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Abstract
Objective  To understand providers’ opinions about the 
Community Outreach and Patient Empowerment (COPE) 
Project designed to strengthen Navajo Community Health 
Representative (CHR) outreach to individuals living with 
diabetes.
Design  This was a qualitative study nested within a larger 
evaluation of a programme intervention.
Setting  The study took place in Navajo Nation 
and evaluated a programme initiative designed to 
strengthen collaboration between CHRs and clinic-based 
healthcare providers and provide structured outreach 
to individuals living with diabetes in Navajo Nation. The 
CHR Programme is a formal community health worker 
programme that exists in most tribal healthcare systems 
across the USA.
Participants  Healthcare providers involved in the 
programme took part in one-on-one interviews.
Analysis  We used thematic analysis for this study. A 
team of three study staff used open-coding to create 
a codebook. Coded material were summarised and 
patterns were identified and tied into a narrative using 
concept mapping. The study design and instrument 
construction were guided by a Community Health 
Advisory Panel.
Results  A total of 13 interviews were completed. 
Providers acknowledged CHRs as an asset to the clinical 
team and were enthusiastic about the COPE coaching 
materials, mentioning they provided a consistent 
message to CHRs and the community. Providers that led 
COPE trainings with CHRs valued the face-to-face time 
and opportunity to build relationships. Providers (n=4) 
supported CHRs’ access to electronic health record to 
record patient visits and streamline referrals. Among their 
requests were having designated personnel to manage 
referrals with CHRs and a formal system to record modules 
CHRs have completed.
Conclusion  Providers participating in COPE activities 
valued the work of CHRs and endorsed further 
strengthening relationships and communication with CHRs. 
Healthcare programmes should consider systems changes 
to integrate community health workers into clinic-based 
teams.
Trial registration number  NCT03326206; Results.

Background
In resource-poor communities, access to 
healthcare services is often inadequate. In these 
settings, community health workers (CHWs) 
are healthcare professionals who can link 
patients to clinical facilities thereby improving 
patient health outcomes.1 2 One key strength of 
CHWs is that they represent the communities 
that they serve and thus deliver outreach in a 
culturally appropriate manner.3 4

Although serving a vital role in connecting 
patients to the healthcare system, research 
has shown that CHWs have largely been 
structurally excluded from major aspects of 
the healthcare system, including clear roles 
and workflows within care teams, partici-
pation in team meetings and access to elec-
tronic health records (EHRs).5 6 Conversely, 
when CHWs are integrated into the health-
care system, they are effective at improving 
healthcare outcomes for patients.6–8 Effec-
tive integration of CHWs into the care team 
allows CHWs to share vital perspectives of the 
home environment to clinic-based healthcare 
providers who may have little or no insight 
into patient’s living situation and psychoso-
cial surroundings. By expanding community–
clinic linkages and connecting CHWs with 

Strengths and limitations of this study

►► Qualitative data present first-hand information re-
garding the provider experience in a community–
clinic linkage programme.

►► Active participation throughout the study by a 
Community Health Advisory Panel enriched the in-
terview questions and interpretation of findings.

►► Although saturation was obtained, the total number 
of participants was small and limited to providers 
who were involved in Community Outreach and 
Patient Empowerment.
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the healthcare system, CHWs are better able to support 
both the patients and providers in forming an effective 
patient-centred care team.6 9

In the USA, community health representatives (CHRs) 
are a long-standing workforce of community health workers 
who provide culturally sensitive outreach to native families 
living in vastly rural communities.10 Because CHRs are 
typically operated as tribal programmes and healthcare 
services are often delivered through the federal Indian 
Health Services, coordination between CHRs and clinical 
providers may be limited. In an effort to integrate CHRs 
with local clinic-based teams, a collaboration among the 
Navajo CHR Program, Navajo Area Indian Health Services 
(NAIHS) and Brigham and Women’s Hospital was estab-
lished in 2009. The goal of this initiative, called Community 
Outreach and Patient Empowerment or COPE, was to inte-
grate CHRs with healthcare teams.

