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I.

Background & Purpose

Peer support (PS) is defined as practical, social, and emotional support services that are provided by
those who share similar characteristics with those who access the services. Increasingly, PS is
intentionally fostered within formal interventions to manage, maintain, or encourage healthy
behaviors. Community Health Workers (CHWs), lay health advisors (LHAs), patient navigators,
advocates, and promotores de salud are different titles for peer supporters (PSers).1 Some of them
perform important functions in community-based programs, clinical settings, or in a combination of
both. Through the development of technology, they can also provide support via phone, text
messaging, or internet.2
PS is a critical and effective strategy for ongoing health care provision and sustained behavior
change for people with chronic diseases and conditions.3,4,5,6,7,8 When integrated with clinical care, PS
programs can reduce use of costly health care services (e.g., emergency department, inpatient stay)
and increase utilization of preventive and primary care services.9 Moreover, examples, like those
found in the Diabetes Initiative of the Robert Wood Johnson Foundation, demonstrate the potential
cost-effectiveness of PS. In the analysis, the cost per Quality Adjusted Life Year (QALY) was
$39,563, well below the criterion for good value of $50,000 per QALY.10
In recent years, the U.S. health care system has begun shifting its strategy to be more preventive and
primary care focused and promote the uptake of Patient Centered Medical Homes (PCMH).11,12,13
This emerging trend emphasizes patient- centeredness as a key strategy for better care by actively
engaging patients in their own medical care.14 The Institute of Medicine (IOM) defines patientcenteredness as: “ Health care that establishes a partnership among practitioners, patients, and their
families (when appropriate) to ensure that decisions respect patients' wants, needs, and preferences
and that patients have the education and support they need to make decisions and participate in
their own care.15 However, the scope of patient-centered care has evolved from simply improving
communication between individual practitioners and their patients to include comprehensive
delivery of health services.16 In many cases, PS programs have been used to promote and enhance
patient empowerment and engagement, two major characteristics of patient-centered care. Thus, the
integration of PS and primary care services provides a route to improve delivery of care.
The passing of the Patient Protection and Affordable Care Act (ACA) in 2010 further encourages
integration of PS with primary care services and overall treatment. Specifically, the ACA enables the
use of CHWs to reach medically underserved populations through its funding of community health
centers and PCMHs, as well as other health and preventative services.17 However, there is little
documentation of integration pathways (e.g., process and tools), presenting and analyzing both the
costs and benefits of integration, as well as addressing organizational and system factors and how to
overcome associated challenges. This issue brief intends to highlight common barriers, facilitators,
and considerations to integrating PS and primary care, as well as showcase how some organizations
have already done so. The issue brief identified close to 20 PS programs that have attempted to
integrate PS and primary care services. Four programs describing integration are detailed and
featured throughout the main sections. It is our hope that these lessons learned can be beneficial to
those who are in the process of, or interested in integrating PS and primary care.
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II.

Roles, Responsibilities & Key Characteristics of Peer
Supporters

Roles and responsibilities of PSers vary depending on the contexts (e.g., culture, resource, policy) as
well as characteristics of the populations they serve. Focusing on the shared functions of PS offers a
means of allowing systematic examination while understanding the need for local tailoring and
flexibility in implementation. Peers for Progress, a program of the American Academy of Family
Physicians Foundation, and colleagues of its funded projects around the world have identified four
key functions of effective PS. The functions are assistance in daily management, social and
emotional support, linkage to clinical care and community resources, and ongoing availability of
support.18 Table 1 summarizes the four studies selected and describes what the four key functions
look like in each setting. Interestingly, three of the four programs mainly serve Latino/Hispanic
populations. This coincides with a widespread adoption of PS in Latino/Hispanic communities.
However, Peers for Progress has found that PS can be effective among a wide range of populations
in both international and US-based settings.18,19
Notably, a fundamental characteristic of PSers is the supporters’ proximity to and affinity with the
target population. In some cases, PSers are individuals who have the same diagnosis as the recipient
of an intervention. In other cases, PSers are chosen because they have learned how to manage their
condition effectively and are ready to receive training to provide support to others.20,21 Regardless of
the reason, PSers are usually chosen because of their demographic resemblance to the intended
audience of an intervention, such as a shared linguistic or cultural background or neighborhood
residence.22 Through their shared characteristics, PSers understand the context in which a given
population performs health behaviors and are able to help people to overcome barriers to accessing
health services and managing their disease. Once integrated with multidisciplinary teams in clinical
settings or in communities, PSers can potentially serve as change agents within organizations and
communities. They bridge the community-clinical divide by bringing knowledge of community
culture and context to decision-makers, resulting in system changes that improve the quality and
effectiveness in the delivery of health services.23-25
Given the diverse characteristics and roles of PSers, it is no surprise that there are numerous ways
that they are integrated in primary care settings. Some PSers are integrated into the clinical care
team, helping patients implement clinical care plans after a visit with a provider or providing health
education as part of a regular clinical visit. When integrating PS and clinical practices, the roles of
PSers should be clearly defined so as to set realistic expectations for their work and avoid scope of
practice conflicts.26
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Table 1: Examples of Specific Approaches to Four Key Functions of Peer Support in
Primary Care Settings
Volkmann K,
Castañares T (2011)

McElmurry B.J et al.
(2009)

Adair R et al. (2012)

Sixta CS, Ostwald S.
(2008)

Settings

Federally Qualified
Health Center (FQHC)
in Rural Oregon (La
clinica del Carino);
PCMH.

