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ABSTRACT

PURPOSE Though evidence supports the value of community health workers
(CHWs) in chronic disease self-management support, and authorities have called
for expanding their roles within patient-centered medical homes (PCMHs), few
PCMHs in Minnesota have incorporated these health workers into their care
teams. We undertook a qualitative study to (1) identify facilitators and barriers to
utilizing a CHW model among PCMHs in Minnesota, and (2) define roles played
by this workforce within the PCMH team.

METHODS We conducted 51 semistructured, key-informant interviews of clinic
leaders, clinicians, care coordinators, CHWs, and staff from 9 clinics (5 with com-
munity health workers, 4 without). Qualitative analysis consisted of thematic cod-
ing aligned with interview topics.

RESULTS Four key conceptual themes emerged as facilitators and barriers to
utilizing a CHW model: the presence of leaders with knowledge of CHWs who
championed the model, a clinic culture that favored piloting innovation vs main-
taining established care models, clinic prioritization of patients’ nonmedical
needs, and leadership perceptions of sustainability. These health care workers
performed common and clinicspecific roles that included outreach, health educa-
tion and coaching, community resource linkage, system navigation, and facilitat-
ing communication between clinician and patient.

CONCLUSIONS We identified facilitators and barriers to adopting CHW roles

as part of PCMH care teams in Minnesota and documented their roles being
played in these settings. Our findings can be used when considering strategies to
enhance utilization and integration of this emerging workforce.

Ann Fam Med 2018;16:14-20. https://doi.org/10.1370/afm.2171.

INTRODUCTION

ommunity health workers (CHWSs), trusted frontline health workers
who have a close understanding of the community served,' can be
valuable contributors to the team-based and patient-centered care
promoted through the patient-centered medical home (PCMH) model.2
CHWs complement roles played by traditional health professionals through
culturally sensitive outreach, patient education, resource identification,
case management, care coordination, and patient support.>¢ Interven-
tions by CHWs supporting chronic disease self-management and preven-
tive services show improved health care utilization, knowledge, self-care,
adherence, health outcomes, and quality of life, particularly when these
workers are integrated into primary care teams.*”2° Their interventions
are most often directed to and studied in underserved communities (racial
and ethnic minority and low-income populations, federally qualified health
care [FQHC] settings), where the integration of these workers show ben-
efit.34122123 Health authorities have called for expanding interventions by
CHWs among clinics serving these populations, and recent policies create
a platform for greater community health worker integration.?*2¢
Researchers have explored the experience of CHWs with integration
into care teams and examined how health care delivery systems might be
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designed to effectively embed them.?”3! Experts have
outlined implementation barriers (fragmented and
disease-specific interventions, lack of clear work proto-
cols, high turnover, variable performance, and a history
of low-quality evidence), but argue that these barriers
can be overcome through established standards to ensure
a skilled CHW workforce, clearly defined roles, concrete
implementation strategies, and an expanded scope of
reimbursable services to include their services.”¢2>2032
Little research exists on whether these strategies are suf-
ficient for wide adoption of CHWSs within primary care
and how clinics make decisions about this adoption.
Minnesota was the first state to create and offer
a statewide competency-based CHW curriculum
situated in postsecondary education.'3 Since 2009
Minnesota Medicaid has reimbursed diagnosis-related
CHW patient education and self-management ser-
vices.?* Even so, anecdotal information suggests that
less than 10% of PCMHs in Minnesota have incorpo-
rated CHWs into their care teams. The transformation
process required of primary care clinics when becom-
ing PCMH-certified offers a unique view into clinic
decision making regarding care team composition and
structure. Our study aimed to identify facilitators and
barriers to choosing to incorporate CHWs into the
clinic team through the PCMH certification process.
We also identify and describe roles being played by
these health workers on PCMH teams.

METHODS
Study Design

To take advantage of the watershed moment of a new
PCMH certification policy in Minnesota, we designed
an exploratory qualitative study with key informants®
to understand their experience, perspectives, and
observations of creating their new PCMH care team
roles and structure.

Setting

Minnesota is a leader in PCMH implementation, with
legislation establishing PCMH standards and clinic
certification beginning in 2010.3¢ State PCMH cer-
tification is a redesign of care delivery and payment
reform.3¢ State guidelines require that each clinic
provide care coordination, but they do not stipulate
what disciplines serve in this role. Within 4 years of
initiating certification, 309 primary care clinics (41%)
were state-certified as PCMHs, largely located in the
Minneapolis-St Paul metropolitan area.?”

