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Abstract
Background  Interdisciplinary collaboration is critical for improving healthcare delivery through coordinated care 
and streamlined healthcare navigation. Community health workers (CHWs) and social workers (SWs) are uniquely 
positioned to address the needs of individuals with complex social and health challenges. Despite the integration 
of CHWs and SWs into health and community settings, there is a paucity of literature on what facilitates successful 
collaboration between these two workforces. This qualitative study, conducted from April 2022 to June 2023, explores 
multilevel factors related to CHW-SW collaboration in health and community settings.

Methods  We conducted eight, 90-min virtual focus groups with CHWs (n = 20) and SWs (n = 17) collaborating in four 
healthcare and community health settings across the United States (California, Texas, New Jersey, and South Carolina). 
Focus groups were conducted between April 2022 and June 2023.

Results  Themes were thematically organized according to the socio-ecological model. Individual and relationship-
level factors included: roles and scopes of practice, communication, mutual respect, supportive supervision, and 
power dynamics. Organizational and community-level factors comprised: commitment to equity, leadership buy-in, 
standardized training, clear workflows, and shared documentation and physical space. Societal-level factors included: 
power dynamics, supportive policies and sustainable funding.

Conclusions  Findings highlighted that CHW-SW collaboration can promote patient-centered care and address 
social determinants of health when both workforces are well integrated in healthcare systems. Key organizational 
commitments, community rapport, and relational dynamics should be established to optimize interdisciplinary 
collaboration and advance health equity.

Keywords  Community health workers, Social workers, Patient care team, Interdisciplinary communication, Health 
equity
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Background
Interdisciplinary collaboration improves healthcare 
access by integrating diverse professional expertise 
to address patients’ medical, behavioral, and social 
needs more holistically [1]. This collaborative approach 
enhances care coordination and system navigation, par-
ticularly for individuals facing complex or fragmented 
healthcare environments. Community health work-
ers (CHWs) and social workers (SWs) are two profes-
sions that play pivotal, overlapping, and distinct roles in 
addressing individual and community needs [2]. CHWs 
often serve as the first point of contact within health sys-
tems, leveraging their lived experiences, cultural under-
standing, community knowledge, and rapport to build 
trust, promote health education, and connect individuals 
with essential services [3]. Meanwhile, SWs contribute 
clinical expertise in psychosocial assessment, emotional 
support, and behavioral health management [4, 5].

Drawing from interprofessional care literature, rela-
tionship and organizational factors have been shown to 
significantly impact collaborative practice in healthcare 
settings [6]. Relationship dynamics such as interpersonal 
interactions and qualities (e.g., trust, mutual respect, 
communication, and power differences) can shape how 
CHWs and SWs engage with one another [7]. These 
dynamics influence team cohesion, shared decision-mak-
ing, and coordination of care [8]. Historically, CHWs and 
SWs have operated in parallel within health and social 
service systems, with limited opportunities for structured 
collaboration or shared decision-making [9, 10]. While 
both roles have become increasingly integrated into 
community and clinical settings, their interactions have 
often been shaped by professional silos, unclear refer-
ral pathways, and differing levels of organizational sup-
port. However, little is known about how organizational 
and interpersonal dynamics shape collaboration between 
CHWs and SWs, or what conditions enable these teams 
to function effectively. Further research in these areas 
could improve interdisciplinary integration as well as 
healthcare delivery more broadly.

Prior to the COVID-19 pandemic, CHW and SW roles 
were often siloed with limited opportunities for collabo-
ration. The COVID-19 pandemic and persistent struc-
tural health inequities highlighted the need to deploy 
interdisciplinary teams, such as CHW-SW collabora-
tions, to address rising community health needs amid 
acute staffing shortages [11]. Disruptions to in-person 
care delivery, routine case consultations, and outreach 
activities prompted healthcare workers to rapidly adjust 
roles, adopt flexible service models, and develop new 
ways of coordinating care. Both CHWs and SWs adapted 
their unique services to virtual platforms, and establish-
ing new lines of communication. CHWs expanded their 
outreach and health navigation responsibilities, often 

using virtual platforms, while SWs integrated emotional 
and behavioral health support into telehealth and hybrid 
care settings [12, 13].

Simultaneously, systemic issues such as uneven 
resource allocation, ingrained professional hierarchies, 
and limited funding streams persisted, straining inter-
professional relations and collaboration [14, 15]. These 
dynamics are particularly evident in settings where both 
CHWs and SWs must navigate changing health policies, 
increased client needs, and complex social and economic 
contexts. Further research in these areas could improve 
interdisciplinary integration as well as healthcare deliv-
ery more broadly. Therefore, this study explores the 
multilevel factors that influence CHW-SW collabora-
tion in health and community settings, with the goal of 
informing more integrated, equitable approaches to care 
delivery.

Methods
Study design
We used an exploratory qualitative design to identify ele-
ments of effective collaboration and integration among 
CHWs and SWs at health and community organizations. 
This study was guided by some of our prior work, which 
included a conceptual framework on CHW-SW collabo-
ration in community and public health settings created 
by a national group of CHW and SW stakeholders [9]. 
This is the first study, to our knowledge, that applies the 
conceptual framework to qualitative data.

This study was reviewed by the University of Texas at 
Austin’s Institutional Review Board (IRB) and deemed 
exempt. However, to ensure that all participants were 
informed about the study procedures and risks, all par-
ticipants reviewed and signed electronic consent forms 
prior to completing the survey and/or focus group.

Sampling
First, we identified eligible organizations based on rec-
ommendations from the Coalition for CHW-SW Col-
laboration and snowball sampling. Then, we contacted 
organizations to confirm CHW-SW collaboration and 
integration, and to assess their interest, capacity and staff 
size. We utilized stratified sampling to include health 
and community organizations across diverse regions and 
populations.

Four organizations were recruited from New Jersey, 
Texas, South Carolina and California that work with vari-
ous populations (social and medically complex individu-
als, cancer patients and survivors, perinatal individuals 
and families, and Medicaid health plan members). Orga-
nizations were eligible if they had integrated both CHWs 
and SWs into their services and had at least 4 CHWs and 
4 SWs for adequate focus group sampling.
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Study procedures
We used purposive, non-probabilistic sampling to recruit 
CHWs and SWs. Our team emailed a flyer to 24 orga-
nizations, inviting them to participate in a study about 
CHW-SW collaboration and integration. Six organiza-
tions responded, but two were excluded due to insuffi-
cient sample size for a final sample of four organizations. 
For more details, refer to Table 1.

CHWs and SWs provided consent prior to a brief online 
survey via REDCap [16, 17]. All survey respondents were 
invited to join a focus group discussion. Of the 39 survey 
participants, 34 participated in focus groups, which were 
disaggregated by organization and role (SW or CHW) to 
minimize potential power dynamics. Groups consisted of 
three to six participants.

A 12-question, semi structured interview guide focused 
on the following topics: organizational scope, population 
served, and services provided; CHW-SW collaboration 

and integration; and the influence of COVID-19. Ques-
tions included “How do CHWs and SWs collaborate at 
your organization?” and “What factors facilitate SW-
CHW collaboration?” A script was used at the beginning 
of each focus group to clarify the study’s purpose, confi-
dentiality agreement and provide an opportunity to ask 
questions.

