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We formulated a conceptual framework that begins to answer the national call to
improve health care access, delivery, and quality by explaining the processes
through which community health workers (CHWs) facilitate patients’ adoption of
healthy behaviors. In September 2011 to January 2012, we conducted a qualitative
study that triangulated multiple data sources: 26 in-depth interviews, training
documents, and patient charts. CHWs served as partners in health to immigrant
Filipinos with hypertension, leveraging their cultural congruence with intervention
participants, employing interpersonal communication techniques to build trust and
rapport, providing social support, and assisting with health behavior change. To
drive the field forward, this work can be expanded with framework testing that may
influence future CHW training and interventions. (Am J Public Health. 2015;105:
872–880. doi:10.2105/AJPH.2014.302411)

Community health workers (CHWs) are laypeople from within the communities where
they work, who share common characteristics
with their patients (e.g., ethnicity, culture, race,
and language).1---4 CHWs have demonstrated
effectiveness in an array of conditions, ranging
from maternal and child health to chronic
disease management.4---12 A systematic review
of randomized controlled trials on CHW
effectiveness determined that CHWs address
health issues among various ethnic and racial
groups, help improve use of early intervention
services for children at risk for developmental
delay, improve screening for breast and cervical cancer, and aid in improving dietary behaviors and blood pressure control.10
CHWs have speciﬁc training in providing
basic nutrition and health promotion services;
they aim to improve health care access through
a set of core skills,13,14 advocacy, outreach, and
education.2,15,16 They function in multiple
roles: bridging communication between patients
and providers, providing health education and
counseling, and monitoring health status.7,12
Thus, CHWs have a tremendous potential to
inﬂuence and improve health outcomes.
Although CHWs play integral roles in supporting patients’ individual health behaviors,17---23

the processes through which they are inﬂuential are poorly understood.21 Increasing use
of this model in the United States, and recommendations in the Patient Protection and
Affordable Care Act to integrate CHWs as part
of health care teams,24 underscore the need
to advance the knowledge base surrounding
CHWs and to better understand mechanisms
of this role. We developed a conceptual framework to explicate the processes through which
CHWs facilitate the adoption of healthy behaviors among their patients.

PROPOSED MECHANISMS OF
COMMUNITY HEALTH WORKER
INFLUENCE
Suggested mechanisms underlying CHWs’
roles include empowerment, language concordance, peer modeling, cultural congruence, and
trusting relationships between CHWs and patients.25---28 As experience-based experts,29,30
CHWs may appropriately support patients in
moving toward improved health. CHWs’ intimate knowledge of their communities,26---28,31
and patients’ perceptions that they share a similar culture and values with their CHWs, promote trust and rapport, which in turn foster
therapeutic relationships and lead to plans of
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care that are acceptable to patients.18,19,21,32
This cultural leverage is part of an interpersonal
process consisting of (1) effective communication, (2) patient involvement in decision-making,
and (3) providers’ positive and supportive interpersonal style, which characterizes highquality health care.33
Recent work highlights the inﬂuence of
provider---patient interpersonal communication
processes on health outcomes.34 In particular,
the current emphasis on patient-centered care is
underscored by a shared power dynamic.33,35---37
The health communications literature explicates how shared power encourages a relational approach to health interactions,34 which
in turn is associated with greater patient satisfaction, adherence, and more open discussion.38,39 Relational communication approaches
include sharing power and decision-making,
recognizing participants’ emotional needs, and
demonstrating empathy, respect, and caring.40---42 Although the bulk of this work
focuses on physician---patient interactions,
further examination of interpersonal communication constructs may provide insight into
effective strategies for optimizing health encounters with other providers, such as CHWs.
As a case study example, we qualitatively
explored the role of CHWs in inﬂuencing
hypertension-related behaviors among Filipino
Americans in New York City. Hypertension is a
signiﬁcant risk factor for coronary artery disease, a leading cause of morbidity and mortality for Asian Americans.43,44 Compared with
other Asian American ethnic groups, Filipino
Americans have a high prevalence of coronary
artery disease risk factors, such as hypertension,45---48 overweight and obesity,49,50 physical inactivity,51 metabolic syndrome,52 poor
dietary patterns,53,54 and type 2 diabetes
mellitus (for which their risk is also higher
than among White Americans).53---59 The
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preponderance of these risk factors among
Filipino Americans highlights the need to improve related health behaviors, and employing
CHWs may be a suitable strategy.
Project AsPIRE (Asian American Partnerships in Research and Empowerment), a
CHW intervention focused on improving
hypertension-related outcomes (blood pressure
control and reduction, appointment keeping,
and medication adherence) addresses the cardiac health needs of Filipino immigrants with
hypertension in New York City.60 The pilot
intervention consisted of 4 monthly 90-minute
group workshops delivered by CHWs. These
sessions were held at the community collaborator’s ofﬁce, community centers, local libraries, and apartment buildings. Between sessions,
CHWs met individually with participants once
a month and made 2 monthly phone calls. We
conducted a qualitative study with a subset of
AsPIRE pilot study participants.

