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Abstract

Objectives: Community health workers (CHWs) are a critical part of the healthcare workforce and valuable members of
healthcare teams. However, little is known about successful strategies for sustaining CHWV programs. The aim of this study
is to identify institutional and community factors that may contribute to the sustainability of CHW programs to improve
maternal health outcomes. Methods: We conducted focus groups and in-depth interviews with 54 CHWs, CHW program
staff, and community partners involved in implementing three Merck for Mothers-funded CHW programs in the United
States serving reproductive-age women with chronic health conditions. Additionally, a review of documents submitted by
CHW programs during the evaluation process provided context for our findings. Data were analyzed using an inductive
qualitative approach. Results: Three themes emerged in our analysis of factors that may influence the sustainability of
CHW programs to improve maternal health: CHW support from supervisors, providers, and peers; relationships with
healthcare systems and insurers; and securing adequate, continuous funding. Key findings include the need for CHWs
to have strong supervisory structures, participate in regular care team meetings, and interact with peers; advantages of
CHWs having access to electronic health records; and importance of full-cost accounting and developing a broad base of
financial support for CHW programs. Conclusion: Research should continue to identify best practices for implementation
of such programs, particularly regarding effective supervisory support structures, integration of programs with healthcare
systems, and long-term revenue streams.
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and management); advocacy (ie, translation and mediation);
outreach (referral and follow up); capacity building (ie, indi-
vidual and community empowerment); and provision of
direct services (ie, basic needs and clinical services).?

Yet sustaining CHW programs is challenging in the
United States (US), largely due to short-term program fund-
ing.*> The Affordable Care Act recognizes CHWSs as impor-
tant members of the healthcare work force and, as of January
2014, Medicaid can reimburse for CHW services, if recom-
mended by a physician or other Medicaid-enrolled licensed
practitioner.® However, lack of awareness of and guidance
on legislation related to reimbursement of CHW services
may hinder organizations’ ability to sustain CHW pro-
grams.” Moreover, new policies and policy changes being
pursued by the current US Administration, such as reducing
funding for prevention and public health, may decrease
incentives for community health programs.® Evaluating the
role CHWs play in producing positive health behavior
change and health outcomes can help encourage sustained
investment in CHW programs.®!' However, positive pro-
gram evaluations do not guarantee sustainability.'?

In 2015, Merck for Mothers, Merck’s $500 million global
initiative to address maternal mortality,'* funded three orga-
nizations in New Jersey, New York, and Pennsylvania to
address growing numbers of pregnant women with chronic
conditions such as obesity, diabetes, hypertension, and car-
diovascular disease, which may contribute to the rise in
maternal mortality and morbidity.'*!> Two organizations
were community-based organizations and one was a
Medicaid accountable care organization. Each CHW pro-
gram model was developed in collaboration with local stake-
holders to ensure it would best meet needs of the women
(pregnant and postpartum women or medically and socially
complex women of reproductive age, all with chronic health
conditions) in the community it intended to serve and health-
care system of which it was a part. Specific services CHWs
provided were tailored to each client’s needs. Across pro-
gram models, CHW roles included helping clients navigate
the healthcare system, conducting health education and out-
reach, providing information and referrals for social services,
assisting with scheduling appointments, delivering appoint-
ment reminders, and attending appointments with clients.
CHWs also worked with clients to develop care management
plans and track progress toward their health goals. Many
were doulas (trained, nonmedical birth coaches) and sup-
ported clients during labor and birth.

Findings from our evaluation of these Merck for Mothers-
funded programs'® indicate that CHWs are valuable members
of maternal healthcare teams with potential to contribute to
advancement of the Triple Aim for maternity care: improved
health, improved care, and reduced costs.!” For example, rela-
tive to a comparison group, women enrolled in the program
implemented in Pennsylvania were more likely to experience
improved prenatal and postnatal care engagement and reduced
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Figure |. Conceptual framework for multi-level factors that
may influence the sustainability of community health worker
(CHW) programs to improve maternal health outcomes.

antenatal inpatient admissions, and their infants were more
likely to experience shorter neonatal intensive care unit stays.!’”
Despite such improvements, sustainability remains a concern,
with only two of the three programs that were assessed main-
taining implementation beyond the initial funding period.

