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Background: Understanding community perspectives on barriers and facilitators
of meaningful engagement, equitable decision making, and sustainable com-
munity improvement is critical for advancing health equity. Community Health
Workers can make significant contributions to research teams, as they are bridges
into communities and bring unique perspectives. This study describes commu-
nity voices on barriers to authentic engagement and insights on strategies to
build trust, as well as the way in which these data were translated into a tangible
assessment tool and a community-facilitated learning academy.

Methods: A team of Community Health Workers led a series of 24 ‘open mic’
discussions in four South Carolina communities. Verbatim transcripts were ana-
lyzed inductively.

Results: Participants were mostly female (83%), African American (88%), and had
a range of education, ages, and levels of engagement. Community concerns (vio-
lence, lack of resources, and insufficient economic development) were a primary
focus of conversation. Barriers to community engagement include not having
sufficient input into what the engagement focus should be, mistrust in outsiders
(which in part stems from a history of racism), lack of voice in decision-making,
and broken promises. Participants view trust as the essential building block for
community engagement, which takes genuine connections, listening, consis-
tency, commitment, and follow-through. These data were used to inform the
Prioritizing Long-lasting Actionable Community Engagement & Equity (P.L.A.C.E.)
Academy, which aims to equip community leaders with tools for meaningful
engagement.

Discussion: Our findings confirm the Aligning Systems for Health framework,
which calls for attention to equity, power dynamics, trust, and the need to let
community generate priorities and solutions. Academic, public health, healthcare
and social service partners must work with communities to ensure that commu-
nity issues are addressed respectfully and equitably. Our data driven curriculum
is a critical step toward stronger engagement, enhanced communication, and
improved health outcomes. Developing research teams that include Community
Health Workers is a pragmatic strategy that can lead to better insights, greater
trust, balances in power, and ultimately, greater health equity.
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1 Introduction

The field of public health recognizes the influence of community
and structural factors as key drivers of health and wellbeing (1). Thus,
shifting policies, systems and community contexts are key health pro-
motion levers (2). A key strategy to operating policy, systems, and
community levers for change is the application of participatory and
community engaged approaches, which provide opportunities for col-
laboration, shared power and decision making, and the acknowledge-
ment that no single factor influences health (3). Community
engagement, as defined by the World Health Organization, is “a pro-
cess of developing relationships that enable stakeholders to work
together to address health-related issues and promote well-being to
achieve positive health impact and outcomes” (4). While robust evi-
dence documents the positive relationship between community
engagement and health outcomes (including health equity), promot-
ing community engagement is difficult. This is a particular challenge
in communities who have experienced past mistreatment and result-
ing mistrust (5). While the concept of community engagement in
research is well accepted, the most effective strategies to promote it are
still being studied (6). It is also accepted that community engagement
can be considered as a continuum, ranging from interactions with
limited, episodic involvement to those that build long term, sustain-
able partnerships and shared leadership (7). Evidence suggests that
moving along the continuum to shift more power into communities
and build more trust and transparency can have transformational and
sustainable effects in communities (8). Thus, more efforts and strate-
gies are needed to build meaningful community engagement and
shared decision making. However, prior research indicates that com-
munities may require intentional support and training to build skills
and capacity for engagement (9, 10). Moreover, the delivery of this
support and training through structured opportunities for communi-
ties is recommended and is shown to promote increased community
engagement (11, 12).

Here, meaningful community engagement can be defined as a
process that allows communities to collaborate on a deeper level for
shared decision making, rather than occasional consultation or super-
ficial interactions (6, 13). Shared, or equitable, decision making con-
siders the ways in which power is distributed between researchers and
communities, but more guidance in the literature is needed to guide
this process in community based research (14, 15). Thus, to explore
strategies to promote meaningful community engagement and equi-
table decision making for sustainable community health improve-
ment, we received funding through Robert Wood Johnson
Foundation’s Aligning Systems for Health initiative (16). Their
Aligning Systems for Health framework recognizes the importance of
community voices, but also the need to identify and use the most
effective strategies to engage those voices (17, 18).