Between April 2022 and June 2023, the second author 
facilitated eight, 90-min focus groups virtually. The focus 
group participants received a $100 electronic gift card. 
Focus groups were conducted in English, audio-recorded 
via Zoom, and transcribed verbatim. The first and second 
authors checked the transcripts for accuracy and proper 
identification of participants. The data were then deiden-
tified and uploaded into NVivo [18].

Analysis
Transcripts were coded and analyzed deductively and 
inductively. Our deductive approach was guided by our 
conceptual framework for effective CHW-SW collabo-
ration and integration [9]. We incorporated key integra-
tion concepts such as defined roles and shared physical 
location into the codebook. We also employed inductive 
thematic analysis to identify new concepts, recurrent pat-
terns, and nuanced subthemes [19, 20].

Two primary coders (first and second authors) inde-
pendently reviewed two focus groups (one with CHWs 
and one with SWs) and coded them line-by-line to iden-
tify preliminary themes. After each focus group was 
independently coded, the coders met and reviewed the 
transcripts line-by-line to reach consensus. These pre-
liminary codes informed a second round of independent 
coding of two additional focus groups (one with CHWs 
and one with SWs) to ensure adequate inter-rater reliabil-
ity. The first author then coded the remaining four focus 
groups; however, the primary coders still met after each 
transcript was coded to discuss ambiguous quotes and 
consider any codebook changes.

Codebook development was an iterative process of 
coding a transcript, consultation and consensus, updat-
ing the codebook, and reviewing previous transcripts to 
ensure new codes were added. Saturation was measured 
by calculating the percentage of new codes added to 
the codebook after each transcript [21]. We used a base 
number of 5 transcripts, a run length of 2 transcripts and 
a new information threshold of 5%. The codebook sta-
bilized after five transcripts, indicating that conceptual 
saturation had been reached.

Member checking
We conducted member checking with CHWs, SWs, 
and public health professionals throughout data col-
lection and analysis. As transcripts were coded, initial 
themes were shared with the Coalition for CHW-SW 

Table 1  Characteristics of Focus Group Organizations (N = 37)
Organization Type of 

organization
Region 
of the 
United 
States

Popula-
tion 
served

Partic-
ipant 
distri-
bution

Organization 1 Health (hospital, 
clinic, or health 
plan)

West 
– California

Med-
icaid 
health 
plan that 
serves 
individu-
als with 
chronic 
physi-
cal or 
medical 
health 
condi-
tions

CHW: 6
SW: 3
Total: 9

Organization 2 Community South 
– Texas

Low-
income 
cancer 
patients, 
primar-
ily Black 
and 
Latinx

CHW: 3
SW: 5
Total: 8

Organization 3 Community East – 
South 
Carolina

Perinatal 
individu-
als and 
families 
in rural 
commu-
nities

CHW: 6
SW: 4
Total: 
10

Organization 4 Community North 
– New 
Jersey

Socially 
and 
medi-
cally 
complex 
individu-
als

CHW: 6
SW: 4
Total: 
10
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Collaboration, a group of 60 members from 11 states, 
representing health and community organizations as well 
as academic institutions [9]. The Coalition met quarterly 
to review the study findings, offer insights that enhanced 
the richness of the data, and clarify any inconsistencies. 
Members who were unable to participate in the meetings 
were invited to offer feedback via an online survey.

Results
Demographics
Table 2 summarizes the demographics for participants 
who completed the qualitative focus groups. The par-
ticipants were predominantly female in both groups. 
All CHWs identified as Black (52%) or Hispanic/Latinx 
(48%), whereas SWs were more racially and ethnically 
diverse (Black: 37%, White: 25%, Hispanic/Latinx: 19%, 
and Asian: 19%). In terms of language, 57% of CHWs 
spoke English only, compared to 75% of SWs. Regarding 
education, 87% of SWs held graduate degrees compared 
to 13% of CHWs.

Qualitative findings
This study identified multilevel factors that influence 
CHW-SW collaboration, and organized themes accord-
ing to the socioecological framework at individual, rela-
tionship, organizational, and societal levels [22–24]. Of 
note, we utilize the term “clients” within the body of the 
paper; however, quotes are reported verbatim. Figure  1 
and Table 3 provide an overview of all themes.

Individual-level factors
We defined individual-level factors as characteristics of 
personal and professional identity that influence effective 
collaboration. Defined roles and scopes of practice consis-
tently emerged as critical components of CHW-SW col-
laboration. When roles were clearly delineated, CHWs 
and SWs complemented one another; they worked effi-
ciently and synergistically to provide holistic care. While 
roles are often shaped by organization or context–such 
as setting or population served–scopes of practice are 
defined by national associations and state-based licens-
ing or certifying bodies [25, 26]. However, participants in 
our focus groups defined scope of practice less in terms 

Table 2  Demographics of CHWs and SWs completed qualitative 
focus groups (N = 34)a

CHWs (n = 18) SWs (n = 16)
Age (mean, SD)b 45.4 (10.4) 35.2 (9.9)
Gender (% female) 17 (94%) 10 (63%)
Race/Ethnicity
  Black 10 (52%) 6 (37%)
  White, non-Hispanic 0 (0%) 4 (25%)
  Hispanic/Latinx 8 (48%) 3 (19%)
  Asian 0 (0%) 3 (19%)
Language
  English only 11 (61%) 13 (81%)
  English & Spanish 7 (39%) 3 (19%)
Education
  High School/GED 5 (28%) 0 (0%)
  Some College 5 (28%) 0 (0%)
  College Degree 7 (39%) 2 (13%)
  Graduate Degree 1 (5%) 14 (87%)
Years as CHW or SW
  Less than 2 years 5 (28%) 2 (13%)
  2–5 years 7 (39%) 5 (31%)
  6–9 years 2 (11%) 3 (19%)
  10 + years 4 (22%) 6 (37%)
aQualitative sample demographics does not include 2 CHW participants and 1 
SW participant who did not complete the survey
bBased on n = 28 as some participants declined to report

Fig. 1  Factors that support CHW/SW collaboration across sytems levels
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of formal credentialing and more through the lens of 
daily responsibilities and organizational expectations. As 
such, we position scope of practice at the individual level 
to reflect our participants’ experiences. As one CHW 
described:

“It depends on the complexity of the need…there's 
actually a lot of needs that the SW can keep, can stay 
with the member, and it's better that I…make the 
member feel more comfortable…or if they're request-
ing to speak directly to the SW, those are respected. 
It's not going to be like, ‘No, the CHW is going to help 
you.’ It's not how we want to provide services to the 
member” (CHW, Org 1).

Across organizations, CHWs and SWs were committed to 
advancing patient-centered care and health equity. Both 
CHWs and SWs engaged in care coordination, resource 
referrals, capacity building, and advocacy, yet their roles 
often differed based upon acuity of client needs. For 
example, CHWs primarily focused on community out-
reach and engagement, systems navigation, and trust-
building. They were described as “foot soldiers,” “a voice 
for those who don’t have one,” a “one-stop-shop,” and 
the “primary point person.” As local experts, they were 
engaged when clients presented with socially complex 
concerns, including housing instability, chronic illness 
or disability. Alternatively, SWs leveraged their clinical 
expertise to conduct biopsychosocial assessments, make 
diagnoses, and provide behavioral support. SWs rou-
tinely managed high-risk cases involving mental health, 
substance use, medical conditions or safety concerns.