METHODS
Methods for grounded theory guided the
exploration of the processes through which
CHWs inﬂuence the adoption of healthy behaviors. Because the design of Project AsPIRE
drew from social cognitive theory and social
support theory, a secondary aim examined the
inﬂuence of their theoretical constructs (e.g.,
empowerment, self-efﬁcacy, motivation, social
modeling, skill building) and social support in
these processes. All AsPIRE pilot participants,
CHWs, and trainers were eligible to participate.
The sampling frame (n = 113) consisted of 96
intervention participants, 4 CHWs, and 13
CHW trainers. Potential interviewees received
2 recruitment letters and up to 4 follow-up
phone calls. We offered all 96 pilot study
participants a $20 cash incentive to be interviewed. Of these participants, 78 did not respond, 1 refused to participate, and 4 cancelled
interviews without rescheduling. One CHW
declined to participate, and 3 trainers were
unable to participate. We triangulated multiple
data sources—patient records, CHW progress
notes, CHW training material, and individual
interviews (n = 26) with pilot study participants
(n = 13), CHWs (n = 3), and CHW trainers
(n = 10). In the parent study, 44% completed
the intervention, 20% were partial completers,
and the remainder dropped out. All but 1 of

our qualitative study participants completed
the pilot intervention.

Data
We collected basic demographic information from intervention participants and CHWs
but not from CHW trainers, because our focus
was CHW---patient interactions. We conducted
quantitative analyses with SPSS version 22.0
(IBM, Armonk, NY). We analyzed descriptive
statistics for sociodemographic variables to
characterize the qualitative sample and determine how well they represented the pilot study
population. We performed the independent
sample t test to compare mean values for
continuous measures and the v2 test for categorical variables; in cases where minimum cell
counts were less than 5, we performed the
Fisher exact test. Signiﬁcance was set at P = .05.
We collected primary outcome data (blood
pressure control and reduction, appointment
keeping, and Hill---Bone compliance scale) from
the pilot study60 and acculturation and social
support data from the larger AsPIRE data set.
Participants provided written, informed consent.
We conducted interviews from September
2011 to January 2012, an average of 14
months after the pilot study ended. A bilingual
investigator conducted interviews in English
(or Tagalog, as requested) with an in-depth,
semistructured interview guide. Interviews explored CHWs’, trainers’, and pilot study participants’ views on CHWs’ roles in facilitating
behavior change. Data collection and analysis
were simultaneous. We digitally recorded all
interviews. The interviewer integrated observations of nonverbal communication and
reﬂective thoughts with the interview data.
Interview data were professionally transcribed.
Data saturation occurred at 26 participants,
satisfying recommendations for sample sizes
of 10 to 60 participants with grounded
theory.61,62