Regardless of discipline, there is consensus that understanding the
lived experience of individuals most affected by health conditions,
social factors, or other inequities is critical to understanding root
causes that affect health and wellbeing (19, 20). One strategy to
increase community engagement is having Community Health
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Workers (CHWs) lead implementation efforts (21, 22). The American
Public Health Association defines a CHW as someone who is “a
trusted member of and/or has an unusually close understanding of the
community served. This trusting relationship enables the worker to serve
as a liaison/link/intermediary between health/social services and the
community to facilitate access to services and improve the quality and
cultural competence of service delivery” (23). CHWs serve as advocates
and support the increased capacity of communities, including partici-
pating in research and evaluation (24). As trusted persons in the com-
munity, CHWs can serve as conduits between researchers and
community, allowing for greater insights and information into com-
munity contexts and realities (25). Including CHWs on research teams
can also facilitate reach and engagement of communities, including
underserved populations, in ways that traditional research approaches
may not (25, 26). Additionally, the involvement of CHWs in the
research process can enhance shared decision making by creating an
environment that allows the views of the community to emerge
(27, 28).

The purpose of this paper is twofold: (1) to describe our research
partnership with CHWs to gather residents’ perspectives on barriers to
community engagement, and their insights on strategies to build trust and
(2) to illustrate how we translated this data into a CHW led pilot program
called the Prioritizing Long-lasting Actionable Community Engagement
& Equity (PL.A.C.E.) Academy, which aimed to build community capac-
ity for engagement among community leaders.

2 Methods

The University of South Carolina Institutional Review Board
approved this study.

2.1 Setting and partners

This study was conducted in four counties in South Carolina with
diverse characteristics, including two rural and two urban, represent-
ing four different regions of the state (Table 1). Organizations in the
counties were invited to partner with our study team based on recom-
mendations from state and community leaders and their local infra-
structure to conduct community engaged research. We sought
communities with an active organization or group to lead local efforts,
that had been working in their community for at least 2 years, and the
ability to find a CHW in the area. Additional criteria included varia-
tion in community setting (e.g., urban and rural contexts), variation
in topic area and/or population served, willingness to share lessons
learned with the research team, and current representation from each
sector involved in the initiative. Using these criteria, we identified four
partner organizations that reflected variation across these dimensions.
After identification, we contacted each organization to assess interest
in partnering and conducted follow-up discussions to confirm align-
ment with project goals and overall fit. Three of the four organizations
agreed to participate, which included a county coordinating council,
a youth empowerment initiative, a health coalition, and an informal
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TABLE 1 Selected county health rankings community indicators (41).

Community Community Population Individuals Children  Poor or Population Adults
partner livingina who do not (<18) in fair with access to reporting
description census- identify as poverty health exercise that they

defined non- opportunities always,
rural area Hispanic usually or
White sometimes
feel lonely

1 A county 57.1% 45.2% 30% 20% 46% 34%
coordinating
council

2 A health coalition 65.5% 65.2% 29% 23% 49% 36%

3 A youth 8.6% 58.3% 20% 17% 74% 31%
empowerment
organization

4 An informal group 29.5% 32.5% 20% 16% 72% 32%
of community
leaders

group of community partners organized for community wide impact.
In the fourth community, a group of individuals who were already
working together served in an advisory capacity for their community.
These organizations and groups were critical to understanding the
communities and gaining access. For example, community organiza-
tions facilitated connections between the research team and the com-
munity, brokered connections to identify CHWs to participate on the
research team, and provided concrete supports (including meeting
space), and supported the dissemination of results and findings into
the local community.