Evaluation efforts have sought to understand how 
COPE impacts clinical and health systems outcomes, as 
well as diverse stakeholder perspectives including CHRs, 
clinic-based providers and patients themselves. The 
impact on CHR–provider communication and clinical 
outcomes has been described elsewhere.11 Nonetheless, 
sustainable improvements in health system performance 
rely on a shared sense of the systems to be improved, 
deeply engaged staff and ongoing feedback systems.12 To 
inform ongoing programme improvement and under-
stand potential for this programme as a lasting and inte-
grated component of the local healthcare system, we 
sought to understand the programme’s impact on the 
experience of clinic-based healthcare providers. To our 
knowledge, this is the first study to explore the provider-
reported perspective and recommendations towards the 
utilisation and integration of CHWs, including CHRs, 
into ‘cross-institutional’ healthcare teams.13

Methods
Study setting
The Navajo Nation is a federally recognised American 
Indian tribe in the USA covering regions of Arizona, New 
Mexico and Utah. Similar to other communities with few 
economic resources within the USA, the Navajo Nation 
lacks the infrastructure to allow for consistent access to 
quality healthcare. This largely stems from rural nature of 
the reservation, which has unpaved roads, long distances 
from patients’ homes to healthcare centres and a high 
degree of provider turnover within the healthcare facili-
ties.14 15

Partially due to these inequities, diabetes and cardiovas-
cular disease stand as some of the leading causes of death 
within American Indian and Alaskan Native communities 
within the USA.16 17 It has been estimated that roughly 
25 000 Navajos have diabetes (around 21.5% of the adult 
population) and another 75 000 have been diagnosed 
with prediabetes.18 Among Navajo people, cardiovas-
cular disease and diabetes represent the third and fourth 
leading causes of death, respectively.19

The Navajo Nation is divided up in to separate local 
governances called ‘chapters’. These chapters are 
grouped geographically and represented by eight service 
units within the NAIHS. Each service unit has a health 
facility, sometimes with several satellite clinics.

Within the Navajo Department of Health, the Navajo 
CHR Outreach Program employs approximately 141 
staff, including 99 CHRs.20 Navajo CHRs are required 
to be trained as a Certified Nursing Assistant (CNA) 
and must speak Navajo. Many CHRs have additionally 
obtained certification and credentialing beyond the 
CNA required for the job, including CHW certifica-
tion through the state of New Mexico.21 Typical services 
provided by Navajo CHRs include home visits to monitor 
vital signs and provide health education, referrals for 
additional services and resources needed by their client, 
community outreach for urgent or emergent issues, and 
health fairs and other health promotion activities. Each 
CHR is assigned to one or two chapters (usually where 
they themselves live). A CHR office is usually provided 
by the community within the chapter house. CHR teams 
are organised by service units, with a team office typically 
located close to the service unit’s main healthcare facility.

COPE intervention
The COPE intervention consists of three main strategies: 
creating systems for referral, coordination and commu-
nication between CHRs and clinic-based providers; 
providing high-quality training to CHRs on health topics 
and motivational interviewing; and developing stan-
dardised outreach materials for CHRs to use with patients 
living with diabetes.4 This intervention was delivered 
under programme auspices; thus, the research to eval-
uate COPE’s impact was observational in nature.

The partnership began when staff from the Division of 
Global Health Equity at the Brigham and Women’s Hospital 
were invited to collaborate with NAIHS and the Navajo 
Nation CHR, specifically to bring technical assistance and 
tools developed from international programmes in which 
CHWs have been successfully integrated into large-scale 
public health systems.22 Initially, COPE project staff met 
with the Navajo CHRs to determine what additional tools 
COPE could provide to increase the level of patient care 
for the CHRs. CHRs stated that a standardised set of patient 
teaching materials would be the most important aspect to 
improve their healthcare delivery on the Navajo Nation. 
COPE staff worked with CHRs and healthcare providers to 
develop culturally specific health education materials in the 
form of flipcharts.

