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Abstract 

 Goals:  

Community Health Workers (CHWs) help underprivileged people get better results. Their 

interaction among medical teams hasn't been well researched, though. The aim of this 

integrative review was to find interprofessional cooperation and collaboration between CHWs 

and health care teams by looking at published research reports that showed better health 

outcomes as a result of CHW intervention. 

Methods: 

A total of 47 studies spanning 33 years were reviewed using an integrative literature review 

methodology for evidence to support the following a1ssumptions of effective interprofessional 

teamwork between CHWs and health care teams: One or more of the following: (1) equality; 
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(2) common knowledge of roles, norms, values, and team objectives; (3) collaboration; (4) 

interdependence; and (5) synergy. 

Findings:  

Out of the 47 research, 12 mentioned at least one effective interprofessional cooperation 

premise. All five interprofessional collaboration assumptions were supported by four research. 

Conclusions:  

The four papers that this integrative review found are models of successful interprofessional 

collaboration between CHWs and medical teams. The nature of interprofessional cooperation 

and teamwork in connection to patient health outcomes requires more research. 

Introduction  

Background 

For those who are underprivileged, community health workers (CHWs) can enhance results.(1, 

2) There is proof that CHW interventions enhance illness prevention, health promotion, and 

health care management in underprivileged groups. Community health workers boost health 

promotion activities like cancer screenings and vaccines, show net cost savings, and improve 

the treatment of chronic illnesses like diabetes, asthma, and mother-child health concerns.[1-3 

]This data has increased interest in novel CHW models. Delivery systems work to address 

quality and cost issues, increase cultural congruence, and enhance health care accessibility for 

the expanding immigrant population as well as other marginalized, vulnerable, and isolated 

groups of individuals. The CHW model offers a way to accomplish these objectives.[4–6] 

Currently, there is a nationwide push to increase the utilization of CHWs for enhancing public 

health. In 2011, the CDC and Division for Heart Disease and Stroke Prevention released 

Addressing Chronic Disease through CHWs: A Policy and Systems-Level Approach that 

proposed states integrate CHWs in communities facing high risks associated with chronic 

disease prevention. Additionally, as part of their strategic plan against hypertension's adverse 

effects on society, IOM endorsed using CHW services routinely.[7,8] The Affordable Care Act 

(ACA) acknowledged promoting engagement between healthcare providers with medical 

assistance-seeking individuals from underserved areas toward better wellness outcomes 

necessitated involving more CHW personnel effectively[9]. Moreover; it was found necessary 

by CDC experts to provide additional support towards strengthening existing programs 

utilizing Community Health Workers(CHWS). This move helps eliminate disparities tied 

around effective means used tackling diabetes management efforts across multiple community 

groups within society at large[10]. 

Simultaneously, a number of national and international organizations started advocating for 

interprofessional collaboration and team building as a component of the health care system 

overhaul[11]. This early appeal was started by the IOM's "Crossing the Quality Chasm..." 

report from 2001. Almost ten years later, the World Health Organization[12] recognized that, 

in order to improve primary care health systems, there was an urgent need to include 

interprofessional education and collaborative practice into global health policy, education, and 
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services. Ultimately, key skills for interprofessional collaborative practice were proposed in 

2011 by an expert panel of the Interprofessional Education Collaborative.[13] 

 

Furthermore, the creation of community-based interprofessional teams inside patient-centered 

medical homes (PCMHs), a paradigm for primary care reform, has received support from 

several national health care organizations (HMOs)[14–18]. 

The nature and extent of teamwork and cooperation with CHWs within health care teams is not 

fully understood, despite the compelling evidence supporting the employment of CHWs and 

the nationally acknowledged necessity for collaborative practice in care giving. Thus, the goal 

of this integrative literature review was to investigate interprofessional cooperation and 

teamwork with CHWs in studies that showed improved health outcomes as a consequence of 

CHW intervention. 

Collaboration and Interprofessionality 

Interprofessional cooperation and teamwork may enhance patient outcomes and accessibility 

to medical treatment, according to research.[12, 19–30] Furthermore, health care professionals 

who collaborate with others are more productive and have greater job satisfaction than those 

who don't.28, 31, and 32 

D'Amour and Oandasan33 introduced the term "interprofessionality," which they describe as 

"the development of a cohesive practice between professionals from different disciplines," in 

reaction to disjointed health care practices. It is the method by which experts consider and 

create approaches to their work that offer a comprehensive and well-rounded response to the 

demands of the client, family, or population.[31] (page 9) Different from multidisciplinary 

work, which is a process in which different disciplines work independently and concurrently 

on a same project, interprofessionality reflects a lower level of collaboration on the spectrum. 