2.2 CHWs as research partners

A team of two CHWSs from the Center for Community Health
Alignment (CCHA) and two academic public health researchers
developed the initial research plan and goals. For implementation,
three more CHWs s that currently lived in (and were native of) three of
the counties were hired as Community Health Worker Researchers
(CHWRs); the fourth community was led by a CCHA CHW who was
native to that community. CHWRs were recruited via widely shared
job postings in partnership with local organizations. Once hired, for-
mative interviews were conducted with the CHWRs to understand
their research experience and skills, and to determine their research
training needs. They were then provided with tailored training by
study team members with methodological expertise in qualitative
methods to ensure all CHWRs were comfortable using them. The
CHWRs also received certification in the ethical conduct of research.

2.3 Recruitment

Once CHWRs were trained, we hosted community discussion ses-
sions in the four counties. The sessions were called “open mic” (micro-
phone) community conversations.! Several methods were used to

1 Inour original research plan, we called these sessions ‘picnic table’ discus-
sions to reflect our intent to have informal community conversations. However,
some community partners pointed out the racial connotations to the word,
‘picnic’. Thus, we called them ‘open mic community conversations’, a name
offered by local community partners.
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recruit, including direct recruitment by CHWs and project partners,
word of mouth, flyers, and social media postings. Some participants
invited friends to attend with them or to participate in the next cohort
(snowball sampling). Sessions were held in diverse neighborhoods;
individuals from different demographic groups were recruited to
ensure a range of perspectives. A total of 24 sessions were held across
the four communities, ranging from 5 to 14 participants. Table 2 pro-
vides participant demographics by community. Participants were
mostly female and African American, but were diverse in education,
age, and current level of community engagement.

2.4 Session format

We hosted two series of three open mic sessions in each of the four
communities (24 sessions). Participants were asked to attend all three
sessions in the series since conversations were designed to build across
sessions. They received a $30 gift card for each session attended, as
well as a meal for in-person sessions. While the COVID pandemic
required our team to shift between virtual and in person sessions, we
used a structured protocol for all sessions to ensure consistency.

Sessions were facilitated by a CHWR, conducted in English, and
lasted about 1.5 h. The first two sessions in the series were focused on
learning about the community, hearing members’ perspectives on
effective strategies for community engagement, facilitators of and bar-
riers to engagement, and key community challenges. A discussion
guide was used for both sessions, but session two was designed to build
upon the previous conversation. Session three was for member check-
ing whereby participants received a summary of sessions one and two
and then provided additional feedback. Discussions were recorded
with permission and the recordings were transcribed for analysis.

2.5 Analysis

Analysis began as data were collected, with discussions among all
research team members about early findings and interpretations.
Formal coding of transcripts used Dedoose, a qualitative data analysis
software (29). The research team, including both public health
researchers and CHWs from CCHA and CHWRs, analyzed all tran-
scripts using an inductive approach. Such approaches allow for
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TABLE 2 Participant demographics.
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Characteristic Community 1 Community 2 Community 3 Community 4 Total
N =15 N =17 N =23 N =16 N=71

Race

Black or African American 13 (86.7%) 16 (94.1%) 17 (79.3%) 16 (100%) 62 (87.3%)

White 1 (6.7%) 1(5.9%) 3 (13.0%) 0 (0%) 5(7.0%)

Other 1(6.7%) 0 (0%) 3 (13.0%) 0 (0%) 4 (5.6%)

Hispanic/Latino?

Yes 1(6.7%) 0 (0%) 0 (0%) 0 (0%) 1(1.4%)

No 14 (93.3%) 16 (100%) 22 (100%) 16 (100%) 68 (98.6%)

Education level

Some high school, high school diploma, or 3(20.0%) 2 (11.8%) 6(26.1%) 1(6.2%) 12 (16.9%)

GED

Some or completed technical/ trade school 2 (13.3%) 6 (35.3%) 2(8.7%) 3 (18.8%) 13 (18.3%)

degree

Some or completed college degree 10 (66.7%) 9 (52.9%) 15 (65.2%) 12 (75.0%) 46 (64.8%)

