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Abstract
This article reports findings from an applied case study of collaboration between a commu-
nity-based organization staffed by community health workers/multicultural health brokers 
(CHWs/MCHBs) serving immigrants and refugees and a local public health unit in Alberta, 
Canada. In this study, we explored the challenges, successes and unrealized potential of 
CHWs/MCHBs in facilitating culturally responsive access to healthcare and other social 
services for new immigrants and refugees. We suggest that health equity for marginalized 
populations such as new immigrants and refugees could be improved by increasing the role of 
CHWs in population health programs in Canada. Furthermore, we propose that recognition 
by health and social care agencies and institutions of CHWs/MCHBs, and the role they play 
in such programs, has the potential to transform the way we deliver healthcare services and 
address health equity challenges. Such recognition would also benefit CHWs and the popula-
tions they serve.

Résumé
Cet article fait état des résultats d’une étude de cas sur la collaboration entre une organisation 
communautaire qui emploie des travailleurs en santé communautaire (TSC) et des courtiers 
en santé multiculturelle (CSM) pour desservir des populations immigrantes et de réfugiées 
ainsi qu’une unité locale de santé publique en Alberta, Canada. Dans cette étude, nous avons 
exploré les défis, les succès et le potentiel non réalisé des TSC et des CSM pour faciliter l’accès 
aux services de santé et autres services sociaux par les nouveaux immigrants et les réfugiés. 
Nous estimons qu’il est possible d’améliorer l’égalité en matière de santé pour les populations 
marginalisées telles que les nouveaux immigrants et les réfugiés, et ce, en accroissant le rôle 
des TSC dans les programmes liés à la santé des populations au Canada. De plus, nous croy-
ons que si les agences et institutions de santé et de services sociaux reconnaissent les TSC et 
les CSM, ainsi que leur rôle dans de tels programmes, cela pourrait transformer la façon de 
fournir les services de santé et de traiter les défis en matière d’égalité. Une telle reconnaissance 
serait aussi avantageuse pour les TSC et les populations qu’ils desservent.

T

Despite the virtual universality of Canada’s healthcare system,  
marginalized populations, such as immigrants and refugees, continue to experience 
barriers to accessing the health system (Beiser 2005; Pottie et al. 2008; Pottie et 

al. 2011; Spitzer 2004). Various approaches to improving access are currently used by local 
healthcare institutions, for example, interpreters and patient navigators, or culture-specific 
programs (Black et al. 2006). In this paper, we examine a particular model of collaboration 
between a community health worker (CHW)/multicultural health broker (MCHB) initia-
tive and a local public health unit focusing on perinatal health. Although more community 
outreach collaborations have been called for as a way to meet unaddressed needs (Green et al. 
2013), little attention has been given to existing collaborations between “communities on the 
margin” and formal public healthcare systems. This paper adds to the emerging literature on 
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an independent CHW/MCHB model that provides culturally responsive access to healthcare 
services for new immigrant and refugee populations in Canada (Black et al. 2006; Meyer et al. 
2003; Torres 2013). We also discuss the role of CHWs/MCHBs in addressing needs linked 
to social determinants of health.

We begin with an overview of CHWs/MCHBs in Canada. Thereafter, we describe the 
methods used in our study and present selected research results. We conclude with a discus-
sion of the implications of the findings for more effective incorporation of CHWs/MCHBs 
within Canadian health systems.

First author’s statement
The first author (ST) is an immigrant with past experience as a CHW. She has been actively 
involved in conceptualizing and implementing CHW programs for immigrant communities, 
in particular several initiatives targeting Hispanic populations in Canada. These experiences 
led her to the study reported herein, and a concern that a lack of formal recognition by health 
systems of the roles played by CHWs in population health programs not only limited their 
potential effectiveness in improving the health of marginalized populations, but also marginal-
ized CHWs themselves.

