Additionally, the Learning Collaborative leaders
in each state provided technical assistance and training
to participating agencies as needed. In the quote below,
a member of the Learning Collaborative leadership team
described how they had to coach some clinical sites on
the new vision for the CHW model.

“[Some organizations that had worked with CHWSs
previously] had one idea of what the community
health workers would do, and it was like a junior
case manager. We explained, no, if they're sitting
down in your office, then they’re not doing what we’re
hiring them for. If they're just dealing with data or
eligibility, that’s not what we hired them for. Let your
case managers do that. These people have hands-on
boots on the ground working with the clients”— Proj-
ect leader, jurisdiction-level

Both jurisdictions mentioned the challenges of undoing
perceptions of CHWs from prior projects. The examples
above show the clarifications that needed to happen
within clinics as well as from the health department to
the clinics.

Even when roles were well clarified, it took time to build
the systems so that CHWs could operate under the full
scope of their intended role. For example, several rounds
of approvals were often needed so that the CHW could
perform scheduling and other tasks in the electronic
medical record. There was often a bit of gatekeeping and
lack of trust initially - CHWSs were initially perceived as
outsiders and their roles needed to be justified, particu-
larly in terms of access to the electronic health record.
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When asked about challenges with the project, an infor-
mant located at a large organization explained that even
though their administration was highly supportive of the
CHYW, it still took considerable time for the approvals to
get set up and for trust to be established.

“The only thing we had a little bit of time was get-
ting approvals because it goes through 8 million
levels, you know? People don’t understand the com-
munity healthcare worker needs the same access as
a patient navigator but that’s not the same title; so
that was the only thing but everybody else was like,
“Oh yeah! I'm excited!” —Clinic leader, HIV program
grant manager

Theme 4) funding, hiring, and retention challenges

The initiative was designed so that jurisdictions were
encouraged to leverage existing funding streams as they
implemented their interventions. This approach was
taken to promote the feasibility of implementation and
ultimately the long-term sustainability of the interven-
tions, although key informants noted some drawbacks
to this arrangement. For example, contracts to hire the
CHWs were set up through the state health depart-
ments, and these positions took longer to establish than
participants expected. Informants in both jurisdictions
described feeling like they lost momentum with the proj-
ect and noted how this delay created challenges with
recruitment and onboarding because they did not know
when CHWSs would be available. A common theme was
that organizations felt they had little control over the hir-
ing process and integration of the CHWs. State health
department leaders felt similarly frustrated because they
had little authority over the funding sources used to sup-
port the new CHW positions.

One major point of disagreement was around the
qualifications necessary for a CHW. An informant at the
health department described the challenge of convincing
their colleagues to hire someone for the CHW role.

“We had [one potential CHW], but we lost him
because when he was initially interviewed, every-
body was going, well, why would you hire him? He
doesn’t have a degree, and he doesn’t have this, and
he doesn’t have that. But he can relate to people.
And that’s what we needed. But, so, initially we had
pushback from some of the providers, and we had
pushback from the state because the state hired
them under an employment contract that they had
previously and, you know, they had questions about
why did you select this individual? You know? And
I can only say it was — it was a gut feeling, but in
addition to that, it was what we knew we needed to
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relate to our clients” — Project leader, jurisdiction-
level

There were also disagreements about the scope of prac-
tice for the CHWSs and where their positions should be
located on a day-to-day basis, frequently due to different
requirements or expectations from the funding streams
that supported their positions. An informant described
how they had to advocate to have the CHWs based at
clinics or service agencies rather than at the local or state
office, which provided funding for these positions:

“The state had their own ideas of what the commu-
nity health workers should look like...The way they
did it [at another clinical site] was that the commu-
nity health workers were housed in their offices -- at
the state office. But for us, we thought it was bet-
ter for them to be housed at the agency so that they
understand the culture of the agency, the inner work-
ings of the agency, the people at the agency.” — Project
leader, jurisdiction-level

The jurisdiction was able to negotiate this placement
and have the CHWs based at the agencies. In both
jurisdictions, ongoing challenges with clarifying CHW
work-related tasks and written contracts, which were
negotiated at a state level, pointed to a need to renegoti-
ate contracts so that those would be more consistent with
the CHWS’ roles in this initiative. As one health depart-
ment leader noted, “we have taken ownership of the
employment contract back [from the state] so that the
new community health workers will be in our employ” In
this case, the amended contract gave the jurisdiction and
Learning Collaborative leaders more control over craft-
ing the job descriptions for CHWSs and overseeing the
hiring process across the individual clinics and agencies.