Gender

Male 2(13.3%) 4(23.5%) 5(21.7%) 1(6.3%) 12 (16.9%)

Female 13 (86.7%) 13 (76.5%) 18 (78.3%) 15 (93.8%) 59 (83.1%)

Age

18-24 2(13.3%) 0 (0%) 0 (0%) 0 (0%) 2 (2.9%)

25-44 9 (60.0%) 4(23.5%) 10 (43.5%) 6 (37.5%) 29 (40.8%)

45-64 4(26.7%) 5(29.4%) 11 (47.8%) 9 (56.3%) 29 (40.8%)

65-74 0 (0%) 8 (47.1%) 2 (8.7%) 1(6.2%) 11 (15.5%)

In your opinion, how involved are
in your community?

you in things like community action groups, community coalit

ions, and/or nonprofits working

Not involved at all 6 (40.0%) 2 (11.8%) 2 (8.7%) 1(6.3%) 11 (15.5%)
1 have some involvement 4 (26.7%) 7 (41.2%) 4 (17.4%) 3(18.8%) 18 (25.4%)
Fairly involved 2(13.3%) 3(17.6%) 4(17.4%) 2(12.5%) 11 (15.5%)
Very involved 2(13.3%) 4(23.5%) 5(21.7%) 1(6.3%) 12 (16.9%)
I have a leadership role 1(6.7%) 1(5.9%) 8 (34.8%) 9 (56.3%) 19 (26.8%)

concepts or themes to emerge from raw data, rather than using prior
assumptions or theory to guide the analysis (30). We used the constant
comparison technique, with repeated review of data to allow key
themes to emerge (31). These themes are presented in the results sec-
tion. We used member checking in the last session to verify initial
interpretations and to improve the credibility of our findings; feedback
gathered helped clarify important nuances about the way that results
were portrayed and gather additional details (for example, breaking
down acronyms to ensure clear understanding) (32).

3 Results

Participants shared varied perspectives in the open mic conversa-
tions. These perspectives emerged in themes related to community
assets, barriers to community engagement, and the needs and condi-
tions required to facilitate more authentic engagement. While the
focus of this paper is to describe participant’s perspectives on barriers
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to community engagement and their insights on strategies to build
trust, we include perceived assets below as not to contribute to a com-
munity deficit paradigm.

3.1 Sense of connection and pride are key
community assets

In defining community, participants focused on relationships and
connections rather than places. For example, a participant from
Community 3 explained, “community to me is more than the place
where I live...my community...it’s just people that I can help” Many
reflected pride in their communities, it was ‘home’ to them. They
shared stories of growing up in these communities, setting down
‘roots, and having a connection to the people they have shared expe-
riences with. Overall, participants said their communities have
strong, resilient roots and people look out for one another. They
noted that their communities include people who share common
goals. For example, someone from Community 1 shared their per-
spective of how people are a community asset: “There are a lot of
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really, really good people here...and a lot of people who just want what's
best for their children no matter which socioeconomic group they are a
member of.”

The strong, caring spirit of the communities was evident in con-
versations, as was the desire to help their communities thrive. Though
much of their conversations focused on community issues, it was clear
that participants felt their communities were caring places and they
were optimistic about the future. For example, a participant from
Community 4 shared their views on how people from their area come
together in times of need:

“Some of the good qualities of [our community] is...sometimes the
things that people don't see...meaning when tragic things happen,
people from all walks of life network together to make sure people
are okay. So, the connection...that we can band together. And the
younger generations are doing the same thing...I'm amazed by

some of the younger generations.”

3.2 Failure to acknowledge local history can
be a barrier

One theme was the history of racism and its connection to
many of the social issues communities face. Two communities
shared specific examples in their history of traumatic events rooted
in racism. These events are an unacknowledged ‘elephant in the
room’ that must be addressed and reconciled for true healing and
progress. Another theme was related to the history of African
American communities being ignored. For example, a participant
from Community 3 explained how history shapes the perception
of their community:

“[our community] has a lot of history behind it. There are a lot of
people who don’t necessarily talk about...but, currently, [our com-
munity] has a very negative connotation attached to it because of
the violence and just the negative mindsets.”

