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Abstract

Medically and socially complex patients disproportionately face barriers to primary care, 

contributing to health inequities and higher healthcare costs. This study elicited perspectives 

on how CHW’s act upon barriers to primary care in five patient (n=25) and three CHW focus 

groups (n=17). Participants described how CHWs acted on patient-level barriers through social 

support, empowerment, and linkages, and system-level barriers by enhancing care team awareness 

of patient circumstances, optimizing communication, and advocating for equitable treatment. 

Limitations existed for influencing entrenched community-level barriers. CHWs, focusing on 

patient preferences, motivators, and circumstances, intervened on multilevel barriers to primary 

care, including advocacy for equitable treatment. These mechanisms have implications for existing 

CHW conceptual models.
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Introduction:

Medically and socially complex patients, who have a high disease burden, multiple 

comorbidities, and high levels of social need, often face multiple barriers to effective 

engagement in primary care (Freed et al., 2013; Hudon et al., 2016), contributing to 

poor health outcomes (Shi et al., 2002; Shi et al., 2003; Starfield, 2012). Strategies for 

reducing barriers to primary care engagement include improving access to linguistically- 

and culturally-concordant providers, expanding shared-decision making, and addressing 

social determinants of health (Davis et al., 2005; Hua et al., 2018; Mitchell et al., 2019). 

Community Health Workers (CHWs) help reduce these barriers as they serve as brokers 

between the patient and health or social service systems and work to deliver needed support 

and information to those they serve while building trust in populations disproportionally 

affected by health inequities (please see 2009–1 APHA policy statement for the nationally 

recognized CHW definition (APHA, 2009; Sabo et al., 2017)). Facilitating care through 

CHWs is one way to address patients’ social needs, such as basic needs (Maslow & 

Lewis, 1987) or behavioral health care, in low-income, under-resourced, and culturally 

diverse settings where providers have insufficient time to address complex health issues 

and social barriers to health (Jaiswal & Halkitis, 2019). Many federal agencies have 

long-supported advocacy and funding for the CHW workforce (Goodwin & Tobler, 2008; 

HRSA, 2007; IHS, 2021; Nelson, 2002; Urrea, 2009), including the Affordable Care 

Act which increased the visibility of CHW implementation in medical care by including 

provisions to promote a community health workforce, providing additional opportunities to 

address complex coexisting clinical and social needs for medically underserved communities 

(Bibbins-Domingo, 2019; Islam et al., 2015).

CHW interventions have been found to reduce costs, improve high-value care preventing 

emergency department (ED) visits, and increase primary care utilization (Basu et al., 2017; 

Kangovi et al., 2020; Moffett et al., 2018). The clinical mechanisms, or functions and 

processes of how CHWs work within healthcare, remain poorly characterized; however, 

evidence suggests CHW provision of patient-centered culturally competent care improves 

disease management (Ingram et al., 2017; Kangovi et al., 2018; Matiz et al., 2014) and 

system navigation while addressing social needs (Kangovi et al., 2016; Kangovi et al., 2018; 

Reinschmidt et al., 2017). Although conceptual frameworks for CHW mechanisms exist, 

these studies have primarily focused on community-based settings (Katigbak et al., 2015; 

Taylor et al., 2019) and generally concentrated on patient, CHW, or other community-based 

service provider perspectives. Limited evidence exists comparing both patient and CHW 

perspectives on ways CHWs influence barriers to primary care engagement, particularly for 

low-SES, racially and ethnically diverse, medically and socially complex patients (Balcazar 

2018; George et al., 2020; Glenton et al., 2011; Jack et al., 2017; Palmer-Wackerly et al., 

2019). To address these gaps, this study aimed to explore patient and CHW perspectives 
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on the impact of a safety-net primary care team augmented by a CHW and how the CHW 

potentially influenced patient-, system-, and community-level barriers to care.