After contracts were negotiated, turnover in positions
was a common challenge and raised concerns about
sustainability. One of the programs was set up so that
CHWs were shared across clinics and agencies, rather
than tied to one organization exclusively. There were sev-
eral instances when CHWs were so well-liked that orga-
nizations hired them separately; this arrangement then
left the position unfilled at other agencies. There were
other cases where CHWs went on to find jobs with higher
compensation. An informant described these challenges
of frequent turnover below:

“One of the community health workers that we had
hired went to the state and worked. One of the pro-
viders thought their community health worker was
great and hired him on permanently under a differ-
ent position and not our position. So, we went from
five community health workers and a supervisor to
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two community health workers and had to rehire
less than a year later” — Project leader, jurisdiction-
level

Discussion

This analysis reports on the experiences of leaders at
state/city levels and clinic/agency representatives within
their jurisdictions who integrated CHWs into their HIV
care infrastructure. The stories and experiences presented
in this analysis came from a larger initiative focused on
the replication of evidence-informed interventions to
improve HIV care-related outcomes. Our study offers
insight into implementation experiences and raises
important considerations as CHWs become increasingly
integrated into clinical settings in the U.S. [26, 27]. Imple-
mentation support and technical assistance was provided
through the Learning Collaborative model, but the inter-
ventions were not funded directly from the Learning Col-
laborative. Instead, jurisdictions were encouraged to use
existing resources as much as possible and had some flex-
ibility in how they implemented their programs. Overall,
our findings shed light on the types of support needed to
facilitate the effective integration of CHWSs into clinics
and agencies that provide services for individuals living
with HIV. We found that although buy-in for integrating
CHWs was initially mixed, informants came to value and
appreciate the role of the CHW through ongoing training
and guidance.

In many ways, the value of CHWSs is understood and
appreciated by HIV care and service sites because of
their long history of working to address both medical
and social needs [14]. The RWHAP provides funding
for wraparound services, including case managers who
help to connect patients to medical and non-medical
resources. However, this context can also lead to con-
fusion when adding CHWs to care teams due to the
perceived overlap of roles. Most clinics had difficulty
understanding the distinction between CHWSs and case
managers, and work was needed to clarify roles and
responsibilities. This can be a common issue across dif-
ferent types of care settings but may be particularly
salient in HIV care settings, where there are robust case
management and peer support programs. Another study
noted confusion between CHWSs and case managers in
HIV care settings for similar reasons [14].

Our findings and others demonstrate how work
is needed to elevate the title of “Community Health
Worker” [26]. This positioning is especially critical as
CHWss are integrated into medical settings and may lose
the more community-oriented aspect of their roles with-
out concerted effort from the health system [16, 26, 28].
While efforts such as the Community Health Worker
Core Consensus (C3) project have helped to clarify the
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core competencies of CHWSs [2], confusion around the
role of the CHW remains a common challenge [29, 30],
which we saw echoed in our data. We found that role
confusion can be reconciled, but it takes time and train-
ing at all levels of the health care team and across the
larger system. This process was more extensive than
informants had anticipated but was essential. As others
have noted, efforts to delineate roles within clinical care
teams can improve the work environment for CHWSs
and enhance the effectiveness of CHW integration [13,
31, 32]. We also observed issues around gatekeeping
reflected in the narratives about role clarification, such
as hesitation in granting access to the electronic health
records, allowing for home visits, and defining who could
be eligible for CHW positions. These examples indi-
cated a lack of understanding about the roles of CHWs
and their value. Our findings also suggested that some
aspects of gatekeeping may have been related to con-
cerns around HIV-related stigma and patient privacy, as
seen in the examples of clinics expressing concerns about
CHWs conducting home visits related to HIV services.
Though it was not explicitly stated, these concerns may
have contributed to the challenges of getting CHWs con-
nected to the electronic health records at clinics because
of increased levels of privacy protections for people living
with or at risk for HIV.

