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Abstract 

Background: Community health workers (CHW) have grown in prominence within the healthcare sector, yet there 
is no clear consensus regarding a CHW’s role, purpose, and value within health systems. This lack of consensus has 
the potential to affect how CHWs are perceived, utilized, and ultimately integrated within the healthcare sector. This 
research examines clinical care teams that currently employ CHWs to (1) understand how members of the care team 
perceive CHWs’ purpose and value, and (2) consider how perceptions of CHWs are related to CHW integration within 
health care teams.

Methods: Researchers conducted a qualitative descriptive multiple embedded case study at the University of Illinois 
at Chicago’s Hospital and Health Science System (UI Health). The embedded subunits of analysis were teams within UI 
Health that are currently employing CHWs to assist with the provision of clinical care or services to patients. Data were 
collected via semi-structured interviews and document review.

Results: In total, 6 sub-units were enrolled to participate, and 17 interviews were conducted with CHWs (n = 9), and 
administrators or health care providers (n = 8). Reported perceptions of CHWs were inconsistent across respondents. 
CHWs roles were not always understood, and the CHW’s purpose and value was perceived differently by different 
members of the care team. Moreover, evaluation metrics did not always capture CHWs’ value to the health care 
system. In some cases, care teams were more aligned around a shared understanding of the CHW’s roles and purpose 
within the care team. When perceptions regarding CHWs were both positive and aligned, respondents reported 
higher levels of integration within the healthcare system.

Conclusions: Alignment in a care team’s perception of a CHW’s role, purpose, and value within the health system 
could play an important role in the integration of CHWs within healthcare teams.
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Background
CHWs have a long history of community-based health 
service delivery, but recent trends have contributed to 
the popularization of CHW models within health and 
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hospital systems [15, 18]. Some in the sector, recogniz-
ing this movement, argue that CHWs are an “emerging 
healthcare workforce” in the US [27], or that “CHWs are 
poised to enter the mainstream of healthcare [1].” But 
“without careful and thoughtful consideration, CHWs 
could get lost in the healthcare system [1].” The question 
of how to effectively integrate CHWs into a healthcare 
system is critical.

One notable challenge is the potential for differences 
in care philosophy and approach between a traditional 
healthcare workforce and CHWs. CHWs and healthcare 
providers may operate with different underlying para-
digms related to disease prevention and health promo-
tion. While CHWs often view their work to be long-term 
and relationship-driven, traditional healthcare models 
are more commonly transactional and time-limited [11, 
29]. In healthcare, health problems are “solved” with 
treatment. Whereas CHWs “understand” health prob-
lems within the greater environmental context; and it 
is the process of understanding the contextual factors 
associated with a problem that enables CHW’s to help 
patients improve their health [16]. Inclusion of CHW 
programs within the healthcare context requires a care-
ful consideration of how to integrate these different 
approaches and philosophies.

Additionally, CHWs do not typically gain expertise 
through traditional healthcare training or certification 
channels. It is therefore difficult for those in the health-
care sector to easily understand what roles or services 
CHWs can provide [18].

CHW roles tend to be broad and varied depending 
on the needs of the communities served [6, 16]. While 
national standards for the CHW workforce have been 

established [5], inconsistency in CHW roles remains on 
the local programmatic level. Additionally, some individ-
uals within the healthcare sector may not understand the 
purpose or value of a CHW workforce. Without a clear 
consensus regarding a CHW’s role or purpose, it remains 
difficult to integrate CHWs into healthcare teams.

This research strives to examine programs that are cur-
rently employing CHWs in the provision of clinical care 
to (1) understand how different members of the care 
team perceive a CHW’s purpose and value, and (2) con-
sider the role of CHW perceptions in CHW integration.

Methods
Study design
This study is an exploratory case study which utilized 
cross-case comparison among clinical teams as sub-units 
of analysis using interview and document review data. 
The case of study is the University of Illinois at Chicago’s 
Hospital and Health Science System (UI Health). Teams 
within the UI Health System that employ CHWs to assist 
with the provision of clinical care or services to patients 
were recruited as embedded subunits of analysis. UI 
Health is an academic hospital system based in the near 
west side of Chicago. Part of the University of Illinois at 
Chicago (UIC) system, UI Health includes a 465-bed ter-
tiary care hospital, 21 outpatient clinics, and 11 federally 
qualified health center locations.