Overview of CHWs
In this paper we use the term community health worker when referring to generic community 
outreach programs or practices delivered by front-line health workers who are members of the 
communities they serve. CHWs are considered to have a deep understanding of the issues 
faced by these communities in accessing health and social services, and are able to offer lin-
guistically and culturally appropriate assistance.

Recent literature indicates that CHWs who share a similar cultural background with 
immigrants and refugees are better able to respond to the health needs of these populations 
(Wells et al. 2011). Similarly, literature on cultural brokering (bridging or mediating between 
different cultural groups to effect change) highlights the role of CHWs as cultural brokers 
in increasing access to, and enhancing the delivery of, culturally competent care (National 
Center for Cultural Competence 2004). Cultural brokering is an important concept in the 
study we report on, as it is the approach espoused by the Health Co-Op that constitutes our 
case (Ortiz 2003). The Health Co-Op adapted cultural brokering theory ( Jezewski 1995) 
and developed their multicultural health brokering approach. The “cultural responsiveness” 
of CHWs has been an important component of their practice for more than five decades in 
low-, middle- and high-income countries, enabling them to address a variety of health issues 
(Andrews et al. 2004; Lewin et al. 2005). CHWs in high-income countries such as Canada 
often work in traditionally underserved areas or in communities experiencing vulnerability, 
frequently requiring cross-cultural competencies (Clark and Surry 2007; Hodnett 2003; 
Khanchandani and Gillam 1999; Rhodes et al. 2007; Swider 2002).

CHWs are mainly unlicensed professionals (whether paid or unpaid) with varying lev-
els of academic or non-academic training. In Canada, as in many other countries, there is no 
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official coordination among institutions and organizations on the conceptualization, imple-
mentation and delivery of CHW training programs. This means that most health system 
institutions – public health units, community health centres and other community-based 
organizations – develop their training and curriculum independently.

CHWs and healthcare systems
CHWs can be linked to healthcare systems in one of two ways: either working directly within 
the formal system or operating independently. In either model, CHWs’ abilities to reduce bar-
riers to access to health services depend on their relationship to primary care or public health 
institutions (e.g., community health centres, hospitals, public health units and regional health 
authorities). Canadian evidence on these relationships (how they are organized and managed, 
and the range of activities supported) is slowly emerging in academic literature (Black et al. 
2006; Meyer et al. 2003), but often remains located in grey literature (Black et al. 2007; Chiu 
et al. 2009; Pottie et al. 2008).

International studies reveal a variety of organizational and financial arrangements govern-
ing the use of CHWs. In countries like Brazil and Iran, CHW programs are publicly funded, 
with CHWs fully integrated within the formal health system. The size of the workforce is 
considerable in both of these countries, with Brazil employing 257,265 ( Johnson et al. 2013) 
and Iran 31,000 ( Javanparast et al. 2011) workers. CHWs in the US, estimated to number 
more than 121,000 (HRSA 2007), are recognized as part of the health workforce and have 
their own CHW Standard Occupational Category – SOC #21 – 1094 Community Health 
Worker – which recognizes these workers as a distinct occupation (Balcázar et al. 2011; 
Federal Register 2009).

In Canada, Australia and New Zealand, CHWs are not systematically integrated within 
government-funded universal healthcare systems, and there are little data on the size of this 
workforce.

Canadian CHWs had been disconnected from each other, but have recently formed the 
Community Health Worker Network of Canada – the first organization of its kind in the 
country. Among the concerns discussed by network members include the lack of recogni-
tion and the unregulated status of CHWs; the need to organize the workforce at the local, 
regional, provincial and national levels; the search for a single definition for their work; the 
need to conduct research on the workforce’s composition and competencies; and the potential 
for adopting a set curriculum or standardized training for CHWs. Network members are 
also reflecting on how the two CHW practice models (independent or integrated, described 
below) affect their capacity to remove access barriers to health and other services in marginal-
ized communities, or to serve as cultural brokers.