Our study also highlights the challenges with frag-
mented funding for CHWs, an issue that has been docu-
mented extensively in the literature [33, 34]. Advocates
have been calling for CHWs to be considered long-term
health professionals rather than temporary solutions to
address workforce shortages [33, 34], but this vision has
remained challenging due to the patchwork of funding
structures that support the work of CHWs [35]. Although
a few states can support CHW-delivered services through
Medicaid reimbursement, those typically only fund a lim-
ited range of services, and many CHW programs con-
tinue to be funded through short-term, disease-specific
grants [35]. A recent change to 2024 Medicare policy
will provide funding for a wider range of CHW-delivered
services to address health-related social needs in clini-
cal settings [36]. This funding stream through Medicare
was not available during the time of our project, and fur-
ther study will be needed to assess the implementation of
this policy and its impacts on both clients and CHWs. In
our study, jurisdictions were interested in developing the
CHW workforce, but because the initiative did not pro-
vide direct funding for intervention delivery and there
were no long-term funding mechanisms to support these
roles, jurisdictions relied on CHWs who were already
hired or in the process of being hired for other initiatives.

This paper adds insight into how clinics and health
departments leveraged existing infrastructure to engage
members of the CHW workforce, and the implications
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that had for intervention design and implementation. In
our study, efforts to work within existing funding mecha-
nisms made it so that individual clinics and agencies had
little control over hiring and retention. We also heard
stories of frequent turnover within CHW positions in the
initiative, which key informants described as being con-
nected to issues around compensation. Having sustain-
able funding mechanisms that support long-term CHW
programs could help CHWSs better integrate into health
care systems and ensure that they are appropriately com-
pensated for their work [37, 38].

In addition to funding for CHW positions, our results
underscore the importance of resources directed at the
clinic and institutional levels to facilitate CHW integra-
tion. The work of CHWSs may not always be well recog-
nized or understood in healthcare settings, which can
cause stress and conflict among care teams, and reduce
CHWS’ effectiveness in coordinating services for clients
[29]. Our findings showed that additional effort was
sometimes needed to undo prior negative experiences
that clinicians or other staff may have had with CHW-
delivered services or address narrow expectations of what
the role should look like. These cases required additional
coaching and technical assistance through the Learning
Collaborative. Based on our findings, we recommend
that before integrating CHWs into a health system, pro-
gram leaders take time to understand staff assumptions
about and prior experiences with CHWs. Tailored train-
ing, including opportunities for cross-training and shad-
owing, may be necessary to address misconceptions and
promote better understanding among team members.
Peer-to-peer networking also provided support to CHWSs
as they navigated these challenges. Networking opportu-
nities were available through the Learning Collaboratives
and other partnerships, such as local CHW associations
and other professional networks. Both Louisiana and
Mississippi have long histories of CHW-led workforce
development and advocacy locally and nationally [39,
40], and we heard examples of how jurisdictions were
able to partner with these existing efforts to support
CHWs in this initiative. It is also important to underscore
that having project leaders with experience as CHWss is
crucial in providing responsive and effective training to
clinics and advocating for CHWs. Such leaders were able
to connect clinics and CHWs to other existing resources
and networks, such as CHW associations, that could
provide additional support and technical assistance. Fur-
thermore, having high-level leadership engagement from
CHWss is especially important in the context of clinical
integration to ensure that their roles remain rooted in
CHW core values and are not overly medicalized [28].

There are limitations worth noting. First, this was a
small-scale exploratory analysis that was part of a larger
evaluation. Our interviews focused on understanding
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experiences in the broader capacity building initiative,
and we did not interview CHWSs who were part of the
care teams. Further study is needed to understand the
experiences of care team members and CHWSs in inte-
grated care models over time. Although observations
were conducted longitudinally, they took place at Learn-
ing Sessions, which pulled together representatives from
participating clinic but did not include all team members
or staff involved. In-depth interviews were only con-
ducted at one time point, although we tried to conduct
interviews midway through implementation to capture
how experiences evolved over the course of the project.
Further study is needed to fully explore the structural and
interpersonal dynamics related to CHW integration into
care teams.