When CHW and SW roles were clearly defined within 
program design and referral workflows, teams were 
aligned to address complex client needs and collaborate 
effectively:

“That is where we will delegate more of the social 
determinants of health…if there is a food insecurity 
or housing insecurity, we will document that for the 
CHW to follow up on…So the roles are delegated 
and clearly defined” (SW, Org 1).

Without this clarity, CHWs and SWs occasionally expe-
rienced confusion about their responsibilities, imped-
ing them from working efficiently. This often arose from 
a lack of understanding internally from organizational 
leadership, management, or team members.

At times, role confusion extended beyond the orga-
nization, especially for CHWs navigating relationships 
with community partners: “I think there is that sense that 
inside [this org] I feel good and supported, but when I 
sometimes have to go outside these spaces, I'm suddenly 
like, people might not even know what the community 

health worker is” (SW, Org 4). Therefore, role clarity 
within organizations and with community partners are 
both crucial for CHW-SW collaboration.

Additionally, mistrust of health and social service sys-
tems presented challenges for SWs, particularly within 
communities of color where SWs have historically been 
associated with child welfare: “I don't want someone 
coming in, you know? They may take my child, or what-
ever. So, calming that fear helps when you don’t use 
the word ‘social worker’” (CHW, Org 3). In these cases, 
CHWs helped bridge the trust gap by leveraging their 
community identity and building rapport with clients 
before connecting clients with SW services.

Relationship-level factors
Relationship-level factors reflected the interpersonal 
components that influence CHW-SW collaboration, 
including regular communication, mutual respect, sup-
portive supervision, and power dynamics.

Regular communication facilitated CHW-SW collabo-
ration through team “huddles,” multidisciplinary meet-
ings, and case consultations, bringing diverse partners 
together to review and address client needs holistically:

“We also meet every week to discuss our patient 
panel. We have our medical director there, we have 
the social worker there, everyone's involved, every-
one's hands on, everyone's hearing the story, and 
everyone shares their input” (CHW, Org 4).

These intentional spaces encouraged inclusive dialogue, 
empowering CHWs and SWs to share openly and feel 
recognized: “I think being able to communicate in an 
open, respectful way where you feel valued and appreci-
ated, as a worker…as a person. I feel like that's something 
that stands out from this team…that I value so much” 
(SW, Org 1).

Regular communication was especially critical for 
teams that worked in different, often siloed settings. Joint 
home visits presented clients with a unified approach to 
care coordination and encrypted EMR chat tools facili-
tated seamless follow-through between team members:

“We communicate like a private chat with the 
CHWs, every day. They send the cases they consid-
ered, [did] the assessment, need a follow up, more 
help because the social determinants of health were 
issues...After that, we can chat directly with the SW 
to ask more questions or receive some feedback” 
(CHW, Org 1).

While routine, structured communication promoted 
teamwork, communication challenges occasionally 
emerged, straining relational dynamics and disrupting 
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Table 3  Qualitative themes and subthemes from community health workers and social workers (N = 37)
Theme Illustrative quote
Individual Level Factors
  Roles and scopes of 
practice

CHW, Org 3: “If they’re medically high risk, and they have any heart problems, previous losses, stillborn, we're referring 
them to our social worker that specializes in maternal mortality. If they score high on the Edinburgh [Depression 
Screening]…if they’re previous with domestic violence, we're connecting them to a social worker.”
SW, Org 1: “There's always been a history of some crossover between CHWs and SWs. In the past, there was a lot more 
confusion and we would have CHWs that would clearly identify themselves as social workers and we would have to 
say, ‘Well, you know, not technically but yes, you are helping with the resource piece of things.’

Relationship Level Factors
  Communication CHW, Org 4: “If we're not able to come to a conclusion for that person, we table it. We try to bring it back and try some-

thing else different…we're learning and we navigate through it together… It makes you feel heard and makes you feel 
connected with the team. We may not always have the answers, but we [are] always going to come together.”
CHW, Org 2: “I had an intake in June… and then right after that I caught COVID. I’m just coming back to work now…I 
get an actual call from the client, and he said, ‘Nobody has called me.’ I said ‘Oh my gosh. Since June?’ I apologized to 
him, and I called the SW. It just fell through the cracks, nobody knows what happened.”

  Mutual Respect CHW, Org 3: “And sometimes we may not know something, and they may know something or vice versa. So we kind of 
collaborate.”

  Supportive Supervision SW, Org 4: “I think we can think about, or discuss openly, various reasons they might have not had access to the same 
opportunities I've had for higher education, for mentorship. I think there's racial dynamics, there’s equity dynamics, 
maybe lived experience and stigma around that, that has kept people from some of these experiences.”

  Power dynamics CHW, Org 3: Some time when we say the word social worker…they put guards up thinking negative. So you have to 
work with them to let them feel comfortable again, trusting…and introducing the worker to them and letting them 
know…she cares about you…and the purpose they are here…sooner or later the guards [they] come down and allow 
them to enter in, and then when they get in, they love them, and then they don't want to let them out of the house
CHW, Org 2: “There’s a lot of opportunity to expand with getting more CHWs in to do the role that I myself am doing 
without having to pay…the same amount as the social workers, because they are licensed they are…very trained. But 
we can do that, and still serve and meet people and have there be more equity.”

Organizational Level Factors
  Commitment to Equity SW, Org 2: “What we're going to be diving into more as an agency is the social determinants of health. Our commu-

nity health workers have a pretty solid understanding of the social determinants, and it's an opportunity…to have 
our social work staff lean into that a little bit more…because our service delivery model is essentially based on social 
determinants of health. And so that is a great opportunity that I feel will…enhance the level of collaboration by having 
both parties have an equal understanding of social determinants of health, and how they impact what we do.”

  Leadership Buy-in CHW, Org 2: “ They can see the results. So, nobody’s looking over your shoulder, nobody’s trying to micromanage…
also if anybody has an idea about something, everybody listens. And a lot of times you see stuff that’s…kind of imple-
mented based on, you know, [CHW] had an idea about something…so nothing’s ever shot down.”

  Clear Workflow CHW, Org 3: “Being a part of [Org 3], you make contact with several of our teams. If you do childbirth, if you do lacta-
tion, breastfeeding, and if you do reproductive health…you're going to come in contact with many members of our 
team. So that's why we're always trying to make sure that trust is built, and we're building up the entire team.”
CHW, Org 1: “When we got integrated where we were in a group, where we had a registered nurse, we had a care 
manager, we had a social worker and a CHW; so we had to figure out what all our roles were going to be and what 
piece it was going to go to…Right now we're still working with it…and getting that workflow…where the handoffs 
[are] going to be, and who's going to keep a case and who's going to follow up.”