Analysis
Analysis began with a preliminary reading
of transcripts to obtain a general overview.
Two established theories guiding the original
intervention—Bandura’s social cognitive theory63
and House’s taxonomy of social support64—
served as contextual referents for CHWs’ activities and gave us a provisional start list of 9
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a priori codes derived from the literature.65
The preliminary coding list served as a structural tool, but we did not limit the analysis to
a particular set of codes. We revised the codes
(expanded and condensed) as we compared
them with the raw data throughout the coding
process and inductively generated additional
codes to identify patterns in the data. Focused
coding followed and ﬁnally identiﬁcation of
major themes. Coding involved constant comparison methods to identify similarities and
differences in the data and to conceptually
group codes.66
After ﬁnalizing a detailed codebook,
a trained qualitative researcher entered these
codes into qualitative analysis software,
ATLAS.ti version 6.0 (ATLAS.ti Scientiﬁc
Software Development GmbH, Berlin, Germany). A research student familiar with the
study independently coded a subset of 20% of
the interviews to establish interrater reliability.
This coding process yielded 48 initial codes,
which we condensed to 32 codes and later
grouped into 4 higher-level themes that informed the conceptual framework of processes
underlying CHWs’ roles in facilitating the
adoption of healthy behaviors. Strategies to
ensure qualitative rigor involved reﬂective
journaling, triangulating multiple data sources,
keeping an audit trail, and completing member
checks.

RESULTS
Our ﬁndings highlighted aspects of CHWs’
roles in facilitating intervention participants’
adoption of healthy behaviors that were most
salient for participants, trainers, and CHWs
themselves. These themes provided insight into
the processes through which CHWs facilitate
health behavior change for Filipino Americans
with hypertension.
Patient and CHW characteristics are
reported in Tables 1 and 2. Thirteen of the
96 eligible AsPIRE pilot study participants
volunteered for our qualitative study. Pilot
study outcomes are discussed in greater detail elsewhere.60 Our participants were similar to the pilot study population in most
sociodemographic variables (Table 1) and
had resided in the United States for about 13
years. The larger pilot population and our
respondents had similar mean scores for
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TABLE 1—Descriptive Statistics for Qualitative Study Participants in Evaluation of Pilot Study on Role of Community Health Workers in
Facilitating Adoption of Healthy Behaviors Among Immigrant Filipinos With Hypertension: Project AsPIRE, New York City, 2011–2012
Characteristic

Qualitative Study Sample (n = 13),
No. (%) or Mean 6SD

Pilot Study Sample (n = 83),
No. (%) or Mean 6SD

Difference, Mean (95% CI)

Pa

Age, y

55.69 614.27

55.62 610.98

–0.07 (–6.89, 6.75)

.98

Resided in United States, y

12.92 69.86

12.77 69.63

0.15 (–5.60, 5.90)

.96

Time since intervention completion, mo
Acculturationb

13.77 63.06
2.47 60.45

15.29 64.04
2.28 60.52

1.53 (–1.58, 4.63)
–0.19 (–0.50, 0.13)

.33
.24

3.46 60.42

3.50 60.57

0.04 (–0.29, 0.37)

.81

2 (15.4)

21 (25.3)

11 (84.6)

62 (74.7)

9 (69.2)

47 (56.6)

4 (30.8)

36 (43.3)

0

4 (4.8)

Social supportb
Gender
Male
Female

.727

Marital status
Married
Not married
Highest level of education
< high school
High school
Some college/technical

.317

.496
0

8 (9.6)

2 (15.0)

16 (19.3)

College degree

9 (69.0)

38 (45.8)

Graduate/professional degree

2 (15.0)

17 (20.5)

5 (38.5)
8 (61.5)

28 (33.7)
55 (66.3)

1 (7.7)

7 (8.9)

Residence
New Jersey
New York

.76

Preferred language of communication
English

.739

Tagalog

3 (23.1)

25 (31.6)

English, Tagalog, or both

9 (69.2)

38 (48.1)

0

8 (10.1)