Although we did not focus our interviews with people
directly involved in the care teams due to the nature of
our evaluation design, our interviews with health depart-
ment and clinic leaders are important as these are the
people who may be making decisions about hiring and
training for CHWs. As more states and institutions grap-
ple with the implications of developing and implement-
ing sustainable funding for CHW positions, there may
be more examples like this where centralized coordinat-
ing bodies (such as health departments, national orga-
nizations, payors, and advocacy groups) are responsible
for overseeing CHW programs across broad networks
of clinics [8]. Understanding the attitudes and percep-
tions that health system leaders hold of CHW programs
is critical in informing further scale-up of programs. To
our knowledge, this is one of the few studies that has
focused on this level. Despite the limitations, this study
offers valuable perspectives from health department and
clinic leaders. Findings from this work can inform other
state-level and large-scale efforts to integrate CHWs into
health systems.

Conclusions

This study adds to the evidence base on the value of
CHWs and the resources needed to integrate them into
HIV care settings. Our findings underscore the need not
only for sustainable funding mechanisms for CHW posi-
tions, but also funding mechanisms that are flexible and
responsive to local contexts. Funding and support must
also be dedicated to clarifying roles and reinforcing the
value that each member of the care team — including
CHWs — can bring to ensuring high quality and compre-
hensive patient care.

Abbreviations

a Community Health Worker Core Consensus (C3) Project
CDC Centers for Disease Control and Prevention

CHW Community Health Worker

EHE Ending the HIV Epidemic

HRSA Health Resources and Services Administration

RWHAP  Ryan White HIV/AIDS Program

Page 11 of 13

us United States

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/512913-024-11381-6.

[ Supplementary Material 1 ]

Acknowledgements

We are grateful to all of the study participants for sharing their time

and experiences with us, and for the work they are doing to serve their
communities. We also thank Andres Maiorana for his support with the
qualitative evaluation and Kizmet Cleveland for reviewing this manuscript.

Author contributions

All authors contributed to study conceptualization. KK, WS, JM, and GR
provided supervision for the study. SF, KK, EA conducted interviews. SF, KK,
EA, JX analyzed data. SF drafted the article. Author authors contributed
substantially to reviewing and editing, and all approved the final manuscript.

Funding

This study was supported by funds from the Health Resources Services
Administration (HRSA) of the U.S. Department of Health and Human Services
(HHS) under grant number U90HA33189 in the amount of $5,700,000
awarded to the University of California at San Francisco. The views expressed
in this publication are solely the opinions of the authors and do not
necessarily reflect the official policies of the US Department of Health and
Human Services or the Health Resources and Services Administration, nor
does mention of the department or agency names imply endorsement by the
US Government.

Data availability

The interview transcripts from this study are not publicly available to protect
participant confidentiality. Even with names removed from the transcripts, the
details provided in the interviews could identify the participants. Summary
information from the analysis can be made available from the corresponding
author on reasonable request.

Declarations

Ethics approval and consent to participate

This study was reviewed by the institutional review board at the University

of California, San Francisco, and received a"not engaged in human subjects
research” determination as a quality improvement study. All participants were
engaged in an informed consent process and received written information
about the study. All participants provided verbal consent to participate. Verbal
consent was obtained instead of written consent, based on the low-risk
nature of the study and guidance from our institutional review board. All
aspects of the study were performed in accordance with the Declaration of
Helsinki and our institutional review board's guidance.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Department of Medicine, Division of Prevention Sciences, University of
California, San Francisco, San Francisco, CA, USA

’Department of Health, Behavior and Society, Johns Hopkins Bloomberg
School of Public Health, Baltimore, MD, USA

3Department of Medicine, Division of General Internal Medicine, Johns
Hopkins University School of Medicine, Baltimore, MD, USA

Received: 6 November 2023 / Accepted: 31 July 2024
Published online: 01 November 2024


https://doi.org/10.1186/s12913-024-11381-6
https://doi.org/10.1186/s12913-024-11381-6

Fuller et al. BMC Health Services Research

(2024) 24:1339

References

1.