COPE staff then facilitated monthly trainings on these 
health education materials at all eight service units. For 
each training, the COPE team invites a local healthcare 
provider to deliver the training on their specialty or area 
of interest and provides the training materials (learning 
objectives, materials and competency assessment) to the 
trainer in advance. CHRs complete precompetency and 
postcompetency assessments, and both CHRs and trainers 
complete a feedback form to evaluate their satisfaction with 
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the event and seek further suggestions for improvement. 
CHRs who receive a passing score (≥70%) on their post-
competency assessment are then given the flipchart to use 
with their patients; if they do not pass, COPE staff schedule 
a follow-up one-on-one training to review materials and 
readminister the competency assessment.

Other concerted efforts of the COPE Program included 
initiating case management meetings between CHRs and 
providers and establishing access for the CHRs in the EHR 
used by most Indian Health Service facilities. Nationally, 
CHWs have faced barriers documenting their patient 
encounters and communicating their observations to clinic 
providers. When COPE began, CHRs did not have access to 
the EHR. As a result of the COPE Program and supportive 
clinic providers, two of the service units were able to grant 
CHRs access to EHR. CHRs in those service units under-
went Health Insurance Portability and Accountability 
Act (HIPAA) and information security training prior to 
gaining access to the electronic systems. Specific templates 
were created for providers to make referrals to CHRs and 
for CHRs to document their home visits. Improvements 
in communication were shown as a result of this system 
change.21

Study population
Providers were included in this study if they had previous 
experience or involvement with the COPE Program. 
Roles of COPE involvement by providers varied greatly 
from leading CHR training, facilitating meetings between 
clinic staff and CHRs and referring patients to the CHR 
programme.

Study design
This was a qualitative study embedded within a broader 
observational study designed to evaluate the impact of 
the COPE intervention. COPE research staff approached 
healthcare providers via phone, email or in person to 
ask if they would be willing to participate in the study. 
For those providers who agreed to be interviewed, one 
of three trained study staff conducted the in-depth inter-
views lasting 15–35 min (CB, AL and CK). None of the 
providers declined interviews. Interviews were conducted 
in English, either in person in clinic or by phone. They 
were transcribed verbatim by a note taker or digitally 
recorded and then subsequently transcribed. Transcripts 
were not reviewed by interviewers. Sampling ended when 
saturation was achieved. The study team determined 
that saturation was achieved when no new information 
about the impact of the COPE Program on provider care 
surfaced after three consecutive interviews. Specifically, 
after 10 interviews, our team observed that three addi-
tional interviews did not contribute new information, 
resulting in 13 interviews total.

Research team
The research team consists of one non-Navajo, female 
physician who is also the study’s principal investigator (ShS, 
MD, MPH degree); five young male and female researchers 

working as either interns or study coordinators (CB, AL, CK, 
CC and SoS), all with BA’s and three of whom are Navajo 
(CB, CC and SoS); one Navajo, female community outreach 
manager at COPE who has also worked as a CHR (OM); 
one non-Navajo, female clinical applications coordinator 
at Navajo Area Indian Health Services (KR, CNM degree); 
the Navajo female programme director of the Navajo CHR 
& Outreach Program (M-GB, MSW degree); and one non-
Navajo female qualitative researcher/ research manager 
employed at Brigham and Women’s Hospital and stationed 
at COPE (AKN, MPH, Msc degree). ShS has worked for 20 
years as a researcher dedicated to community health inter-
ventions for patients with tuberculosis and HIV at Partners 
In Health sites including Haiti, Peru and Russia and has 
led COPE since 2009. AKN has been working with Partners 
In Health as a research assistant and qualtiative researcher 
for 9 years. M-GB has been the programme director for the 
Navajo CHR/Outreach Program for 18 years.