Consistent with best practice in case study research 
[34], an environmental scanning process (key inform-
ant interviews and literature review) was employed to 
develop a conceptual framework for CHW integration 
(Fig. 1) [3, 8, 10, 14, 17, 21, 24, 25, 31]. This conceptual 
framework theorizes that perceptions about CHW’s 

Fig. 1 Conceputal framework for CHW integration within healthcare teams
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value to a health system are influenced by a CHW’s 
roles and responsibilities, a CHW’s purpose within the 
healthcare team, and how CHWs are evaluated, and that 
these factors are moderated by the extent to which there 
is clarity in expectations of the CHW workforce. The 
research questions, interview guide, and coding scheme 
were organized to evaluate this theory. Table 1 provides 
definitions for constructs in the framework and links 
these to the a priori codes and interview questions used 
for this component of the research study.

Sample selection
All care teams identified as employing CHWs within UI 
Health were recruited to participate and assessed for eli-
gibility. Care teams were contacted via email for recruit-
ment if they self-identified as employing CHWs in a 
previously conducted internal organizational CHW sur-
vey, if they listed CHWs in reports, websites or publica-
tions (identified via internet search), if they were part of 
existing organizational or regional CHW communities 
of practice or advocacy groups, or if they were referred 
by other known CHW programs or CHW experts. The 
recruitment list was shared with a stakeholder group of 
CHW experts for review to ensure completeness.

Subunit recruitment was initiated first by assessing 
eligibility and obtaining approval from the individual or 
group with management authority over the subunit (e.g., 
administrator, director, or principal investigator). To be 
eligible, the care team must self-identify as employing 
CHWs to assist with the provision of care or services to 
patients. During recruitment, participants were provided 
with a formal definition of CHW to ensure alignment in 
inclusion of CHW groups [2]. Once eligibility was con-
firmed and leadership approval was obtained, researchers 
recruited up to 5 participants per sub-unit represent-
ing (1) CHWs (n = 1–3 per subunit), (2) administrators 
(n = 1 per subunit), and (3) clinicians (n = 1 per subunit) 
when applicable. Participants were recruited over email 
or phone call. Subunit documents associated with CHW 
programming or services were also collected for review.

Measures and measurement
A semi-structured interview guide, developed for this 
research, was designed for a 60-minute interview (see 
interview guide). Interview questions included CHW 
roles and responsibilities, perceptions of a CHW’s pur-
pose and value, and metrics for evaluating CHW per-
formance (Table 1). A document review matrix was also 
created to collect document data including program 
information and structure (e.g., number of CHWs, size of 
caseload, program budget).

Data collection
Program administrators and/or research participants 
were invited to share documents including: (1) CHW 
training documents (manuals, agendas, or evaluation 
instruments); (2) CHW job descriptions; (3) clinical or 
CHW protocols; (4) reports prepared for funders or 
outside agencies; (5) publications; and (6) other relevant 
documents describing the CHW program. An online 
search was also conducted to identify publicly avail-
able documents including websites, program reports, or 
publications.

Next, individual one-on-one semi-structured inter-
views were conducted with 1–4 representatives from 
each sub-unit over video chat (Zoom) and audio 
recorded. Interviews were conducted by the principal 
investigator (EM), a doctoral student in public health. 
While the principal investigator was employed by UIC in 
community health work, they did not supervise or work 
with any of the research participants and they introduced 
themself as a doctoral student. The interview guide was 
pilot tested prior to use. When appropriate, the semi-
structure interview guide was modified in response to 
data collected in the document review phase to elimi-
nate redundancy or add clarifying questions. Memos 
were written at the end of each interview capturing ini-
tial researcher thoughts regarding overarching themes or 
key impressions. All study procedures were approved by 
the University of Illinois at Chicago Institutional Review 
Board (protocol #2020–0326).