Sample and Sample Selection
We purposively sampled 10 PCMHs that (1) were certi-
fied for at least 1 year to gather perspectives from estab-

lished, stable teams, and (2) represented clinics that had
incorporated CHWSs and those that had not. To exam-
ine facilitators to CHW integration, we invited 1 clinic
from each health system known to have integrated
these health workers into their teams (CHW clinics). To
examine barriers to CHW integration, we invited clinics
known to serve low-income patients of racial and ethnic
minority (the populations for which CHW interven-
tions have shown to be effective) but who had not inte-
grated the health workers into their teams (non-CHW
clinics). Clinics were the unit of analysis, with clinic
staff as key informants speaking on behalf of the clinic.

Participating clinic leaders identified informants,
who were invited to participate, representing the fol-
lowing: those leaders involved in PCMH certification
decision making (1 to 2 per clinic) and frontline care
team members (3 to 4 per clinic, including clinicians,
care coordinators, CHWSs, and other staff).

Measures and Measurement

Our semistructured interview guide (see Sup-

plemntal Appendix at http://www.annfammed.org/
content/16/1/14/suppl/DC1), designed for interviews
lasting 45 to 60 minutes, included questions about
decisions regarding PCMH team composition and
structure, the use or potential use of CHWs, and the
impact of PCMH certification on team structure, func-
tion, and member roles. This study focused on the
narrative related to CHW adoption and roles. In addi-
tion, 1 leader per clinic completed a brief questionnaire
describing clinic characteristics: clinic location, patient
population characteristics, and staffing.

Data Collection

The investigatory team consisted of an internal medi-
cine and pediatrics physician (E.R.) and a masters-level—
trained researcher (5. T.M.), both with previous experi-
ence in qualitative research. Both conducted in-person,
semistructured, in-depth individual interviews that were
audio-recorded in private offices at clinic sites in 2015.
Interviewers made written field notes containing initial
analytic impressions.*® Each successive interview was
informed by issues heard in previous interviews and val-
idated by prompting subsequent interviewees to address
those issues. All study procedures were approved by the
University of Minnesota Institutional Review Board.

Data Analysis

Interview audio recordings were transcribed, edited to
ensure accuracy, and stripped of identifying informa-
tion. Using NVivo 10 (QSR International 2014), we
adopted an iterative approach to analysis based on the-
matic coding aligned with interview topics. We (E.R.
and S.T.M.) used an a priori, deductive framework
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adapted from existing literature® to review and code

3 transcripts independently. We then compared and
discussed codes to develop agreement before moving
to inductive coding and creation of the codebook to
code the remaining transcripts. Through weekly ana-
lytic meetings, construct-level parent codes and their
child dimensional subcodes were further refined using
an iterative constant comparative method.*® Ongoing
discussions, reflexive practices, and resulting memos
helped identify emblematic themes, unifying concepts,
and potential associations until thematic saturation was
reached. Interview participants and community mem-
bers who were not interviewed were asked to verify
our interpretations as sound (member checking).

RESULTS

We interviewed 51 informants (45 women, 6 men) at
9 clinics agreeing to participate (1 delcined because of
inadequate time), 5 with CHWSs (Table 1). Mean inter-
view duration was 48 minutes (range = 10-68 minutes).
Clinics represented mostly urban areas, with 1 clinic
each in a small city and rural area; populations served
varied in diversity:.

We identified 4 themes related to both facilita-
tors and barriers to clinic adoption of CHWs: lead-
ers with knowledge of CHWs who championed the
model, clinic culture that favored piloting innovation

vs choosing familiar models, clinic prioritization of
patients' nonmedical needs, and how leadership per-
ceived sustainability. We describe these themes and
offer verbatim and summarized examples of informants’
perspectives from which these themes emerged. We
also describe reported CHW roles on care teams.

Facilitators to CHW Integration
CHW Champions: Positive Perception of CHW Value
In all CHW clinics, we noted clinician and administra-
tive leaders championing the work of creating the new
team model inclusive of CHWSs. These decision mak-
ers expressed detailed knowledge of CHWs and had
previous positive direct experiences with them. As 1
clinician respondent described, "I know about the com-
munity health worker [role]...and so I had the vision. |
have been advocating for community health workers. ..
for a long time."