Setting

The Care Connections Program (CCP) was a randomized controlled trial comparing usual 

primary care with primary care supported by a CHW. From February 2015 to October 2017, 

the program embedded 25 CHWs in patient-centered medical homes (PCMHs) at eight 

clinics within the Los Angeles County Department of Health Services (LAC DHS). These 

were the first CHWs employed in these clinics and within LAC DHS. The LAC Ambulatory 

Care Network and Health Services Administration Institutional Review Board approved 

the study. We report our findings using the Standards for Reporting Qualitative Research 

(O’Brien et al., 2014).

CHWs were hired based upon familiarity with the patient population, including the socio­

cultural norms and community resources of South and East Los Angeles, and previous 

“lived experience” inclusive of personal adversity. Each CHW had no prior work experience 

as a CHW but may have had related experience in community service. CHWs received 

intensive two-week immersion training (64 hours), including orientation to chronic disease 

management, behavioral coaching, complex care management, motivational interviewing, 

social determinants of health, health care delivery, and system navigation. A non-profit 

working with LAC DHS with expertise in workforce development, provided the immersion 

training based on the CHW core competencies (Rosenthal et al., 2021; Rosenthal et al., 

1998). Following implementation, continuing CHW education was provided monthly (at 

least 2 hours per month) and 1:1 coaching by supervisory social workers (2–3 hours per 

month).

The CCP intervention arm incorporated CHW core roles (Rosenthal et al., 2021) and 

components of earlier CHW interventions for high-utilizer patients (Hartzler et al., 2018; 

Reinschmidt et al., 2017), including social support, navigation, accompaniment, home visits, 

care planning, coaching, medication review, care transitions support, and linkages to social 

services and behavioral/psychosocial services. CHWs were embedded in PCMHs, allowing 

for a multi-disciplinary approach to patient care, including working with nurses, providers, 

pharmacists, and social workers. Each full-time CHW had an average caseload of 20 

patients.

CCP eligible patients had a history of high acute care usage or uncontrolled condition(s). 

Program participation included patients with either (a) two acute care utilization equivalents 

or (b) one acute care utilization equivalent within one year with a history of a high-risk 

condition, including congestive heart failure, stroke, chronic obstructive pulmonary disease, 

asthma, diabetes mellitus with hemoglobin A1c>9, Acquired Immune Deficiency Syndrome, 

age>80 years, co-occurring mental illness, and substance use disorder. An acute care 

utilization equivalent was defined as one preventable hospitalization admission or two 

emergency department (ED) visits, four urgent care visits, or one ED visit and two urgent 

care visits within the past year. Potentially avoidable utilization was defined as acute care 

visits (hospitalizations or ED visits) that might not have been required had these conditions 
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been managed successfully by primary care providers in outpatient settings (AHRQ, 2020; 

Fingar et al., 2016; Gao et al., 2014). While each participant could be enrolled in CCP for up 

to one year, intervention intensity was based on ongoing patient assessment by the CHW and 

the care team.

Methods

Focus groups were conducted separately with both CHWs and patients in the CCP 

intervention arm to allow dynamic group engagement. The question guide was developed 

based on CHW observations, CHW discussions, and a literature review. We asked semi­

structured questions about barriers faced in healthcare on the system-, community-, patient­

level, and the impact of the CHW role on healthcare. Questions were framed to account for 

differences in roles. For instance, patients were asked, “What are some challenges you face 

getting health care, especially before you got a CHW?” while CHWs were asked, “What 

are key barriers your patients face to getting healthcare, particularly those barriers not easily 

identified or understood by their primary care providers?”

Email and phone recruitment occurred through CHW-patient outreach or by CCP staff. 

Sessions were recorded, held in private locations, such as a clinic conference room, and 

lasted about two hours. Patient sessions were conducted in English (two) or Spanish (three), 

and CHW sessions were in English (three). Recordings were transcribed, and if applicable, 

translated to English, by a professional service. All participants received informed consent, 

received a $75 gift card, a meal, and a survey to obtain demographic characteristics.

