
‘‘He Gave Me Spirit and Hope’’:
Client Experiences with the Implementation

of Community Health Worker Programs in HIV Care

Melissa Davoust, MSc,1,i Mari-Lynn Drainoni, PhD, MEd,1–3 Allyson Baughman, PhD, MPH,4

Maria Campos Rojo, MPH, MSW,4 Terry Estes,5 Serena Rajabiun, PhD, MA, MPH,6 Kelly Ross-Davis,7

Katherine McCann, MPH, MSW,4 Marena Sullivan,4 LaWanda Todd,8

Hill L. Wolfe, MPA,1,9 and Linda Sprague Martinez, PhD, MA4,10

Abstract

Community health workers (CHWs) are members of the frontline health workforce who serve as intermediaries
between health services and communities. In the United States, the role of CHWs has begun to expand as they
have been shown to improve outcomes and reduce inequities in care for chronic conditions. This study used
qualitative methods to explore the experiences of clients in CHW programs to inform their implementation in
HIV care. Thirty clients from 6 Ryan White HIV/AIDS Program care settings across the United States par-
ticipated in individual semistructured interviews to learn more about their experiences working with a CHW.
Four key themes arose from the client perspective. First, CHWs embodied key qualities. Some of the qualities
clients attributed to CHWs included being caring and supportive, along with capable of fostering personal
connections. Second, CHWs met clients where they were. Clients described the CHW approach as more holistic
compared with other care team members; they emphasized CHWs were able to focus on whatever was needed
in that moment. Third, CHWs occupied a unique role in the HIV care team. Clients noted CHWs had more time
to dedicate to their interactions; they also saw CHWs as representing a different level of authority. Finally,
CHWs influenced how clients engaged with care and accessed resources. This included empowering clients to
access resources independently in the future. Overall, clients’ perceptions of CHWs in terms of their qualities,
approach, role, and influence on the HIV care experience suggest they are a valuable resource on the care team.
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Introduction

There has been progress to date in the proportion of
people with HIV (PWH) who are in care and virally

suppressed1; however, inequities persist.2,3 Within HIV care
in the United States, organizations often hire nonclinical staff

to carry out supportive activities focused on ensuring equity
in care access, engagement, and retention.4–7 These ancillary
staff members have titles such as patient navigator, linkage to
care specialist, bridge counselor, outreach worker, promo-
tora, peer counselor, or support specialist.4,8–10 In interna-
tional settings, the term community health worker (CHW)
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has typically been used to describe this role.11–13 A CHW
represents ‘‘a frontline public health worker who is a trusted
member of and/or has an unusually close understanding of the
community served.’’14 CHWs serve as intermediaries be-
tween health services and the community, and in doing so,
can enhance the quality and cultural competence of service
delivery.14

Although CHWs have been utilized in HIV care for over a
decade,15,16 CHW integration in HIV care settings across the
United States has been limited. However, CHW programs
have received increasing attention as an effective interven-
tion to improve outcomes and reduce inequities in care for
chronic conditions,17–19 including HIV.15,16,20,21 In particu-
lar, recent studies show a strong but underserved need for
patient navigation in the HIV care system,22 and CHW pro-
grams represent a promising intervention to meet this need.
Therefore, as CHW programs are increasingly implemented
within this field, understanding the experiences of PWH in
these programs is essential.7 Since the relationship between
patient and CHW represents a core element of these inter-
ventions, exploring the experiences of CHW program clients
can help in understanding the mechanisms through which
they impact health outcomes.23

To improve linkage to care and health outcomes for PWH,
from 2016 to 2019 the Health Resources and Services Ad-
ministration (HRSA) HIV/AIDS Bureau funded a project to
support the integration of CHWs into Ryan White HIV/AIDS
Program (RWHAP) care settings.24 Ten RWHAP sites across
the United States were chosen to implement a CHW program
and work toward integrating CHWs into their multidisci-
plinary care teams. Drawing on data collected for a multisite
evaluation of the project, we report on findings from indi-
vidual interviews with clients in the CHW programs.