INDEPENDENT MODEL

In this model, independent organizations, often established by CHWs themselves, offer  
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services that target marginalized communities. These organizations and the CHWs working 
within them obtain contract funding to deliver their services independently of public health-
care institutions, but often in collaboration with them. When funded, organizations retain 
complete autonomy in the work’s conceptualization and programming. The wages and hours 
to deliver the services are not equivalent to those of CHWs, who may be working within the 
formal healthcare system; typically, funding allows for a mixture of part-time and full-time 
CHW employment. The Multicultural Health Brokers Co-Operative (hereafter called the 
Health Co-Op) and MCHBs in Edmonton fall within an independent CHW program model. 

Independent models are marked by high levels of health promotion activity, as distinct 
from a focus on specific service delivery. The main health system’s concern with independent 
models is that they may have less accountability and supervision, and that the CHWs may 
have less training, than CHW program delivery through integrated models. Furthermore, 
given the lack of resources, it may also be more difficult to evaluate service outcomes in inde-
pendent models.

INTEGRATED MODEL

In this model, CHWs are staff within public health or primary care institutions, which have 
as part of their mandate the delivery of programs targeting populations experiencing margin-
alization. The CHW programs in Brazil and Iran are examples of highly integrated models. In 
Canada, the Women’s Health Educators, CHWs who work within Hamilton’s Ontario Public 
Health division (Black et al., 2007), are an example of an integrated model. These workers are 
usually well-paid with good benefits, as well as reasonable work hours and caseloads, which is 
often not the case for CHWs operating in independent models. Generally, CHWs and their 
professional allies in public health units reach out to marginalized communities with specific 
programs and key health messages. In situations of pandemics, they orchestrate campaigns 
to ensure that contagious diseases do not spread among these populations. Other Canadian 
examples of integrated models include the Multicultural Health Team operating under 
Ottawa Public Health and the Toronto Public Health Unit Peer Nutrition workers who reach 
out to immigrant and racialized communities. One concern with the integrated model is that 
its responsiveness to marginalized community concerns may be constrained by requirements 
for bureaucratic approval that is often needed for new initiatives. Another concern with this 
model is that CHWs are more and more focused around fulfilling technical activities and 
practices traditionally performed with the scope of health services rather than focused on 
intersectoral actions, community development and social participation (Rodrigues Fausto et al. 
2011).

Methods
Data for this paper are a subset of a case study conducted for the first author’s doctoral 
research. The investigation applied an instrumental case study design (Stake 1995) to examine 
issues that went beyond the case itself (Stake 2006).

Improving Health Equity: The Promising Role of Community Health Workers in Canada
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The study analyzed two sub-programs of the Health Co-Op as embedded mini-cases 
(Yin 2003): the Perinatal Outreach program, funded by Alberta Health Services (AHS), and 
the Health for Two program, funded by the Canada Prenatal Nutrition Program and AHS. 
Finally, the study examined the MCHBs’ practice to understand their role as part of a health 
human resource workforce that operates independently of the healthcare system. When dis-
cussing the Health Co-Op workers, we use the term MCHBs, as this is how they refer to 
themselves. The case study triangulated multiple research strategies and data sources, includ-
ing participant and direct observation, in-depth interviews, document review and analysis of 
policy and other documents and quantitative analysis of the MCHBs’ client caseload database 
(n = 3,442). Data also included descriptive and analytical field notes taken throughout the 
course of the onsite research. This paper centres on the analysis of 23 of the 44 qualitative 
interviews conducted for the study (16 of these interviewees were MCHBs working for the 
Health Co-Op and seven were health professionals within AHS), as well as data from the 
MCHBs’ client caseload database. Interviews were conducted between July 2009 and May 
2010. The database included caseloads of 46 MCHBs (and some supervisors or mentors) 
for the 12-month period between September 2009 and September 2010 (MCHB Co-op 
2010b). Depending on the program, an MCHB case was defined as a mother with a child or 
children 0 to 6 years old, a family with a child with a disability, the parents whose children are 
experiencing abuse or neglect, or a senior experiencing isolation (see Figure 1). Hand-coding 
and the qualitative analysis software QSR Nvivo8 were used in coding and data management. 
Inductive analysis was conducted for the interviews, and descriptive analysis was performed on 
the MCHBs’ client caseload database.