5 different Network
Diabetes Program
(NDP) clinics around
Chicago

Inner-city primary care
clinic in Minneapolis,
Minnesota

Community health
center located along
the Texas-Mexico
border; underserved
with high poverty rate

Assistance in
daily
management

Help with individual
care plans, action
plans, needs
assessment

Reinforce clinical
instructions and apply
physician instructions
to diabetes selfmanagement (DSM)
behaviors

Assist with applying
self-management (e.g.,
provide education
about care, set goals)

Conduct selfmanagement classes
according to the
curriculum; assist with
goal setting and
problem solving

Social and
emotional
support

Perform active
listening; provide warm
handoff between the
patient and the
providers; provide
different intensity of
support during the
follow up to meet
individual needs

Act as “cultural
bridges” and clarify
misunderstanding

Provide culturallysensitive services;
encourage patients to
share some things that
they are reluctant to
tell their doctors

Provide culturallysensitive services

Linkage to
clinical care
and
community
resources

Assist with accessing
community, internal
resources, social
services,
transportation, etc.;
assist with recall
system (e.g., schedule
appts, med adherence
and refills)

Emphasize importance
of keeping appts,
reinforce instructions
from physicians

Review information
shared by physicians
during medical
appointments; improve
patient contact with
provider

Report patient
responses and/or
symptoms

Ongoing
availability of
support

Perform home and
hospital visits,
telephone contacts

Not specified

Provide flexible
contacts ( check-in
through telephone or
in-person) that are set
between PSers and
patients

Not specified

Populations

Primarily Latino migrant
workers

Limited-English
proficient (LEP) Latino

Diverse population (a
mix of Black, White and
other races based on
self-identified race
survey) with various
immigrant groups