  Standardized Organiza-
tional Training

SW, Org 2: “A lot of the way they’re the same is kind of the way we do intakes with clients. We all follow the same intake 
script. And so they're trained in the same way we are, in terms of reaching out for the clients, completing intakes, get-
ting them enrolled on services and then they make referrals. So when it comes to the actual, sit down at the desk, talk 
to a client over the phone, sit face-to-face with a client at [Org 2], our roles are almost indistinguishable.”

  Shared Documentation SW, Org 4: “It's sort of like a joint EMR system that different healthcare systems sign onto and it's confidential within the 
systems. And a lot of the client information is shared for care coordination purposes.”

  Shared physical space SW, Org 4: I think over the course of the day, I interact a lot with the housing first team and with SW 22 because we're 
all in the same office. Our office is very open plan

Societal Level Factors
  Access to funding SW, Org 1: I think all of that stuff that you mentioned is very relevant especially nowadays, when a lot of social injustic-

es are coming into the view of the public and even things like health care and with covid, it's definitely impacted you 
know our practice…all of that really impacts our work as social workers and CHWs because ultimately that impacts 
funding, and you know the resources that are available to our client population
CHW, Org 2: We’re hoping…to get more community health workers in. Obviously, social workers, their licensed…
they’re a little more expensive right, then the community health workers…And we’re understaffed…everybody has 
needs but if you have an active client, as opposed to you know the five clients that you need to call and the other five 
clients that you already, they’re calling you and telling you they need these things. You have to address them because 
they’re already in the system and that pushes the people who are waiting in line further back
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client care. One CHW reflected on a conversation with 
an SW who resisted organizational practices that differed 
in scope from her previous experiences; this interaction 
created some tension internally:

“There's a lot of experience that they bring…but not 
every place is the same…there's certain things that 
we do here - process-wise, system-wise, notation-
wise. Sometimes… they fight back, and they say ‘oh, 
well here, we did it like this’” (CHW, Org 1).

Unexpected disruptions further impacted communica-
tion, leading to missed opportunities for case consul-
tation, gaps in coordination, and some client concerns 
going unaddressed. This was particularly challenging 
during the COVID-19 pandemic when team members 
were absent due to illness and in-person activities were 
interrupted: “It wasn't like we could sit around the table 
that we normally do and discuss the case” (SW, Org 3).

Inefficient communication with external partners 
was also a challenge. For example, while CHWs and 
SWs frequently received outside referrals, clients were 
not always well informed: “A client who was referred to 
us from [hospital system] came to me, and when I con-
tacted them, they said, ‘Who are you? I don't know what 
you want. What are you trying to sell me?’” (SW, Org 2). 
These challenges not only impacted the client experience 
but also limited the ability of CHWs and SWs to build 
trust and function as a care team.

Mutual respect between CHWs and SWs was another 
important factor. Recognizing and appreciating each 
other’s professional value and expertise encouraged trust, 
cohesion, and shared purpose. SWs regarded CHWs as 
“field experts” and “connections to our community,” com-
mending their ability to build community rapport, offer 
historical knowledge, and navigate complex systems: 
“Two of our CHWs are cancer survivors…they under-
stand what it means to be on the client side and…on the 
provider side. That makes us well positioned to be an 
effective group” (SW, Org 2). Similarly, SWs were valued 
for their diverse experiences, advanced education, and 
clinical expertise, which provided CHWs with alternate 
perspectives when managing complex client needs:

“I work very closely with the social workers because 
they are a wealth of resources. They know all kinds 
of things, and usually what they don’t know, they can 
find. For the higher need clients…I do, for sure, seek 
out their guidance” (CHW, Org 2).

Encompassing mutual respect was a demonstrated will-
ingness to learn. CHWs and SWs acknowledged the lim-
its of their respective training and how they could more 
effectively collaborate with the guidance of others:

“I just feel like it's good to have the support of 
another team member when working with a client, 
because, like they say, we don't know everything. 
We're not experts in every area. So, just having peo-
ple who have different experiences is a good thing” 
(SW, Org 3).

Furthermore, there was a general perception that an “all 
hands on deck” approach promoted successful client 
outcomes.

In terms of supportive supervision, participants empha-
sized two factors: who was delivering the supervision 
and how it was being delivered. It was not uncommon 
for CHWs or SWs to be managed by nurses or physicians 
with limited training or understanding of CHW/SW 
roles and scopes of practice. This mismatch can recreate 
hierarchical dynamics, where CHWs and SWs feel under-
valued. Participants highlighted the importance of role 
concordance between CHWs and SWs and their respec-
tive supervisors to support this awareness.

In cases where SWs supervised CHWs, several prac-
ticed “reflective supervision,” where they openly acknowl-
edged professional “privilege” and reflected on social 
inequities shaped by race, ethnicity, or immigration sta-
tus. They described how CHWs frequently faced sys-
temic barriers to education and employment, and were 
sometimes overlooked in workplaces, particularly health 
settings. SWs leveraged their status within these systems 
to counter power imbalances, promote the community 
health worker discipline, and empower CHWs to grow 
personally and professionally: “A lot of the work that I've 
done in supervision is …helping develop confidence in 
that space and that…you don't have to change who you 
are to be in that space. What we want to do is change 
the space so that your voice is heard there and respected 
there” (SW, Org 4).

Furthermore, access to career advancement opportuni-
ties improved work morale and promoted the retention 
of care team members. In one setting, a supervising SW 
recognized the systemic barriers to compensation for 
CHWs and advocated for their promotion:

“I think we do people a disservice when it's like…I 
want to grow, or I want more pay or I want a differ-
ent title. If you're not giving them the training or the 
skills, it's not effective at all. I don't want to see that 
happen to my staff” (SW, Org 4).

Finally, power dynamics emerged in ways that were both 
collaborative and limiting–

reflecting efforts to share power while acknowledg-
ing persistent hierarchies. For example, SWs used their 
credibility to advocate for CHWs in interdisciplinary 
settings. One SW described consciously stepping back 
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in community interactions to ensure the CHW– “who 
was actually doing the work”–could directly engage with 
partners. Others spoke about amplifying CHW voices 
within coalitions, healthcare systems, and policy set-
tings to bring visibility to their value as trusted commu-
nity members with lived experience. Nevertheless, power 
imbalances persisted both within CHW-SW teams and 
in client interactions. Despite their complementary roles, 
CHWs viewed themselves differently in relation to SWs, 
particularly in terms of training, pay, and licensure: “Just 
a feeling of the [CHW] role might not be as respected in 
other spaces, especially in medical spaces…where there 
can be these really entrenched hierarchies and power 
dynamics” (SW, Org 4). These dynamics also extended to 
healthcare settings, where traditional norms of authority 
influenced how CHWs were perceived.

Organizational-level factors
Organizational-level factors included the structures, poli-
cies or practices that shaped CHW-SW collaboration. 
Factors included commitment to equity, leadership buy-
in, clear workflows, standardized organizational training, 
and shared documentation and physical spaces.

Commitment to equity was reflected in practices both 
internal to the organization and external in the deliv-
ery of services. Internally, leadership fostered inclu-
sive spaces where CHWs and SWs could leverage their 
diverse experiences and participate in shared decision-
making. Externally, teams implemented programs that 
comprehensively addressed the complex health and 
social needs of their clients. The integrated adoption of 
these two approaches encouraged a culture of collabora-
tion where team members felt empowered to share their 
expertise and shape care practices.