Patient and public involvement
The study was carried out using Community Based Partic-
ipatory Methods, with ongoing input from a Community 
Health Advisory Panel (CHAP) composed of patients and 
CHRs. Prior to the study initiation, the CHAP provided 
feedback to define the overall study objectives and specif-
ically endorse this qualitative study of provider perspec-
tives. Study staff developed the qualitative interview guide, 
with feedback from the CHAP. The CHAP was involved 
throughout the study, during quarterly meetings in which 
the study team presented aspects of the study (eg, interview 
guide, sampling plan, preliminary findings and manuscript 
draft) and sought feedback through facilitated small group 
sessions. As an example, the provider interview guide was 
designed by study staff to understand the provider’s expe-
rience working with CHRs and also specifically interacting 
with the COPE intervention. The interview guide was then 
presented and reviewed by CHAP, which is composed of 
Navajo CHRs, patients and the family members of patients. 
The goal of this review was to ensure the research and 
interview guide was culturally informed and would elicit 
information of interest to patients and family members. 
On review, the CHAP recommended adding two ques-
tions that focused on food access and traditional/holistic 
medicine. The final interview guide is included in online 
(supplementary file). CHAP also provided feedback on the 
study findings to ensure that interpretation of findings were 
consistent with their own perspectives as CHRs and patients. 
The public was also involved in the study by obtaining initial 
approval from Tribal Agency Councils and Health Boards 
and by formally presenting results to these same groups at 
the end of the study.

Data analyses
Thematic analysis was used to analyse qualitative data, 
in order to respond to themes emerging from the 
providers themselves.23 All transcriptions were deidenti-
fied and uploaded into the Dedoose software.24 Pseud-
onyms were assigned to each respondent. Themes were 
not determined in advance, rather they emerged from 
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Table 1  Occupation and number of participants*

Job title Number of participants

Physician 5

Diabetes educator/specialist 4

Case manager 1

Registered nurse 5

Public health nurse 3

Nurse practitioner 1

Nurse midwife 1

CHR supervisor 1

*Note: some participants have more than one title. Quotes are not 
linked with specific service units or job titles in order to protect 
participants’ confidentiality.
CHR, community health representative.

the interview data. A team of a qualitative researcher 
(AKN) and two research assistants (CB and AL) coded 
interviews using open coding. First, codes were identi-
fied by the study team, and then clustered based on team 
discussion into broader themes. Four themes emerged 
that made up the final codebook: general interaction 
with COPE, implementation of COPE within the service 
unit, the impact of COPE and improvement of COPE and 
related activities. Interviews were then reviewed again by 
the same team and coded independently. Inter-rater reli-
ability was tested, and kappa scores of 0.49, 0.49 and 0.46 
were achieved. Discrepancies in coding were discussed 
with a qualitative researcher and finalised based on group 
discussion. A brief synopsis for each code was then gener-
ated, describing the number of respondents endorsing 
each code, as well as patterns of concordance and 
contrasts among respondents. These findings were then 
unified into a narrative using concept mapping. When 
organised by theme, the narrative was somewhat redun-
dant; therefore, the team chose to organise the narrative 
into three cross-cutting topics, which emerged as the most 
salient programme features based on provider responses. 
To further assess validity of coded results, findings were 
triangulated with field observation among COPE staff as 
well as CHAP feedback.

Choice of terminology
In this study, the study team decided to use the term 
CHR instead of CHW, which is a broader term inclusive 
of CHRs. Navajo CHRs refer to the community members 
that they work with as clients rather than patients; for this 
reason, we use the term ‘clients’ although providers may 
refer to the same individuals as ‘patients’.

The term providers used throughout this paper is 
intended to be encompassing of multiple different 
hospital staff that have direct contact with patients. Exam-
ples of providers interviewed range from doctors, nurses, 
public health nurses and CHR supervisors.