Front-line staff cited the influence of champions as
the most important factor for success:

Dr. [Name] was our super-motivated driving force.... It
literally took her continually cramming it down people's
throats. . .this is a new way of thinking, this is a new way of
working with our patients (care coordinator).

Informants shared how champions furthered the posi-
tive image of CHWSs within care teams: "l think there
have been key champions within the care teams that

Table 1. Clinic Sample Characteristics

mc Nonwhite  Non-English Medicaid®/
Clinic Location Affiliation No. Specialty Race, % Language, % Medicare, % Interviews
CHW clinics
A Urban Health system 37 Internal 15 n 7145 5: CC, CHW, MC,
medicine Sup (2)
B Small city Health system 21 Pediatric 17 9 27/0.1 7: BH, CC, CHW,
MC (2), PL, Sup
C Rural Health system 10 Family medicine NA 1 17145 5: CC, CHW, CM,
MA, MC
D Urban Health system 23 Internal 65 17 55/23 5: CC, CHW, CM,
medicine MC (2)
E Urban Health system 9 Family medicine 54 36 44/12 5: CHW (2), CM,
MC, PL
Non-CHW clinics
F Urban Health system M Family medicine 68 34 59/16 8: BH, CC (3), (M
(2), MC, PL
G Urban Health system 19 Family medicine 89 8 80/5 6: CC, CM, MC, Ph,
PL, Sup
H Urban FQHC Family medicine 39 58 4112 5: CC (2), CM, PL, Sup
| Urban FQHC 15 Primary care® 80 43 58/8 5: CC, CM, MA, PL,

Sup

visor of care coordinators, CHWs, or nursing; SW = social worker.

2MC = includes physicians, nurse practitioners, and physician assistants.
>Medicaid = includes other government and medical assistance funds.
<Primary care = family medicine, internal medicine, and pediatrics.

BH = behavioral health worker; CC = care coordinator; CHW = community health worker; CM = clinic manager; FQHC = federally qualified health center; MA = medical
assistant or interpreter; MC = medical clinician; NA = data not available; Ph = clinical pharmacist; PL = physician leader or champion, or medical director; Sup = super-
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helped identify the benefits of the CHWSs" (clinician),
and across the health care system: "People who were
passionate about their cause and did the presentations
through administration, showed the value.. [and] the
evidence” (care coordinator supervisor).

Clinic Culture: Embracing and Piloting Innovation
All clinic leaders described the influence of care team
redesign mandates required for PCMH certifica-

tion. CHW clinic leaders viewed these certification
mandates as an opportunity for workforce innova-
tion. Respondents were descriptive of their innovative
culture: “We [are] constantly doing research on...how
will [patients] really benefit> We're constantly trying to
improve” (care coordinator).

CHW clinics secured grant funding to partially
support an initial CHW pilot program. “We got
money from [funder]...I think that was what made
the decision to hire CHWSs" (clinic manager). Some
“started small” to work out “the kinks" in implementa-
tion. A CHW described the integration process as
stepwise, at times with skeptical team members: “So
[ think at first...nobody knew [eg], why is she even a
clinic employee? [Some] care team members seemed
to get it before the clinic doctors did." Clinic staff
directly observed benefits, supporting notable suc-
cesses. "l honestly think [CHW integration] has been
all benefit” (medical director), and establishing “cred-
ibility and trust from the board and the clinic” (care
coordinator supervisor). These pilots provided data to
decision makers to support the CHW role in on-going
clinic operations. One physician leader described
expansion as "widespread acknowledgement that
[CHW integration] is a good thing...that is spreading
within [our health system].”

Acknowledging Patients’ Nonmedical Needs

In CHW clinics, informants described the importance
of the psychosocial, cultural, and socioeconomic needs
of their patient population in managing health.

The fact that the patient doesn't have heat, or they don't
know how to get food.... These are the patients that need
help beyond what medicine can give them...that frustrated us
the most because we feel like we can't do anything. And now
[with CHWSs] it's a different story (clinic administrator).

Addressing cultural needs was also a driver for 1 phy-
sician leader working in a clinic caring for a specific
minority ethnic population: "Our cultural knowledge
was so limited."