Drawing on a socioecological framework,'® Figure 1
shows the multiple levels of context that may influence the
success and long-term viability of CHW programs includ-
ing intrapersonal (client characteristics), interpersonal (cli-
ent-CHW relationship), institutional (program structure and
training), and community (linkages and service integration)
factors. Our evaluation solicited stakeholder perspectives at
all levels of the framework on the implementation, impact,
and sustainability of each CHW program. The aim of this
study is to identify institutional and community factors that
may contribute to the sustainability of CHW programs to
improve maternal health outcomes.

Methods

This qualitative study is part of a larger evaluation of three
Merck for Mothers-funded CHW programs. Clients, CHWs ,
CHW program staff, and community partners (ie, representa-
tives of health systems partnering with CHW programs and
members of other partnering organizations such as behav-
ioral health organizations) participated in the evaluation. This
study uses data from participants not including clients. All
CHWs and program staff affiliated with the CHW programs
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Table I. Sample Questions on Semi-Structured Focus Group/Interview Guides for Community Health Workers (CHWs), CHW

Program Staff, and Community Partners.

Stakeholder Topic Question
CHW Training e What parts of your training have been the most helpful to you in
providing care?
Client interactions e Tell me about a time when you felt that your help was useful.
Programmatic support & healthcare e When you need professional support in your CHW role, how do

institutions

Personal & professional life

CHW program staff  Training °
Program implementation .

[ ]

Program sustainability °

Community partner  Training °
Program implementation °

you get it?

Tell me about how you fit in with other members of the healthcare
team.

Do you see yourself continuing to work as a CHW?

What do you think are the weaknesses/strengths of the CHW
program?

Tell me what the training for CHWs looks like?

Tell me about how your organization came to implement this
particular CHW model.

What have been some challenges/successes of the CHW program?
What are some lessons you have learned in trying to sustain the
program over time?

How do you think CHWs should be trained?

What do you think of the program? What are its strengths?
Weaknesses?

Do you have recommendations to improve the program?

were eligible and were invited by evaluation staff to partici-
pate. Community partners were invited by CHWs and CHW
program staff to participate. Participants had no prior rela-
tionship with or knowledge about the evaluation team.
Interested CHWs, CHW program staff, and community part-
ners provided written informed consent prior to participation.
No participants withdrew from the evaluation.

Focus groups and individual in-person semi-structured
interviews were conducted at each program site using focus
group/interview guides developed by the evaluation team.
Only participants and the evaluation team were present at the
focus groups/interviews. Examples of questions in the focus
group/interview guides are shown in Table 1. Topics included
challenges, successes, and lessons learned regarding imple-
mentation, impact, and sustainability of each program. Upon
completion of focus groups and interviews, participants were
compensated with a $20 gift card, and descriptive field notes
were written. Focus groups and interviews were recorded and
transcribed by the evaluation team. Transcripts were not
returned to participants for comment.

Data for this study came from 18 CHWs, 15 CHW pro-
gram staff, and 21 community partners who participated
in 9 focus groups and 5 in-depth interviews (whichever
was convenient to the participant) conducted between
May and October, 2017 (Table 2). Duration of focus
groups/interviews was 60 min on average. Data also came
from a sample of documents (n=18) submitted by CHW
program staff during the evaluation process, including
initial reports, progress reports, and grant submissions
(Table 2). Evaluation documents provided detailed

programmatic data and narratives that supplemented the
focus groups and interviews. We used focus group/inter-
view and evaluation document data to increase legitima-
tion of data interpretation through triangulation."
Furthermore, the relevance of codes in grounded theory
research can be established if a code is repeatedly present
across data sources.?’