The term community–clinic linkages refers to relation-
ships between clinical provider teams and community-
based resources to improve delivery of care and health 
outcomes through greater communication and collab-
oration across three key stakeholders—the clinic/clini-
cian, the patient and the community resource.25 26

Results
A total of 13 providers from five service units were inter-
viewed (table  1). Five interviews took place by phone 
and eight in-person at the interviewee’s worksite. Find-
ings related to three major aspects of the programme: 
acknowledging the importance of community–clinic link-
ages, endorsement of COPE training and materials and 
an appreciation for CHR access to EHRs.

Acknowledging the importance of community–clinic linkages
Overall, most providers (10) explicitly acknowledged 
the importance of the CHR role and described CHRs as 

a ‘big interface to allow the community to interact with 
the hospitals’. Providers acknowledged the unique value 
of CHRs’ outreach work, knowledge in health education 
and management, knowledge of community/resources 
and ability to see patients in their own living environ-
ment. Through COPE interactions, providers gained a 
deeper appreciation of the role of CHR.

[Due to COPE], there is a closer interaction that we 
have with the CHRs because we both serve the same 
population of people. They’re able to do the out-
reach piece of it, more so than we are. Yes, a closer in-
teraction with the CHRs to help bridge the gap where 
we can’t meet the patient out in the communities per 
se. Catherine, nurse practitioner

We were pounding home [to the CHRs]: ‘You’re the 
ones who have eyes and ears on these people, you’re 
very valuable.’ And over a period of time, they started 
understanding that they were an asset, that they had 
things to offer that no doctor, very, very few nurses, 
would understand, because they were in the home. 
They can see things that we would never see. Kate, 
diabetes educator

Nonetheless, almost all providers felt that there was a 
need for increased formalised collaboration, specifically in 
the form of an interdisciplinary team. Multiple providers 
suggested increased face-to-face collaboration through 
the creation of formalised multidisciplinary health teams, 
regular interprofessional meetings consisting of public 
health nurses (PHNs), CHRs, clinicians, nurses and 
diabetes educators. ‘Arranging actual meetings, physical 
meetings’ to learn about respective programmes could also 
increase an understanding of how programmes could 
work together. One provider expressed concern that 
CHRs are hard to get to know since they are not based at 
the hospital.

It’d be great if we could get to know certain CHRs bet-
ter, so we could really maintain communication with 
them, and they would feel more comfortable talking 
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to us… Just being able to get to know the CHRs bet-
ter, I think would increase communication, and have 
them be more comfortable talking to me, calling me 
about patients, that would really change up some of 
the ways that we practice. Andrew, physician

[It] would be great for them to meet with the dia-
betes educators… Some of the requests for teaching 
the CHRs, it’d probably great for the diabetes edu-
cators to help because they’re RN-level providers, so 
they could actually help with a lot of the diabetes ed-
ucation with the CHRs… [There are] a lot of ways 
that we could all kind of work together better. Janet, 
physician

Providers cited case management as a formalised way 
that many service units currently arrange for different 
fields to come together to discuss patient care. While more 
than half of the providers reported ongoing case manage-
ment teams in their service unit, they described mixed 
feelings towards case management. While some providers 
(3/6 who had case management at their facility) felt that 
case management was useful and worth the time invest-
ment, others (2) expressed scepticism because they felt it 
was unnecessary or time-consuming. Providers indicated 
that barriers to successful case management programmes 
included high provider turnover, short staffing and lack 
of time or inflexibility in schedules.

They had never used case managers here in the di-
abetes program before…. So I brought the concept 
of case management to the table, and our CHRs be-
gan to identify some of their problem clients in the 
community. And we would have complex care case 
management meetings with the public health nurse, 
the doctor, all the family members, and tried to get as 
much clear understanding of what some of the prob-
lems or barriers to care were. And, before long the 
CHRs and the public health nurses began working 
really, really, really close together. We were just see-
ing the success of the whole idea, the whole program. 
Kate, diabetes educator

[Would case management be useful?] It just depends 
on the patient and how much time people have to do 
meetings. I know PHN do, but I usually don’t have 
time. For me it’s better if I do individual follow up on 
someone I’ve referred. Rosita, diabetes educator

Lastly, many providers mentioned their own or their 
colleagues’ lack of awareness of the COPE Project. 
Because of high provider turnover rates, one provider 
suggested quarterly meetings with progress updates as ‘an 
opportunity to educate the people that have just joined 
the staff’. Providers suggested that increasing awareness 
and sharing results about COPE could increase referrals 
and reach more beneficiaries.