American Public Health Association. Support for community health workers
to increase health access and to reduce health inequities [Internet]. Washing-
ton (DC): APHA. 2009 Nov 10 [cited 2024 Jul 24]. https://www.apha.org/Polici
es-and-Advocacy/Public-Health-Policy-Statements/Policy-Database/2014/07
/09/14/19/Support-for-Community-Health-Workers-to-Increase-Health-Acce
ss-and-to-Reduce-Health-Inequities

Rosenthal EL, Fox DJ, St. John JA, Allen CG, Menking P, Brownstein JN, et al.
The community health worker core consensus (c3) project story: confirm-
ing the core roles and skills of community health workers. In: St. John JA,
Mayfield-Johnson SL, Herndndez-Gordon WD, editors. Promoting the health
of the community: Community Health workers describing their roles, compe-
tencies, and practice. Springer; 2021. pp. 11-35.

CHW elLearning. Building an Occupational Identity [Internet]. CDC Archive;
2016 [cited 2024 Jul 24]. https://archive.cdc.gov/www_cdc_gov/dhdsp/chw
_elearning/s2_p4.html

Moffett ML, Kaufman A, Bazemore A. Community health workers bring

cost savings to patient-centered medical homes. J Community Health.
2018:43(1):1-3.

Kangovi S, Mitra N, Grande D, Long JA, Asch DA, Evidence-Based Community
Health Worker Program Addresses Unmet Social Needs And Generates Posi-
tive Return On Investment. A return on investment analysis of a randomized
controlled trial of a standardized community health worker program that
addresses unmet social needs for disadvantaged individuals. Health Aff.
2020;39(2):207-13.

Lewin S, Munabi-Babigumira S, Glenton C, Daniels K, Bosch-Capblanch X,
Van Wyk BE et al. Lay health workers in primary and community health care
for maternal and child health and the management of infectious diseases.
Cochrane Database Syst Reviews. 2010(3).

Drainoni M-L, Baughman AL, Bachman SS, Bowers-Sword R, Davoust M, Fortu
K, et al. Integrating community health workers into HIV care teams: impact
on HIV care outcomes. J HIV/AIDS Social Serv. 2020;19(3):204-19.

Knowles M, Crowley AP, Vasan A, Kangovi S. Community Health Worker Inte-
gration with and Effectiveness in Health Care and Public Health in the United
States. Annu Rev Public Health. 2023;44:363-81.

Shah M, Heisler M, Davis M. Community health workers and the Patient
Protection and Affordable Care Act: an opportunity for a research, advocacy,
and policy agenda. J Health Care Poor Underserved. 2014;25(1):17.
McCarville EE, Martin MA, Pratap PL, Pinkser E, Seweryn SM, Peters KE. Fram-
ing the integration of community health workers into health care systems
along health care and community spectrums. J Ambul Care Manage.
2021,44(4):271-80.

Payne J, Razi S, Emery K, Quattrone W, Tardif-Douglin M. Integrating com-
munity health workers (CHWs) into health care organizations. J Community
Health. 2017;42(5):983-90.

Pinto D, Carroll-Scott A, Christmas T, Heidig M, Turchi R. Community health
workers: improving population health through integration into healthcare
systems. Curr Opin Pediatr. 2020;32(5):674-82.

Ibe CA, Hickman D, Cooper LA. To Advance Health Equity during COVID-19
and Beyond, Elevate and Support Community Health Workers. JAMA Health
Forum. 2021,2(7).e212724-e.

Martinez LS, Davoust M, Rajabiun S, Baughman A, Bachman SS, Bowers-
Sword R, et al. Part of getting to where we are is because we have been open
to change integrating community health workers on care teams at ten Ryan
White HIV/AIDS program recipient sites. BMC Public Health. 2021;21(1):1-11.
Allen CG, Escoffery C, Satsangi A, Brownstein JN. Strategies to improve the
Integration of Community Health Workers Into Health Care teams:a little fish
in a Big Pond. Prev Chronic Dis. 2015;12.