10 (76.9)
2 (15.4)

55 (68.8)
10 (12.5)

1 (7.7)

15 (18.8)

Full-time

7 (53.8)

45 (54.2)

Part-time

2 (15.4)

16 (19.3)

Not working

4 (30.8)

22 (26.5)

Professional/managerial
Technical

1 (7.7)
0

6 (9.2)
2 (3.1)

Administrative support

3 (23.1)

2 (3.1)

Service

5 (38.4)

41 (63.1)

Retired/unemployed other

4 (30.8)

14 (21.5)

Other
Region of origin in the Philippines
Luzon
Visayas
Mindanao

.615

Employment status

.578

Type of work

.236

Note. CI = confidence interval.
Significance set to P < .05.
b
On a scale of 1–5, with 5 the greatest.
a

acculturation (low) and social support (moderate). The qualitative study sample appeared
to be more educated than the pilot population

(84% and 66%, respectively, had a college
degree or higher), but these differences were
nonsigniﬁcant.
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In information extracted from medical
records of our respondents, we observed
reductions in systolic blood pressure (mean
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TABLE 2—Descriptive Statistics
for Community Health Workers
Encouraging Healthy Behaviors
Among Immigrant Filipinos With
Hypertension: Project AsPIRE, New
York City, 2011–2012
Characteristic
Age, y
Resided in United States, y

Sample, No. (%)
or Mean 6SD
43 618.68
12.67 66.51

Gender
Male

2 (66.7)

Female

1 (33.3)

Marital status
Married
Not married

1 (33.3)
2 (66.7)

Highest level of education
< high school

1 (33.3)

High school

1 (33.3)

Some college/technical

1 (33.3)

College degree
Graduate/professional degree

2 (66.7)

Residence
Region of origin in the Philippines

1 (33.3)

Luzon

1 (33.3)

Visayas

2 (66.7)

Mindanao

0

reduction from baseline to 4 months = 10.3
mmHg; P < .1) and signiﬁcant improvements in
the proportion of participants with controlled
blood pressure (baseline = 61.5%; 4
months = 92.3%; P < .05). As in the pilot study
results, tobacco and alcohol use did not
signiﬁcantly improve, and improvements on
appointment keeping and the Hill---Bone
Compliance Scale were nonsigniﬁcant.

Partners in Health
The overarching theme that grounded this
framework was that CHWs and patients are
partners in health (Figure 1). Respondents described CHWs as guides, friends, teachers, and
conﬁdants on their journey toward becoming
healthier. In their multiple roles, CHWs functioned as part of an open system inﬂuenced by
intervention participant characteristics and
contextual factors.

The dynamic interaction of 4 mutually
reinforcing components characterized the
process of CHWs facilitating healthy behaviors: (1) CHWs leveraged their cultural congruence with patients, (2) CHWs employed
interpersonal communication techniques to
build trust and rapport, (3) CHWs provided
social support, and (4) CHWs assisted with
adopting healthy behaviors. These components
synergistically inﬂuenced patients’ intention to
adopt healthy behaviors, which led to a reciprocal effect: successfully adopting healthy behaviors reinforced intention. Improving health
behaviors could help reduce health disparities
and lead to an enhanced community capacity,
strengthening the CHW intervention itself.