Qualitative analyses were conducted using a critical realist (Fletcher, 2017) and reflexive 

six-phase thematic analysis approach (Braun & Clarke, 2006; Braun et al., 2019). One 

primary coder (SC) read the transcripts repeatedly, reviewed preliminary content notes, 

and then coded the data set, delineating common themes using Atlas.Ti. The coder used a 

data-driven and inductive coding process, focusing on semantic content loosely based on 

question domains and initial team reflections and then on latent descriptive coding through 

clustering, renaming, splitting, or deleting based upon similar meanings. Central themes 

were revised and defined based upon testing provisional themes to determine whether 

patterns were evident across the data set, including groundedness across focus groups and 

participants, and how well candidate themes were reflective of the data. The research team 

reviewed each iteration of the themes, codes, and definitions and made recommendations for 

revisions or clarification.

We organized our thematic results by patient-level (knowledge-based, psychosocial, 

logistical factors), system-level (sub-optimal care, treatment, or access), and community­

level (structural and social determinants of health) barriers. These categories were informed 

both by the participant perceptions herein and upon previous research on barriers to 

care. Previous research has often described patient-level barriers including cost, insurance 

coverage, linguistic barriers, low literacy or numeracy, inadequate access to information, 

psychosocial trauma, stigma, or employment factors, including lack of time off impacting 

accessibility (Arpey et al., 2017; Bade et al., 2008; Kangovi et al., 2013; Kaufman et al., 

2012; McCloud et al., 2016; Schmalzried & Fallon, 2012). Healthcare-level barriers have 
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included a lack of cultural congruency between patients and the care team (Joo & Liu, 

2020; Kumar et al., 2019; Mobula et al., 2015; Singleton & Krause, 2009), limited patient 

autonomy (Friedberg et al., 2013; Loignon et al., 2015; O’Donnell et al., 2016), inadequate 

resources for linguistic barriers (Hornberger et al., 1997) and racism (Pugh et al., 2021). 

Community-level barriers reflect limited physical and mental healthcare resources, support 

for behavior change, or services to address social needs, such as transportation, housing, 

healthy foods, and other socioeconomic (SES) factors which limit resources for longitudinal 

health and wellbeing (Bade et al., 2008; Kushel et al., 2006; O’Donnell et al., 2016).

While barriers to primary care for marginalized groups have been well documented (Bade et 

al., 2008; Freed et al., 2013; Hornberger et al., 1997; O’Donnell et al., 2016), this study was 

in the context of CHW implementation, which may have influenced participants descriptions 

of barriers. Therefore, we present a brief overview of common barriers mentioned in all 

focus groups but primarily focus our results on how CHWs acted upon these barriers, 

described by both CHWs and patients. We do not draw concrete comparisons between 

CHWs and patients due to focus group dynamics (an inability to determine why topics may 

be brought up by one group but not others) and the different number of focus groups based 

upon recruitment pools [17 of 25 potential CHWs, 24 of 634 potential patients]). Instead, 

we portray how CHWs and patients may have differentially described CHW mechanisms 

through quotes or explanations.

RESULTS

We conducted three focus groups with CHWs (n=17), 5–6 CHW participants per group, and 

five focus groups with patients (n=24); two in English (n=12) and three in Spanish (n=12), 

with 4–6 patient participants per group. Of the 17 CHW participants, 35% were African 

American/Black, and 65% Hispanic/Latino, 94% were female, 59% spoke Spanish, 50% 

lived in the same neighborhood as patients served, and 88% grew up in a similar community 

to the respective clinic (Table 1).

Three of the 24 patients did not complete the demographic survey. Of the 21 remaining 

patients, 86% were over the age of 50, 52% were African American/Black, 43% were 

Hispanic/Latino, 57% were female, 43% primarily spoke Spanish, 67% had a monthly 

income less than $3,000, and 80% felt more independent in handling future healthcare 

because of CCP (Table 2).

Barriers to Primary Care

CHWs and patients reported barriers to patient-level (knowledge-based, psychosocial, 

logistical factors), system-level (sub-optimal care, treatment, or access), and community­

level (structural and social determinants of health) barriers to engagement and primary care 

adherence (Table 3, first column).