Primarily low-income
Latino/Hispanic
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III. Organizational Factors & Impacts on Integration
Integrating PSers into primary care services is an innovative strategy. While there is no one-size-fitsall model for integration, a few programs document key strategies to facilitate a successful
integration process (Table 2). From the four studies highlighted here and other research identified,
we suggest four organizational factors to consider when integrating PS and primary care: motives for
integrating care, administrative support, clinical staff buy-in, and team-based climate.
Motives for integrating care
Adopting a new health care delivery model is challenging and can be disruptive in the short term.
One way organizations are encouraged to integrate PS with clinical care services is through
motivating factors; financial incentives and improved quality of care are important driving forces for
motivating change.
Financial incentives often center on reimbursement and cost savings. In addition to ACA funding
opportunities for PS programs and services, a few states have also made CHW services Medicaid
reimbursable.24 Evidence of return-on-investment (ROI) also motivates adoption and integration of
PSers with clinical settings. While little data exists about the direct cost savings of PS programs, as
mentioned earlier, there is evidence that these programs can reduce hospitalizations, visits to
specialists, and costly emergency department visits.8, 27-28
Improved quality of care as a motivating factor impacts both individuals and populations. From an
individual perspective, PS programs can improve clinical outcomes, such as blood pressure,
cholesterol, hemoglobin A1c and BMI 26, 29-30 and self- management behaviors, such as at home
glucose testing for diabetics31-33 and medication adherence.30 From a population perspective,
organizations are recognizing PSers’ unique abilities to reach those who could benefit most but are
not engaged in services. PSers are especially effective at reaching the “hardly reached” or those who
lack adequate access to healthcare because of cultural, linguistic, social and/or economic barriers.
For example, benefits of a peer health coach program for adults with diabetes in San Francisco, CA,
were most pronounced for those who reported low medication adherence at the start of the
program.30 A recent study conducted in Michigan also showed that low health literacy at the
beginning of a dyadic, or one-on-one, support program for veterans with diabetes was associated
with greater improvement in glycemic control.34
Administrative support
Obtaining support and buy-in from the management level is critical to the success of PS programs
and their integration with primary care. Overall, administrative support provides the type of
leadership needed for integration, secures resources, establishes protocols, policies and procedures,
as well as communicates, advocates, and facilitates buy-in from clinical staff. For example,
management must be involved to determine and approve costs for space, trainings, and
compensation for PSers.35 Management governs placement of the PSer as an employee or volunteer,
which may influence clinical staff acceptance and expectations of the PSer.33 Management can also
determine the best strategies for reimbursement and charging for services and assess financial
benefits of PS programs. Furthermore, management should ensure appropriate supervision and
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backup for PSers. Placing the PSer under the supervision of a nurse or other appropriate personnel
clarifies a chain of command and provides a source of support and additional training.36
Clinical staff buy-in
Once the executives of a health care organization are motivated to initiate the integration of PS with
primary care services, the next critical step is obtaining the buy-in of physicians and other members
of the clinical team. This can be especially challenging since many health care organizations function
as “professional bureaucracies” where decision-making is decentralized into departmental silos
where highly trained professionals operate in standardized environments independently from their
colleagues, as mentioned above.37-38 This type of organizational structure makes health care settings
especially skillful at introducing innovations within a group or department’s responsibility, making it
especially difficult to introduce an intervention that cuts across disciplines. Thus, introducing several
innovations that require interdepartmental collaborations at once, such as electronic medical records
(EMR) and PS programs, can be especially disruptive. Facilitative leadership, which encourages staff
to participate in decision-making and problem solving, as well as providing opportunities for staff to
provide input such as those described above in Administrative Support can help improve staff buy-in.39
Presenting a summary of evidence-based findings of PS programs to the clinic staff and physicians
can capture their attention and begin to add legitimacy to the new approach. Also, data showing
trends in client satisfaction, results of community surveys, changes in community advocacy,
performance reports of successful PSer referrals, improvement in clinical outcomes in the
population, the number of memoranda of understanding (MOU’s) developed with other relevant
community-based organizations that were leveraged by PSer, can be shared with the interdisciplinary
team to help familiarize them with the many ways in which PSers can contribute to improved patient
care.40
Involving clinical providers in the planning, delivery and/or review of PSer training is an effective
way to increase clinical staff buy-in. In a program where nurse and provider acceptance of the
PSers’ role as patient educators was their “largest hurdle to overcome,” establishment of a working
committee of nursing director, certified diabetes educator, physicians and the lead promotora to
review the promotores training helped the providers begin to “feel comfortable with the quality of
the course and teaching ability of the promotores.”33
Providing regular updates on improvements in clinic performance resulting from PSer activities can
increase buy-in of clinic staff over time. Several internal processes to focus on include: increases in
percentage of kept appointments, decrease in time providers spend on routine patient education,
better navigation of patients through health care system and improvement in culturally- and
linguistically-competent health education.27
Team-based climate
Another factor vital to integration is inclusion of PSers in a team-based care approach. A teambased approach emphasizes interdependence, care coordination, and parity amongst all members of
the clinic team. In a health care system that values “professionalism”, there will be hurdles for the
clinic team to accept and recognize PSers being part of the professional “team”. Both the problems
and their solutions center on clarity of the PSer’s role, effective team communication, as well as
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confidence of the PSer’s ability to help patients and work with other team members. For example, to
demonstrate how the PSers interface with patients and other members of the organization (RNs,
schedulers, etc.), IOM recommends integrating the peer into the organizational chart, as well as
developing pathway flowcharts.41 To enhance team communication, PSers should be also included
in the setting’s internal communication systems, such as staff meetings and discussions regarding
patients. After case presentations, clinic representatives (RNs, nutritionists, PSers, etc.) comment on
the medical, social needs, and other care needs of the patient to facilitate open communication, a
team approach to care, and optimal patient outcomes. Because reliance on the Electronic Medical
Record (EMR) is becoming increasingly relevant to care coordination between members of a team,
PSers should have access to the EMR to document relevant information to help other members of
the team deliver quality care.42-43
An important consideration is whether or not PSers have the relevant training to operate effectively
within a team-based setting. Often, PSers receive training on relevant health content (HIV, diabetes,
prenatal care, etc.) and effective strategies for engaging in didactic relationships with patients. While
these skills prepare PSers to engage patients, they do not necessarily prepare them to interact with an
interdisciplinary team. Beyond content training, PSers also need training on providing team-based
care26,33 and orientation to their team. It is important to familiarize PSers with standard operating
procedures in the clinic setting, including flow of referrals, chain of command, roles of other staff
members, and communication methods.
Likewise team-based training also benefits other clinic team members. The team training process
can help other team members identify the bridging roles of the PSer within the clinic setting and
outside the walls of the clinic. An environment that supports ‘360 degree’ communication and
transparency among team members, minimizes territorialism, helps prepare team members to work
together, and facilitates communication and coordination of care.
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Table 2: Examples of Challenges and Effective Strategies of Integration
Volkmann K,
Castañares T (2011)

McElmurry B.J et al.
(2009)

Adair R et al. (2012)

Sixta CS, Ostwald S.
(2008)

History of PS
programs prior
integration

Two CHW programs
had been established
for many years but
didn’t functions the
“new” duties.