Methods

Qualitative methods were used to explore the experiences
of clients in CHW programs and their relationships with
CHWs in HIV care settings.

Study design and setting

The goals of the overarching project were to: (1) increase
the use of CHWs to improve access to and retention in care
for PWH, and (2) improve health outcomes through
strengthening the HIV care workforce.21,25 To support inte-
gration of CHWs into their organizations, each RWHAP site
received training, technical assistance, and coaching, which
were guided by a shared implementation guide26 and training
curriculum27 (targethiv.org/chw). These project resources
incorporated the roles and competencies established by the
CHW Core Consensus (C3) Project.28 Training for CHWs
across the sites was consistent and included 80 h of content,
with two main components: CHW core competencies (64 h)
and HIV knowledge base (16 h).27 Sites could incorporate
their own additional training and supervision, and as an im-
plementation project, each site had the opportunity to tailor
their CHW program to their organizational context and needs
of their patient population. More description of the over-
arching project and additional results of the multisite evalu-
ation have been reported elsewhere.21,25,29

Between March 2019 and June 2019, an evaluation team
from Boston University visited each of the RWHAP sites.

These represented a variety of organizational settings funded
by HRSA, including federally qualified health centers, AIDS
service organizations, city public health departments, and
HIV primary care clinics located in academic medical cen-
ters. The team conducted individual semistructured inter-
views with a subsample of program clients at 6 of the 10 sites
to learn more about their experiences working with a CHW.
Four sites with low client enrollment (<20) were excluded to
protect client confidentiality. The included sites enrolled
between 24 and 96 clients in their programs and were located
in both rural and urban areas in six states (AL, LA, MD, NV,
NJ, and NC).21,25

Recruitment and data collection

Clients were eligible for participation in interviews if they
were enrolled in the overall multisite evaluation. Purposive
sampling was used to recruit participants for the subsample,
and an effort was made to ensure they were representative of
the populations served at each site. Demographics for the
subsample of interviewees were not collected to protect client
confidentiality; however, those of all eligible participants
from the sites included in recruitment (n = 358) can be seen in
Table 1. Further detail regarding the full multisite evaluation
sample, as well as overall project recruitment and eligibility,
can be seen in Drainoni et al.21

Flyers containing contact information for the evaluation
team were posted at sites and/or distributed to clients by
program staff, including CHWs. Clients interested in par-
ticipating in the interviews could contact the evaluation team,
who answered any questions and scheduled interviews. This
recruitment process resulted in a final subsample of 30 cli-
ents. There was an average of five participants from each site
(range: 4–8) where interviews took place.

The evaluation team developed a guide to conduct indi-
vidual semistructured interviews focused on clients’ experi-
ences working with their CHWs. The full interview guide can
be seen in the Supplementary Materials. Evaluation team
members trained in qualitative data collection conducted the
interviews in either English or Spanish, depending on the
preference of participants. Interviews ranged from 30 to
60 min in length. Clients received a $50 VISA gift card for
participating, in accordance with the study protocol. The
Institutional Review Boards of the Boston University Charles
River Campus and Boston University Medical Center ap-
proved all study protocols.

Data analysis

Interviews were audio recorded, uploaded to a secure
server, transcribed verbatim, and deidentified in the tran-
scription process. Spanish language interviews were trans-
lated into English for analysis. Transcripts were reviewed for
accuracy and imported into NVivo Version 12,30 which was
used to manage the data and facilitate the coding process.
A codebook with a priori codes was initially developed based
on theory underlying CHW program interventions and the
content of the interview guide, consistent with the approach
outlined by DeCuir-Gunby et al.31

Example theory-driven a priori codes included: client re-
lationship with the CHW, HIV care experience before and
after the program, program impact on areas outside of HIV
care, and CHW activities. The evaluation team began with a
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pilot coding round in which four coders reviewed the same
five transcripts, each from a different site. The four coders
(M.D., M.C.R., M.S., and K.M.) assessed intercoder reli-
ability and reached consensus through discussion and core
view of each transcript. Any areas of disagreement were re-
solved among the coders, with input from the project director.
During this process, the coders also discussed emerging
concepts and updated the codebook to incorporate additional
codes derived from the data. Example inductive codes in-
cluded: CHW characteristics, client history, and subcodes

added under existing parent codes, such as depression and
anxiety under mental health, transportation under concrete
resources, etc.