Mechanisms for CHWs in Addressing Barriers in Primary Care

Patients and CHWs shared perspectives on how the CHW role acted upon patient-, 

system-, and community-level barriers (Table 3, second column). Participants described 

how CHWs acted on patient-level barriers through social support, empowerment, and 
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linkages, system-level barriers by enhancing care team awareness of patient circumstances, 

optimizing communication, and advocating for equitable treatment, and community-level 

barriers through facilitating linkage to social services and community resources.

Patient-level CHW mechanisms

Health education.: CHWs provided education for patients on diagnoses, treatment, 

navigation, care utility, or resources. Participants described how health education improved 

patient confidence and motivation for health management. A patient explains, “[the CHW] 
checked all my records and explained everything to me nicely… Once we talked about my 
health problems, we got confident. That’s how we started a friendship with the doctor.” A 

CHW confirms, “nobody’s ever sat down and talked to them about what their medicine is. I 
have patients who have been stable since.”

Empowerment and motivation.: CHWs provided social support and coaching to counteract 

patient discouragement and encourage health motivation by emphasizing a healthy lifestyle 

for quality of life, setting actionable goals, and empowering patients in care. Patients 

described themselves as exhausted or discouraged, when facing healthcare obstacles, before 

the CHW. A patient says, “When you are sick, you don’t feel like living, and when you 
chat with her, she encourages you, and she pulls you out from that world of darkness… 
they show interest in us, so that makes you move forward little by little.” CHWs described 

empowering patients in clinical settings due to power dynamics or self-effacement. A CHW 

explains, “You empower them to understand that they have a voice, and this whole process is 
centered around you, or supposed to be.”

Building trust.: Once a relationship was established between the CHW and patient, CHWs 

worked to build a patient’s trust in the medical system by addressing concerns, listening, 

providing consistent support, and ensuring patient consensus in care. CHWs often described 

patients’ distrust of healthcare. A CHW explains, “To actually win [patient] trust because 
they’ll say, ‘well, so-and-so said they were going to help me, but it never happened.’ …when 
you come along, they’re like, oh, why should I trust you.” Patients voiced trust issues and 

fears due to specific episodes of miscommunication or mistreatment. A patient describes 

how their limited English proficiency affected trust, “In the past, we didn’t trust them 
because we didn’t know how the doctor would react due to the way we talked, but now 
I feel more confident and trust my doctor… [the CHW] told me, “You don’t have to feel 
embarrassed. Speak up. Ask questions. That’s their job.”

Skill-building to promote self-efficacy.: Patients were more likely than CHWs to describe 

how the CHW built capacity and patient self-efficacy through skill-building, including 

care tracking, medication adherence tools, and coordinating care. Skill-building included 

teaching patients how to write down care questions before visits and obtaining prescriptions 

between appointments. A patient describes, “now, I write down the questions I want to ask 
my doctor, which I didn’t do before… I have learned to be more organized. Now I take 
my medications… It’s like a routine now.” A CHW explains that patients have “missed 
appointments…[because] they’re not willing to follow through with a primary care provider. 
We have to teach them.”
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Linkage and assistance to resources to counteract risk factors for poor 
engagement.: Participants described CHW mediated linkage to services, including 

substance use treatment, mental health, or legal aid for poor engagement risk factors 

(substance use, mental illness, legal status, family circumstances). A patient explains how 

their CHW “helped me with smoking and drinking and those kinds of things.”

Institutional and system-level CHW mechanisms.—CHWs were seen as a mediator 

for healthcare system barriers; however, CHWs were more likely to describe system-level 

barriers, and potential CHW mechanisms for these barriers, than patients.

Timeliness and optimization of care coordination.: CHWs worked to optimize healthcare 

continuity, including ensuring timely care or prioritizing services, clarifying treatment next 

steps, increasing accountability in care coordination between patients and care provider 

teams or front desk staff, and explaining roles. A patient explains, “when I’m with her, they 
see me immediately.”