“I feel like, as a whole, the agency values CHWs, they 
value our input because…we are a mouthpiece for 
our participants. So, I think they hear us when we 
advocate for them, whatever the need might be…
even with policies or different things that need to be 
set up or made or changed…we are definitely sup-
ported and valued in our agency. (CHW, Org 4)

Leadership buy-in was essential to creating supportive 
environments that empowered CHWs and SWs to col-
laborate. Participants appreciated how effective lead-
ers prioritized staff professional development through 
skill-building opportunities, and intentionally focused 
on staff well-being: “They want to know more about [us] 
personally. And I love that about it. We're able to express 
how we feel…what more training we want or what other 
things we want to tap into” (CHW, Org 4). Leaders also 
engaged CHWs in decision-making that shaped orga-
nizational programs and policies, establishing a sense 

of shared ownership: “This new program is launched 
because we heard from you, the CHWs, about a need. 
So, it continues to inform the work” (SW, Org 4). Finally, 
leaders encouraged autonomous work, which empow-
ered teams to invest the time needed to support their cli-
ents comprehensively.

Clear workflows and defined referral processes facili-
tated coordination between CHWs and SWs and 
strengthened rapport with community partners. When 
CHWs and SWs were effectively integrated within orga-
nizations, tasks were efficiently delegated; they under-
stood when to hand off to a CHW or SW or refer out for 
additional support. One SW described the process as col-
laborative: “Depending on what the needs of the patient 
is, that's how we decide who could be the primary and 
we let the patients know…we're part of a team. And each 
team member plays a different role” (SW, Org 1).

When workflows were unidentified, participants 
expressed confusion about how to manage cases and over 
which tasks fell under whose responsibilities, resulting 
in duplicative efforts or missed opportunities to provide 
care:

“Just handed [the case] off, and then again the 
repeating, and then they're not getting the care that 
they need or getting their problem solved because 
they're being passed around from everybody, because 
that person that they get to doesn't know what 
they're doing” (CHW at Org 1).

Confusion was common in settings where CHWs were 
newly integrated, and roles were loosely defined.

Another key factor was standardized organizational 
training, which ensured that teams were aligned on pro-
cesses and practices. One site explicitly included all staff 
in training, regardless of role or seniority: “The profes-
sional development through [Org 4] is just not strati-
fied…It is like the CEO and leadership sitting side by side 
in training with all levels of the organization” (SW, Org 
4). In addition, some organizations prioritized cross-
training, with CHWs and SWs collaboratively sharing 
insights from external training sessions to promote best 
practices and patient-centered care:

“If the CHWs went to a training, and they gained a 
lot of knowledge, they would come back to the office 
and share around the table…if we went to a training, 
we would come back and share with them what we 
learned. Keeping that collaboration…keeping each 
other educated” (SW, Org 3).

In contrast, a lack of standardized training hindered team 
cohesion and left some participants feeling unprepared in 



Page 9 of 12Nakra et al. BMC Health Services Research         (2025) 25:1248 

their roles. One CHW, for instance, noted the absence of 
a formal onboarding process:

“When I started it was just like, ‘here you go, do 
some intakes.’ I was like ‘oh my gosh I’ve never done 
this before.’ So, we are working towards…getting that 
a little more standardized” (SW, Org 2).

Shared documentation systems were essential tools 
through which CHWs and SWs could effectively coordi-
nate care. Internal tracking systems, such as electronic 
medical records (EMR), equipped teams with real-time 
access to client information and ensured that assess-
ments, diagnoses, care plans, and referrals were docu-
mented and monitored. CHWs and SWs routinely used 
these resources to communicate about clients, follow-up 
on tasks, and hand-off care when needed:

“We have a tracking system where we can assign a 
task to a social worker or another community health 
worker. This way it pops up. So, there’s a few ways 
that we can assign tasks and communicate and push 
these out to the necessary providers” (CHW, Org 2).

In one organization, Health Information Exchanges 
enhanced interoperability, allowing teams to communi-
cate with outside hospitals and providers, share medical 
records, and flag priority clients in need of critical ser-
vices or resources. Alternatively, when systems were not 
well integrated, participants described navigating mul-
tiple platforms as “time-consuming” and a “hindrance.” 
However, several organizations reported the need to 
document in multiple EMR systems, which could be time 
consuming and burdensome.

Finally, CHWs and SWs valued shared physical space. 
Being situated in close proximity to one other, facilitated 
routine communication, continuity of care, and team 
cohesion: “We're blessed that [we are] in the same office 
with our social worker…where we can communicate, pick 
up the telephone and call them because we are all staffed 
together…And that helps make that coordination of care 
easier” (CHW, Org 3). These factors highlight the need 
for organizational leadership to establish inclusive struc-
tures that encourage shared decision-making and harmo-
nize the CHW-SW relationship.

Societal-level factors
Societal-level factors encompassed social, cultural, 
political and historical components that influenced how 
CHWs and SWs performed their respective duties and 
responded to community needs. Across focus groups, 
access to funding for CHW-SW collaboration was a pri-
mary theme, which enabled, but also limited, the scope 
of CHW-SW collaboration. One example was Enhanced 

Care Management (ECM), a benefit offered through 
state Medicaid that supported interdisciplinary care for 
populations with complex needs. ECM enabled teams 
to address all aspects of a client’s health and well-being 
collaboratively, including key social determinants like 
income and housing. This model both expanded access 
to services and broadened one SW’s perspective on inter-
disciplinary teams:

“Prior to joining this care management team, I just 
did straight behavioral health…I had never really 
worked as part of a team before, like interdisciplin-
ary team…I really like the concept and I have seen 
it work…I have seen patients improve and with this 
collaboration” (SW, Org 1).

While a valuable and collaborative model, such initia-
tives are shaped by state-level legislative priorities, which 
could shift the populations served and services pro-
vided. For example, one participant described how ECM 
changed their focus from housing support for individuals 
with chronic illness to more general support for individu-
als with serious mental illness or experiencing homeless-
ness; this change in the priority population and CHW job 
title created uncertainty, specifically related to defined 
roles: “Our CHW…was like ‘Oh no, are they going to 
take my job?’…she did the housing stuff…so she wasn’t 
sure how her role was going to be different and how, as a 
team, we’re going to kind of navigate those changes.” (SW, 
Org 1).

Finally, organizations described a need to pursue addi-
tional funding such as local foundations, state or federal 
grants, to support CHW-SW collaboration and address 
clients’ broader social and economic needs:

“We submitted this grant…focused on cross-sector 
collaboration and the reason being…it’s not just a 
cancer issue. It’s a food insecurity issue…it’s a health 
literacy issue…what we want to do is bring differ-
ent partners from different spaces that address the 
entire need of the individual” (SW, Org 2).

Therefore, access to funding was a key determinant for 
the continuation and sustainability of CHW-SW pro-
gramming and system integration.

Discussion
As the need to address complex social determinants 
of health grows, interdisciplinary teams that improve 
service capacity and healthcare delivery have become 
increasingly important [27]. This study explored key fac-
tors of effective CHW-SW collaboration—a promising, 
community-responsive approach to tackle health inequi-
ties. Findings illustrated that this collaboration is shaped 
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by multi-level, intersecting factors, consistent with previ-
ous literature [28, 29].