Cultural Congruence
Cultural congruence, which included a shared
set of common values, beliefs, language, and
cultural identity, as well as a shared immigrant
experience, aided in building trust and understanding between CHWs and patients. Cultural
factors positively affected CHW---patient relations. Three subthemes represented this
concept: (1) a common culture promoted participants’ comfort with CHWs (“We grew up
from the same places, are familiar with the
same places and territories in the Philippines,
so we have a lot in common, so the trust is
in there”—a CHW), (2) speaking the same
language broke down barriers (“It makes me
comfortable that we’re [speaking] in the same
language and the same accent”—an intervention participant), and (3) CHWs and intervention participants related to each other through
a shared immigrant experience (“You were
talking with someone who could appreciate,
maybe, what you were going through”—an
intervention participant).
CHWs used their knowledge of the Filipino
cultural values of pakikisama (belonging to the
group), pakikipagkapwa-tao (caring for people),
and hiya (shame or losing face) to inﬂuence
health behaviors. CHWs considered the factors
inﬂuencing intervention participants to place
a lower priority on health (in particular,
ﬁnancial obligations to family abroad) and
addressed this barrier by reorienting patients’
views on prevention and health promotion.
One intervention participant’s CHW encouraged her to take an active role with her health,
saying, “If you love your life, you have to do
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it . . . if you love your family, you have to do it.”
CHWs reframed the traditional Filipino value
of pakikipagkapwa-tao to include self-care and
health maintenance. They encouraged patients to consider that the cultural imperative
to ﬁnancially provide for others should not
take precedence over their own health. One
respondent realized, “We are more focused
on the job and sometimes forget our health . . .
but you cannot work if you are not healthy
anymore.”
Although most participants endorsed the
intervention’s group approach, 2 respondents
shared that although they positively viewed
Filipino values of group centeredness, these
aspects were “stiﬂing” at times. They selfdescribed as “conservative” and “not so fond of
parties” or socializing, unlike others in their
cohort. This contrasting view suggested that to
appeal to the broadest variety of people, CHWs
and CHW programs should anticipate such
responses and offer diverse approaches to care.
A CHW described using hiya, a core Filipino
value, to motivate patients to participate in
self-care by being “more persistent than they
[the patients] are of their own health.” He used
this value as a platform to engage intervention
participants in healthy behaviors: “I want them
to be ashamed of themselves because of not
going to the doctor. ‘If this guy [CHW] cares for
me a lot, then why wouldn’t I care for myself?9”
This strategy appeared to be inconsistent with
CHWs’ grounding as trusted community
members. All our respondents, however, held
this CHW in high regard, describing him as
“personable and easy to relate to,” with one
noting, “When we talked with him, we talked
freely . . . we were not ashamed.”

Communication Techniques
Although intervention participants recognized CHWs’ knowledge and professionalism,
their down-to-earth qualities (e.g., friendliness,
being respectful and nonjudgmental) were especially appealing, making them feel at ease. An
equal power dynamic and mutual respect
underscored this theme. These characteristics
cultivated an environment for a trusting
CHW---patient relationship that reduced barriers to engagement. Some CHW characteristics, though intangible, were very meaningful to
intervention participants. One trainer noted
that he trains CHWs from the perspective that
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•Culture
•Language
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•Acculturation

CHWs leverage cultural
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• Trusting relationship
• Shared power gradient
CHWs assist with
adopting healthy
behaviors
• Planning
• Teaching skills
• Role modeling
• Enhancing self-efficacy

Client
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CHWs provide social
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•
•
•
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Adopting
healthy
behavior
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health
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communication
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community capacity

FIGURE 1—Conceptual framework of community health workers (CHWs) and patients as partners in health.

CHWs meet patients “where they are, and [has]
clients tell the CHWs where they want to go . . .
and then they can work together.” Furthermore, a CHW trainer noted, “The footing might
be perceived as being more equal,” leading,
therefore, to a “more honest dialogue and
better troubleshooting.”
Respondents believed that CHWs used respectful verbal and nonverbal communication:
The doctors don’t ask, they only prescribe. Our
community health worker was very good in
dealing with the warning, with the danger. We
liked that. There is a diplomatic way of saying it
that will be acceptable to you.

encouragement. CHWs’ relationships with
patients enabled them to interact in ways
that meaningfully inﬂuenced the process of
adopting healthy behaviors. A respondent
who missed scheduled group sessions
because of work conﬂicts described how
her CHW “called up, [asking] when, when,
when . . . she really went out of her way to
come to our place.” This respondent appreciated her CHW’s persistence, interpreting
the frequent contact and reminders as great
motivators to stay on track with her own
health goals:

Similarly, another respondent shared
that her CHW “really discussed things. She
explained clearly, you know . . . in our level
really like . . . no knowledge at all, medical or
whatever. So we were able really to understand.” One CHW described the art of communicating with Filipinos: “You cannot just
talk straight to them. You go around the bush
a lot of time in order to be sensitive and for
them to buy into your idea.”
Intervention participants were also motivated by CHWs’ persistence, ﬂexibility, and

What is special there is that [the CHW] is very
much concerned. She’s very friendly. It’s like
you developed a relationship. So that is how
you are reminded of what you need to do. It’s
not like you’re going to remember everything
—you know these things already, but if you
have a reminder, you become more aware
again of what you’re supposed to be doing.
Perhaps if she wasn’t very personalized, it
would not make a difference. She really
reached out—she calls, if you invite her she
goes, and we sort of developed an identity for
her that she is the “cholesterol girl”! She
established an identity within our own group.
So I think her work had an impact on us. . . . It’s
still with us.
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Social Support
CHWs facilitated adoption of healthy behaviors through 4 supportive actions: (1) sharing
accurate information to increase patients’ health
awareness, (2) offering empathy, (3) connecting
patients with tools and resources for achieving
change, and (4) providing feedback and advice
that helped patients construct an understanding
of their progress. Most importantly, CHWs
considered the contextual barriers to healthy
behaviors and strategized with patients to effect
future change. For instance, CHWs recognized
knowledge deﬁcits, teaching patients “a lot that
[they did] not know, and to understand things
that [they] did not understand before, like failure
to take your medication.” More pragmatically,
CHWs increased exercise opportunities by
purchasing jump ropes for some intervention
participants and inviting individuals or small
groups for walks to the park.
For new immigrants in particular, CHWs
provided emotional support, offering genuine
care and concern that showed intervention
participants that their CHW was there to assist.
Participants’ experiences were validated, and
they believed that they were not alone, as one

American Journal of Public Health | May 2015, Vol 105, No. 5

FRAMING HEALTH MATTERS

respondent reﬂected, “He became not only
a friend, but a part of our family—someone like
a brother, that you can say anything [to].” By
reinforcing skills, and offering encouragement,
CHWs worked with patients to enhance their
self-efﬁcacy for making healthy behavior
changes. One respondent told us that her CHW
“encouraged changes in lifestyle, in diet, in
exercise. I would probably call it a gentle push.”

Adoption of Healthy Behaviors
CHWs assisted with creating realistic and
achievable plans for health behavior change,
taught skills for achieving these goals, served as
role models for change, and encouraged improvements in self-efﬁcacy. The shared power
dynamic, mutual respect, and empathy minimized the social distance traditionally found
between providers and their patients. CHWs
and patients “develop a relationship . . . and
[patients] are reminded of what [they] need
to do,” said one of our patient respondents.
Intervention participants described “writing
down goals . . . and revisiting what was
happening with those goals.” They saw their
CHWs as knowledgeable peers and looked to
them as role models for behaviors ranging
from maintaining an ideal body weight to
quitting smoking. Finally, through frequent
contact and feedback, CHWs enhanced participants’ self-efﬁcacy for skills. For instance,
many participants reported greater conﬁdence with choosing appropriate food portions and selecting and preparing foods that
were nutrient dense or that varied in color.
CHWs directly inﬂuenced patients’ intentions
to adopt healthy behaviors. Intervention participants learned that they could take measures
to improve their health status, and they incrementally approached their health goals. One
respondent described CHWs’ inﬂuence as “a big
impact . . . opening [our] eyes to the reality, and
the rest [adopting healthy behaviors] is up to
you.” CHWs supportively presented culturally
competent, accurate health information and
worked with patients to develop the skills and
conﬁdence required for making changes.
One outcome of the CHW role was that
health disparities declined as intervention participants individually adopted healthy behaviors that mitigated risks for disease progression
and transmitted their knowledge to others.
Several respondents spoke of “sharing what

they learned through [their CHW]” with family
and friends. The contagious nature of the intervention—whereby a ripple effect occurred
and individuals shared the skills and lessons
learned with those in their social networks—has
the potential to affect overall community health.