In the context of interprofessional teams, it is crucial to comprehend the notion of 

"collaboration," which has been highlighted as essential to ensuring high-quality healthcare33. 

"The idea of sharing and implies collective action oriented toward a common goal, in a spirit 

of harmony and trust, particularly in the context of health professionals," is how collaboration 

is defined.[32] A "negotiated agreement between professionals which values the expertise and 

contributions that various healthcare professionals bring to patient care" is what 

interprofessional cooperation is.[33] and works best when team members appreciate differing 

viewpoints and have open lines of communication.35 D'Amour et al.[34] developed four 

principles connected to collaboration: power, sharing, partnership, and interdependency, based 

on an examination of the literature on collaborative practice. 

"A group of people working together to achieve common purpose for which they hold 

themselves mutually accountable" is the definition of a team.[35] The formation of teams is 

predicated on the idea that groups may perform better than individuals in complicated tasks 

where there is a stake in the result and when resource efficiency is required. Shared work 

products, interconnected tasks, shared accountability for outcomes, adherence to a single 

strategy, and cooperative relationship management across organizational boundaries are all 

essential components of collaboration.36 
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Effective cooperation is a prerequisite for collaboration. The task that has the potential to lead 

to cooperation is supported by the atmosphere that is created via teamwork. The synergy that 

team members produce is most directly tied to collaboration. Building a team environment that 

combines the viewpoints of all professionals and fosters a sense of respect and trust for each 

other are two essential and consistent components of collaboration. The first is the creation of 

collective action that handles the complexity of client demands[36]. The second is the creation 

of a team life.[33] 

Model for Integrative Review 

Rice[37] describes teamwork as "a mechanism for putting collaboration into effect," which 

makes a connection between teamwork and collaboration.[37] Rice (p. 62) listed five 

collaborative tenets that provided the conceptual basis for this integrative evaluation. These 

presumptions include: (1) a common understanding of the roles, norms, values, and objectives 

of the team; egalitarian, cooperative, and interdependent team dynamics; and the benefits of 

the team's combined efforts and shared decision-making for patients outweigh those of the 

individual disciplines acting alone. 

The following is how Rice37's assumptions about successful cooperation that lead to 

successful collaboration were operationalized for this review: 

1. A common comprehension. Mutual comprehension of the team's responsibilities, 

conventions, values, and objectives: Evidence of precisely stated project interventions 

goals, team member responsibilities, or team members' alignment with purpose and 

values. This assumption will be referred to as "shared understanding" for the purposes 

of this assessment. 

2. Egalitarianism. An egalitarian team functions by respecting the opinions of patients 

and their families when making decisions, defining goals, or making choices. This 

shows that patients and families are an integral component of the health care team. 

3. Cooperation. A cooperative team is one that meets regularly or participates in joint 

training to demonstrate that it values and appreciates the participation and 

contributions of all of its members. 

4. Interdependence. The way a team functions is interdependent: There is a lack of 

autonomy or independence, as seen by team meetings and role group consultations. 

5. Combine. The patient benefits more from the team's joint efforts and collaborative 

decision-making than from the contributions of any one specialty working alone. This 

evaluation will use the term "synergy," which is defined as a method of working that 

produces an output that is superior to what any one person could produce alone,39 to 

refer to this assumption as demonstrated by the fact that the results of interventions are 

ascribed to the combined team effort. 

Goal 

This integrative review set out to investigate interprofessional cooperation and collaboration 

with CHWs in studies that showed improved health outcomes following CHW intervention. 

(1) Did the CHW perform as a part of the healthcare team? was one of the main questions that 
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directed the review process. and (2) Did CHWs and healthcare teams operate under the same 

presumptions about collaboration as described by Rice[37] 

Techniques 

In two significant systematic reviews of the literature, evidence of Rice's five assumptions of 

successful cooperation between CHWs and providers was found using an integrated review 

methodology40.1, 2 In order to find peer-reviewed studies that reported on the health effects 

of CHW treatments, a review of the literature was done. MEDLINE, Psych INFO, Cochrane 

Reviews, CINAHL, and the World Wide Web were among the electronic databases used to 

publish these research in English between 1996 and 2013[38]. Primary care, health outcomes, 

community health worker(s), and synonyms for CHW, such as lay health worker, outreach 

worker, health advocate, and promotora de salud, were among the important search terms. By 

using these keywords, we were able to locate two thorough systematic reviews of studies 

evaluating the impact of CHW treatments[39]. 