Positive Perception of Sustainability
For CHW clinic leaders, the financial sustainability
potential of CHWSs was a motivating factor. One

PCMH director described the design of their team
structure so that nonmedical tasks would not be
“squeezed in" by a more traditional staffing model:
“That there will be someone fully dedicated to [care
coordination]...was a huge win.... The use of CHWs
makes that a little bit more financially sustainable.”

Barriers to CHW Integration

Lack of CHW Champions: Limited Awareness of
CHW Value

Many non-CHW clinic leaders and staff had limited
knowledge of CHW roles or no first-hand experience.
“I've heard about [CHWSs]...but [ haven't really heard a
model where somebody said, ‘That's been really effec-
tive” (nursing supervisor). These clinics did not have a
leader championing the CHW model for consideration
in care team redesign. One medical director described
a single outside clinic's anecdotal experience of CHWSs
as an influential deterrent. Although that organization
relayed that “outreach was great,” disparate experience
included " [CHWS] couldn't quite manage at the level
that they wanted to,” prompting this leader to adopt a
constrained view of CHW potential.

Clinic Culture: Choosing Familiar and

Established Models

When considering how to meet PCMH require-
ments, most non-CHW clinic leaders built their teams
with established health professions. One clinic man-
ager shared that they drafted a care coordinator job
description “so pretty much anybody could apply”
and mapped how existing staff could be reassigned.
Informants pointed to familiarity, as well as perceived
versatility, when choosing staffing models. “Part of
the reason I wanted to create RN [registered nurse]
care coordinators is you need RNs for other jobs, too"
(medical director). Some leaders shared that innova-
tion could be difficult because of their system's cen-
tralized, top-down decision making.

When asked whether they considered incorporat-
ing CHWSs into their clinic teams, informant responses
reflected feelings of uncertainty—"We just haven't
been able to figure out how to make it work"—and 1
clinic manager had concerns that CHW incorporation
may be “risky.” Given room to expand on their views,
informants in managerial roles identified underlying
perceptions about complexities in hiring a new role (it
“sounds straight forward on the surface; but, it's pretty
complicated”), assumed capabilities (“you don't want
to throw people into situations that they're not able to
handle”), and supervision (lack of resources for “ade-
quate supervision” of CHWs). Concern about supervi-
sion capacity and structure emerged as a particularly
important barrier.
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Focus on Patients’ Medical Needs

In non-CHW clinics, informants focused on patients’
medical needs. One clinic decided that registered
nurses would fill the care coordinator role and
addressed patient language needs by using bilingual
nurses. A care coordinator supervisor expressed little
understanding of CHW competency with diagnosis-
related patient education: "l worry if somebody is
explaining something wrong.... One of [the CHWs
from a conference] was on diabetes, and right away |
was, like, 'How much do you know about diabetes>"”
One medical director could not envision what role a
CHW might play for patients with complex medical
issues, demonstrating a medicalized view of complex-
ity: “"When I already have a diabetic whose [hemoglo-
bin] A,c is 12% or their blood pressure is 160 [mmHg],
then it's a little bit harder for me to imagine how [the

CHW] would fit into that team.”

Perceived Uncertainty of Sustainability

We heard leader concerns about financing CHWs.
One operations director said, “Yes...I haven't figured
out how to fund [CHWs].... That's the only road
block. Our clinics are not profitable, and you can only
go so much in the red.” Clinic leaders were also com-
mitted to sustaining hired staff, which led to hesitation
about hiring CHWs. “1 figured that [ was always going
to have RNs, [ wouldn't always have CHWSs. Even
though they're cheaper, they are also easier to let go if
they only have a single function” (medical director).

Team Structure and CHW Roles

No team structure was alike among participating clin-
ics. For example, care coordinators ranged from CHWs
to certified medical assistants to social workers to reg-
istered nurses. There was particular variability among
the 5 CHW clinics, though all CHWs held certificates.
This heterogeneity provided insights into how teams
functioned and which roles were played. Table 2 out-
lines CHW roles, using categories guided by previous
literature.*""* Several patient-facing roles were com-

Table 2. Community Health Worker Roles Within
the PCMH Team

Common roles

Outreach, health education, community resource linkage, health
coaching, social support, system navigation, facilitation of com-
munication between patient and clinician

Unique, clinic-specific roles

Care coordination, home-based support, community health promo-
tion, language-specific care coordination, cultural liaison, acting as
"eyes and ears” in the community for clinic team

PCMH = patient-centered medical home.

mon: outreach and navigation to increase access, edu-
cation and coaching, social support, facilitating com-
munication with the health care system, and linkage to
referrals and community resources.