As a clinician, I want to know outcomes. If someone 
is going to take the CHRs’ time and resources, to 

send them to a place to do this, I want to know that it 
works, you know? Abigail, physician

If we were more aware of [CHRs], we probably could 
reach out to them more and utilize them more and 
they could utilize us more too. Janet, physician

If… we could collaborate more it would benefit the 
patient population that we work with. There’s many 
people that could be seen, and I think that some-
times, because of the overwhelming numbers, not 
as many patients get touched because we don’t even 
think about referring. Tonya, diabetes specialist

Endorsement of COPE training and materials
Eight of the providers felt that the health education mate-
rials and trainings provided by the COPE Program helped 
to foster collaboration with CHRs by increasing message 
consistency. Most providers recognised the ‘COPE Flip-
charts’ as a powerful health education resource for 
CHRs, patients and the clinics. Providers reported the 
large variety of topics and use of visuals in the COPE 
health education materials were thought to be helpful in 
relaying information.

There’s a lot of health topics that they’ve covered. 
When I see their monthly [training] activity, there’s a 
lot of topics, using the flipchart and having a resource 
available that they can use. Rosita, diabetes educator

Making the modules, the little flipcharts, I think 
that’s a good idea for staff to have. They pull it out 
for a topic, and I know it’s consistent with what we 
teach.… and I know that they’re competent to teach 
what they’re teaching. That makes a big difference. 
Harriett, CHR supervisor

Interestingly, by increasing the consistency of the infor-
mation taught by both clinical and homecare teams, the 
health education materials also built trust and confi-
dence in the CHRs among providers and patients. Many 
providers felt that having provider-led trainings aided in 
delivering a consistent message to CHRs and ultimately 
to the patients.

Through bolstering the education that the communi-
ty health workers receive, I think it’s making sure what 
their story is matched by what the patients receive in 
the hospital as well. We’ve always had a disconnect, 
historically… In other words, the community health 
worker might tell the patient one thing, and then 
the patients receives completely different informa-
tion in the hospital, and now the patient doesn’t 
trust anybody. And now,… the patient has trust be-
cause they’re hearing the same information because 
the community health worker is now educated, and 
COPE has been that bridge. Charlene, nurse midwife

Having the providers, the primary care providers, par-
ticipate in education with the CHRs, I think, is really 
important because that way the providers are more 
likely to refer to the program because the providers 
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have the confidence… about the types of information 
the CHRs are going to provide and their knowledge 
base. Janet, physician

Providers felt that educational materials could be 
further used to reach a broader audience. While 
providers reported feeling that both the educational 
materials and flipcharts were helpful, some providers 
felt that the materials were currently underused and that 
it would be helpful to record which CHRs had received 
training in which modules. One provider noted the chal-
lenges around discussing difficult topics, such as alcohol 
use. This provider suggested the ‘COPE Flipcharts’ could 
provide CHRs with more confidence in addressing these 
topics and patients could be more receptive.

The education is something that works well. I do think 
that more patients could benefit from the education 
that COPE is providing. Tonya, diabetes specialist

The majority (n=8) of providers interviewed indicated 
they had delivered at least one CHR training using COPE 
materials. Providers stated that the trainings ultimately 
increased face-to-face time between providers and CHRs. 
During these interactions, the providers felt they were 
also able to directly address CHR concerns and questions.