Increase provider knowledge of patient for care decisions (patient priorities, 
limitations, circumstances).: CHWs provided insights from their intimate knowledge of 

their patients, helping to build provider understanding of the patient’s circumstances, 

priorities, access to resources, or limitations, to tailor care decisions for shared decision­

making. A CHW explains:

“‘They’re addicted to norco. That’s all they’re coming in for.’ And it’s like, ‘Well, 

did you ask them why?’…When you start showing (the doctors), the patient’s in a 

lot of pain, and you know why… You’re opening their eyes. One of our doctors had 

said that we’re like the arms for the community, and we’re bringing them back.”

Another CHW describes how their knowledge of the patient was critical to share with the 

provider to ensure medication reconciliation:

“You have a patient who admits and knows I am diabetic… I know this can help 

me, but doctor, the side effects disrupt my life. I can’t take Metformin that causes 

diarrhea, nausea, and vomiting if I’m working two jobs to keep a roof over my head 

so that I can eat. I can’t take that medication early in the morning or late in the 

afternoon because I’m on public transportation, and I do security work, and if I’m a 

security guard, I can’t spend half my time on the job in the bathroom.”

Equitable care advocacy.: CHWs advocated for equitable care by navigating occurrences 

of actual or perceived mistreatment or use of stereotypes, mitigating or reducing the stigma 

of patient circumstances, and encouraging a non-discriminatory environment. Patients 

described differences in treatment with CHW-accompanied visits. A patient explains, “That 
was always my complaint before [the CHW]. Because they would do things reluctantly, and 
they would answer according to what you looked like.” CHWs often describe care team 

judgment due to a lack of understanding of patient circumstances, stereotypes, prior non­

compliance, racism, or how some patients are seen as a “cost to County.” A CHW explains 

how increased knowledge of patient circumstances affects care decisions, “the doctors 
sometimes make judgments… you can’t tell them that they need a lifestyle change when 
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you don’t know what their lifestyle is.” Another CHW explains how clinic staff or provider 

cultural congruency affects patient-centered care, “I’ve got little racist remarks because we 
have many people who literally work in our clinic are not part of our community.”

Patient-centered care.: CHWs provided patient-centered care by providing culturally 

congruent, socially sensitive (sensitive to social circumstances and complexities), 

linguistically- and literacy-appropriate communication (in-language or appropriate to 

reading or education level) to ensure patient inclusion in care decisions. Before having a 

CHW, a patient describes care ineffectiveness from language barriers, “I used to leave the 
same way I entered the place because I didn’t understand a word they said.” Or a CHW 

mentions how patient-provider “culture barriers are the biggest… it’s a wasted visit where 
they’re just not coming together.”

Increase access and time with patients for continuity of care.: CHWs increased access 

and time with patients, supporting continuity by conducting home visits, appointment 

accompaniment, reminders of care updates to both the care team or patient, appointment or 

medication reminders, and targeted outreach. A patient explains, “She has always reminded 
me of my appointments. I forget.” A CHW says, “The greatest advantage, to communicate 
with the patient, is that we have the opportunity to actually go into their homes and see how 
they live. See how they eat or what they’re not eating or don’t have access to, or the way 
things are.”

Community-level CHW mechanisms

Facilitating linkage to social services and community resources.: CHWs provided 

linkage assistance to social services and community resources for sustainable well­

being, including assistance in determining eligibility, enrollment, and facilitation of 

logistics to services (i.e., transportation). A CHW describes, “They’re having a problem 
getting transportation or things like… DPSS, Medi-Cal.” A patient expresses a renewed 

appreciation for obtaining employment, “She makes me feel more confident, and they tell 
you that there are other opportunities for me… you realize that there is a life outside.” 

CHWs described limitations or temporary aspects of resource linkage, including difficulty 

obtaining housing benefits or patient inability to exercise due to neighborhood safety. A 

CHW explains, “They’ve gone to the nutritionist, they’ve heard what you’ve said as a 
doctor, but their income is not going to provide a way for them to get the nourishing type of 
food that they’re supposed to have.”