Data analysis
Data were analyzed by the Principal Investigator (EM) 
first on the sub-unit level, beginning with document 
review and followed by interviews. Document data 
were summarized in Microsoft Excel and document-
specific memos were written. Interview recordings were 
transcribed verbatim, edited to ensure accuracy, and 
de-identified. Interview data were analyzed used Max-
QDA software (version # 2018.2, VERBI Software) and 
thematic coding. Researchers applied a hybrid coding 
approach beginning with a priori codes derived from 
the literature [22]. In a subsequent pass, emergent codes 
were also developed utilizing a more inductive, grounded 
approach to identify new or previously unrecognized pat-
terns [30]. An independent coder reviewed a subset of 
interviews and coders met to review and discuss the cod-
ing scheme. This cycle was repeated until a minimum of 
80% cross-coder agreement was achieved.

Documents and interviews from each subunit were 
triangulated within subunits and codes were analyzed 
across data sources (interviews and documents) to iden-
tify points of convergence and divergence [4]. Memos 
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were written to generate a list of subunit-level themes. 
This was repeated until thematic saturation was achieved 
[28]. A report summarizing themes was prepared for 
each subunit and shared with research participants from 
the respective subunit for validation via a member check-
ing process [34]. During member checking, research 
participants were invited to respond to a brief survey 
indicating whether the report accurately reflected their 
sub-unit and whether they had and corrections or edits 
to suggest. No respondents had concerns with or edits to 
the subunit reports.

Themes were then triangulated across subunits to iden-
tify convergent and divergent patterns through the chart-
ing method [9]. Discussions, reflection, and the resulting 
memos helped identify cross-subunit themes, thus unify-
ing concepts and interrelationships across subunit data.

Results
Of 9 identified eligible programs, 6 subunits were 
enrolled in the research study (66% of eligible programs). 
3 declined due to insufficient time or inactive CHWs. 
Between 1 and 4 interviews were completed for each sub-
unit for a total of 17 interviews (9 CHWs and 8 clinicians/
administrators). Mean interview duration was 46 minutes 
(range = 23–62 minutes). 34 documents were reviewed 
including 4 job descriptions, 13 reports/publications, 4 
websites, 12 training documents, and 1 protocol.

Perceptions
Roles and responsibilities
Respondents were asked to describe a CHW’s roles and 
responsibilities. There was diversity in how CHWs were 

employed in the provision of services within the health 
system. This could be observed in the broad range of 
CHW job titles, service populations, service delivery 
models, and roles and responsibilities (Table  2). Differ-
ent formal job titles were used for CHWs both within 
and across sub-units. Some programs also assigned 
“informal” job titles that were distinct from the formal 
human resource title. Due to specific hiring limitations 
within the organization of study, none of the respond-
ents reported a formal job title of “Community Health 
Worker”, but  identified informally as such. The CHW’s 
target population or focus area was also different across 
subunits—some CHWs focused on a specific disease, 
location, or prevention activity. Some CHWs delivered 
services primarily in the community while others were 
based in a clinical setting. Roles and responsibilities 
described by respondents were also broad. Some CHWs 
assisted patients in accessing clinical services, others 
supported patients’ psycho-social needs, or served as a 
“cultural translator” between the patient and the health 
system. Some CHW roles required specific certifica-
tions such as HIV testing/counseling. CHWs acknowl-
edged the breadth of their roles and responsibilities. One 
CHW stated, “We all do more than what we should do. 
We do a lot more than what we should be doing [CHW].” 
While another described a CHW’s role by saying, “They 
wear a lot of hats [CHW].” Respondents commonly 
reported that a CHW’s roles were not well understood. 
One administrator noted that when “trying to plug [in] 
community health workers, you’ll run into [this] kind of 
thing where nobody’s quite sure where they’re supposed 
to fit [administrator].” Also, respondents described a lack 

Table 2 Elements of a CHW’s roles and responsibilities

Category Descriptions Used by Interview Respondents or Documents

Job Titles Formal HR job title: Clinical Care Coordinator, Behavioral Health Coordinator, Program Service Aid, Community Affairs Special-
ist.
Informal team-level job title: Community Health Worker, Outreach Worker, or Case Manager.