Once the codebook was finalized, all transcripts were
double coded. The study team then used a thematic analysis
approach,32 which consisted of reviewing the content of each
code and holding analysis meetings, to develop a set of key
themes.

Results

Four prominent themes emerged from the client perspec-
tive. Clients expressed that: (1) CHWs embody key qualities,
(2) CHWs meet clients where they are, (3) CHWs occupy a
unique role in the HIV care team, and (4) CHWs influence
how clients engage with care and access resources (Table 2).
As clients discussed experiences in the programs and indi-
vidual relationships with CHWs, comments centered around
their qualities, approach, role, and influence.

Clients focus on key qualities of CHWs

Clients’ descriptions of their relationships with CHWs
were intertwined with descriptions of CHWs’ key qualities
and characteristics. Clients characterized CHWs as caring
and supportive, capable of fostering personal connections,
committed to their role, persistent, and as having shared ex-
periences. CHWs were viewed as particularly caring, espe-
cially with regard to their ability to empathize with the client
experience. Clients described the supportive nature of the
relationship, particularly in terms of CHWs’ nonjudgmental
approach.

[The CHW] is someone who is more personal, he is more
conscious, has friendly relations with people, has a presence
where you feel comfortable with him, a person who helps you
emotionally, guides you in the steps you need to take. He is a
person that, how should I say, emotionally, he makes you feel
good. [Client 1]

Clients frequently emphasized feeling a personal connec-
tion with their CHWs. Some used language related to family
to characterize their relationship, including seeing the CHW
as like a sibling or parent. Clients described feeling taken care
of, and this was particularly true in cases where clients also
described lacking close personal connections who were
aware of their HIV status and able to support them.

Only my mom out of my whole family knows that I have it
[HIV], I can’t tell my dad because he barely messes with me
for being gay. .. That’s why when [CHW] was like, ‘This is my
kid, take care [of] him,’ I was like ‘Oh!’. .. Because he’s low
key like a father to me because I can’t talk to my dad about
this. .. [CHW] helps a lot. [Client 2]

CHWs were also seen as particularly committed to their
job and persistent in their interactions with clients.

[The CHW] does more than what she needs to and is supposed
to. She has offered to look up things for me that I know she
doesn’t even have to or need to, she’s offered to make phone
calls for me that I know she doesn’t need to or have to. She’s
even just sat there and listened to me, even on her lunch break,
and she doesn’t have to. Just to calm me down, to keep me
from having a [panic]attack and having to go to the hospital.
[Client 3]

Table 1. Characteristics of Eligible Participants

Across the Six Study Sites at Baseline (n = 358)

Variables n %

Demographics
Age (years)

Mean (SD) 41.52 (12.46)
Range 18–70

Sex
Male 247 68.80
Female 109 30.36
Other 2 0.56

Transgender
Yes (male to female) 8 2.23
Yes (female to male) 2 0.56
No 341 95.25

Race
Black 275 76.60
White 44 12.26
Hispanic 25 6.96
Other/unknown 15 4.18

Born in the United States 333 93.02
English as primary language 342 95.26
Employment status

Employed 101 28.13
Unemployed 229 63.79

Housing status
Currently housed 311 86.63
Not currently housed 41 11.42

Unmet needs
None 75 22.73
1–2 unmet needs 113 34.24
>3 unmet needs 142 43.03

Clinical characteristics
HIV primary care visit (past 6 months)

No visits recorded 179 50.00
At least one visit recorded 179 50.00

Active ART prescription
No 109 30.53
Yes 238 66.67
Unknown 10 2.80

Viral suppression
No 171 47.77
Yes 84 23.46
No laboratory data 103 28.77

Mental health diagnosis 116 32.40
Substance use disorder diagnosis 109 30.45
Hepatitis C diagnosis 50 13.97

ART, antiretroviral.
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Finally, most sites did not require that CHWs have a di-
agnosis of HIV, and CHWs may have shared different types
of lived experiences with clients, such gender identity, racial
identity, or experiences with substance use or incarceration.
However, in circumstances where CHWs did share the ex-
perience of living with HIV, clients emphasized the impor-
tance of that bond. This was particularly true in cases where
clients were newly diagnosed.