There was also discussion about how information needed to
access resources and events is kept from certain populations, includ-
ing people of color. Therefore, a need was identified to diversify meth-
ods of communication with the community to ensure information
reaches those who need it most. A participant from Community 4
shared their perspective on this:

“I know that there are resources there, but the disconnect in the
community is that everybody doesn't know where these resources
are, or they don't know how to communicate. And then when you
go to ask for whatever resources, instead of being assisted in the
process of identifying how you can get help, it is belittling to people
that do not really know what they need to ask. Customer service is
a huge thing that we need to work on around here because you
don't always get people that have ways to meet people where

they are”

Participants frequently discussed a history of broken promises
from local policymakers, developers, and others, which leads to an
overwhelming lack of trust in elected officials and other decision
makers. Participants explained that politicians come into their
communities to campaign, making promises to get votes, but are
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never seen again once elected. Someone from Community 2
explained:

“[They] want us to come out and vote or come to their meetings.
It's like once they're where they need to be they disappear. And the
thing is they'll come out, they'll shake your hand. You need any-
thing? I got somebody in my office that works with that. You reach
out and email them and they don't even contact you back.”

Others shared that efforts to engage the community thus far
have been selective, at the convenience of outsiders. Moreover,
these selective engagement opportunities are seen as inauthentic
or disingenuous; for example, to create a photo opportunity or to
raise a politician’s profile. For example, a participant from
Community 1 described it as: “doing the least amount to look good.”
Another participant from Community 2 echoed these frustrations,
explaining:

“It seems like around the time it's time to vote for people, you see
all these people in the communities, taking pictures and all these
things, and then once you've been elected...you don't see these
people. It's like where y'all gone? Because I live in a community
that that has happened. And it's like, ‘What have you done for
the community?’ So, then when the smoke is clear...you don't see
these politicians out here advocating for these communities
at all”

3.3 Concern over critical social issues
creates a barrier

Conversations often tracked back to community social issues
that affect quality of life and how these issues are oftentimes top of
mind for community members, whereas sometimes those that
come into their communities to work with them have their own
priorities and may not understand or may ignore these issues.
Many participants voiced concerns over violence and how it hin-
ders sense of community and safety. Some explained that they have
been accustomed to violence, drugs, crime, and other destructive
behaviors, but, as someone from community 3 explained, “we do
not have no voice at all”

One participant from Community 2 explained that they came to
the open mic discussion specifically to voice their concerns over vio-
lence in their community:

“The major problem that I see...is the violence. There's been a lot
of shootouts there [in our apartment parking lot]. Matter of fact,
our building just got shot up. I know this probably don't have any-
thing to do [with this] because I did read over the [recruitment
flyer] far as the economic, the food, and the health, and stuff. But
this is just a concern that I'm having...and I'm in contact with a
lot of people. And it's like nobody's caring. There's been murders

out there, and see, this is just a major concern.”

Participants expressed how there is good happening in their com-
munities, but it is overshadowed by the violence and other disorder
that commonly gets reported in the news and media. People com-
mented on how other aspects of neighborhood disorder including
crime, substance abuse, drug dealing, gambling, and gang activity
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impact their quality of life too. One resident from Community 2
explained how gang activity impacts their community:

“I know that our community is [name of gang]. They marked that
territory months ago. This is the first time of me living out there for
five or six years that I've ever seen it to where they're marking their
territory...now our kids are exposed to that type of conduct.”