The Agency for Healthcare Research and Quality (AHRQ)1 selected studies that looked at the 

cost, results, and features of CHW therapies between 1980 and November 2008 in their first 

systematic review. All American-conducted research that was published in English was 

reviewed. Studies with less than [40] participants, those that weren't original research, and those 

that didn't cover subjects related to the study's main questions were all removed. Based on the 

AHRQ Comparative Effectiveness Guide, it assigned an excellent, fair, or poor rating to the 

studies' quality.[41-43] These writers found 53 unique research papers in total. 

The New England Comparative Effectiveness Public Advisory Council conducted a second 

systematic review that updated the AHRQ study from January 2008 to April 2013.[44] Their 

focus was on the impact of CHW interventions and they used rigorous search criteria and 

quality ratings based on the AHRQ Comparative Effectiveness Guide, resulting in an initial 

pool of 18 studies[45]. These were combined with other good or fair-quality studies dating back 

from 1980 to create a database of total [46,47] reliable studies reporting positive health 

outcomes as a result for over three decades due solely to their intervention programs by CHWs 

(excluding those focused only improved patient knowledge/satisfaction). This integrative 

review is exclusively based on these selected research works which offer strong evidence 

towards this regard. 

Data Abstraction 

The study goal, the existence of a team including the CHW, and the teamwork assumptions 

(shared understanding, egalitarianism, collaboration and interdependence, and synergy) were 

extracted from each of the [47] research reports. Research that reported the same intervention 

in many publications were analyzed and totaled as a single research. 

Data Reduction 

Each study was scrutinized to determine if the CHW collaborated with other health 

professionals. To be tagged as team evidence, a study necessitated that the CHW worked hand-

in-hand with at least one professional coming from any medical field or acknowledged 

membership in either an interprofessional or multidisciplinary group. Consequently, 35 studies 

failed to meet this criterion and were excluded from review database creation. The remaining 
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dozen underwent examination for signs of effective teamwork which included synergy, shared 

understanding, egalitarianism/cooperative work undertakings & promoting efficient 

performance within dependent groups while employing pre-identified criteria - shared 

comprehension/understanding (1), cooperative approachability (2), equal participation levels 

amongst members(3); mutual dependence requirements across tasks/responsibilities rested 

upon by all collaborating parties collectively responsible towards achieving stipulated 

goals.(4); harmonious collaboration resulting in improved overall output not possible through 

individual efforts alone due to developed ties based on trust/honing skills tailored per diverse 

practices engaging patients/fellow healthcare personnel alike generating optimally functioning 

care-setting teams honing strengths via rehashed best-practices sharing framework employed 

during previous successful endeavors [5]). 

Results 

Twelve of the 47 best evidence papers that were analyzed showed that CHWs were 

collaborating with medical teams.42–56 Table 1 displays the data. Most of the time, CHWs 

made up the teams together with nurses, doctors, and nutritionists. Teams involving CHWs 

included social workers, project managers, research assistants, psychologists, representatives 

from community organizations, and a nursing director less commonly. In one research, a 

Hawaiian healer was involved. 

Studies Mutual 

comprehe

nsion 

Fairn

ess 

Collab

oratio

n 

Depen

dency 

Syn

erg

y 

Number of 

Study/Coded 

Assumptions 

Beckham et al, 

200842 

X X X X X 5 

Gary et al, 

2003;48 Gary et al, 

200549 

X X X X X 5 

Jandorf et al, 200544 – X X – – 2 

Korfmacheret al, 

199951 

X – – – – 1 

Krieger et al, 200956 X X X X X 5 

Levine et al, 200345 – X – – X 2 

Lujan et al, 200743 X X – – – 2 

Schuler et al, 200050 – – X – – 1 

Sixta and Ostwald, 

200855 

X X X X X 5 

Spencer et al, 

201154 

– X – – – 1 

Total no. of 

concepts/category 

7 10 7 4 5 
 

Wang et al, 

2010;52 Wang et al, 

201253 

– X – – – 1 
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Williams et al, 

2001;46 Auslander 

et al, 200247 

X X X – – 3 

 

Seven of these twelve studies were coded for evidence of common understanding, the first 

presumption of effective cooperation.43–44, 46–49, 51–55–56 Clearly defined team 

responsibilities for the intervention and CHW recruitment based on shared values for leadership 

and communication skills are examples of shared understanding within the team. 

Ten studies coded equality, the second premise of cooperation.42–49, 52–56 Examples of 

egalitarianism included patients' and/or families' active involvement as team members in 

decisions about the location of the CHW visit; goal-setting for the health plan, including 

physical activity schedules, blood pressure targets, and focus group participation; help with 

problem-solving; and recognition and consideration of patients' readiness for the intervention. 