Has a communitybased Health
Promoter program in
the community

N/A—Pilot study

PSers were employed
by the clinic to assist
in outreach and
community education
needs

Evidence of
integration

PSers as members of
the clinical care team
via a case
management model

Working relationship
with healthcare
providers;
opportunities to
provide feedback at
monthly staff
meetings

Physicians’
recognition of PSers’
roles in helping their
work; shared goals
within the triad of
patient, PSer, and
provider

PSers as educators
within the clinic

Challenge(s)

The clinic staff didn’t
know what PSers did
outside of staff’s area
of work

Initial training did not
prepare PSers to
work with providers,
thus they reported
frustration at first

Providers were
skeptical initially

Clinical staff initially
didn’t accept PSers as
educators due to
concerns about the
lack of quality
assurance

● Creation of
patient pathway
flowcharts to show
the roles of PSers

● On-the-job
training and
formal learning
experience to help
PSers to adopt
their new roles
and function
competently

● EMR to facilitate
patient-PSer and
provider
communication- a
care contract,
periodic report
card for patients
( to be printed),
and quarterly
report for
providers
● 2 wk training plus
ongoing
supervision and
support by a RN
● Creation of
protocols
● Careful selection
of PSers who have
warm, outgoing
personalities, as
well as can respect
privacy issues and
practice
boundaries

● Obtain
administrative
support and
resources through
separate meetings
with
administration,
providers, and
CDEs.
● Emphasize PSer
training by
establishing a
working
committee of key
clinical staff and
the lead PSer
● Develop a clear job
description for
each team
member
● Develop and use
progress notes
approved by
providers and
medical records

Effective
strategies/
Solutions
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Table 2 continued: Examples of Challenges and Effective Strategies of Integration
Volkmann K,
Castañares T (2011)

McElmurry B.J et al.
(2009)

Adair R et al. (2012)

● Has clear policy
and procedures
for
documentation,
referral and
communication
● Has providers
monitor PSer
training and
program

Effective
strategies/
Solutions Cont.

Major
outcomes

Sixta CS, Ostwald S.
(2008)

● ↑ Satisfaction of
ALL participating
providers: Clinic
efficiency and
quality of care
● ↓Hospitalization
● ↓ED visit
● ↑Self-mgmt

Integration of Peer Support and Primary Care

● ↑Access to care
● ↑Self-care
behaviors
● ↑ Blood glucose
control
● ↓No-show rates.
(12%)

● ↑ % of achieving
care goals (i.e.,
tobacco use, blood
pressure,
pneumonia
vaccination, eye
testing)
● A net savings of
$102,065 over 2
years
● High patient
satisfaction
● 80%+ of doctors
and other clinic
staff feeling PSers
helpful

● ↑Providers’
support to patient
self-mgmt
● ↑Patient
understanding and
implementation of
self-mgmt (i.e.,
self-report levels
of knowledge,
skills, ability, and
confidence in
managing
diabetes)
● Patient DE course
retention and
graduation rate of
80%,
● High patient
satisfaction

8

IV.