Perinatal outreach program

Health for Two

Multicultural family connection

Home visitation

Seniors’ program

Children with disabilities

Child intervention and childcare services

Other

50%

14%

5%

4%

4%

4%
6%

FIGURE 1.  MCHB client caseload

Source: Torres, S. 2013: 112.
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Findings

The health Co-Op and MCHBs
The Health Co-Op’s independently run programming has been offering culturally responsive 
services ever since its founding in 1998. The Health Co-Op’s 54 MCHBs offer an important 
contribution to public health workforce development and a unique Canadian CHW model. 
MCHBs provide culturally and linguistically appropriate services to immigrant and refugee 
families from at least 18 different cultural backgrounds, and collectively are able to speak 29 
languages (MCHB Co-op 2004a).

One MCHB explained the need to provide services that are culturally relevant to women, 
even if that includes bringing “cultural food” to a new mother in the hospital:

Yeah. Sometimes, like, you know, she had a baby at 6 o’clock ... at night, or 7, or 8, 9, 
10 o’clock at night ... she has nobody, she has no language ... she's in the hospital, and 
she's calling you. ... Of course, you have to take certain food from your country, ... 
because she's not going to eat the food that they're giving her ... So there are certain 
things you go out of your way because you know what it is like. ... When they call 
you it is because they are desperate in that time, so some things ... you have to do.

MCHBs do home visits to pregnant women and new mothers, accompany patients 
to doctors’ appointments, take mothers and children to vaccination clinics and accompany 
women during child labour and delivery. MCHBs also do group work, undertake commu-
nity development initiatives and provide educational outreach on chronic disease prevention 
and management, as well as offer family intervention programs to address child abuse and 
neglect. MCHBs work independently of health and social service government ministries while 
being funded by them; the AHS Edmonton Zone has funded MCHBs for the past 15 years. 
Under the 2009–2010 Perinatal Outreach service contract, the Health Co-Op received just 
over $300,000 dollars from AHS’ Maternal Child funding envelope to serve 2,340 families, 
representing approximately 10% of Edmonton families with births (MCHB Co-op 2010b). 
Pursuant to this agreement, MCHBs received training by AHS public health nurses on issues 
related to prenatal and postnatal health. As an independently run Health Co-Op, MCHBs 
control and manage their time to meet the needs of their clients, sometimes making them-
selves available to help clients in the evenings or on weekends, which mainstream health 
service providers typically do not do. These types of services, however, are not fully financed 
by AHS, and MCHBs often use their “own time,” as they describe it, to support immigrant 
and refugee women and their families, effectively subsidizing the publicly funded program. 
Indeed, being available to support mothers in times of need is what often makes it possible  
for MCHBs to do their perinatal work. As one MCHB stated:

Improving Health Equity: The Promising Role of Community Health Workers in Canada
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… let’s say Saturday one crisis comes, … or evenings, … I have to go to the hospital, 
mom is in labour … she needs someone, she has no one there, I can’t say it’s not my 
working hours, so I stay there, you know, long time so!

MCHBs also assist families with other needs linked to social determinants of health, 
including helping families to fill in forms for the child tax credit, schooling, employment insur-
ance or undertaking child intervention/protection work.

Figure 1 illustrates the MCHBs’ caseload, including health and other related programs. 
While the Perinatal and Health for Two programs funded by AHS occupy 64% of the 
workers’ reported caseload, the child intervention (or child protection) program uses only 
4% (MCHB Co-op 2010a). In real terms, however, the latter program is more demanding 
because victims of family violence require intense support over a long period. MCHBs who 
work in violence prevention and child intervention receive training in these areas from Alberta 
Children Services to make sure that MCHBs are aware of their legislative responsibilities as 
workers.