Initially, focus group and interview data were analyzed
using a grounded-theory informed inductive coding
approach to identify key themes.?! Two authors (RM, LB)
trained in qualitative research methods, iteratively single
(one person codes a transcript)- and double-coded (two
people independently code the same transcript) samples of
the focus group and interview transcripts using a prelimi-
nary code book based on the structure and content of the
focus group/interview guide. Coders met to refine and mod-
ify codes, derived from the focus group/interview guide and
the data, for clarity and completeness. Consensus was
reached through discussion. The same two authors single-
coded all transcripts using the final codebook. Data satura-
tion was achieved. Data were coded using Dedoose (version
8.0.35, SocioCultural Research Consultants, LLC, Los
Angeles, California, 2018). Subsequently, RM reviewed
evaluation documents to contextualize excerpts from the
focus group/interview data and to provide more detailed
excerpts based on codes from the final codebook. We sought
feedback from CHW program staff on data interpretation.
All study procedures were approved by the Yale University
Institutional Review Boards (Human Subjects Committee,
reference number 2000020587).
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Table 2. Number of Focus Groups/Interviews and Participants and Evaluation Documents Across Community Health Worker

(CHW) Programs.

Focus groups and interviews

Evaluation documents

Number of focus  Number of interviews Total Total

groups (number of (number of number of Initial Progress Grant number of
CHW Program participants) participants) participants report reports submissions Others documents
Program A | 2 | 2 6
CHW I (4) 0 (0) 4
CHW program staff I (6) 3' (3)2 7
Community partner 1 (7) 0(0) 7
Program B | | 0 | 3
CHW 13(7) 0 (0) I
CHW program staff 0(0) 6
Community partner 2(5) 5
Program C | 4 4 0 9
CHWs and doulas* 2 (13) 0 (0) 13
CHW program staff 0(0) 2(2) 2
Community partner 1 (9) 0 (0) 9
Total 9 (51) 5(5) 54 3 7 5 3 18

'Follow-up interviews.

2Two CHW program staff in Program A who participated in the focus group also participated in the follow-up interviews.

3The CHW participated in the CHW program staff focus group.

“In Program C, doulas (trained, nonmedical birth coaches) were different from CHWs; in other programs, CHWs could provide doula services.

Description of Authors’ Backgrounds

The authors are females with doctoral degrees who are
trained in qualitative research methods, have expertise in
maternal health research, and are affiliated with a school of
public health. RM (doctoral candidate at the time of the
focus groups/interviews) and LB (postdoctoral fellow/asso-
ciate research scientist) conducted the focus groups/inter-
views and coded the focus group/interview data. JL was a
doctoral candidate/associate research scientist and SC was a
research scientist. The authors have extensive experience
conducting community-based participatory research in
urban, low-income communities of color which may have
influenced the interpretation of the data.

Results

Three themes emerged in our analysis of factors that may
influence the sustainability of CHW programs to improve
maternal health: CHW support from supervisors, providers,
and peers; relationships with healthcare system and insur-
ers; and securing adequate, continuous funding.

CHW Support from Supervisors, Providers, and
Peers

Healthcare organizations must comprehensively support
their CHW workforce. All three CHW programs provided
comprehensive initial training and continued training.

However, trainings can be logistically difficult to arrange
and expensive to provide. One CHW program was able to
cost-effectively meet ongoing training needs by virtue of
being a Medicaid accountable care organization and utiliz-
ing their own physicians and behavioral health specialists
(rather than paying external organizations) to provide regu-
lar, targeted trainings to CHW:s on topics relevant to clients.
CHWs reported that shadowing a more experienced CHW
was also a valuable part of CHW training.

Many CHWs highlighted the need for program adminis-
trators to fully appreciate the demands of the job. In the
words of one CHW, “So, to sum it up, we couldn’t do what
we really do if it wasn’t for our director that understands the
workload that we have.” (CHW 1, Program C). CHW pro-
gram staff supported CHWSs by conducting frequent meet-
ings to address CHW concerns. As shared by CHW program
staff, “The director really works hard on providing adequate
support to the staff and helping with complicated cases so
that no one really feels like they’re on their own in a situa-
tion.” (CHW Program Staff 1, Program A). Community
partners likewise expressed the importance of providing a
strong supervisory structure for CHWs:

CHWs going into the home of a high-risk population. To really
provide a structure where there is some type of supervision or
support for them. . . having a one supervisor to five caseworkers
ratio, some kind of a structured ratio. . . where there’s time for
them to really work together on how are you handling and
managing your cases. (Community Partner 1, Program C)
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CHW participation in routine care team meetings helped to
ensure that they had the support they needed from providers
and vice versa. As stated in a grant renewal:

[The CHW program] created a new, systematic approach and
level of trust between the hospital-based prenatal clinic and
obstetrical services, the Medicaid managed care insurer and
the community-based service provider. Introducing the
[CHW program] in the [clinic] led the prenatal clinic to revive
a multi-disciplinary care review meeting to discuss patients’
cases. Each week doctors and the care team review scheduled
patients, and a [CHW] provides real-time updates on those
enrolled as [CHW program] clients and their progress outside
of the clinic. The [CHW] then joins the Nurse Practitioners’
meeting in the clinic in a similar fashion. These weekly
meetings have become accepted and anticipated as critical
communication channels for [CHW program] staff and the
healthcare providers. These interactions are a consistent
thread given turnover in providers, as well as an opportunity
for the providers to better understand and better serve their
patients. (Grant renewal, Program A)

CHWs also described the importance of receiving emotional
and informational support from peers. As a CHW, who was
trained as a doula, stated, “One thing that I need is an oppor-
tunity to share my experience among like-minded doulas. To
talk about it, whether it’s good or bad. . . just to share it and
discuss it with somebody who will understand because
they’ve met [it] in some form or fashion.” (CHW 2, Program
C). Another CHW expressed, “I do need. . . everyone needs
to know that all the craziness is for a good cause and that
there’s a good outcome. . . We wanna know that we can vent,
we can say things that we may not be able to say to our
departments.” (CHW 3, Program C).

Formal Relationship between CHW Program
and Healthcare System and Insurers

The two CHW programs that maintained implementation
beyond the initial funding period were part of or had a for-
mal relationship with a healthcare system that enabled
CHWs to have access to electronic health records (EHR).
These programs identified and recruited clients through
review of EHR, face-to-face meetings in the clinic, and
clinic referrals. Conversely, it was more difficult for the
CHW program that did not have a formal relationship with
a healthcare system to identify potential clients:

Not being in a clinical setting is a major challenge of the
program. Therefore, we have to work very hard to cultivate
relationships with clinical providers so that they refer women
to our program. Still doctors are not likely to make those
referrals. It is the social workers and other patient advocates,
and community health workers that often connect women to us.
(Initial report, Program C)

Having access to clients’ EHR also facilitated CHWs abil-
ity to assist clients in attending appointments. As CHW
program staff described, “There’s a lot of value to us hav-
ing access. And one of the practical applications to that is
that we can help our clients get to their appointments
because we can see when they are.” (CHW Program Staff
2, Program A).

Through access to clients’ charts, these programs also
bridged communication between clients and providers/
hospitals. In the words of one CHW program staff mem-
ber, “Integration with health records and all that, gives us
capacity to give [hospitals] timely feedback on their
patients. So, our value added is very immediate and visi-
ble.” (CHW Program Staff 3, Program A). Other CHW
program staff described how CHWs interfaced with pro-
viders by providing client narratives to providers/hospi-
tals and implementing provider recommendations with
clients:

And [ think, the [obstetricians] especially, rotate through their
clinic so they are not establishing relationships with people.
Sometimes it almost feels helpless a little. . . And we really can
provide a narrative to what is going on with this person. And [
think that that helps provide context for those providers.
And. . . they can give us recommendations for. . . health goals
and how to achieve. . . those things. And we can be like alright
we are going to take those into the community. . . If we want
this person to work on nutrition and diet, we are going to create
a plan with this person that is. . . realistic for them. And we are
going to continue working and we are going to report back to
you. We submit our goal plans into their charts so that the
providers can look that up and they can see, alright, how it all
fits. And we do charting now into the charts so that when they
are looking at someone’s chart, they can see we are connected.
(CHW program staff 2, Program A)

One CHW program also benefitted from having a direct
relationship with a large Medicaid insurer. CHWs were able
to facilitate the provision of important instrumental support
such as health information and resources to clients. As
stated in a grant renewal:

[The insurer’s] care managers perform outreach over the
telephone and struggle to reach their members to provide them
with resources such as pregnancy tips, nutrition information,
and childbirth classes. However, members change phones or
screen calls and are often hesitant to talk to their insurer.
Members don’t realize the insurer is offering them resources
such as breast pumps and baby items. [CHWs] were able to
share this information with clients and encourage them to
answer the call or even facilitate a three-way call with their
care manager. [CHWs] began holding monthly calls with the
care managers, sharing information on clients and their
challenges. [CHWs] also have direct phone conversations with
care managers as needed. (Grant renewal, Program A)
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Securing Adequate, Continuous Funding

CHW programs have the potential to provide a significant
return of investment. As CHW program staff expressed:

Look at the full value of what that program could look like.
And think about the full cost. It is not an add on. It’s not a
person that brings someone to appointments. It’s a part of the
care team that makes care better. And. . . that’s bigger (CHW
Program Staff 3, Program A).

However, CHW retention relies upon paying a competitive
salary for this demanding position:

Other programs and local organizations, including [the
Department of Health (DOH)], pay their CHWs $40,000 per
annum. [The CHW program] would like to offer a more
competitive salary to our CHWs in order to retain them. The
two CHWs who left us, did so to work for an organization and
the DOH paid them a higher rate to work as a CHW. . . Also,
our clients are not easy and our CHWs work tirelessly on their
behalf. (Progress report, Program C)

[CHW’s] work is really hard. . . yes, we’re all passionate about
this, but that doesn’t pay the bills. . .You can’t pay rent with
passion. . . you lose good people because of salaries.
(Community Partner 2, Program C)

Moreover, it is essential to do a full cost accounting includ-
ing expenses associated with comprehensive, ongoing train-
ing, adequate supervision, and true integration of CHWs into
existing systems, as highlighted by CHW program staff:

One thing. . . both the insurers do not recognize is that this
does take a tremendous amount of training and coordination.
So, people think, ‘Oh, I’'m going to buy a community health
worker.” And that means, I’'m going to pay somebody $30,000
and they’re going to take care of all of this. And they are not
thinking about all the training, supervision, this massive
coordination. . . When you invest in all of those things, it
makes a big difference. We can really help the individuals and
the providers, and the systems be much more effective and
responsive. (CHW Program Staff 4, Program A)

Gaps in funding can lead to issues with staff recruitment
and retention and delays in program implementation. For
example, one CHW program lost its director and assistant
director due to a gap in funding between the planning year
and implementation year (Progress report, Program C).
Furthermore, as reported by a CHW, identifying and apply-
ing for funding sources is time-consuming, reducing capac-
ity for supervising CHWs.

CHW program sustainability relies on funding from
other sources. As CHW program staff shared, “Payers really
care about this population [pregnant women]. That’s the
next frontier, getting [managed care organizations (MCOs)]
to help pay for this work.” (CHW Program Staff 1, Program

B). Moreover, insurers and hospitals/clinics can reduce
inefficiencies in workflows around first prenatal and post-
partum visits, and unnecessary or expensive outpatient and
inpatient services, by financially supporting CHW pro-
grams. As CHW program staff stated:

And truly I think for sustainability you need to have that payer to
have that skin in the game and you also need that hospital really
paying in. . . If the bill is going to the hospitals, they are going to
be needing programs like ours to bring their costs down, like the
stay in the [neonatal intensive care unit], [emergency room]
visits, etc. (CHW Program Staff 3, Program A)

However, CHW program staff noted there is still work to be
done to increase understanding of the CHW role:

I can’t tell you how many managed care companies are very
interested in community health workers to go find the people
they can’t find. And I have said to them, ‘Hire a detective
agency.” Because really our value is the relationship that we
have with the client. (CHW Program Staff 5, Program A)

Developing partnerships with healthcare insurers can help
offset program costs. For example, one CHW program
entered a contractual arrangement with a Medicaid MCO
for a flat reimbursement per trimester, however, this
arrangement did not cover all program costs (Progress
report, Program A). Relationship building with MCOs took
a number of years and restructuring and leadership changes
at MCOs could stall contractual negotiations. The transition
from Medicaid managed care contracts to value-based pay-
ment contracts is a positive future development (Grant
renewal, Program A).