Common Facilitators & Barriers to Integration

The four studies highlighted in Table 2 note communication, mistrust, and undefined roles as
challenges to integrating PSers within clinic settings and offer potential solutions for addressing
these challenges.
Intra-organizational communication and trust
Promoting collaboration between PSers and clinical staff may present significant challenges in
clinical settings, where non-clinical staff may not be entrusted by providers to provide patient care.
The value of PS should be emphasized among administrators and providers when bringing PSers
into a clinical context. Staff and providers should be instrumental in creating the process by which
the PSers will be integrated, thus facilitating additional buy in and trust. By explaining the specific
skills and knowledge that PSers bring to a clinical setting, leaders of PS integration can encourage
understanding of ways in which clinical staff can rely on PSers, for example, by drawing on their
knowledge of cultural and social factors impacting the community.25
Communication is key when bridging departments that are not accustomed to collaborating. A
review of PCMH demonstration projects yielded a concept of “healthy relationship infrastructure”
which is characterized by “effective communication and trust.”39 There are various approaches to
promoting healthy relationship infrastructure, ranging from strategic hiring of clinical staff members
who demonstrate effective communication, to retreats in which staff can focus on building
teamwork and trust. Regular, formal case conferences or meetings in which clinical providers and
PSers can discuss patient care can help to promote teamwork between PSers and providers31,36,44
promoting a climate in which participation and learning are encouraged across departments,
employees may feel safer to try out an unfamiliar process without fear of making mistakes.
In addition to regular meetings and case conferences, clinics can develop tools to help facilitate
communication and trust-building among members of the extended care team, involving PSers and
key members of the clinic staff. The EMR or electronic health record (EHR) can serve as a hub of
communication for the care team. Development of a shared care plan with input from the patient,
providers and PSers can be a valuable tool for ongoing improvement in care. Adair and colleagues
developed several tools within their EMR, including a shared “care contract” signed by the patient,
PSer and physician.36 The contract included recommended care goals catered specifically to each
patient. Volkmann & Castañares also used a patient care plan involving an individualized action
plan and ongoing coordination with PSer, physician and nurse.27 This type of shared decisionmaking can set the stage for building trust and enhancing communication as each person involved
has a role in helping to meet the agreed upon goals.
Clearly-defined roles and responsibilities
Lack of understanding of the concept of PS and the functions of a PSer can lead to initial mistrust
or reluctance in collaborating. Developing carefully defined job descriptions including specific roles
and responsibilities for PSers, as well as the other members of the integrated care team, is an
important first step in facilitating integration. For example, a program developed to help patients
improve diabetes self-management behaviors developed job descriptions for all members of the care
team explaining their roles and responsibilities in the diabetes self-management program, which
Integration of Peer Support and Primary Care
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included PSers (known as promotoras), a PSer’s supervisor, a provider, a certified diabetes educator,
and a nurse/program director.33 By specifying the roles of the entire care team, all team members
can become familiar with the specific skill sets and actions needed to collaboratively provide high
quality care to patients. Additionally, it takes the focus off the role of PSer or clinician and places
emphasis on the patient’s health and well-being allowing each member of the care team to
contribute in their own way. In other words, tools that facilitate communication and coordination
of care highlight the complementarity of the role of the PSer related to clinical team members which
can reduce territoriality and increase acceptance of the PSer.
In a team-based care environment, a team member’s understanding of the role of the PSer may
naturally be limited to the activities in which the team member interacts with the supporter. For
example, the scheduler sees the impact on patient scheduling while the nurse sees the changes in
A1C levels. Workflow mapping such as patient pathway flowcharts can illustrate the activities of the
PSer both inside the clinic setting and in the community, and can therefore help all staff members to
better understand the role of the PSer.27 Workflow mapping also helps clarify how PSers should
interact with EMRs as members of the clinical team, as others have used this strategy to delineate
PSer responsibilities.27,31
When first integrating PSers and clinicians, one recommended practice is to identify a liaison that is
familiar with both the healthcare setting and the PS program.26 This person can help supervise and
support PSers, as well as help to orient them to the new clinical setting. To be effective, the liaison
must have a solid grasp of not only the clinical setting but also the community in which the PSer will
work. An effective liaison could also help to address concerns and misunderstandings about the role
of PSers.26 As clinical tasks have historically been outside the scope of the PSer role, it is important
to consider additional training that PSers will need in order to work more closely with clinical
providers.
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V.

Sustainability of Peer Support in the Provision of Primary
Care Services

PSers play an important role in the provision of services in the care of persons with infectious and
chronic diseases and/or conditions. PSers also provide support in interventions that include
environmental, health systems, and community-clinical linkages for the prevention and control of
both chronic and infectious conditions. The need for health delivery systems to provide
comprehensive, continuous care in and outside of the hospital and acute settings, with accountability
for the populations they serve, warrants a sharper focus on cost savings.9, 45 For persons with chronic
diseases and conditions, continuous care is ongoing, every day, and a fact of life. The continuity and
sustainability of services provided by PSers for persons with chronic conditions or any other disease
at the community level, or in a primary care setting should become an important aspect of the care
process provided in all populations.7,8,18,25,46
The results of the PS projects mentioned previously in this report has drawn the attention of policy
makers because of their success in improving health care quality and outcomes, in reducing health
care costs, or both (Hacker 2013).1 Sustainability as defined for this brief is “the continued use of
program components and activities for the achievement of desirable program or population goals.47
To scale up and sustain PSers as an integral part of the primary care workforce, the following are
areas that need further research and evidence46,48
1) Definition and importance of community fit - Currently most PSers are recruited from the
community in which they work. How important is this selection criteria to the success of
the PSer? How important is community trust in defining fit, how is this achieved and
measured?
2) What is the best approach for integrating the PSers in the larger health system (this includes
social services). Are there evidence based assessment tools or training tools for achieving
this goal?
3) Given the general scarcity of resources, what has proven to be the most
successful/effective revenue stream for supporting this category of worker?48,49
4) What are the most effective strategies for improving recognition and the sustainability of
the PSer? Who will advocate for the PSer? 48,50 How can we expand opportunities for PSers
to participate in regional, national, and international opportunities to discuss their work?
The development and support for the implementation of viable policy proposals for the scaling up
and sustainability of PS interventions should be supported by a strong evidence base in order to
achieve full acceptance and integration in the health delivery system.
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VI.

Considerations & Implications

This section includes our reflections from reviewing the literature on integrating PS and primary
care. These reflections summarize key considerations when taking steps toward integration, as well
as identify areas for further research and improvement.
•

Given current efforts to improve the health of the nation and to reduce the costs associated
with achieving this goal, the clinical and public health community should recognize the need
to improve communication between the health care delivery system and the populations it
serves. PSer is a category of health worker that can bridge this divide. If fully integrated,
they can influence changes in the community and in clinical settings to improve the quality
and effectiveness of health care delivery.