We are on the same level, kind of, going through the same
process, I guess, of discovering that you are HIV positive. ..
When [the CHW] told me his story and what he went through,
the same thoughts and feelings that I had gone through, and
how, he’s like, ‘It’s going to get better’. .. That’s what helped a
lot. .. My personal journey compared to his and listening to his
journey, it kind of lets you know that it’s okay, it’s not as bad
as it is. [Client 4]

CHWs meet clients where they are

Clients experienced their interactions with other care
team members, such as physicians and case managers, as
being more regimented, whereas they described CHWs as
wanting to make sure their needs were met—whatever those
needs may be. Clients saw the CHWs’ approach as more
holistic and interpersonal compared with other care team
members.

What I like about the community health workers is they meet
your needs where you at individually. .. Sometimes with case
management is kind of a thing that you follow. Is they taking
their medicine? Is they going to the doctor? Are you using
condoms, whatever? But [with the] community health worker,
those are things that they want to make sure that you’re
managing, but they kind of meet you with your needs. .. Instead
of it being a standard medical, like the medical case man-
agement, the community [health] workers can go outside the
box a little bit with you, so to speak. [Client 5]

Clients emphasized that CHWs were able to focus on
whatever they needed in that moment, and most notably, what
clients often needed was emotional support, social support, and
coaching. Clients continually emphasized how CHWs provided
emotional and social support, usually when they described

feeling depressed. They also described a sense of motivation
that CHWs provided, such as when they needed an extra push to
‘‘fight’’ their HIV or seek out other types of services.

I learned a lot from the community health worker. Learned
how to be responsible. I learned how to deal with life when life
turns. I learned not to give up. I learned to keep fighting. ..
I normally give up. But dealing with the community health
worker I deal with, there’s always some positive being said.
[Client 6]

CHWs occupy a unique role in the HIV care team

Clients’ descriptions of their experiences emphasized how
they viewed the CHW as a distinct member of their HIV care
team. First, they described CHWs as having more time to
dedicate to them.

The doctors don’t really have time. They have a little time to
hear your concerns but then they know where that’s going to
go, so they gone shortcut it, and ‘Okay, we need to do this. I’ve
got a limited amount to time to be with you and I’ve got
another patient’. .. So, the community [health] worker, he can
sit there. He kind of analyze what needs to be done. [Client 7]

CHWs were also seen as representing a different level of
authority, which clients expressed in terms of feeling more
‘‘comfortable’’ in that relationship compared with other
care team members. In one case, the client used the word
father to describe a more paternalistic relationship with their
physician. Whereas, their CHW represented someone with
whom they could relate and interact with in a more helpful
way.

I think of [my doctor] as a father. .. Because he just gives me a
look, and I’m like, wow, I know that I’ve messed up. .. The
community health worker talks with me, let me know, like, this
is where your weak point at, this is where your strong point at.
And I know you can do it. They push me to do better. [Client 6]

However, in another case, a client reported the CHW was
not a key part of their HIV care experience. Analysis of this
interview suggested the client had outside sources of social
support that they could engage, rather than going to the
CHW.