Limitations to the CHW role

CHW limitations existed due to their non-clinical position or systematic obstacles between 

health, social service, mental health, and community resources. Patients described ways the 

CHW failed in meeting a patient’s need, such as housing or the denial of public benefits. 

CHWs also described limited clinical abilities to refer care or route services. A CHW 

describes an inability to refer a patient to proper services, and the patient was later diagnosed 

with schizophrenia, “We don’t have the certification… but I do know that something is not 
right here. Because you’ve spent 15 minutes with them, I’ve had this patient for a whole 
year.”
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Discussion

This study reports patient and CHW perspectives on how the CHW acts upon patient-, 

health system-, and community-level barriers to primary care engagement in the safety net. 

Patients and CHWs differed somewhat in how they perceived some of these mechanisms. 

For instance, patients often focused on individual-level barriers and how CHW activities 

affected them personally, while CHWs typically voiced systematic, socioeconomic, and 

environmental barriers affecting care. Prior research shows how CHW’s act upon on 

patient- and community-level barriers. CHW mechanisms for patient-level barriers have 

included self-management support, health education, navigational assistance, and action 

plans (Kangovi et al., 2016; Reinschmidt et al., 2017) and community-level barriers have 

included resource linkages such as public benefits or transportation (Islam et al., 2017; 

Reinschmidt et al., 2017).

This research also elucidates several strategies used by PCMH CHWs to address 

health system-level barriers. Other qualitative studies have also described how CHWs 

may optimize patient-provider communication (Findley et al., 2014; Islam et al., 2017; 

Reinschmidt et al., 2017); however, we found that CHWs may mitigate perceived patient 

discrimination by advocating for equal treatment. CHWs advocated for culturally sensitive 

care by leveraging and sharing their intimate understanding of patients’ circumstances for 

shared decision-making. As socially disadvantaged, low-SES patients are at higher risk 

for low-quality care (Chirikos & Nestel, 1985), describe differential treatment due to their 

lower SES or insurance status (Arpey et al., 2017; Han et al., 2015; Weech-Maldonado 

et al., 2012), and describe a need for increased understanding between provider and 

patients (Piemeu et al., 2020), CHW PCMH interventions may be important for mitigating 

unequal treatment. In particular, specific racial/ethnic groups who may have limited access 

to providers who look like them, hold mistrust in healthcare (Benkert et al., 2009), or 

perceive system and provider racial biases (Greer et al., 2014), may benefit from healthcare 

integration, further promoting anti-racism (Cahn, 2020).

Our findings have the potential to expand two existing CHW conceptual frameworks. Taylor 

et al., 2017, describes social support as the primary mechanism for CHW action (Taylor et 

al., 2019). Katigbak et al., 2015 portrays a ‘partners in health’ model representing the main 

CHW mechanisms: communication, cultural congruence, social support, and promoting 

healthy behaviors (Katigbak et al., 2015). Both conceptual models primarily focus on 

CHWs in community roles, with little emphasis on roles within primary care or healthcare 

settings. PCMH CHWs potentially act on systematic barriers not previously described in 

these conceptual frameworks, additionally mentioned in prior work (Katigbak et al., 2015). 

Future research on CHW conceptual models, particularly in clinical settings, should consider 

CHW influences on system barriers to care and care team perspectives.

This research has some limitations. We could not assess the effectiveness of CHWs on 

specific barriers or other outcomes, including health outcomes, cost, equity, social service 

integration, or quality of care (Shi, 2012). As in prior research, we could not quantify 

the effect, dose-response, and CHW program outcomes (Edlind et al., 2018; Ingram et al., 

2017). Understanding which barriers the CHW can feasibly address or reduce is important 
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for expectations for CHW implementation (Kangovi et al., 2016; Kangovi et al., 2015; 

Kwan et al., 2018). CHW timeline and caseload may factor into which barriers can be 

feasibly addressed, especially without proper linkage to long-term support systems (Kangovi 

& Asch, 2018; Kangovi et al., 2015). Finally, CHWs in this program were educated on 

medication reconciliation and chronic disease management, which may differ from other 

CHW roles, leading to additional function or patient engagement (Kangovi et al., 2016).