•

Integrating PS and primary care services can be beneficial, although there is no one-size-fitsall approach to do so. The process is rarely easy since integration requires both an
organizational change and a shift towards team based-care. PSers and organizational leaders
should embrace a collaborative, holistic care model.

•

Efforts should be made to maintain the PSer’s proximity to and relationships with the
community. A PSer that is working only within the clinic walls may lose some of their
effectiveness for working with patients. Additionally efforts should be made to utilize PSers
understanding of community context and social and cultural factors that influence the use of
preventive and clinical services. The use of phone-based support or technology, such as
mobile applications, can be effective tools for ongoing support and connecting with the
community. Strategies to preserve peerness could include selecting a special name/title for
PSers or creating specific goals to leverage the value of this peer relationships.36 When taking
steps toward integration, consider a flexible quality or performance improvement model that
allows for real-time monitoring and revision, such as Plan, Do Study, Act (PDSA) or rapidcycle quality improvement. Documenting the process and major outcomes ensure
accountability, timely trouble-shooting and problem-solving, and knowledge management of
“what works”. Due to the nature of change, expect resistance and frustration, but seek and
celebrate “small wins” while ensuring that champions of the integration process continually
communicate with the team. To overcome hurdles, it is important that management and
associated leaders and provider champions/liaisons consistently recognize and reinforce the
complementary roles between clinical staff and PSers. Throughout the process, it is critical
to provide opportunities for direct communication and problem-solving. Neither clinicians
nor PSers alone can provide all of what the patient needs to be healthy.

•

As mentioned in the earlier sections, government reimbursement and costsavings/effectiveness are often financially motivating factors for integration. Although ACA
encourages integration of PS and primary care services, a need for clarification regarding the
funding streams by the government and other third party payers exists. Demonstration
projects throughout the nation are starting to produce tangible outcomes for cost savings
and reimbursement reform. Additionally, the adoption of integration services may be
hindered by the shortage of detailed operational costs as well as the structuring of staffing
models (e.g., employee, volunteer or a blend of both). For example, among the four studies
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highlighted in the tables, only the one by Adair and colleagues gave an estimated a cost of
$392 per patient per year which only included PSer salaries and benefits plus a small amount
of direct supervision.36 In other cases, operational costs may include space, training, and even
staff time from other clinical staff. Costs can vary over time due to different stages of
development into the integration model. Further research and practice reports should
closely document and examine costs as well as associated benefits that better evaluate and
sustain such efforts.
•

In evaluating the effectiveness of PSers, the public health and clinical community should
come together to develop measures that are relevant to both clinicians and the public health
community. More studies are needed to develop and implement the appropriate measures
and indicators for measuring the effectiveness of PSers and related services provided by the
organization.

•

More research needs to be done to identify the indicators of the successful/effective
management or supervision of PSers. a) Should they be supervised by a clinical, communitybased or an independent entity? b) Should there be core competencies, a minimum/national
standard, for the training and certification of PSers? c) What role could relevant government
departments play in defining standards for certification of PSers?

•

PSers are not in place to replace the roles of independent practitioners. Therefore, they need
and appreciate ongoing support and supervision such as continuing education and on-thejob training. Evidence by Kash and colleagues also suggests that on-the-job training is linked
to improved retention rate.51 However, lack of time and educational readiness are common
barriers to workforce development.52 Primary care practices should assess what supports
PSers need and ensure that they are able to provide that support.

•

Team-based care and organizational culture are critical for integrating PS and primary care.
In addition to the needs for more research on training and certification of PSers, there is also
need for research and discussion on organizational capacity to utilize and support PS related
activities. An open question remains as to whether this should be done through establishing
national guidelines or organizational certification criteria.