Others commented on the lack of pride some have in their neigh-
borhood, which contributes to a sense of apathy. Participants talked
about how in the past, residents used to sweep their stoops and par-
ticipate in other community activities. Because of the many social
issues in their communities, participants shared that there is a sense
of hopelessness amongst some residents. The lack of action, develop-
ment, and growth in their communities can prevent people from get-
ting involved. One participant from Community 4 shared how people
can feel hopeless: “Sometimes you been beat down so bad by the system
and people...you are just like, what's the use?”

The lack of engagement with teens and young adults was a barrier.
A participant from Community 1 explained their concerns about
youth: “Id say the younger people are getting left behind...we actually
forgot about the youth and now, they are looking to the others who are
actually getting them in a lot of trouble.” By listening to the ideas and
desires of young people, they may become empowered to engage
more. Participants discussed the need for programs and support to
guide youth, as they can get involved in gangs and other bad influ-
ences if they do not have activities and mentoring in the community.
Participants across the state emphasized the need for free and low-cost
outlets for youth. One participant from Community 2 explained:

“[1]n my building...those children migrate from the bottom to the
top of that apartment complex because they're just looking for
something to do. It's nothing for them to do. So, it's like, 'Okay,
what can we do as a community to show these children that, 'Hey,
we have your back. What do you need?' Because parents be doing
their own thing. So, if there's no community engagement out there
for the youth, their outlet is going to be drugs, alcohol, gang vio-
lence and dropouts in school and things like that. So, the youth is

more important to me than anything”

Lack of affordable housing, economic development, and other
resources (including education, childcare, transportation, and jobs)
were also significant concerns. Residents discussed the lack of devel-
opment in certain neighborhoods, and how development has dis-
placed residents due to high costs or broken promises (e.g., promising
local improvement or employment that never materializes).
Participants explained the complexities of housing and how issues like
gentrification, unfair housing subsidy rules, and lack of affordability
affect lives. A participant from Community 4 shared:

“Gentrification was the one of the worst things that has ever hap-
pened to us. They call it revitalization, but it's not. When you are
taking from people that work hard every day and you are trying to
mask it as revitalization, that is an ugly thing... On the north side
[of town], they revitalized a whole lot, but when you take home

ownership from people, that is not a good thing”

Transportation is lacking, especially for youth and senior citizens
in rural communities. Two communities in particular have very rural
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areas. Residents from those counties spoke about how geographic iso-
lation in rural communities result in lack of access to resources includ-
ing jobs, education, childcare, quality grocery stores, and healthcare.
Participants also spoke of how the lack of resources for youth and
family recreation is a key challenge. Someone from Community 1
explained:

“Once you leave school, there's nothing else to do. We do have the
little parks that they've opened in town and but, there needs to be
more community type things. The ballpark right now is the only
place where they have any of that, but it's not cheap to sign up to
play baseball...there's a lot of parents who just can't afford that.
We've got to find other ways to reach out to these kids in this com-
munity, and let the parents know that where they're going is safe

and that we've put an effort into it.”

In addition, participants shared how the lack of resources in their
small towns impacts their ability to keep young residents. For exam-
ple, residents from one of the very rural communities explained how
the lack of economic and infrastructure development in small towns
results in young people leaving the community. A resident of
Community 3 explained their perspective:

“One of the challenges that we have is being a community that
historically was a farming community, but that's changing. It left
us in a place where we didn't get the infrastructure within the
community and where industry...they wouldn't come because it
wouldn't benefit them. That hurt us because our young people,
they don't have the same opportunities other communities have.
They go to [names of nearby cities]...they go to other places where

there's more work.”