CHWs and SWs hold distinct yet overlapping roles on 
collaborative teams. While CHWs serve as trusted com-
munity connectors and system navigators, SWs provide 
clinical expertise and behavioral health support. Our 
study affirms that clearly defined roles and scopes of 
practice enhance CHW-SW collaboration by efficiently 
allocating tasks and minimizing duplicative efforts. These 
findings support prior research that emphasizes role clar-
ity as a facilitator of successful cross-sector collabora-
tion and service delivery [30, 31]. Although our data also 
reveal that role confusion persists both within organiza-
tions and with community partners, workforce devel-
opment and standardized organizational training that 
includes CHWs, SWs, and leadership, can build aware-
ness and recognition of both roles [32].

CHW-SW collaboration is reinforced by strong rela-
tional dynamics, including mutual respect, communica-
tion, and supportive supervision. When both workforces 
understand and value each other’s roles and skills, the 
contributions of each profession are elevated within the 
care team. Both CHWs and SW work together to provide 
diverse perspectives and expertise that uniquely address 
the clients’ needs. This shared decision-making—facili-
tated via case consultations and interdisciplinary care 
meetings—encourages transparent communication, cul-
tivates team trust and streamlines care coordination to 
improve patient outcomes [7]. Integrated documentation 
systems and access to each other’s notes further support 
shared decision-making, although navigating multiple 
systems remains a challenge. This is a known barrier for 
healthcare professionals who work across settings, high-
lighting the need for secure data interoperability not 
only to support CHW-SW collaboration, but to stream-
line communication and healthcare navigation [33, 34]. 
Finally, supportive supervision is an essential component 
of collaboration. Ideally, supervisors have a strong under-
standing of each role, including the continuing educa-
tion expectations required to maintain certification–a 
condition supported by role concordance [10]. Reflective 
supervision and power sharing further mitigate power 
imbalances and create equitable partnerships, findings 
that align with the Sunnybrook framework for interpro-
fessional collaboration, which emphasizes shared compe-
tence, trust, and continuous reflection as cornerstones of 
effective teamwork [8].

Organizational culture, supported by inclusive leader-
ship, lays a foundation for CHW-SW collaboration and 
is a critical component in reducing health disparities 
[35]. Leaders that advocate for multiple perspectives, 
engage CHWs and SWs in decision-making, and invest 
in flexible care models promote a culture of collabora-
tion. They can shift the organizational mindset toward 

systems-oriented, coordinated care that prioritizes inte-
gration and equity. Leadership buy-in, including leader-
ship education and advocacy, is also critical for securing 
sustainable funding, standardizing training structures, 
and supporting professional development. When CHWs 
and SWs are supported by the organization or health-
care system and integrated into the care team, individu-
als who are most at-risk are able to access services [36]. 
Finally, practical strategies like streamlining workflows 
and implementing shared communication tools and 
spaces can reinforce healthy interprofessional dynamics.

Systemic factors, including power balances between 
healthcare professions, continue to challenge interdisci-
plinary collaboration efforts. Our study points to a need 
for more sustainable funding and policy initiatives that 
promote equity at multiple levels—internally through 
pay parity and career advancement opportunities [32], 
and externally through comprehensive, equity-driven 
approaches to care [37]. Such policies are essential to 
continuity of services and workforce stability, particu-
larly for CHWs, whose pay has historically been low 
or even volunteer based. To mitigate power dynamics, 
these efforts can be supplemented by leadership support, 
mutual respect, open and transparent communication, 
support for greater autonomy and relational supervision 
[38, 39].

Our study suggests that implementing effective 
CHW-SW collaboration benefits from a multifaceted 
approach—leveraging diverse skill sets, fostering team-
based collaboration, investing in organizational culture, 
and establishing dedicated support for funding and staff-
ing. By embedding these principles into practice, CHW-
SW collaboration can be a powerful model for improving 
health services delivery and promoting positive outcomes 
through tailored resources and support. Furthermore, 
policies that advance care coordination, support funding 
for interdisciplinary teams, and promote pay parity prior-
itize equity; they transform how CHWs and SWs deliver 
care, while ensuring that they are justly compensated for 
their work.

Limitations
This study has several limitations. First, for the purposes 
of this study, effective collaboration and integration refer 
largely to interprofessional dynamics and organizational 
practices. However, future studies should consider more 
traditional measures of effectiveness such as 30-day read-
missions and healthcare cost or savings. Second, orga-
nizations were identified through community referrals 
from the national Coalition on CHW-SW Collaboration 
including several authors. Therefore, the recruitment 
process may have introduced some bias in the data col-
lected. However, the researchers who contacted the 
organizations, collected and analyzed the data were not 
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previously familiar with the organizations. Third, while 
stratified sampling was used to recruit diverse organiza-
tions based on geographic location and health or com-
munity setting, the sample is not representative of all 
CHWs and SWs in these fields. Additionally, qualita-
tive analyses are not generalizable to the entire popula-
tion, highlighting the need for more robust quantitative 
research and national surveys to confirm and elucidate 
our findings. Finally, four participants did not complete 
the survey, and several declined to report their age, 
resulting in incomplete demographic data.

Conclusions
Within an increasingly complex healthcare system, acces-
sible healthcare navigation is important for marginal-
ized and under-resourced communities. This research 
advances our collective understanding of what is nec-
essary to build and sustain effective CHW-SW teams 
capable of ensuring access to quality healthcare, improv-
ing client outcomes and dismantling health inequities. 
By highlighting actionable strategies for organizations—
such as specifying roles and scopes of practice, investing 
in cross-training, encouraging reflective supervision, and 
fostering supportive leadership—we offer guidance for 
enhancing interdisciplinary synergy. We also identify sys-
temic challenges that persist at higher levels of the socio-
ecological environment, pointing to the need for broader 
policy and structural changes that value and support the 
nuanced work of these professionals. CHW-SW collabo-
ration is a promising model for addressing both immedi-
ate individual needs and the broader societal forces that 
shape health outcomes, thereby contributing to more 
just, accessible, and person-centered health services.

Acknowledgements
The authors would like to acknowledge the national Coalition for CHW-SW 
Collaboration, formerly known as the National Workgroup of CHWs and SWs, 
for their support in designing, conducting and analyzing the qualitative data 
presented in this paper. We would also like to acknowledge CCHA (The Center 
for Community Health Alignment) at the University of South Carolina Arnold 
School of Public Health.

Authors’ contributions
LJP, GW, LL and JC conceptualized the project. LJP and SC collected the data. 
LJP and NMN analyzed the data. LJP drafted the abstract, ABD drafted the 
introduction, NMN drafted the methods, results, discussion and limitations 
sections. JC reviewed the paper and provided substantial feedback. ABD 
prepared the manuscript for submission. All authors read and approved the 
final manuscript.

Funding
This publication was made possible by Boston University’s Center for 
Innovation in Health Social Work, as well as the National Institute on Minority 
Health and Health Disparities (K01MD019724). No funding was received to 
assist with the preparation of this manuscript.