Integration of Peer Support and Primary Care

13

References
1. Hunt CW, Grant JS. Community health advisors in diabetes care. Am J Nurs. 2012; 112(7): 63-8.
2. Heisler M. Building Peer Support Programs to Manage Chronic Disease: Seven Models for
Success. California Health Care Foundation. 2006.
3. Parry M, Watt-watson J. Peer support intervention trials for individuals with heart disease: a
systematic review. Eur J Cardiovasc Nurs. 2010; 9(1): 57-67.
4. Verheijden MW, Bakx JC, Van weel C, Koelen MA, Van staveren WA. Role of social support in
lifestyle-focused weight management interventions. Eur J Clin Nutr. 2005; 59 Suppl 1: S179-86.
5. Dunn J, Steginga S K, Rosoman N, Millichap D. A review of peer support in the context of
cancer. Journal of Psychosocial Oncology. 2003; 21(2): 55-67.
6. Fisher EB, Brownson CA, O'toole ML, Shetty G, Anwuri VV, Glasgow RE. Ecological
approaches to self-management: the case of diabetes. Am J Public Health. 2005; 95(9): 1523-35.
7. Norris SL, Chowdhury FM, Van le K, et al. Effectiveness of community health workers in the
care of persons with diabetes. Diabet Med. 2006; 23(5): 544-56.
8. Fisher EB, Strunk RC, Highstein GR, et al. A randomized controlled evaluation of the effect of
community health workers on hospitalization for asthma: the asthma coach. Arch Pediatr Adolesc
Med. 2009; 163(3): 225-32.
9. Whitley EM, Everhart RM, Wright RA. Measuring return on investment of outreach by
community health workers. J Health Care Poor Underserved. 2006; 17(1 Suppl): 6-15.
10. Brownson CA, Hoerger TJ, Fisher EB, Kilpatrick KE. Cost-effectiveness of diabetes selfmanagement programs in community primary care settings. Diabetes Educ. 2009; 35(5): 761-9.
11. Rittenhouse DR, Shortell SM, Fisher ES. Primary care and accountable care--two essential
elements of delivery-system reform. N Engl J Med. 2009; 361(24): 2301-3.
12. Mcclellan M, Mckethan AN, Lewis JL, Roski J, Fisher ES. A national strategy to put accountable
care into practice. Health Aff. 2010; 29(5): 982-90.
13. Berenson RA, Hammons T, Gans DN, et al. A house is not a home: keeping patients at the
center of practice redesign. Health Aff. 2008; 27(5): 1219-30.
14. Bates DW, Bitton A. The future of health information technology in the patient-centered
medical home. Health Aff. 2010; 29(4): 614-21.
15. Institute of Medicine. Envisioning the National Health Care Quality Report. Washington, DC:
National Academies Press; 2001.

Integration of Peer Support and Primary Care

14

16. Saha S, Beach MC, Cooper LA. Patient centeredness, cultural competence and healthcare
quality. J Natl Med Assoc. 2008; 100(11): 1275-85.
17. Kaiser Family Foundation. Focus on health reform: Summary of the Affordable Care Act. 2013.
Available at http://kaiserfamilyfoundation.files.wordpress.com/2011/04/8061-021.pdf.
Accessed January 21, 2014.
18. Fisher EB, Boothroyd RI, Coufal MM, et al. Peer support for self-management of diabetes
improved outcomes in international settings. Health Aff. 2012; 31(1): 130-9.
19. Boothroyd RI, Fisher EB. Peers for Progress: promoting peer support for health around the
world. Fam Pract. 2010; 27(suppl 1): i62–i68.
20. Fisher EB., Zhong X., Kowitt S., Nan H. The Importance of Contexts and the Roles of
Community and Peer Support Programs in Bridging Gaps among Contexts, Self-Management
Interventions, and Clinical Care. In J. Rodriguez-Saldana (Ed.), Quality of Health Care: Challenges,
Evidence and Implementation. 2013.
21. Ingram M, Reinschmidt KM, Schachter KA, et al. Establishing a professional profile of
community health workers: results from a national study of roles, activities and training. J
Community Health. 2012; 37(2): 529-37.
22. Witmer A, Seifer SD, Finocchio L, Leslie J, O'neil EH. Community health workers: integral
members of the health care work force. Am J Public Health. 1995; 85(8 Pt 1): 1055-8.
23. Balcazar H, Rosenthal EL, Brownstein JN, Rush CH, Matos S, Hernandez L. Community health
workers can be a public health force for change in the United States: three actions for a new
paradigm. Am J Public Health. 2011; 101(12): 2199-203.
24. Rosenthal EL, Brownstein JN, Rush CH, et al. Community health workers: part of the solution.
Health Aff. 2010; 29(7): 1338-42.
25. Brownstein JN, Hirsch GR, Rosenthal EL, Rush CH. Community health workers "101" for
primary care providers and other stakeholders in health care systems. J Ambul Care Manage. 2011;
34(3): 210-20.
26. Mcelmurry BJ, Mccreary LL, Park CG, et al. Implementation, outcomes, and lessons learned
from a collaborative primary health care program to improve diabetes care among urban Latino
populations. Health Promot Pract. 2009; 10(2): 293-302.
27. Volkmann K, Castañares T. Clinical community health workers: linchpin of the medical home. J
Ambul Care Manage. 2011; 34(3): 221-33.
28. Bielaszka-Duvernay C. Vermont's Blueprint for medical homes, community health teams, and
better health at lower cost. Health Aff. 2011; 30(3): 383-6.