Wennerstrom A, Haywood CG, Smith DO, Jindal D, Rush C, Wilkinson GW.
Community health worker team integration in Medicaid managed care:
insights from a national study. Front Public Health. 2023;10:1042750.

Njeru JW, Ridgeway JL, Asiedu GB, Breitkopf CR, Gunderson JM, Quirindongo-
Cederio O, et al. Evaluating a community-placed and clinically integrated
community health worker program: a realist approach. J Ambul Care Manag.
201942(2):116-27.

Implementation Manual. A Guide to Implementing a Community Health
Worker (CHW) Program in the Context of HIV Care [Internet]. TargetHIV; 2020
[cited 2024 Jul 24]. httpsy/targethiv.org/library/hiv-chw-program-guide

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Page 12 of 13

SPNS Initiative: Capacity Building in the Ryan White HIV/AIDS Program to
Support Innovative Program Model Replication. (2019-2022) [Internet].
TargetHIV; 2024 [cited 2024 Jul 24]. https://targethiv.org/ta-org/capacity-buil
ding-innovative-program-replication

Ending the HIV Epidemic in the US Jurisdictions and Plans [Internet]. CDC.
2024 Mar 12 [cited 2024 Jul 24]. https://www.cdc.gov/ehe/index.html

IHI. The breakthrough series: IHI's collaborative model for achieving break-
through improvement. Diabetes Spectr. 2004;17(2):97-101.

Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, et al. Out-
comes for implementation research: conceptual distinctions, measurement
challenges, and research agenda. Adm Policy Ment Health. 2011;38(2):65-76.
Guest G, MacQueen KM, Namey EE. Applied Thematic Analysis. Los Angeles:
SAGE; 2012.

Dedoose, Version. 7.0.23, web application for managing, analyzing, and
presenting qualitative and mixed method research data. Los Angeles (CA):
SocioCultural Research Consultants, LLC; 2016.

Rosenthal EL, Menking P, St. John J, Fox D, Holderby-Fox LR, Redondo F, et al.
The Community Health Worker Core Consensus (C3) project: a report of C3
project phase 1 and 2, together Leaning toward the Sky. A National Project
to inform CHW Policy and Practice. El Paso (TX): Texas Tech University Health
Sciences Center El Paso; 2018.

Malcarney MB, Pittman P, Quigley L, Horton K, Seiler N. The changing roles of
community health workers. Health Serv Res. 2017,52:360-82.

Bureau of Labor Statistics USDoL. Occupational Outlook Handbook: Health
Education Specialists and Community Health Workers [Internet]. 2022 [cited
2024 Jul 24]. https://www.bls.gov/ooh/community-and-social-service/healt
h-educators.htm

Garfield C, Kangovi S. Integrating community health workers into health care
teams without coopting them. Health Affairs Forefr. 2019.

Logan RI. A poverty in understanding”: assessing the structural challenges
experienced by community health workers and their clients. Glob Public
Health. 2020;15(1):137-50.

Gore R, Brown A, Wong G, Sherman S, Schwartz M, Islam N. Integrat-

ing community health workers into safety-net primary care for diabetes
prevention: qualitative analysis of clinicians’ perspectives. J Gen Intern Med.
2020;35:1199-210.

McCarville E, Martin MA, Pratap P, Pinsker E, Seweryn SM, Peters KE. Under-
standing critical factors associated with integration of community health
workers into health and hospital systems. J Interprof Care. 2023:1-10.
McCarville EE, Martin MA, Pratap PL, Pinsker E, Seweryn SM, Peters KE. Under-
standing the relationship between care team perceptions about CHWs and
CHW integration within a US health system, a qualitative descriptive multiple
embedded case study. BMC Health Serv Res. 2022,22(1):1-13.

Ingram M, Reinschmidt KM, Schachter KA, Davidson CL, Sabo SJ, De Zapien
JG, et al. Establishing a professional profile of community health workers:
results from a national study of roles, activities and training. J Community
Health. 2012;37(2):529-37.