It was nice that COPE has started to invite the provid-
ers to give some of those teaching sessions, because 
that way we can make sure the message the CHRs are 
delivering is in line with the same message that like 
we deliver to patients when they come to their clinic 
visit. Janet, physician

My one interaction was them face to face has been 
with the talk I gave. I was able to address some con-
cerns that they had. Gerry, public health nurse

Providers indicated, however, a lack of clarity around 
which CHRs were trained in which COPE modules 
(topics) and how they were using the flipcharts in the 
homes. Providers stated that knowing what topics the 
CHRs were trained to deliver could help them identify 
the best patients for referral and request specific health 
education topics for individual patients. One provider 
suggested possible regular updates on recent CHR 
trainings.

I think they have all the materials, kind of like re-
sources, but I don’t know how [they] actually use 
them. I don’t actually know if they go through the 
whole curriculum… Charlene, nurse midwife

CHRs’ access to EHRs
Ten of the providers supported systems to improve 
communication with the CHR team, and four specifically 
endorsed CHR integration into EHR to record patient 
visits and streamline referrals, regardless of whether their 
service unit currently had this system in place.

Two providers from a service unit where CHRs had 
access to EHR reported they were aware that CHRs in 

their service unit had access to the EHR. These providers 
stated that their ability to send referrals to CHRs through 
the EHR has been valuable in seeing CHR notes with 
ease. Providers also felt the EHR helped to close the feed-
back loop between their practice in the clinic and the 
CHR’s combined community outreach and public health 
education. They then acknowledged that this increased 
the ability for CHR–provider interaction and enabled 
providers and CHRs to collaborate more easily. Providers 
reported they used the EHR to share information about 
their patients with the CHRs. In some cases, providers 
reported that they would modify their care plan based on 
critical data provided in the CHR notes. Overall, providers 
reported that the feedback from the CHR through the 
EHR system was both useful and appreciated.

When I see the patient and I kind of look through 
their chart, and I see that the CHRs left a note, I will 
say, ‘I hear that one of our CHRs came out to visit 
you, they were mentioning this that and the other, 
I’m concerned about that.’… and then sometimes, 
if that means that I need to see the patient sooner, 
I might try to schedule the patient sooner. Andrew, 
physician, site with CHR access to EHR

In contrast, providers who worked in service units 
without access to EHR reported difficulty in locating CHR 
documentation and receiving feedback from their referrals 
to the CHRs. Providers stated that they felt CHR’s paper 
records from their home visits were cumbersome to read 
and providers eventually stopped requesting them. They 
also described frustration when they failed to hear back from 
the CHR after making a referral due to limited follow-up 
communication. They felt that they could not determine 
whether the patient was successfully visited or enrolled in 
the CHR’s care nor discern what occurred at these visits.

There are challenges because we don’t share EHR 
electronic notes. So we don’t always get a chance to 
see what is being done with that CHR and patient in 
the community. I mean they do a note, and it proba-
bly goes in the [paper] chart, but … if it’s not in EHR, 
I really don’t pull a chart unless I absolutely have to. 
Catherine, nurse practitioner, no EHR access

When I put in a referral, I don’t get notified…. 
Sometimes I don’t get any feedback in terms of what 
was the outcome of the [CHR] visit, [or] if there was 
any interaction done at all with some of the patients. 
Gerry, public health nurse, no CHR access to EHR

Providers at sites where CHRs did not have access to 
the EHR endorsed the prospect of granting CHRs access 
to EHR in the future. One provider stated that receiving 
feedback from CHRs via EHR would encourage providers 
to continue referring patients to the CHRs because they 
would be able to see the results of their referral and 
further incorporate the CHR notes into their patient’s 
treatment plan.
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Getting those EHR notifications, I think it is really 
helpful because if you refer to a program but you nev-
er get any feedback on how your patients are doing, 
or what’s happening, it’s kind of discouraging and 
people often won’t continue to refer if that’s the case. 
So, I think like getting some sort of feedback about 
what interventions are performed with the patient, 
how their doing, things like that really encourage the 
providers to continue to refer. Janet, physician, ser-
vice unit with no EHR access