Conclusion

Both CHWs and their medically and socially complex clients emphasized how CHWs 

serve to augment primary care delivery and mitigate patient-, system-, and community-level 

barriers to care, including perceptions of discrimination within the health care system. 

By emphasizing a shared understanding of the patient’s life experience, circumstances, 

preferences, and knowledge, CHWs enhance decision-making and the quality of care for 

patients in the safety net. Understanding how CHWs reduce barriers to primary care 

engagement is critical for improving acceptability, access, quality of care for vulnerable 

patients and optimizing the CHW role by addressing role limitations, particularly for 

entrenched community barriers. These insights will further drive health and public policy 

actions addressing the needs of vulnerable and marginalized patients facing inequities in 

primary care.
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Table 1:

CHW Focus Group Participant Demographics

N (%)

Age

 18 – 30 2 (13.3)

 31 – 40 5 (33.3)

 41 – 50 3 (20.0)

 51 – 60 4 (26.7)

 61 – 70 1 (6.7)

Race/Ethnicity

 African American/Black 6 (35.3)

 Hispanic/Latino 11 (64.7)

Female 15 (93.8)

Spanish Speaker 10 (58.8)

Educational Level

 Some college 9 (52.9)

 College graduate 5 (29.4)

 Some post-graduate training 3 (17.6)

Prior Work Experience (multiple categories)

 Community Work 16 (94.1)

 Education/Teaching 10 (58.8)

 Social Work 8 (47.1)

 Healthcare 7 (41.2)

 Counseling 7 (41.2)

Time with Care Connections Program (months)

 < 24 months 6 (35.3)

 ≥ 24 months 11 (64.7)

Lives in the same neighborhood as patients served 8 (50.0)

I grew up in a similar community 15 (88.2)

Reason for pursuing CHW career (multiple categories):

 Help others 16 (94.1)

 Learn new skills 12 (70.6)

 Help with own community 12 (70.6)

 Use prior training/education 10 (58.8)

 Have a career in healthcare 9 (52.9)

 Have a steady paycheck 4 (23.5)

Envisions working as a CHW in 5 years 6 (35.3)
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Table 2:

Demographics of Patients (n = 21)*

N (%)

Age

 31–40 1 (4.8)

 41–50 2 (9.5)

 51–60 5 (23.8)

 61–70 9 (42.9)

 71+ 4 (19.1)

Female 12 (57.1)

Race/Ethnicity

 African American 11 (52.4)

 Hispanic/Latino 9 (42.9)

 Other 1 (4.8)

Primary Language

 English 14 (66.7)

 Spanish 9 (42.9)

Marital Status

 Single 10 (47.6)

 Married 4 (19.1)

 Divorced 2 (9.5)

 Widowed 4 (19.1)

 Other 1 (4.8)

Education

 Some elementary school 5 (27.8)

 Some high school 4 (22.2)

 High school graduate 3 (16.7)

 Some college 6 (33.3)

Living situation

 Alone 4 (19.1)

 With significant other 2 (9.5)

 With child/children 6 (28.6)

 With relatives 6 (28.6)

 With friends/roommates 2 (9.5)

 Homeless 2 (9.5)

Employment status

 Employed 4 (20.0)

 Homemaker 7 (35.0)

 Retired 4 (20.0)

J Ambul Care Manage. Author manuscript; available in PMC 2023 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Carson et al. Page 17

N (%)

 Unemployed 5 (25.0)

Monthly Income

 $0 – $500 9 (47.4)

 $500 – $1000 5 (26.3)

 $1000 – $3000 4 (21.1)

 $3000 – $6000 1 (5.3)

Months working with CHW

 0–6 months 5 (23.8)

 6–12 months 6 (28.6)

 12–18 months 6 (28.6)