Target Population Disease-focus: People with uncontrolled diabetes, people who inject drugs, HIV positive patients
Location-based: Inpatient hospital, school-based health center
Health promotion or risk reduction-focus: Needle exchange, oral health

Service Delivery Model Clinical Setting: Doctors office, hospital
Community Setting: Home, community-based organizations
Engagement model: In person, phone, or telehealth

Roles Health education, motivational interviewing, care coordination, case management, counseling, or community outreach.

Responsibilities Promoting access to clinical services: Appointment scheduling, clinical intake, transportation, addressing barriers to care
Health service support: Assisting with medication refills, health education
Psycho-social needs: Supporting patients in obtaining jobs, housing, or personal identification; social service referrals; health 
insurance enrollment
Direct service: Provision of food, toiletries, or clothing
Translation: Language translation, helping providers understand patient experience, helping patients understand instructions 
from health care providers
Research: Research study recruitment, enrollment, data collection
Documentation: Data collection or entry for documentation purposes
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of clarity regarding what CHWs were responsible for and 
how responsibilities were divided within the team.

Purpose/value
Respondents were asked why CHWs were employed as 
part of the team (the CHW’s purpose) and how the CHW 
contributed to helping patients or the team (their value). 
CHWs were perceived to play a critical role as “connec-
tors” by serving as the linkage or middleman between the 
patient and the health system. Other respondents valued 
CHWs for their ability to build trusting relationships with 
patients. For some respondents, building trust required 
that CHWs invest time working closely with patients and 
the communities where they reside. But some discrep-
ancy existed in how a CHW’s value was perceived among 
members of the team. Generally, CHWs emphasized 
their ability to reach or impact individual patients, fram-
ing their value from the perspective of the patient’s expe-
riences or needs. While administrators and clinicians 
more  commonly perceived a CHWs value in their abil-
ity to contribution to health service goals. For example, a 
CHW was valued by health providers or administrators 
for helping patients access care, improving physician effi-
ciency, or reducing healthcare provider burnout. While 
all interviewed respondents valued CHWs and under-
stood their purpose, respondents indicated that not all 
care team members shared this understanding (Table 3).

One CHW noted, “It was where, you know, you’re just 
a community health worker... you’re just … you’re just … 
because they didn’t understand the work that we did and 

how valuable the work that we do is to the overall care of 
the patient.” Thus, there was a sense that understanding a 
CHW’s value was critical for effective integration. Some 
felt that the team’s leadership played an important role 
in articulating this value. One clinician noted, you “just 
really [need to] make sure that the leadership … under-
stands the value and the importance of a community 
worker.”

Metrics of success
Respondents were asked how CHWs were evaluated 
and how they assessed whether CHWs were effective. 
While some common elements of evaluation emerged, 
there remained considerable diversity in evaluation 
metrics both across sub-units and between CHWs and 
administrators. Some CHWs were assessed on activities 
completed (number of calls or home visits completed), 
patient engagement (patient no-show rates), or biologi-
cal metrics (hemoglobin A1C levels). Common evalua-
tion tools included patient health assessments, patient 
satisfaction surveys, CHW activity reports, health action 
plans, or treatment plans. Some sub-units also tracked 
costs associated with CHW services to assess cost effec-
tiveness or return on investment (ROI), others used 
healthcare utilization metrics (such as hospital readmis-
sion rates) to estimate a CHW’s impact. But perspectives 
on health and cost metrics were mixed. While these met-
rics were perceived to be valuable in sustaining funding 
and leadership support for CHW models, they were also 
perceived to be limited in their ability to properly capture 

Table 3 Perceptions regarding a CHW’s role purpose, value, and effectiveness from the perspective of administrators/clinicians and 
CHWs

a overlap/alignment bolded

Administrators or Clinicians CHWs

Roles and Responsibilities • Supporting patients in accessing health 
servicesa

• Addressing psycho-social needs
• Research study enrollment
• Helping providers understand the lived 
experiences of patients