Hodgins S, Kok M, Musoke D, Lewin S, Crigler L, LeBan K, et al. Community
health workers at the dawn of a new era: 1. Introduction: tensions confront-
ing large-scale CHW programmes. Health Res Policy Syst. 2021;19(3):1-21.
Schmit CD, Washburn DJ, LaFleur M, Martinez D, Thompson E, Callaghan T.
Community health worker sustainability: funding, payment, and reimburse-
ment laws in the United States. Public Health Rep. 2022;137(3):597-603.
Association of State and Territorial Health Officials. Changes to 2024 Medicare
Physician Fee Schedule for CHI Services [Internet] 2024 Apr 10 [cited 2024 Jul
24]. https://www.astho.org/topic/resource/changes-to-2024-medicare-physi
cian-fee-schedule-for-chi-services/

Ibe CA, McNair OS. Advancing and Sustaining the Community Health Worker
Workforce in Baltimore City: A Call to Action for Key Stakeholders [Internet].
Baltimore, MD: Abell Foundation; 2021 Oct [cited 2024 Jul 24]. https://abell.or
g/wp-content/uploads/2022/02/2021_Abell_CHW20report_FINAL-web.pdf
Ibe CA, Hines A, Dominguez Carrero N, Fuller S, Trainor A, Scott T, et al. Voices,
images, and experiences of Community Health workers: advancing Antiracist
Policy and Practice. Health Aff. 2023;42(10):1392-401.

Haywood CG, Feist DR, Sugarman MK, Ezouah P, Wennerstrom A. Community
health worker leadership in Louisiana, during and after Hurricane Katrina. Am
J Public Health. 2020;110(10):1498.


https://www.apha.org/Policies-and-Advocacy/Public-Health-Policy-Statements/Policy-Database/2014
https://www.apha.org/Policies-and-Advocacy/Public-Health-Policy-Statements/Policy-Database/2014
https://archive.cdc.gov/www_cdc_gov/dhdsp/chw_elearning/s2_p4.html
https://archive.cdc.gov/www_cdc_gov/dhdsp/chw_elearning/s2_p4.html
https://targethiv.org/library/hiv-chw-program-guide
https://targethiv.org/ta-org/capacity-building-innovative-program-replication
https://targethiv.org/ta-org/capacity-building-innovative-program-replication
https://www.cdc.gov/ehe/index.html
https://www.bls.gov/ooh/community-and-social-service/health-educators.htm
https://www.bls.gov/ooh/community-and-social-service/health-educators.htm
https://www.astho.org/topic/resource/changes-to-2024-medicare-physician-fee-schedule-for-chi-services/
https://www.astho.org/topic/resource/changes-to-2024-medicare-physician-fee-schedule-for-chi-services/
https://abell.org/wp-content/uploads/2022/02/2021_Abell_CHW20report_FINAL-web.pdf
https://abell.org/wp-content/uploads/2022/02/2021_Abell_CHW20report_FINAL-web.pdf

Fuller et al. BMC Health Services Research (2024) 24:1339 Page 13 of 13

40.  Wilkinson GW, Wennerstrom A, Cottoms N, Sutkowi K, Rush CH. Uniting

H v}
the Workforce: Building Capacity for a National Association of Community quIISher S Note ) o o
Health Workers. In: St. John JA, Mayfield-Johnson SL, Herndndez-Gordon WD, Spmger Nature remains .neu.tral W'th,regard to jurisdictional claims in
editors. Promoting the health of the community: Community Health work- published maps and institutional affiliations.

ers describing their roles, competencies, and practice. Springer; 2021. pp.
393-408.



	﻿Integrating community health workers into HIV care clinics: a qualitative study with health system leaders and clinicians in the Southern United States
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Sample
	﻿Data collection
	﻿Analysis

	﻿﻿Results
	﻿Sample overview
	﻿Program descriptions
	﻿Implementation themes: overview
	﻿Theme 1) motivations for integrating CHWs into HIV clinics and service agencies
	﻿Theme 2) importance of training for CHWs and other providers
	﻿Theme 3) role clarification
	﻿Theme 4) funding, hiring, and retention challenges

	﻿Discussion
	﻿Conclusions
	﻿References