A broader funding agenda that involves federal and state
agencies is also necessary. As CHW program staff stated,
“On the national level, we have talked about collective
impact going together to [Centers for Medicare & Medicaid
Services]. And I thought that’s going to be really important
because if the Centers for Medicaid and Medicare told the
states ‘pay attention to this’ then they would be more likely
to do it.” (CHW Program Staff 4, Program A).

Discussion

This study adds to the literature by identifying specific
themes—CHW support from supervisors, providers, and
peers; relationships with healthcare system and insurers; and
securing adequate, continuous funding—that require attention
when developing sustainable CHW programs aimed at
improving maternal health. Our findings highlight the need
for CHWs to have strong supervisory structures, participate
in regular care team meetings, and interact with peers. They
suggest numerous advantages of CHWs having access to
EHR including facilitating referrals, CHWs ability to help
clients adhere to appointments, and bidirectional communi-
cation between CHWs and other care team members. The
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findings also demonstrate the importance of program budgets
to account for all expenses associated with sustained imple-
mentation and to develop a broad base of financial support.

Our findings pertaining to CHW support are consistent
with previous studies of CHW programs to address chronic
diseases and population health,'®?? and nationally recognized
essential skills for CHWs, namely being trained and sup-
ported in a full range of roles across all levels of the socioeco-
logical model, and receiving sufficient and appropriate
supervision.?? States are proceeding with CHW certification
efforts to standardize the CHW workforce, and training or cer-
tification requirements are becoming more important hiring
criteria for CHWs and may enhance opportunities for reim-
bursement.>** Certification and training may create barriers
for entry into the profession, although allowing experience to
substitute for training requirements and offering assistance to
offset tuition may reduce these barriers.>*?>

Our findings are also consistent with previous recom-
mendations to fund CHW programs to become integrated
into healthcare systems.?? For example, Delaware Health
and Social Services and Delaware Center for Health
Innovation concluded, “An important way to achieve CHW
integration in the healthcare system, sustainability, and job
security for CHWs is to maximize funding through third-
party reimbursement, including Medicaid and other payors.
A reimbursement system will require CHWs to be trained
and credentialed. In addition to being qualified to have their
services reimbursed, trained CHWs may be entrusted to add
notes to patient health records, giving clinicians informa-
tion about the overall environmental factors contributing to
the social determinants of their health relative to what is
needed in an effective, comprehensive treatment plan.”?°

Although grants and other investments are useful to sup-
port CHW programs in their early stages, one or more long-
term revenue streams are needed to obtain financial
sustainability.® Long-term revenue streams may take multi-
ple forms, including fee-for-service, per-capita payment, or
pay-for-performance. However, healthcare payment models
are shifting from fee-for-service to value-based reimburse-
ment models and funding models for CHWs should be simi-
lar to other health professionals who are integrated into
clinical care teams.”?’

Limitations and Strengths

The three Merck for Mothers-funded CHW programs evalu-
ated specifically focus on pregnant, postpartum, and repro-
ductive-age women with chronic conditions in three
Northeastern US cities, thus findings may not be transfer-
able to other populations or settings. Strengths of the evalu-
ation include data saturation from the recruitment of
numerous stakeholders across multiple levels of the socio-
ecological model and triangulation across stakeholders and
data sources (ie, focus groups/interviews and evaluation
documents). The recruitment of accessible stakeholders may

reduce representativeness,'® although the large number of
participants from different sociological levels may have
minimized this potential limitation.?® We did not identify
new themes emerging from the evaluation documents.
Rather, these data were used to contextualize excerpts from
the focus group/interview data. Demographic characteristics
of the participants were not available. Transcripts were not
returned to participants for comment, although we sought
feedback from CHW program staff on data interpretation.
Nonetheless, our findings advance understanding of the
myriad of factors important for long-term CHW program
viability.

Conclusions

Rising rates of maternal morbidity and mortality and chal-
lenges to existing healthcare legislation make this an impor-
tant moment to consider how to build and sustain CHW
programs aimed at improving maternal health. Our policy
recommendations include establishing regular CHW team
meetings, facilitating access to EHR, and providing long-
term funding to fully support CHW programs and ade-
quately reimburse CHW services. Research should continue
to identify best practices for implementation of such pro-
grams, particularly regarding effective supervisory support
structures, integration of programs with healthcare systems,
and long-term revenue streams.
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