• Supporting patients in accessing health services
• Addressing psycho-social needs
• Research study enrollment
• Helping providers understand the lived experiences of patients
• Helping patients understand instructions from health care providers
• Recordkeeping

Purpose and Value • Building patient capacity to navigate 
health system
• Improved health outcomes
• Facilitating access to care
• Improved medication adherence
• Reduced physician burnout
• Reduced healthcare costs

• Building patient capacity to navigate health system
• Improving health outcomes
• Building relationships with patients
• Helping patients feel valued
• Working in the service of others
• Making a difference in patient’s lives
• Helping patients with complex psycho-social needs

Metrics of success • Patient engagement
• Patient experience
• Return on Investment
• No-show rates
• Changes in disease metrics
• Changes in health service utilization
• Number of calls or visits completed

• Patient engagement
• Patient experience
• Trusting relationships with patients
• Resourcefulness in accessing services
• Success stories/direct feedback from patients
• Feeling that they helped
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a CHW’s value. Common was the perception that it takes 
time for CHWs to change individual health outcomes. 
One administrator noted, “It becomes very difficult for 
anyone to find money because then what they get used 
to doing is looking at what’s the direct return on invest-
ment immediately for this work. And, you know … it isn’t 
immediate …. and so the benefits might be a couple years 
down the road or even further [Administrator].” Con-
sequently, a CHW’s positive impact may be missed by 
short-term evaluation cycles.

Additionally, CHW respondents reported that the 
full scope of their work was not properly captured by 
quantitative assessments of activities completed. CHWs 
described taking hours, weeks, or even months to build 
trust with patients to work toward health improvement 
goals. One CHW noted, “So, I do all these other little 
things that I don’t necessarily put on the chart. So yes, I 
do spend two hours or three hours with a client or how-
ever long it takes with the client because I need to make 
sure that the client is well taken care of and not just, you 
know, not just another number [CHW].” Assessments 
that relied heavily on numerical counts of CHW activi-
ties did not always capture the nuanced work essential for 
patients with complex health and psychosocial needs.

In addition to these formal metrics, CHWs commonly 
assessed their effectiveness based on qualitative experi-
ences with patients. CHWs described visual assessments 
of patients either via observations in the home or during 
patient interactions. For example, one CHW observed 
patients for signs of recent drug use (fresh IDU tracks) 
while another observed child tooth brushing to deter-
mine the regularity of practice. CHWs also received 
direct feedback from patients via success stories, and 
they identified this direct feedback as critical in assessing 
effectiveness.

Thus, respondents reported inconsistent perceptions 
related to CHW roles and purpose. CHW roles were not 
always understood, and the CHW’s purpose and value 
were sometimes framed differently by different mem-
bers of the care team. Moreover, evaluation metrics did 
not always effectively capture a CHW’s impact on the 
health care system. But in some cases, care teams were 
more aligned around a shared understanding of the 
CHW’s role and purpose within the care team (Fig. 2)—
with some sub-units reporting little alignment and others 
reporting close alignment in perceptions.

Integration
Respondents were asked how CHWs were integrated 
into the care team, how team members worked with 
CHWs, how CHWs and care team members commu-
nicated, and to what extent CHWs were integrated 

into care. Respondents reported a range of models for 
integration. Some sub-units employed CHWs to work 
directly with health care providers or care teams—
sometimes in the same clinic or facility. While oth-
ers facilitated integration of CHWs into care teams 
through regular check-ins such as huddles or meetings. 
And some CHWs had low levels of integration with 
care teams, working minimally with healthcare provid-
ers. Generally, a spectrum of integration was observed 
in which high clinical integration was associated with 
cohesive co-working among multidisciplinary members 
of the care team supported by clear information shar-
ing channels (e.g. meetings and shared work space), 
systems that support co-working (e.g. clear structures 
and process), and a common goal (clear roles, train-
ing, and leadership support) and low levels of integra-
tion was associated with low or infrequent adherence 
with the critical integration factors described above. 
To assess integration, each sub-unit was scored for the 
presence/absence of 9 health-system and 7 community-
level factors (Table 4). The process of evaluating CHWs 
along an integration spectrum has been described in 
another article [19].