Data availability
The data that support the findings of this study are not publicly available. 
However, deidentified data are available from the authors upon reasonable 
request to the corresponding author and with the permission of the Coalition 
for CHW and SW Collaboration.

Declarations

Ethics approval and consent to participate
Our study adhered to the Helsinki Declaration. This study was submitted to 
the University of Texas Institutional Review Board and was deemed exempt 
research. Informed consent was obtained from all the participants.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 23 May 2025 / Accepted: 4 August 2025

References
1.	 Reeves S, Pelone F, Harrison R, Goldman J, Zwarenstein M. Interprofessional 

collaboration to improve professional practice and healthcare outcomes. 
Cochrane Database Syst Rev. 2017;6:CD000072.

2.	 Spencer MS, Gunter KE, Palmisano G. Community health workers and their 
value to social work. Soc Work. 2010;55:169–80.

3.	 Community Health Workers. American Public Health Association. ​h​t​t​p​​s​:​/​​/​w​w​
w​​.​a​​p​h​a​​.​o​r​​g​/​a​p​​h​a​​-​c​o​​m​m​u​​n​i​t​i​​e​s​​/​m​e​​m​b​e​​r​-​s​e​​c​t​​i​o​n​​s​/​c​​o​m​m​u​​n​i​​t​y​-​h​e​a​l​t​h​-​w​o​r​k​e​r​
s. Accessed 15 Dec 2024.

4.	 National Association of Social Workers (NASW). NASW Standards for Social 
Work Case Management. 2013. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​s​​o​c​i​​a​l​w​​o​r​k​e​​r​s​​.​o​r​​g​/​P​​r​a​c​t​​i​c​​e​/​N​​A​S​
W​​-​P​r​a​​c​t​​i​c​e​​-​S​t​​a​n​d​a​​r​d​​s​-​G​​u​i​d​​e​l​i​n​​e​s​​/​N​A​​S​W​-​​S​t​a​n​​d​a​​r​d​s​​-​f​o​​r​-​S​o​​c​i​​a​l​-​W​o​r​k​-​C​a​s​e​-​M​a​
n​a​g​e​m​e​n​t. Accessed 4 Feb 2025.

5.	 National Association of Social Workers (NASW). NASW Standards for Social 
Work Practice in Health Care Settings. 2016. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​s​​o​c​i​​a​l​w​​o​r​k​e​​r​s​​.​o​r​​g​/​P​​r​
a​c​t​​i​c​​e​/​N​​A​S​W​​-​P​r​a​​c​t​​i​c​e​​-​S​t​​a​n​d​a​​r​d​​s​-​G​​u​i​d​​e​l​i​n​​e​s​​/​N​A​​S​W​-​​S​t​a​n​​d​a​​r​d​s​​-​f​o​​r​-​S​o​​c​i​​a​l​-​​W​o​r​​
k​-​P​r​​a​c​​t​i​c​e​-​i​n​-​H​e​a​l​t​h​-​C​a​r​e​-​S​e​t​t​i​n​g​s. Accessed 4 Feb 2025.

6.	 D’Amour D, Ferrada-Videla M, Rodriguez LSM, Beaulieu M-D. The conceptual 
basis for interprofessional collaboration: core concepts and theoretical frame-
works. J Interprof Care. 2005. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​8​0​​/​1​​3​5​6​1​8​2​0​5​0​0​0​8​2​5​2​9.

7.	 Sibbald S, Schouten K, Sedig K, Maskell R, Licskai C. Key characteristics and 
critical junctures for successful interprofessional networks in healthcare – a 
case study. BMC Health Serv Res. 2020;20:700.

8.	 McLaney E, Morassaei S, Hughes L, Davies R, Campbell M, Di Prospero L. A 
framework for interprofessional team collaboration in a hospital setting: 
advancing team competencies and behaviours. Healthc Manage Forum. 
2022;35:112–7.

9.	 Petruzzi L, Smithwick J, Lee L, Delva J, Fox L, Wilkinson G, et al. Community 
health work and social work collaboration: integration in health care and 
public health settings: A conceptual framework. J Ambul Care Manage. 
2024;47:187–202.

10.	 Smithwick J, Petruzzi L, Monga Nakra N, Lee L, Chang S, Busch J, et al. Effec-
tive integration and collaboration of community health workers and social 
workers: essential strategies for health and social service systems. The Coali-
tion for CHW-SW Collaboration; 2025. ​h​t​t​p​​s​:​/​​/​c​o​m​​m​u​​n​i​t​​y​h​e​​a​l​t​h​​a​l​​i​g​n​​m​e​n​​t​.​o​
r​​g​/​​w​p​-​​c​o​n​​t​e​n​t​​/​u​​p​l​o​​a​d​s​​/​2​0​2​​5​/​​0​4​/​​E​f​f​​e​c​t​i​​v​e​​-​I​n​​t​e​g​​r​a​t​i​​o​n​​-​a​n​​d​-​C​​o​l​l​a​​b​o​​r​a​t​​i​o​n​​-​o​f​
-​​C​o​​m​m​u​​n​i​t​​y​-​H​e​​a​l​​t​h​-​​W​o​r​​k​e​r​s​​-​a​​n​d​-​S​o​c​i​a​l​-​W​o​r​k​e​r​s​-​4​.​1​.​2​5​-​4​.​2​4​P​M​.​p​d​f.

11.	 Washington T, Lewinson TD. Healthcare social workers’ scope of practice dur-
ing COVID-19. Healthcare. 2024;12:174.

12.	 Golden AG, Jorgenson J, Williams A. Community health workers and the 
communicative transformation of work-life interrelationships during the 
COVID-19 pandemic. J Comput-Mediat Commun. 2023;28:zmad009.

13.	 McCoyd JL, Curran L, Candelario E, Findley PA, Hennessey K. Social service 
providers under COVID-19 duress: adaptation, burnout, and resilience. J Soc 
Work (Lond). 2023;23:85–102.

14.	 Essex R, Kennedy J, Miller D, Jameson J. A scoping review exploring the 
impact and negotiation of hierarchy in healthcare organisations. Nurs Inq. 
2023;30: e12571.

15.	 Glied SA, Ma S, Pearlstein I. Understanding pay differentials among health 
professionals, nonprofessionals, and their counterparts in other sectors. 
Health Aff. 2015;34:929–35.