As an illustration of equality, consider the following: "Encouraging patients with diabetes to 

learn how to manage their own disease is a vitally important mission for healthcare institutions, 

since the patient is ultimately the most significant provider of medical care."[42] (page 425). 

For collaboration, the third premise of successful teamwork, seven research were coded. 

Examples included paperwork demonstrating shared communication and team members 

participating in joint talks and consultations.[42, 44, 46–50, 55–56] Cooperation can take many 

forms, such as attending routinely scheduled conferences, debriefings, and team meetings 

where CHWs and other members of the healthcare team discuss and work through patient 

difficulties. 

Four research showed interdependence, the fourth premise of successful cooperation.[42, 48–

49, 55–56] Instances of interdependence included evidence of regularly planned team meetings 

with the deliberate aim of obtaining a range of perspectives from all team members, a 

combination of team members seeing patients individually and together, and collaborative 

decision-making. 

Five investigations identified synergy to be the fifth and final assumption required for 

productive cooperation.[42, 45, 48–49, 55–56] One example of synergy was attributing some 

of the benefits of cooperation to better patient outcomes. According to one research, the team 

had fortnightly discussions to "promote synergy" in addition to coordinating treatments.[48 

(page 25) ]Some particular instances of synergy are as follows: 

The ongoing research into strategies to bridge the persistent health status gap between different 

minority populations and the majority of the US population seems to benefit from this [team] 

paradigm.[45 (page 360)] 

These findings imply that major reductions in HbA1c lipids, blood pressure, and other health 

outcomes may arise from combined NCM [nurse case manager]/CHW therapies in general 

care.[48]  

Out of the twelve investigations, four showed proof of each of the five fundamental 

presumptions required for productive cooperation.[42, 48–49, 55–56] The following traits were 
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shared by all four of these studies: These four studies were the only ones to show how a team 

functions in an interdependent manner. CHWs were members of the primary care team and had 

relationships with other members of the primary care team. Study participants were members 

of community health centers, public health clinics, or academic center primary care clinics. The 

study design involved the management of a chronic disease, with three of the studies pertaining 

to the management of type II diabetes and one to the management of asthma. 

Discussion 

This review aimed to determine whether the five basic assumptions of teamwork proposed by 

Rice - shared understanding, egalitarianism, cooperation, interdependence and synergy - were 

present in studies involving community health workers (CHWs) as part of healthcare teams 

with positive patient outcomes. Two systematic reviews spanning 33 years formed the basis of 

this integrative study. Out of a total database containing 47 studies, only 12 featured CHWs 

functioning within healthcare teams; however all twelve reported indications that elements 

associated with effective team collaboration were evident during their involvement . This 

finding supports calls made both at an international level by organizations such as IOM and 

WHO for interprofessional teamwork development which aims to underpin more robust and 

successful improvements in overall quality clinical care delivery. 

A cooperative way of functioning and a common knowledge of responsibilities, norms, values, 

or objectives among team members were evident in more than half of the 12 studies in the 

integrative review database[42–43,46–49,51], and [55–56.42, 44, 46–50, 55–56] The 

aforementioned results bolster the notion that mutual comprehension, deference to personal 

roles, goal and value sharing, and collaboration are critical components of successful 

collaboration between CHWs and other members of the healthcare team. These results bolster 

the significance of collaboration and the requirement for consistent communication within the 

team. 

Most studies found that health care teams implemented egalitarianism in their operations (42–

49, 52–56). Encouraging patients and their families to participate actively in the healthcare 

team is a cornerstone of the Patient Centered Medical Home and aligns with the 2001 IOM11 

report.14 This team attribute symbolizes a paradigm change from the conventionally 

paternalistic system, in which medical professionals make choices without consulting patients, 

to an inclusive and patient- and family-empowering system. 

Regardless of rank or assigned leadership role, a third of the 12 studies (42, 48–49, 55–56) 

showed evidence of interdependence, indicating that these teams worked as a unit and 

consulted with one another. These results set interprofessional work apart from the 

multidisciplinary work process that occurs concurrently.[57] A move away from traditional 

barriers, such as medical dominance, concerns about professional turf, the sense of exclusive 

authority that may be developed in professional training, and ignorance of the abilities and 

roles of other team members, is supported by the interdependence amongst members of the 

health care team.37 These four studies (42, 48–49, 55–56) showed evidence of all the 

presumptions of successful collaboration and might act as models for successful collaboration 

between CHWs and other members of the healthcare team. 
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Approximately half of the research There was evidence shown in [42, 45, 48–49, 55–56] 

indicating patients benefited from collaboration in a synergistic way. The ultimate purpose of 

interprofessional collaboration is to achieve this desired outcome. The group understands this 

and works to guarantee that the result is superior to what any one member might do on their 

own. These results validate the PCMH paradigm and lend credence to the ACA9 and IOM58's 

calls for funding the formation of interprofessional teams for primary care practices that include 

