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Background
• Community health workers (CHWs) are integral members 

of program implementation teams both nationally1 and locally 

in Hawaiʻi2

• CHWs play a role in adapting and tailoring evidence-based 

programs to match the local environment and culture2,3

• One scoping review found that no existing CHW studies 

applied the Consolidated Framework for Implementation 

Research (CFIR)4

• In Hawaiʻi, local populations accessing Federally-Qualified 

Health Centers (FQHCs) are diverse, with 23% of patients of 

Asian descent, 23% of Native Hawaiian descent, and 17% of 

Pacific Islander descent, while 85% of patients lived at or 

below 200% of the federal poverty line5

• Approximately 27% of FQHC patients had hypertension and 

16% had diabetes in 20185

• Nine of the 14 state FQHCs implemented National Diabetes 

Prevention Programs (NDPP) and self-monitored blood 

pressure monitoring programs (SMBPMP) as part of a 

federally funded grant, often integrating CHW in the delivery 

of these programs

• NDPP used existing curricula mandated by CDC while 

SMBPMP did not have a formalized program or protocol

• The purpose of this paper was to examine the CHW-related 

barriers and facilitators experienced during program 

implementation using the CFIR constructs

Methods
• Previously, evaluations related to grant-specific strategies 

were conducted from 2016 to 2017 using qualitative 

methods, including semi-structured group interviews in-

person or via teleconference, document review, and member 

checking

• A retrospective secondary analysis of data collected as part 

of the evaluation for the NDPP and SMBPMP was conducted 

applying the CFIR framework, as others have done 

previously6

• Themes were deductively extracted based on the CFIR 

domains, constructs, and sub-constructs7 by three 

researchers (LBK, SLC, DAS)

Results: See Results Table

Discussion
• CHWs made invaluable contributions that were both 

culturally- and community-relevant to NDPP and SMBPMP 

implementation in Hawai‘i FQHCs

• Outer setting constructs of patients’ needs and resources 

and external policies affected how CHWs adapted 

interventions and whether interventions were sustainable in 

the long run

• Applying the CFIR framework allowed us to examine how 

constructs from each domain interacted with other domains 

and constructs, reflecting the inherent complexity in 

program implementation

• Some CFIR constructs were “baked into the cake” of the 

FQHC model (i.e., “culture”) while other constructs (i.e., 

patients’ needs and resources) were overrepresented

• Conducting a retrospective analysis using  CFIR limited our 

ability to have a holistic organizational understanding, 

especially related to the inner setting. However, our 

analysis found that many CFIR constructs were relevant to 

CHW integration.

CFIR Domain Contributions of CHWs Facilitators related to CHWs Barriers faced by CHWs Other External Barriers

Intervention 

Characteristics

Adaptability: CHWs were relied upon to 

adapt evidence-based interventions to local 

community and FQHC patient contexts. 

CHW adaptations included creation of 

activities and translation of materials. 

Adaptability: CHWs had first-hand 

knowledge of community barriers and 

patient characteristics. 

Trialability: CHWs were encouraged 

to tailor adaptations and jettison them if 

they were not appropriate for each 

cohort. 

Intervention source: CHWs 

sometimes were not engaged 

in selection of interventions.

Intervention source:

Funding streams prescribed 

types of interventions 

selected. 

Outer Setting Patient needs and resources: CHWs 

meaningfully addressed patients’ needs and 

resources through program adaptations and 

providing or referring to resources. 

Cosmopolitanism: CHWs drew upon 

personal and professional networks. CHWs 

across FQHCs shared information through

a grant learning collaborative.

Peer pressure: formal grant meetings 

allowed CHWs to share their 

implementation progress, along with 

challenges and ideas

External policies and 

incentives: Lack of 

reimbursement mechanisms 

require CHWs to do more 

work across many projects 

and grants, leading to burnout. 

Patient needs and 

resources: The built

environment (i.e., lack of 

access to physical activity 

resources and affordable 

food) made CHWs’ work 

more difficult and time 

intensive.

Inner Setting Culture: CHWs were integral in team-

based care models.

Structural characteristics: CHWs 

were integrated in FQHCs.

Implementation climate: Learning 

climate and access to information and 

knowledge were key facilitators.

Networks and 

communication: As new staff 

came on board because of 

turnover of primary care 

providers, roles were unclear.

Implementation climate: 

Sustainability was a major 

concern.

Characteristics 

of Individuals

Other personal attributes, identification 

with organization: CHWs are by definition 

part of the communities they serve.

Self-efficacy: Learning climate and 

available resources assisted CHWs’ 

self-efficacy to deliver interventions. 

For NDPP, the intervention source 

provided examples of ways to adapt 

the curriculum to local communities.

Knowledge and beliefs 

about the intervention: 

SMBPMP had limited 

intervention structure. Goals at 

the overall grant level were not 

communicated to FQHC staff, 

including CHWs.

Knowledge and beliefs 

about the intervention: 

Patients’ needs and limited 

resources influenced how 

CHWs delivered the 

intervention.

Process Planning: CHWs planned for 

implementation.

Engaging: CHWs often served as opinion 

and implementation leaders, providing 

feedback “from the ground level.”

Executing: CHWs had a key role in 

executing implementation.

Reflecting and Evaluating: CHWs 

reformatted NDPP activities after collecting

feedback from each cohort.

Executing: The intervention source for 

NDPP provided a structured 

curriculum; organizational culture and 

intervention compatibility were also 

helpful.

Executing: CHWs were 

challenged to implement 

multiple interventions 

simultaneously.

Executing: The lack of a 

standardized SMBPMP 

intervention source and 

varying program lengths 

introduced complexity.

RESULTS TABLE. Summary of Key Findings related to Community Health Workers (CHWs): 

Facilitators and Barriers by Consolidated Framework for Implementation Research (CFIR) Constructs
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“[Not having a curriculum for 

SMBPM] definitely makes it 

harder. Yeah, we had a lot of 

pieces, but you still had to put 

them together. Yeah, DPP 

came as a package...it has 

been very easy, because the 

curriculum was handed to 

us...For the blood pressure 

piece, there's been no 

curriculum...We don't have a 

book that says we should do 

this at week one, or do this at 

week two, or sessions should 

look like this.”

“Yeah, [members of the community] could be living in the area but 

don't know what's going on. That is why we're the community 

health worker who is bringing to them the information that's 

going around in the community. And within the community.”

“We needed to become from patient-centered to more 

community centric, so the focus was, to me, it was really key to 

actually, again, for most of the community health centers to really 

speak the language, to be cultural liaisons, be patient advocates, be 

facilitators of resources within the community.”