 >18 months 4 (19.1)

CHW meeting location(s) (multiple responses):

 Doctor’s office 15 (71.4)

 Hospital/ER 6 (28.6)

 Home 5 (23.8)

 Other 1 (4.8)

Would recommend CCP to friend/family member 18 (90.0)

CCP helped with current health concerns and healthcare 15 (78.9)

Feel more independent in handling future healthcare because of CCP 16 (80.0)

Satisfaction with CCP **

 Relationship with CHW 19 (90.5)

 CHW help with scheduling appointments 20 (95.2)

 CHW help with communicating with healthcare personnel 19 (90.5)

 CHW help with medication management 21 (100.0)

 CHW help with non-medical issues 15 (83.3)

*
n = 3 patients did not complete the pre-focus group survey

**
Response of Very satisfied or satisfied
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Table 3.

CHW Mechanisms on Barriers to Care in Primary Care from all CHW and Patient Focus Groups

Patient-level barriers Patient-level CHW mechanisms

• Knowledge about local health care systems 
services

• Knowledge about personal health (prevention, 
treatment, medication, healthy habits)

• Motivation (attitudes, beliefs, religion, 
resilience, adherence, capacity)

• Trust (trauma, fear, disclosure of information, 
stigma)

• Efficacy (level of social support, ability to 
track or manage care)

• Other risk factors for poor engagement 
(substance use, mental illness, legal status, 
family circumstances)

• Health education (on diagnosis, treatment, medication, system 
navigation, primary care utility, or clinical resources)

• Empowerment and motivation (emphasizing a healthy lifestyle 
for quality of life, setting realistic goals, and encouraging 
involvement in care)

• Building trust (breaking down stigma or concerns, listening, 
personal relationship/social support, ensuring patient consensus 
in care plans)

•
Skill-building to promote self-efficacy

†
 (increasing self­

management behaviors, tracking of care, medication adherence)

• Linkage and assistance to resources to counteract risk factors for 
poor engagement (treatment for substance use or mental illness, 
legal aid)

Institutional and system-level barriers * Institutional and system-level CHW mechanisms *

• Timeliness (wait time, ability to obtain an 
appointment, treatment delays)

• Patient-centeredness (cultural, literacy, or 
language congruence; technology access; 
disability accessibility)

• Provider connection (communication, 
knowledge of patient, rapport, personal 
characteristics, power dynamics in care 
decision-making)

• Continuity (medical records, care transitions, 
empaneled PCP, consistent patient contact 
information for hard to reach patients, 
maintenance of health coverage/insurance)

• Discrimination (racism, class, assumption, 
gatekeeping)

• Timeliness and optimization of care coordination (ensuring 
timely or prioritization of services, clarifying or validating 
treatment next steps, increasing accountability, explanation of 
roles in each visit)

• Increase provider knowledge of patient for care decisions 
(patient priorities, limitations, circumstances, history, culture)

• Equitable care advocacy (navigating occurrences of actual or 
perceived mistreatment or use of stereotypes, mitigating or 
reducing the stigma of patient circumstances, and encouraging a 
nondiscriminatory environment)

• Patient-centered care (cultural congruence, socially sensitive, 
appropriate language and literacy-level, accessibility support, 
patient part of the care decision-making process)

• Increase access and time with patient for care continuity (home 
visits, accompaniment, follow-up calls, care reminders, targeted 
personal outreach, reminders to care team or to the patient of 
recent activity)

Community-level barriers Community-level CHW mechanisms

• Socioeconomic (basic needs, poverty, 
benefit eligibility, food/housing security, 
opportunities)

• Transportation (accessibility, costs)

• Community safety, services, and resources 
(availability, accessibility, quality)

• Facilitating linkage to social services and community resources 
(assistance in determining eligibility, assistance in enrollment, 
facilitation of logistics)

†
Resulting theme described more often, or more in-depth by patient participants than CHW participants.

*
Category and resulting themes described more often, or more in-depth by CHW participants than patient participants.
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