Finally, MCHBs developed their own multicultural health brokering theory to guide their 
practice (Ortiz 2003). Multicultural health brokering is a relationship-based practice based 
on trust and confidence established between MCHBs and the women and communities they 
help (Torres 2013).

The practice standards of MCHBs’ daily activities embody both the principles and the 
values of health brokering theory (Ortiz 2003). These standards are:

… specific guidelines to guide Multicultural Health Brokers in their day-to-day prac-
tice. The practice standards are codes of conduct that will help support decisions and 
actions of the worker in an ethical and appropriate manner (MCHB Co-Op 2004b:8).

They are based on a dedication to empowering people and communities; are rooted in the 
wisdom, knowledge and culture ways of people; and are based on principles of social justice, 
equity and democracy (MCHB Co-op 2004b). The worker Health Co-Op structure facili-
tates the MCHBs’ ability to follow and advocate for these principles.

MCHB practice is unlike other CHW models in Canada because MCHBs do not focus 
only on service delivery and community development, but also engage with communities in 
their role as health brokers.

MCHB interviews revealed their commitment to responding to health and social needs of 
the communities, whether or not the Health Co-Op received funding to service those needs. 
MCHBs viewed this situation as reflecting a growing gap in access to health and social ser-
vices, which would require multi-ministry and multi-stakeholder support to address.
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Perspectives from health professionals
Alberta’s health system has undergone several rounds of restructuring in the past two decades, 
although the funding for the MCHB program has been maintained. All AHS health profes-
sionals in the study indicated that the MCHB Perinatal Outreach program was valuable. 
Firstly, MCHBs helped the health unit to meet its mandate to serve immigrants and refugees, 
and the health unit’s staff and managers to learn about immigrant and refugee communities 
from the MCHBs.

One health professional stated:

Well, I don’t think we could do our work without them … I think that they’re hugely 
influential in the outcomes … I mean certainly there’s a role for both of us [public 
health] within helping that family with health outcomes, but ... the brokers … we 
really depend on them.

Secondly, MCHBs understood different cultures, provided culturally appropriate services 
and were able to help clients in different areas:

I'm completely convinced that every single newcomer to the country should have a 
health broker, I mean, I have no doubts about that … immigrant families manage 
fairly well in comparison to the refugee families, but the refugee families really strug-
gle and should, do need that kind of support, I feel quite strongly.

Thirdly, MCHBs have helped most health services providers in the city to understand the 
need to look at “culture” when serving immigrants and refugees. One professional explained:

… And like I said it’s not just about the language, it’s about the whole cultural appro-
priateness and navigating the system.

Finally, MCHBs are not interpreters, they are cultural brokers. When they accompany 
patients to medical appointments, they help health professionals to understand clients’ issues 
better, especially when the client does not speak English fluently. One health professional 
referred to MCHBs’ contributions to the health system as “saving lives.”

Most health professionals thought that the health system was responding well to the 
perinatal care needs of existing immigrant and refugee communities, but was not providing 
adequate funding to provide for new cultural groups arriving in the city. Consequently, the 
Health Co-Op has had to divide funding received from AHS Edmonton Zone to serve more 
communities. This means that, owing to the high demands on MCHBs’ time and the lack of 
funding to support their work, MCHBs are at “maximum capacity.” AHS health profession-
als also acknowledge that MCHBs’ wages are not at the same level as other staff in the system 
doing similar jobs.

Improving Health Equity: The Promising Role of Community Health Workers in Canada
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Discussion
The collaboration between an independent MCHB model and AHS’ public health unit in 
Edmonton reveals the complementary role that MCHBs can play in meeting the health  
system’s mandate to reduce barriers to marginalized populations’ access to services. The 
MCHB model illustrates the importance of addressing health needs of immigrants and refu-
gees through culturally and linguistically appropriate services that target issues linked to social 
determinants of health.