CHWs.[14] 

Implications 

This integrative study provides a basic grasp of what successful cooperation and effective 

teamwork look like when a CHW is incorporated into interprofessional health care teams, with 

credit given to CHW treatments for the related favorable health outcomes. Just looking at the 

assumptions listed above, one can see how important they are in setting the groundwork for 

interprofessional collaboration. Effective cooperation requires the presence and reinforcement 

of certain components of teamwork. 

In this integrative analysis, four research demonstrated each of Rice's five presumptions for 

productive cooperation.[37] Based on the features reported in these studies, it appears that the 

most favorable conditions for effective cooperation and coordination arise when CHWs are 

part of a primary care health team, represent the population they work with, receive cultural 

sensitivity training, and take part in the treatment of chronic conditions. Patients who attend 

community health, public health, or academic primary care clinics may exhibit good 

cooperation and collaboration due to other features mentioned in these four research. 

As the workforce in healthcare practices is restructured, these findings have significant 

implications for all team members. It will require them to identify and collaborate effectively 

within their teams. However, this may not be an easy task as most health professionals are 

trained to work independently from other disciplines. Therefore, accepting Community Health 

Workers (CHWs) as equal participants on a healthcare team can prove challenging for those 

accustomed to licensed medical providers taking charge while unlicensed staff follow orders. 

All members of the team must undergo training so that they function optimally together in their 

respective roles; further more it would be prudent to initiate experiential pilot programs with 

continuous improvement evaluations because support from senior leadership such as setting 

clear mission statements &values, stated expectations, funding & manpower will also play a 

crucial role needed during restructuring processes. 

When unlicensed healthcare professionals, including CHWs, are included in interprofessional 

teams, access to care for chronic diseases is improved, patient outcomes are improved, and 

health inequalities are decreased. The CHWs provide their contacts with community people, 

understanding of culture and customs, and expertise in health promotion, prevention, and 

screening. Public health clinics and community health facilities, which are mostly found in 

underprivileged and medically underserved regions, are dedicated to recruiting locals.[59,60] 

It is no longer possible to provide patient care inside the compartments of certain health 

professions. Redesigning the workforce is necessary to handle the increasing number of people 

joining the healthcare system. Primary care practices will serve as the center of care access due 
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to the PCMH movement's emphasis on the formation of primary care teams. Thus, it is 

imperative that academics, clinicians, and policy makers in the health care field investigate the 

viability and benefits of incorporating CHWs into primary care while maintaining their 

advocacy role in community-based activities and projects. 

The integration of CHWs into PCMH health care teams is the subject of several recently 

published reports that emphasize the necessity of institutional protocols, evaluation plans, 

teambuilding, clinical and management training for CHWs, clearly defined team roles, 

education of providers and CHWs about their respective roles, and team building.[61–63] 

Further research is required to determine the most effective ways to deliver team training, 

program assessment, role clarification, and team communication. 

According to the IOM,58 the combination of interprofessional cooperation and collaboration 

with primary care workforce reform, which include CHWs, is poised to close the gap between 

primary care and public health. Through this integration, there is a chance to lower costs and 

health inequities while simultaneously enhancing patient and team satisfaction, chronic illness 

management, and access. It has the potential to be a model that strengthens the healthcare 

system as a whole by promoting the general health of people, families, and communities. 

Limitations 

It is necessary to consider the integrative review's limitations while analyzing its conclusions. 

It looked mostly at individual health outcomes studies after CHW interventions that weren't 

expressly created to look at the impact of cooperation and teamwork. Therefore, it's probable 

that certain aspects of collaboration and teamwork existed but weren't documented. It's also 

crucial to remember that the 35 trials that did not report CHW and care team collaboration still 

had successful patient outcomes. The value of these outcomes is not lessened by the fact that 

neither cooperation nor teamwork within the healthcare team were mentioned. 

Conclusion 

This integrative review found data demonstrating better health outcomes as a result of CHW 

intervention, as well as evidence of interprofessional cooperation and collaboration between 

CHWs within the healthcare team. As we learn more about the function of CHWs in 

interprofessional teams, these findings are crucial. To fully grasp the potential of this 

interprofessional approach, more research on the results of cooperation and collaboration with 

CHWs is required. 
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