Integration of Peer Support and Primary Care

15

29. Krantz MJ, Coronel SM, Whitley EM, Dale R, Yost J, Estacio RO. Effectiveness of a
community health worker cardiovascular risk reduction program in public health and health care
settings. Am J Public Health. 2013; 103(1): e19-27.
30. Moskowitz D, Thom DH, Hessler D, Ghorob A, Bodenheimer T. Peer coaching to improve
diabetes self-management: which patients benefit most?. J Gen Intern Med. 2013; 28(7): 938-42.
31. Joshu CE, Rangel L, Garcia O, Brownson CA, O'toole ML. Integration of a promotora-led selfmanagement program into a system of care. Diabetes Educ. 2007; 33 Suppl 6: 151S-158S.
32. Siminerio L, Ruppert KM, Gabbay RA. Who can provide diabetes self-management support in
primary care? Findings from a randomized controlled trial. Diabetes Educ. 2013; 39(5): 705-13.
33. Sixta CS, Ostwald S. Strategies for implementing a promotores-led diabetes self-management
program into a clinic structure. Diabetes Educ. 2008; 34(2): 285-98.
34. Piette JD, Resnicow K, Choi H, Heisler M. A diabetes peer support intervention that improved
glycemic control: mediators and moderators of intervention effectiveness. Chronic Illn. 2013; 9(4):
258-67.
35. Adair R, Wholey DR, Christianson J, White KM, Britt H, Lee S. Improving chronic disease care
by adding laypersons to the primary care team: a parallel randomized trial. Ann Intern Med. 2013;
159(3): 176-84.
36. Adair R, Christianson J, Wholey DR, et al. Care guides: employing nonclinical laypersons to help
primary care teams manage chronic disease. J Ambul Care Manage. 2012; 35(1): 27-37.
37. Chesluk BJ, Holmboe ES. How teams work--or don't--in primary care: a field study on internal
medicine practices. Health Aff. 2010; 29(5): 874-9.
38. Mintzberg H. Organization design: fashion or fit?. Harvard Business Review. January-February
1981.
39. Nutting PA, Crabtree BF, Miller WL, Stewart EE, Stange KC, Jaén CR. Journey to the patientcentered medical home: a qualitative analysis of the experiences of practices in the National
Demonstration Project. Ann Fam Med. 2010; 8 Suppl 1: S45-56.
40. Handbook for Enhancing CHW Programs developed by the Breast and Cervical Cancer Early
Detection Program. Centers for Disease Control and Prevention website.
http://www.cdc.gov/cancer/nbccedp/training/community.htm. Accessed December 10, 2013.
41. Olsen L, Aisner D, McGinnis JM. The Learning Healthcare System, Workshop Summary (IOM
Roundtable on Evidence-Based Medicine). National Academy Press; 2007.
42. Anantraman V, Mikkelsen T, Khilnani R, et al. Handheld computers for rural healthcare,
experiences in a large scale implementation. Paper presented at the Design Conference
December, 2002. http://pubs.media.mit.edu/pubs/papers/02.00.anantraman.dyd.pdf. Accessed
on December 19, 2013.
Integration of Peer Support and Primary Care

16

43. Baig AA, Wilkes AE, Davis AM, et al. The use of quality improvement and health information
technology approaches to improve diabetes outcomes in African American and Hispanic
patients. Med Care Res Rev. 2010; 67(5 Suppl): 163S-197S.
44. Thompson JR, Horton C, Flores C. Advancing diabetes self-management in the Mexican
American population: a community health worker model in a primary care setting. Diabetes Educ.
2007; 33 Suppl 6: 159S-165S.
45. Hacker K, Walker DK. Achieving population health in accountable care organizations. Am J
Public Health. 2013; 103(7): 1163-7.
46. Singh P, Chokshi DA. Community health workers--a local solution to a global problem. N Engl J
Med. 2013; 369(10): 894-6.
47. Scheirer MA, Dearing JW. An agenda for research on the sustainability of public health
programs. Am J Public Health. 2011; 101(11): 2059-67.
48. Pallas SW, Minhas D, Pérez-Escamilla R, Taylor L, Curry L, Bradley EH. Community health
workers in low- and middle-income countries: what do we know about scaling up and
sustainability?.Am J Public Health. 2013; 103(7): e74-82.
49. Mason T, Wilkinson GW, Nannini A, Martin CM, Fox DJ, Hirsch G. Winning policy change to
promote community health workers: lessons from Massachusetts in the health reform era. Am J
Public Health. 2011; 101(12): 2211-6.
50. Sabo S, Ingram M, Reinschmidt KM, et al. Predictors and a framework for fostering community
advocacy as a community health worker core function to eliminate health disparities. Am J Public
Health. 2013; 103(7): e67-73.
51. Kash BA, May ML, Tai-seale M. Community health worker training and certification programs
in the United States: findings from a national survey. Health Policy. 2007; 80(1): 32-42.
52. Farrar B, Morgan JC, Chuang E, Konrad TR. Growing your own: community health workers
and jobs to careers. J Ambul Care Manage. 2011; 34(3): 234-46.

Integration of Peer Support and Primary Care

17