This article focused on the uniqueness of the MCHB Edmonton model because of its 
relevance to other cities and provinces in Canada that may wish to improve access to health 
and other services by working with CHWs operating independently of the formal healthcare 
system. We believe, however, that both independent and integrated CHW models have a role 
to play in improving the effectiveness of the Canadian health systems. Understanding and 
recognizing the different models in which CHWs/MCHBs contribute to the health system is 
important for three reasons: these workers are part of the health human resources workforce; 
these workers target many populations (e.g., immigrants, Aboriginal people, women and chil-
dren, people living on low income); and they foster collaboration between communities in the 
margin and public and primary care institutions, which can potentially reduce cost by improv-
ing health outcomes for members of these communities.

From a public policy perspective, and using the Province of Ontario as an example, the 
public health standards of the Ministry of Health and Long Term Care (MOHLTC 2008) 
could explore how both the CHW/MCHB independent and integrated models can help in 
meeting the provincial standards governing boards of health. These standards are minimal cri-
teria to ensure that barriers to accessing public health programs and services, such as language, 
economic circumstances and discrimination (MOHLTC 2008), are reduced. Barriers can 
include, but are not limited to, lack of education, low literacy levels, language, cultural differ-
ences, geography, economic circumstances, discrimination (e.g., age, sexual orientation, race), 
social factors (e.g., social isolation) and mental and physical disability (MOHLTC 2008). 
CHWs/MCHBs working in a health brokering capacity are able to address several of these 
barriers.

CHWs/MCHBs are also well-placed to identify emerging needs among communities 
and to aid the health system in preventing families from falling through service gaps.

Undervaluing CHWs/MCHBs’ work, however, can result in reduced uptake of ser-
vices, compelling marginalized populations to delay seeking care or to present at emergency 
departments (Khandor et al. 2011), resulting in higher costs for the healthcare system 
(Crighton et al. 2007). By implication, federal, provincial and territorial health ministries 
should consider formal recognition of CHWs/MCHBs as part of the health workforce. This 
may involve multi-ministry investment of sufficient funding to cover all the work hours of 
CHWs/MCHBs to fully deliver the required services, including the important support work 
(Armstrong and Armstrong 2010) CHWs/MCHBs provide to marginalized populations.
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Conclusions
This paper, based on empirical research, described the collaboration between MCHBs in 
Edmonton and the local public health unit’s maternal child health area to remove barriers to 
accessing perinatal health for immigrant and refugee women and their families. It also illus-
trated the strategies used by MCHBs to address the complex realities of these families, owing 
to other needs linked to social determinants of health, and highlighted the linguistically and 
culturally appropriate nature of their work. Additionally, the paper advanced a case for the for-
mal recognition of CHWs/MCHBs working in both independent and integrated models as 
part of the health human resources workforce, although not recognized as such.

The collaboration model described in this paper and the linguistically and culturally 
appropriate nature of MCHB work are part of their commitment to building a new com-
munity of practice to address the perinatal health and other social needs of immigrant and 
refugee families (Torres et al. 2013). This community of practice is based on MCHBs’ abil-
ity to articulate, reflect on and monitor their practice; to operate and sustain an independent 
organization; to develop and maintain and seek intersectoral, cross-governmental collabora-
tion; and to develop programs that address the social determinants of health (Torres et al. 
2013: 316).

CHW/MCHB policy and programs represent an innovative approach and their adoption 
by other health systems in Canada could spearhead a new, transformative community health 
workforce.

As one of the first in-depth studies about CHWs/MCHBs in Canada, this work holds 
promise for shaping and influencing the rise of a new generation of evidence-informed popu-
lation health programs in the country. Doing so will benefit the workers, the population they 
serve and the healthcare system.
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