Discussion
Three main themes emerged from the perspectives of the 
providers: an acknowledgement of the importance in devel-
oping clinic–community linkages, an endorsement of the 
COPE materials being delivered by the CHRs and the neces-
sity for CHRs to be integrated into the EHR. The themes 
that emerged are similar to other situations on a national 
level where healthcare providers grapple with a further 
integration of CHWs into clinical care teams.9 27 Although 
difficult, other studies have shown positive outcomes from 
this integration.28 The remarks from providers in this qual-
itative study works to support the current literature on 
this subject and encourages integration of the ‘quadruple 
aim’—that of improving provider satisfaction—alongside 
the standard triple aim of enhancing patient experience, 
improving population health and reducing costs.29 One 
recommendation to address provider satisfaction is creating 
healthy ‘care teams’ including expanded roles that allow 
delivery of preventive care and health coaching to patients. 
The importance of achieving a sense of joy and self-efficacy 
among healthcare providers highlights the challenges of 
staff burnout, particularly in settings where staff turnover 
and workload is high.

Providers recognised the critical role of the CHRs in 
the healthcare team and felt that increased interactions 
(eg, informational exchanges, interprofessional meet-
ings including case management and quarterly progress 
updates) would strengthen the relationship between CHRs 
in the field and providers in the clinic.

Almost all the providers interviewed responded positively 
to the COPE materials and the quality of the health educa-
tion that CHRs were delivering in their communities. By 
involving local providers in the development of educational 
materials and delivery of training, providers had confi-
dence in the materials and felt reassured that information 
provided by CHRs would be consistent with what patients 
were being told in clinic. We felt that this was one of the 
strongest aspects of the intervention. Provider-led trainings 
increased collaboration with CHRs by building trusting 
relationships and stimulating greater collaboration.

Our findings support the need to integrate CHRs through 
shared access to the EHR. EHR access has provided a quick 
and streamlined process to refer patients to CHRs and 
critical sharing of important information that improved 
providers’ ability to care for their patients. As healthcare 

systems move increasingly towards paperless systems, 
providers rarely review hand-written notes by CHRs.30 This 
provider perspective highlights the importance of advocacy 
among clinicians to facilitate CHR access to EHR. Across 
tribal communities, many Indian Health Service sites use 
the same EHR system, providing a unique opportunity 
to use training and clearance protocols as well as EHR 
templates developed in Navajo to any interested site.

Our study has several limitations. Because COPE team 
members conducted the interviews, providers may not have 
been as truthful about negative experiences and interviews 
may have been less comfortable probing for negative feed-
back. However, the interview guide included questions 
explicitly asking about implementation challenges and 
opportunities for improvement. We feel that providers were 
honest about their experiences with the COPE Program, 
the Navajo Area IHS System and the Navajo Nation CHR 
Program based on their wide range of responses including 
frank discussion of challenges in the programme. All of the 
providers that were interviewed as a part of this study had 
some relationship to the COPE Program and were there-
fore more likely to be advocates for the programme and 
for CHRs in general. We recognised that these responses 
do not necessarily reflect perspectives among all providers 
across these healthcare facilities. While not the scope of 
this study, interviewing providers not involved with COPE 
could have provided a more accurate reflection of the 
general population of providers, as well as insight on how 
to involve more providers. In fact, those who participated 
in this study felt that more providers should be aware of 
this programme and the role of CHRs. They suggested that 
the materials could be used to provide health coaching to 
more patients and also emphasised the need to increase 
awareness of CHRs and the COPE intervention among the 
broader community of clinic-based providers.

Conclusion
Providers who worked with CHRs and the COPE interven-
tion expressed a strong appreciation for the unique role 
of CHRs and the value of COPE’s standardised health 
education materials and CHR trainings. At a system level, 
providers were able to work more closely with CHRs when 
they shared access to EHRs. Successful integration of CHWs 
into interprofessional healthcare teams may inform CHW 
programmes across a variety of settings. Further research 
to better understand the patient experience would comple-
ment the provider perspective to determine whether 
and how integration of CHWs into healthcare teams also 
improves the patient experience of care.
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