Among subunits with high levels of CHW integra-
tion, alignment in perceptions regarding a CHW’s role 
and purpose was perceived to be critical for integra-
tion. When perceptions about CHWs were both posi-
tive and aligned, respondents reported higher levels of 
integration within the healthcare system. Thus, estab-
lishing positive CHW perceptions, via clear roles & 
responsibilities and purpose & value, supported CHW 
integration.

Limitations
As a case study, this research focused specifically on 
one health and hospital system, and thus generalizabil-
ity may be limited. Efforts were made to identify a case 
of study that shares traits with other health and hospi-
tal systems to improve generalizability. Additionally, by 
including only those programs willing to discuss CHW 
integration, recruitment practices may have selected 
for those programs with the most robust CHW inte-
gration models. But the relatively high response rate 
among recruited sub-units serves to minimize bias. It 
is also possible that biases may exist among respond-
ents towards those individuals or teams who are more 
comfortable with organizational change or non-tradi-
tional care models. Or participants may be more likely 
to value a CHW compared to other care teams. Con-
sequently, additional barriers may exist for those pro-
grams seeking to initiate CHW integration for the first 
time in a health system unaccustomed to CHW models.
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Discussion
This research highlights the importance of understand-
ing how CHWs are perceived by different members of 

the care team. Programs with higher levels of integra-
tion had more alignment across administrators, clinicians 
and CHWs in the perceptions of a CHW’s purpose and 

Fig. 2 Relative alignment in perceptions of a CHWs role and purpose between groups

Table 4 Factors assessed to evaluate integration of CHWs within clinical care teams

Health System Factors Respondents reported working as part of care team
Mechanisms for CHWs and care team members to communicate
CHWs participated in regular meetings with care team
CHWs had access to EMRs or other medical record systems
CHW working in close proximity to care team members (share physical workspace)
A champion or leader within the team supports CHWs integration
A flattened hierarchy enables CHWs to engage in aspects of care
Health care providers received training or mentorship in working with CHWs
Protocols or procedures involve CHWs in health service delivery

Community Factors Respondents reported integration with the communities served
CHWs have shared experiences with patients or intimate knowledge of communities served
CHWs work with patients where they live in homes or community settings close to patients
CHWs have time to build relationships/rapport with patients
CHWs are perceived as trusted members of the community
Health services are delivered in a way that is easily accessed by patients
Strong partnerships with other community organizations are maintained
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value. Thus, this research suggests that clearly delineat-
ing expectations regarding a CHW’s role and purpose is 
a critical consideration in programs seeking to engage 
CHWs as part of clinical care teams. This finding aligns 
with other research which suggests that an important 
component of CHW effectiveness is clarity and align-
ment of expectations among members of the care team 
[12, 13,  31]. Alignment is of particular importance 
because of its ability to unite the team around a shared 
vision for the CHW model. But simply writing a clear job 
description is not sufficient. A CHWs role and purpose 
must also be articulated to members of the care team, 
and closely aligned with the metrics that are used to eval-
uate CHW effectiveness.

Furthermore, in healthcare settings, it is impor-
tant to consider hierarchical and power dynamics 
that may influence CHW integration. Other research 
indicates that CHW’s may be particularly underval-
ued in clinical environments where “hard skills” such 
technical knowledge and educational credentials may 
be valued over “soft skills” such as communication, 
adaptability, and empathy [7, 23]. Thus, CHWs may 
be de-valued in comparison to more credentialed 
staff. Those in clinical and leadership positions must 
not only understand the purpose and value of CHWs, 
but they must also consider the unique challenges in 
employing CHWs within clinical care environments. 
Without leadership buy-in and support, CHWs risk 
facing critical challenges  working in an environ-
ment that doesn’t understand what they do or how 
to work with them. Additionally, it is important that 
other members of the care team, including support 
staff, understand a CHW’s role. This is particularly 
important in ensuring that the care team understand 
that CHWs aren’t competing for responsibilities or 
resources.