Table 2. Summary of Results from the Client Perspective on Their Experiences

with Community Health Workers in HIV Care

Theme Details

Qualities: CHWs embodied key qualities CHWs employed a nonjudgmental approach
Clients felt a personal connection with CHWs
Clients saw CHWs as committed and persistent
Clients appreciated CHWs having shared experiences

Approach: CHWs met clients
where they were

Clients saw CHWs approach as holistic and interpersonal
CHWs focused on whatever clients needed in the moment

(e.g., emotional support, social support, coaching, and motivation)

Role: CHWs occupied a unique role
in the HIV care team

Clients described CHWs as having more time
Clients saw CHWs as a different level of authority
CHWs provided a source of social support for clients who needed it most

Influence: CHWs influenced how clients
engaged with care and accessed resources

CHWs helped clients build health literacy
CHWs helped clients access additional supportive resources
Clients emphasized the role of CHWs in supporting their mental health
CHWs focused on empowering clients

CHWs, community health workers.
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I don’t just go to [the CHW] about problems and stuff because
like I said, I guess because my sister and brother now, they
constantly come by and come get me, and they always be
asking me, ‘You all right? You need anything?’. You know,
and stuff like that. [Client 9]

This may indicate that CHWs represent a unique resource
for clients within the context of the HIV care team, in that
they provide a source of social support for those who need
it most.

CHWs influence how clients engage with care
and access resources

In this final theme, clients described how CHWs influ-
enced both their HIV care experience and areas outside of
health care. These changes were numerous, but could be
summarized as: (1) building health literacy, (2) helping cli-
ents access additional supportive resources, and (3) em-
powering clients to engage with their care in a different way.
CHWs helped build health literacy by working with clients
on topics such as how to communicate and engage with
providers. Other examples included helping clients talk to
their physician about whether they could switch medications
in response to side effects or reduce the number of pills in
their regimen.

I have doctor’s appointments, and I may be going through
stuff, I’ll call [the CHW] and ask her for tips on questions. ..
‘Oh, is it okay if I asked them questions like that,’ and she’ll
give me her input. [Client 10]

Clients also frequently cited CHWs helping them access
additional supportive resources. These typically included
concrete resources (e.g., assistance with housing, food,
transportation, and insurance). However, support for mental
health was also particularly important from the client’s per-
spective. Examples of resources clients accessed included
both the emotional support provided by CHWs along with
referrals to professionals.

Definitely it would be the therapy, [the CHW] was the one that
suggested I go to therapy and start talking to somebody. So
that’s one thing that helped me a lot mentally to get on the
right state of mind. You think therapist, you think crazy, you
know another stigma that goes with it, especially in the His-
panic community. .. You got an issue, you swallow your issue,
and you deal with it, it’s the Hispanic culture. But with [the
CHW] saying it’s really good, it’s going to help you, give it a
try and if you don’t like it you don’t have to go back. So, I did.
.. [Client 4]

A key mechanism through which CHWs influenced cli-
ents’ engagement in care and access to resources was their
emphasis on empowerment. CHWs often began by helping
clients access initial referrals to supportive services, but they
also helped clients learn problem-solving skills to access
resources on their own in the future. In addition, CHWs
would often provide an initial push to engage in care and seek
additional resources through focused encouragement.

I was on my deathbed last year, so I wasn’t going to ap-
pointments, I wasn’t taking medications, and I didn’t really
have a lot of self-esteem or motivation to do anything. I was in
a bad place mentally. So, now it’s like total opposite. .. It’s
really on the person, so it’s really on me. But [the CHW] done
all she could do to motivate me or push me or make sugges-

tions. So [the CHW] advised. .. I had a drug addiction problem
as well. [The CHW] had advised me [about] different NAs
[Narcotics Anonymous] I could go to. .. that turned out pretty
good. [Client 11]

CHWs also helped some clients implement desired chan-
ges in nutrition, fitness, and overall quality of life through
individual coaching and assistance with goal setting. How-
ever, CHWs were particularly influential in empowering
clients to address mental health issues. Clients described
instances of CHWs helping in their experiences with depres-
sion, anxiety, and suicidal ideation. A thread running through
this assistance was CHWs helping clients to recognize that
they were valued, important, and able to access professionals
to help them with their negative thoughts and feelings.