Clinic-specific roles appeared to depend upon
perception of patient need and the extent to which
CHWs functioned as an extension into the community.
For example, culture-specific needs influenced the
uptake of CHWs in 2 clinics and defined their roles
and activities. One medical director said that after
their CHW was hired, “our eyes were opened to what
the communication, access, and transportation barriers
were" for 1 specific ethnic group. Three of the 6 CHW
respondents spoke a non-English language critical to
their role. In 2 other clinics, community resource con-
nections and home visits were recognized as important
patient needs; CHW:s served as the “eyes and ears”
(medical director) of the clinic team in the community.

DISCUSSION

Findings from Minnesota clinics serving low-income
populations that underwent PCMH transformation
suggest specific facilitators and barriers to adopting
a CHW team member. Integration requires a cham-
pion with awareness of potential CHW value, a clinic
culture of innovation with pilot resources, perception
of patient needs spanning medical and nonmedical
determinants of health, and finding sustainable reim-
bursement strategies. Many barriers still exist to CHW
adoption, the most foundational being lack of aware-
ness by leadership of the value of the CHW role.
Non-CHW clinic informants reported difficulty
imagining financial sustainability within the current
reimbursement system, reinforcing findings from oth-
ers who describe reimbursement as one of the most
important policy problems affecting the emergence
of the CHW workforce.>?*2¢32 A sole focus on reim-
bursement, however, misses other identified obstacles
to embracing workforce innovation, including concerns
about the risk of hiring a new workforce member,
supervision, and a medicalized view of patients.
Previous studies share lessons learned from integrat-
ing CHWs into a team-based practice,?! but only 1
included descriptions of the preimplementation deci-
sion making that led to piloting the CHW model. Their
results echoed themes from our study, including having
an awareness of the CHW model and influential cham-
pions, and building institutional support through docu-
mented return on investment.?’ Our study is unique in
its focus on decision making concerning integration of
CHWs, highlighting barriers and additional facilitators,
including embracing organizational innovation, secur-
ing resources for a pilot program, and valuing patients'
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nonmedical needs. Piloting the CHW model built a
sense of trust and institutional support.

An appreciation for these health workers' value
was critical and yet was missing in most of non-CHW
clinic informants. This finding likely reflects the rela-
tive dearth of mainstream discussion about CHWs
in the United States until the past half-decade.?
Although mounting evidence of CHW effectiveness
should allay some concerns, more work is needed.

In participating PCMHs, care team structure and
composition were heterogeneous, and CHW s played
a variety of common and clinic-specific roles. Consis-
tent with recent documentation within 5 FQHCs *>#°
CHW roles spanned patient self-management support,
navigation of health and social systems, patient educa-
tion, case management, outreach, individual care plans,
social support, and contributions to behavioral and
mental health. This variety of CHW roles may require
new strategies (eg, interprofessional education) to dem-
onstrate the value and potential of this new workforce
to traditional health care professionals.

Our study has some limitations. The sample of
certified PCMHs does not, by design, represent all
primary care clinics. Our non-CHW clinics focused
on urban safety-net clinics because their patient popu-
lations reflect those in studies showing CHW effec-
tiveness; we may have missed rural barriers to CHW
adoption. Biases may exist among clinics that sought
certification earlier than others; PCMHs in our study
were among the first 40% in the state to pursue certi-
fication.’” The direction of these potential biases is not
clear, however. Finally, the data analysis team attempted
to minimize personal biases by acknowledging them,
using consensus, and inviting stakeholder review of
early findings to ensure the quality of interpretations.

Future research should aim to understand effective
CHW supervision capacity within a PCMH model
and to identify which team structures and CHW roles
are linked to improved team performance and patient
outcomes, particularly with regard to health equity:.
The PCMH'’s focus on team-based multidisciplinary
care provides an opportunity for the CHW workforce
and for continued policy development, particularly as
the US health care system focuses on decreasing costs.
As more practices seek PCMH certification, facilita-
tors and barriers will influence how clinics choose care
team members and structure, particularly whether they
embrace the integration of emerging workforce mem-

bers such as CHW:s.

To read and comment in response to this article, see it online at
http:/lwww.AnnFamMed.orgl/content/16/1/14.

Key words: medical home; community health workers; primary care;
health workforce
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