16.	 Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research 
electronic data capture (REDCap)—a metadata-driven methodology and 

https://www.apha.org/apha-communities/member-sections/community-health-workers
https://www.apha.org/apha-communities/member-sections/community-health-workers
https://www.apha.org/apha-communities/member-sections/community-health-workers
https://www.socialworkers.org/Practice/NASW-Practice-Standards-Guidelines/NASW-Standards-for-Social-Work-Case-Management
https://www.socialworkers.org/Practice/NASW-Practice-Standards-Guidelines/NASW-Standards-for-Social-Work-Case-Management
https://www.socialworkers.org/Practice/NASW-Practice-Standards-Guidelines/NASW-Standards-for-Social-Work-Case-Management
https://www.socialworkers.org/Practice/NASW-Practice-Standards-Guidelines/NASW-Standards-for-Social-Work-Practice-in-Health-Care-Settings
https://www.socialworkers.org/Practice/NASW-Practice-Standards-Guidelines/NASW-Standards-for-Social-Work-Practice-in-Health-Care-Settings
https://www.socialworkers.org/Practice/NASW-Practice-Standards-Guidelines/NASW-Standards-for-Social-Work-Practice-in-Health-Care-Settings
https://doi.org/10.1080/13561820500082529
https://communityhealthalignment.org/wp-content/uploads/2025/04/Effective-Integration-and-Collaboration-of-Community-Health-Workers-and-Social-Workers-4.1.25-4.24PM.pdf
https://communityhealthalignment.org/wp-content/uploads/2025/04/Effective-Integration-and-Collaboration-of-Community-Health-Workers-and-Social-Workers-4.1.25-4.24PM.pdf
https://communityhealthalignment.org/wp-content/uploads/2025/04/Effective-Integration-and-Collaboration-of-Community-Health-Workers-and-Social-Workers-4.1.25-4.24PM.pdf


Page 12 of 12Nakra et al. BMC Health Services Research         (2025) 25:1248 

workflow process for providing translational research informatics support. J 
Biomed Inform. 2009;42:377–81.

17.	 Harris PA, Taylor R, Minor BL, Elliott V, Fernandez M, O’Neal L, et al. The REDCap 
consortium: Building an international community of software platform 
partners. J Biomed Inform. 2019;95: 103208.

18.	 NVivo. 2024.
19.	 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 

2006;3:77–101.
20.	 Guest G, MacQueen KM, Namey EE. Introduction to applied thematic analysis. 

Applied thematic analysis. 2012;3:1–21.
21.	 Guest G, Namey E, Chen M. A simple method to assess and report thematic 

saturation in qualitative research. PLoS One. 2020;15:e0232076.
22.	 Bronfenbrenner U. Toward an experimental ecology of human development. 

Am Psychol. 1977;32:513.
23.	 CDC. About Violence Prevention. Violence Prevention. 2024. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​c​​d​c​.​​

g​o​v​​/​v​i​o​​l​e​​n​c​e​​-​p​r​​e​v​e​n​​t​i​​o​n​/​a​b​o​u​t​/​i​n​d​e​x​.​h​t​m​l. Accessed 15 Apr 2025.
24.	 Sallis JF, Owen N, Fisher E. Ecological models of health behavior. Health 

behavior: Theory, research, and practice. 2015;5.
25.	 National Association of Social Workers (NASW). NASW standards for clinical 

social work in social work practice. 2005. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​s​​o​c​i​​a​l​w​​o​r​k​e​​r​s​​.​o​r​​g​/​L​​i​n​k​
C​​l​i​​c​k​.​​a​s​p​​x​?​f​i​​l​e​​t​i​c​​k​e​t​​=​Y​O​g​​4​q​​d​e​f​L​B​E​%​3​d​&​p​o​r​t​a​l​i​d​=​0. Accessed 14 Apr 2025.

26.	 Rosenthal EL, Menking P, John J. The community health worker core consen-
sus (C3) project, a report of the C3 project phase 1 and 2: Together leaning 
toward the sky. El Paso, TX: Texas Tech University Health Sciences Center; 
2018.

27.	 Natkin LW, van den Broek-Altenburg E, Benson JS, Atherly A. Community 
health teams: a qualitative study about the factors influencing the decision-
making process. BMC Health Serv Res. 2023;23:466.

28.	 Karam M, Brault I, Van Durme T, Macq J. Comparing interprofessional and 
interorganizational collaboration in healthcare: a systematic review of the 
qualitative research. Int J Nurs Stud. 2018;79:70–83.

29.	 Schot E, Tummers L, Noordegraaf M. Working on working together a system-
atic review on how healthcare professionals contribute to interprofessional 
collaboration. J Interprof Care. 2020;34:332–42.

30.	 Cameron A, Lart R, Bostock L, Coomber C. Factors that promote and hinder 
joint and integrated working between health and social care services: a 
review of research literature. Health Soc Care Community. 2014;22:225–33.

31.	 Winters S, Magalhaes L, Kinsella EA, Kothari A. Cross-sector service provision 
in health and social care: an umbrella review. Int J Integr Care. 2016;16.

32.	 Smithwick J, Nance J, Covington-Kolb S, Rodriguez A, Young M. “Community 
health workers bring value and deserve to be valued too:” Key considerations 
in improving CHW career advancement opportunities. Front Public Health. 
2023. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​3​3​8​9​​/​f​​p​u​b​h​.​2​0​2​3​.​1​0​3​6​4​8​1.

33.	 D’Amore JD, McCrary LK, Denson J, Li C, Vitale CJ, Tokachichu P, et al. Clinical 
data sharing improves quality measurement and patient safety. J Am Med 
Inform Assoc. 2021;28:1534–42.

34.	 Menachemi N, Rahurkar S, Harle CA, Vest JR. The benefits of health informa-
tion exchange: an updated systematic review. J Am Med Inform Assoc. 
2018;25:1259–65.

35.	 Cooper LA, Purnell TS, Showell NN, Ibe CA, Crews DC, Gaskin DJ, et al. 
Progress on Major Public Health Challenges: The Importance of Equity. Public 
Health Rep. 2018;133 1_suppl(1):15S-19S.

36.	 National Academies of Science, Engineering and Medicine (NASEM). Integrat-
ing social needs care into the delivery of health care to improve the Nation’s 
Health. 2019.

37.	 Sabatino MJ, Sullivan K, Alcusky MJ, Nicholson J. Identifying and addressing 
health-related social needs: a Medicaid member perspective. BMC Health 
Serv Res. 2024;24:1203.

38.	 Kearns E, Khurshid Z, Anjara S, De Brún A, Rowan B, McAuliffe E. P92 power 
dynamics in healthcare teams – a barrier to team effectiveness and patient 
safety: a systematic review. BJS Open. 2021;5(Suppl 1):zrab032.091.

39.	 Okpala P. Addressing power dynamics in interprofessional health care teams. 
Int J Healthc Manag. 2020. ​h​t​t​p​s​:​​​/​​/​d​o​​i​.​​o​r​​g​​/​​1​0​​.​1​0​​​8​0​​/​2​0​​4​7​9​​​7​0​0​​.​2​​​0​2​0​.​1​7​5​8​8​9​4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://www.cdc.gov/violence-prevention/about/index.html
https://www.cdc.gov/violence-prevention/about/index.html
https://www.socialworkers.org/LinkClick.aspx?fileticket=YOg4qdefLBE%3d&portalid=0
https://www.socialworkers.org/LinkClick.aspx?fileticket=YOg4qdefLBE%3d&portalid=0
https://doi.org/10.3389/fpubh.2023.1036481
https://doi.org/10.1080/20479700.2020.1758894

	﻿A qualitative exploration of multi-level factors that support effective community health worker-social worker collaboration
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design
	﻿Sampling
	﻿Study procedures
	﻿Analysis
	﻿Member checking

	﻿Results
	﻿Demographics
	﻿Qualitative findings
	﻿Individual-level factors
	﻿Relationship-level factors
	﻿Organizational-level factors
	﻿Societal-level factors

	﻿Discussion
	﻿Limitations

	﻿Conclusions
	﻿References