And people see that. They tend to say, ‘Well, they really care
about me. This person really care[s] about me, so I’m going to
do something.’ It activates something in there, at least for
myself. I can say personally it activate to say that I’m not
alone in this. My case manager might not call me, but maybe
once a month. Whereas [the CHW] calls me twice a week or
something, you know what I mean? I’m just saying for ex-
ample. So that makes a big difference. Because people want to
hear that, especially if they isolated themselves or they de-
pressed. [Client 12]

This was particularly true for individuals who were newly
diagnosed and did not initially understand HIV was a treat-
able condition. These clients described CHWs helping them
to understand that HIV was not a death sentence.

When I was first diagnosed with this, I was very unwell and he
gave me spirit and hope. When they diagnose you, you think
that you’re going to die right away, but he is someone who
helps you with moral support, which is the most important
thing. [Client 1]

Discussion

Our findings illustrate that from the client perspective,
CHWs possess key qualities, meet clients where they are,
occupy a unique role in the HIV care team, and influence how
clients engage with care and access resources. Clients in our
sample described their CHWs in consistent ways, and the
qualities identified align with those outlined in the literature
on CHWs.7,28,33 The sites in our study based implementation
of their programs in a set of core roles and competencies for
CHWs across all fields established by the C3 Project.28 The
C3 Project focused their work on CHW skills and compe-
tencies, such as communication and interpersonal skills, but
they also emphasized that qualities have long been valued in
helping to ‘‘facilitate the trust and relationships CHWs need
to be effective in their work.’’28

The C3 Project endorsed prior work from the New York
State CHW Initiative and National Community Health Ad-
visory Study, which identified qualities of CHWs to include:
caring, empathetic, committed, dedicated, dependable, per-
sistent, and resourceful, among others.33–35 In a review of
client experiences with HIV patient navigation in the United
States, Roland et al. found that clients attributed the success
of navigation to dimensions of their relationship with their
navigator, which they described as comfortable and famil-
ial.7,36 In our study, we found that when CHWs were HIV-
positive peers, clients emphasized the importance of having
that shared experience. This also aligns with the findings of
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Roland et al., who suggest navigators sharing the experience
of HIV may help buffer against perceptions and experiences
of HIV stigma, and that greater levels of acceptance of one’s
HIV diagnosis can improve engagement in care.7

Clients in our study also described CHWs as meeting them
where they were. Overall, they saw the CHW approach as
more holistic compared with other care team members, which
aligns with prior studies from both CHW and client per-
spectives, as well as the concept of patient-centered
care.33,37,38 The C3 Project encourages the widest possible
scope of practice for CHW services.28 This allows for what
we found in our study, wherein clients emphasized how
CHWs were able to focus on whatever was needed in the
moment, with emotional and social support as well as
coaching and motivation coming across as key activities. The
C3 Project notes the key role of ‘‘providing coaching and
social support,’’ and motivation has been found to be im-
portant in improving HIV care engagement, with the pres-
ence of external social support as a key factor providing
ongoing motivation to return to care.28,33,39,40 Emotional
support also has been found to be an essential element of the
CHW role, and this aligns with prior findings on how the
emotional and social connection that CHWs provide may be
most important for clients without other stable sources of
support.7,36–38,40,41

Clients clearly emphasized the importance of having the
CHW as a presence on their care team. Specifically, they
valued having a care team member who had more time and
represented a different level of authority. Broaddus et al.
concluded that traditional case managers may not have the
ability to build as close of bonds based on their large case-
loads and administrative burdens, whereas with more time,
the patient experience can be personalized; therefore, they
suggest developing strategies to triage clients into different
levels of service intensity.36 The topic of authority relates to
prior findings that suggest clients who have fallen out of care
may have previous negative experiences with providers in
which they were not in control of their care decisions, and
their desire to have health care personnel with whom they can
relate and establish trust.37,39 These findings emphasize how
CHWs can translate between clients’ lived experiences and
the clinical world.