DISCUSSION
CHWs as patients’ partners in health surfaced as the overarching theme explaining the
processes through which CHWs facilitate the
adoption of healthy behaviors. We identiﬁed
inﬂuential aspects of CHWs’ roles that were
congruent with the literature. We expanded on
these descriptions by forming an integrated
conceptual framework that may lead to future
testing and development of outcome measures.
Our ﬁnding that CHWs and patients identiﬁed with each other through sharing the
immigrant experience aligns with other CHW
studies with ethnic minority groups in North
America.67---69 Newer immigrants (those in the
country < 5 years) more frequently reported
looking to their CHW as a role model, noting
that their CHW understood the challenges of
migration and was better versed in the “ways of
living in the US.” CHWs’ multifaceted roles
with new immigrants ranged from listening to
stories to actively connecting people to support
networks. CHWs’ nuanced understanding of
the context of intervention participants’ lives
allowed them to help participants identify goals
and develop meaningful strategies.
As in previous studies,19,22,25---28,70---72 we
found that shared sociocultural characteristics
(e.g., culture, language, and immigrant experience) were critical in building trusting CHW--patient relationships. Hiya was an important
divergent cultural theme that illustrated the
bidirectionality of CHWs’ cultural approaches.
Hiya underlies and regulates social behavior,
resulting in positive or negative effects.73---76
Emphasizing the shame aspect of hiya, however, highlights its potential to function as
a negative cultural construct that is inconsistent
with the value system of CHWs. Participants
described the CHW who employed hiya as
respectful, diplomatic, and humorous, and they
did not perceive him as intimidating. These
favorable responses suggest that hiya can become a positive value when it is employed to
encourage change toward healthy behaviors.
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Cultural values that prioritize work over selfcare were primary barriers to participation in the
intervention. To inﬂuence behavioral change,
CHWs reframed the value of caring for others to
include self-care and health maintenance. Intervention participants’ intentions to adopt healthy
behaviors were linked to realizing that preserving their health would allow them to ﬁnancially
support relatives abroad—a primary driver of
immigration for many respondents. To support
this, CHWs creatively accommodated intervention participants’ work schedules, from meeting
at local coffee shops and parks to bringing
information sessions into participants’ homes.
Our results align with Reinschmidt’s ﬁndings
that CHWs’ sociocultural and personal characteristics contribute to patients’ conﬁdence,
comfort, and security with them.23 Strategies
were implemented at the individual level (e.g.,
buying jump ropes for intervention participants
and accompanying them for walks in the park).
The wider impact of CHWs’ inﬂuence may be
realized, however, by scaling up these interventions to a systemic level. For instance,
Balcazar et al. employ an ecological approach
to preventing cardiovascular disease among
Hispanics living along the US---Mexican border.77 Their program uses CHWs and targets
individual, interpersonal, organizational, community, and policy levels. Such communitybased participatory research approaches may
be applied to achieve “environmental restructuring”77(p2) within Filipino communities.
Intervention participants developed a repertoire of skills that enhanced their selfconﬁdence and prepared them to adopt
healthy behaviors. These skills included reading and understanding nutrition labels, interpreting the meaning of their blood pressure
readings, and developing creative ways to include non---work-related physical activity in
their daily routine, such as getting off the
subway at an earlier stop and walking the rest
of way or taking the stairs instead of the
escalator or elevator. Previous work emphasized that CHWs’ value lies in “teaching how,
not what”18; similarly, participants’ acquisition
and incorporation of these new skills illustrated
CHWs’ roles in providing anticipatory guidance. CHWs do not just prescribe change; they
work with patients to ensure understanding,
development of skill mastery, and increased
self-efﬁcacy.
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Intervention participants individually shared
information and skills learned through the
program with others, and the intervention increased community capacity. Following the
pilot study, the primary community partner for
this project established a storefront community
center space staffed by CHWs. The group has
great visibility and continues to serve as a resource for addressing the health needs of the
Filipino American community in New York City.