One way in which CHW’s purpose and value can 
be demonstrated is with  metrics that properly  evalu-
ate  a CHW’s contribution in a healthcare setting. An 
overemphasis on short-term quantitative performance 
metrics may miss the complex and long-term impact of 
CHW models, and standard tools for evaluating health 
care effectiveness may not capture the impact of CHWs. 
Without clear, common evaluation measures that effec-
tively capture a CHW’s value in a clinical care environ-
ment, it may be difficult to document and demonstrate 
a CHW’s purpose and value. Recent collaboratives have 
been working establish standardized process and out-
come measures for CHW programs and interventions, 
thus contributing to alignment in metrics for CHW eval-
uation [26, 32]. This research suggests that work to iden-
tify standard and effective evaluation metrics may play an 

important role in aligning perceptions of CHWs which 
could improve CHW integration within health systems.

The field of systems thinking is growing in prominence 
within healthcare and public health sectors as practition-
ers seek to understand the complex adaptive context in 
which they are working [33]. While systems thinking 
itself is a broad transdiscipline marked by differing theo-
retical approaches, one commonly shared concept is the 
feedback loop. Feedback loops are based on the princi-
ple that causal pathways are not linear. They loop back 
on themselves in continuing cycles that result in exac-
erbating (reinforcing) or balancing ongoing change [20]. 
In feedback loops, effects have the potential to be com-
pounded over time via either virtuous or vicious cycles 
[20]. The positive association between aligned percep-
tions and integration suggests the presence of a reinforc-
ing feedback loop between perceptions and integration. 
The presence of a feedback loop has important con-
siderations for CHW integration due to its potential to 
compound change. It suggests that even modest improve-
ments in alignment around perceptions may contribute 
to substantial improvements in both alignment and inte-
gration over time. Thus, prioritizing alignment in percep-
tions is a critical component of CHW integration within 
healthcare teams.

Practitioners can use these findings to inform how 
they design and implement CHW programs within clini-
cal care settings. This research highlights that prioritiz-
ing alignment in perceptions across all members of the 
clinical care team is a critical step in effectively inte-
grating CHWs. It also provides additional support for 
broader efforts to align national perspectives on CHW 
roles, responsibilities, and evaluation metrics. But more 
questions remain regarding the best strategies to ensure 
alignment in perspectives across diverse care teams—
especially among teams without previous knowledge 
of or experience with CHWs. More implementation 
research is needed to understand the best strategies for 
achieving alignment in perspectives regarding a CHW’s 
role, purpose, and value in a clinical care setting.

Conclusion
A key finding of this research is the importance of align-
ment across a care team regarding a CHW’s role and 
purpose. This research also suggests that alignment and 
integration may be closely connected via a feedback loop. 
Thus, the goal of alignment isn’t one that is met, rather 
it is one that is refined. Often programs approach align-
ment by articulating the organization’s mission and 
ensuring that this mission aligns with the CHW model 
or by clearly drafting job responsibilities. While these 
steps are valuable in a movement toward alignment, 
it cannot be viewed as a “one and done” effort. Finding 
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alignment reflects an ongoing process across multiple 
factors including the organization’s mission, the train-
ing and orientation process, the organization’s proto-
cols and procedures, and amplifying CHW voices. Each 
step has the potential to contribute to ongoing improve-
ments in both alignment and integration. Thus, leaders 
within care teams must ask what steps can be taken to 
improve alignment on an ongoing basis. Additionally, 
this research suggests that it is time for CHW programs 
to consider new tools for evaluating a CHW’s contribu-
tion. This research offers some insight into opportunities 
for innovation in evaluation. Qualitative assessments of 
CHW, provider, and patient experiences can give more 
nuanced insight. Additionally, lengthening the time hori-
zon in which CHWs are evaluated could also serve to 
capture health improvements that take a longer time to 
realize. Finally, programs could consider using evaluation 
metrics for health system efficiency rather than patient 
outcomes.
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