This is echoed in clients’ descriptions of the influence of
CHWs on their HIV care, which suggest they represent a
valuable resource. CHWs helped clients build health literacy
and empowered clients to engage with their care and access
the additional supportive services they needed, particularly in
terms of mental health. To do so, CHWs wore multiple hats,
providing health education and cultural mediation,28,39 the
practical element of system navigation,7,9,28,38 and social
support, particularly in terms of helping clients seek out the
care they needed to address feelings of depression and social
isolation.12,39,42

Empowerment as the mechanism through which CHWs
influence the care experience is supported by prior literature,
with studies discussing how CHWs build patients’ skills,39

self-management,9 and self-efficacy,7 as well as provide
emotional and social support that translates to feelings of
meaning and hope.7,38 Results from this study suggest orga-
nizations can support CHWs in promoting client empower-
ment through training, coaching, and consistent supervision.
The training program for this project was grounded in popular

education, a social movement founded by Paolo Freire, a
Brazilian educator with a focus on empowerment and social
justice.43,44 Each training session was designed with learner-
centered and learner-engaged principles to deliver content
and build CHW skills to support clients with: (1) obtaining
resources to address their social and medical unmet needs, (2)
managing their life with HIV, and (3) making decisions about
their health care.43

Our findings regarding CHWs parallel those from the ex-
tant literature on patient navigators, linkage-to-care special-
ists, and other support specialists in HIV care. Regardless of
job title, the elements of the role appear to be the embodiment
of key qualities, employing a holistic approach, providing
emotional and social support, and having smaller caseloads
that allow for more time dedicated to each client. What sets
CHWs apart is a focus on shared experiences, specifically a
connection to the community being served, however, that
community is defined. We found shared experience was an
important element in both the qualities and role of the CHW;
clients felt they represented a different level of authority
within the health care system with whom they could relate.

Our study was not without its limitations. First, there may
have been some risk of selection bias. This applies in terms of
which clients agreed to participate in the interviews, as well
as in terms of the sites. Data were not collected to determine
the interview acceptance rate among participants who were
invited, and at the site level, four of the six were excluded
from sampling. This decision was made to protect client
confidentiality, since these sites had low client enrollment
(range: 3–17), although it is possible these sites may have
differed from those included in the subsample. Second, there
was the potential for social desirability bias in clients’ re-
sponses; however, this was mitigated by having external
evaluation team members conduct the interviews. Finally,
since this project was focused on implementation of CHW
programs in different HIV care settings, each site was able to
implement their program in a manner tailored to their needs.
Therefore, given the rolling nature of enrollment and dif-
ferential level of engagement of clients, it was not clear how
long clients interviewed were engaged with their CHW. In
addition, since CHW programs were not standardized across
sites, clients across the sites likely had a variety of different
experiences; however, the role and activities of the CHWs
were similar across sites based on the use of a shared training
curriculum27 and implementation guide.26 Despite these
limitations, the findings of this study still provide important
insights. We believe our purposive sampling of 30 clients and
combined deductive/inductive approach to analysis allowed
us to identify key aspects of the client experience shared
across a variety of HIV care settings, despite any site- or
program-specific differences, and these results may be
transferrable to other organizations implementing CHW
programs.

Findings regarding client experiences in CHW programs
have important implications for their implementation in HIV
care, and as such, may inform how organizations choose to
hire and train CHWs as well as establish their roles within the
care team. For example, results from this study emphasize the
importance of establishing organizational policies and pro-
cedures that allow CHWs to engage in a holistic and client-
centered approach to service provision, such as those that
facilitate CHWs’ ability to engage in outreach and conduct
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home visits. These findings may also help guide organiza-
tions with implementation, including determining the size of
CHW caseloads along with priority populations for their
program. For example, results on the importance of shared
experiences between clients and CHWs suggest these pro-
grams may be helpful in addressing the unmet needs of
particular communities, such as transgender and gender
nonconforming individuals,45,46 racial/ethnic minorities,47,48

and youth.49,50 Finally, the relationship between client and
CHW represents a core element of CHW program interven-
tions and are likely fundamental to their effectiveness.7

Therefore, these results may be used in future research to help
in understanding the mechanisms through which CHW pro-
grams impact health outcomes.

Overall, clients’ perceptions of CHWs in terms of their
qualities, approach, role, and influence on the HIV care ex-
perience suggest these health workforce members play a
unique and valuable role on the care team.
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