Limitations
The small sample size limits transferability of
the framework to Filipino immigrants elsewhere. Participants completed the AsPIRE
program an average of 14 months before the
qualitative interviews. This lag time posed
a potential for recall bias and may account for
the low enrollment of pilot study participants
into our qualitative study. Interestingly, of the
13 intervention participants interviewed, all
but 1 completed the entire program. By contrast, the pilot study had a completion rate
of 44%,60 indicating potential selection bias.
Perhaps some predisposing characteristic
among completers increased the likelihood of
enrolling in our study. Nearly one third of our
respondents chose professional---managerial to
describe their primary area of work in the
Philippines, which is not typical of most CHW
program participants and may have introduced
bias to the study. However, fewer than 10% of
our respondents reported working in professional or managerial roles in the United States.
It is not known whether the experience of
immigrating and transitioning to different ﬁelds
of work minimizes this bias.
Although our coding approach considered
the theoretical basis of the AsPIRE program, our
use of Bandura’s social cognitive theory and
social support theory constructs may have constrained the emergence of theory; however, we
detailed the methodological strategies employed
to minimize this limitation. Finally, we focused
on CHWs’ individual-level impact and did not
examine their roles at broader levels.

Future Research
To our knowledge, ours is the ﬁrst conceptual framework that articulates the processes
underlying CHWs’ roles in facilitating health
behavior change. This signiﬁes a starting
point for more nuanced examinations of the

mechanisms through which CHWs inﬂuence
health. Future studies with larger sample
sizes and diverse ethnic groups may broaden
the framework’s transferability. Efforts should
also focus on recruiting program dropouts.
These perspectives may identify areas for program improvement and offer insight about
areas for targeted CHW training.
CHWs’ interpersonal and relational communication skills enable them to reach those who
infrequently access care by health professionals.
In addition to further elucidating how CHWs
establish connections with patients to improve
health outcomes, future research should explore
CHWs’ roles within interdisciplinary teams. It
may be helpful to determine what combination
of skills (e.g., those inherent to CHWs and
delegated tasks from other health professionals)
is optimal. Finally, it would be timely to
augment this framework to examine CHWs’
roles beyond individual-level interactions.
The Patient Protection and Affordable Care
Act presents opportunities for integrating and
sustaining CHWs within new models of care
delivery.78---80 CHWs can play integral roles in
engaging communities in programs created by
the new law and in coordinating and delivering
care. CHWs may also play broader roles in
addressing the shortcomings of the US health
care system through ensuring quality, accessible, comprehensive care. Acknowledging the
potential contributions of CHWs to systems
change may lead to better approximations of
their widespread impact; this challenges us to
consider the ways that CHWs inﬂuence social
determinants of health.

Conclusions
Our framework conceptually aligns with
previous descriptions of CHWs’ roles in the
United States and adds greater insight to the
processes through which CHWs facilitate
the adoption of healthy behaviors. Our study
validates many empirical assumptions regarding CHWs’ roles and provides information on the CHW intervention with Filipino
Americans, an immigrant group at risk for
coronary artery disease that is traditionally
underrepresented in the literature.
CHWs facilitate the adoption of healthy
behaviors by leveraging their shared culture,
language, and life experiences; using interpersonal communication approaches that promote
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trust; providing social support; and guiding
patients toward behavior change. The capacity
of CHWs to translate and tailor positive health
behaviors and health promotion strategies in
the daily and social context of their patients’
lives is essential to increasing those patients’
self-efﬁcacy and adoption of such behaviors. As
CHWs become more widely incorporated
members of health care teams in the United
States, our framework may be used in further
work to guide and structure CHW intervention
training and evaluation. j
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