3.4 Lack of opportunities for community
voices in decision making

Participants shared frustration with outsiders coming into neigh-
borhoods and making decisions without community input, which
leaves people feeling disenfranchised. A participant from Community
1 explained:

“It seems to play out where somebody tells you, ‘This is what we
going to do. Whether you like it, don't like it” A lot of time people
just come, especially [when] you're talking about people with clout
and power. Sometimes they'll pacify you and listen. Or pretend
they're listening, but they already have their mind made up”

Another resident from Community 4 explained the need to ask
residents for their perspectives in a respectful way:

“When we went through urban renewal, the people who are sitting
at the table--they should actually be from the community. It
shouldn't be] we're going to tell you what we're going to do. It
should be, ‘you tell us, or let's sit down and have a conversation to
see what's needed’... you have to meet people where they are... and
it might not necessarily be that professional setting. And we sit
down and listen and not just discredit them because they're not as
articulate or hadn't been to school for 30 years. If they have some-
thing to say, you should listen, not brush them off as they're not
educated.”

frontiersin.org


https://doi.org/10.3389/fpubh.2026.1728914
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Workman et al.

Participants in one county reported being left out of decisions on
what schools will remain open or be consolidated, or what incentives
businesses will receive for moving into an area. Others voiced frustra-
tion over liquor stores, payday loan companies, and other negative
businesses preying on poor communities and local government show-
ing no support for Black owned businesses. Outside people or organi-
zations come in and deploy programming that do not match
community needs, resulting in apathy and frustration. One person
from Community 4 explained:

“We get tired of doing stuff because somebody else from the outside
has an idea, but then we go and then the community doesn't show
up and then everybody says, ‘Well, the community didn't show up.
Well, that's because that's not what the community really wanted.
So, I think it's kind of just getting to know and meet people...find-
ing out what do the people want to build a relationship.”

3.5 Lack of time and knowledge about how
to connect

A number of participants explained that many people are “just
trying to survive,” working multiple jobs, raising children, and/or
caring for older family members. Others emphasized the need to
increase awareness of existing community grassroots efforts to reduce
duplication, collaborate, and act together. One resident of Community
2 explained how their family commitment limits the extent to which
they can be involved:

‘T am a server. I have two younger children. They have an older
sibling that still lives with us. He has a son, my grand baby. And
the mother lives with us because when she got pregnant her mother
put her out. I took her in...and I'm less involved in my community
because I have so much going on in my home.”

Participants discussed challenges in connecting to resources from
two different perspectives. First, they explained that people in need do
not know how to access existing supports, resources, and program-
ming. In addition, people shared the need to create linkages between
existing community-based efforts to enhance collective impact.
Several conversations highlighted that people need help connecting
with and navigating to available services. This stems from a lack of
awareness that resources exist, as well as people not knowing how to
access available resources or navigate the process. Some participants
knew of resources that others did not, so the open mic discussions
were facilitative for individuals to make connections. This illustrated
the challenges that many residents have in finding and connecting to
available resources.

However, some noted that there is a disconnect between what the
community needs and available services and resources. Some attrib-
uted the disconnect to a lack of effective communication and the need
to share information with people on their terms and “in a way that
speaks to them” One person from Community 3 explained how this
stems from a lack of attention to community needs:

“What tends to happen is I'm going take this one tiny thing over
here. And if I don't have to expend too much energy, but I'm going
to help these poor people over here...because I want to feel good ...
I'm not sure it's ever communicating what we need as a commu-
nity because we are so separate.”
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There was also significant conversation around the challenges of
working in silos, duplication of efforts, lack of communication among
community members, and lack of connectivity. Participants talked
about how working in silos promotes the lack of unity in their com-
munities and how it inhibits collective action. They explained that
people often get inspired to work on a local problem but often work
on their own and do not seek out others doing similar work.

3.6 Lack of trust in public sectors

People mentioned lack of trust in organizations, hospitals, and
state agencies, noting that they make decisions without the commu-
nity’s best interest and do not represent community voices. Discussion
focused on a history of negative experiences, community needs not
being met, and lack of communication. Others emphasized that the
priorities of public sector agencies are driven by politics, ignoring
community input. One person from Community 2 shared their per-
spective on this:

“They do not communicate with each other. They do not take the
time to expose people outside their [organization] to what they are
doing. They have had a very selfish mindset, ‘This is what we do’...
No, this is what you supposed to do for the community. They do
not take the time to give public information.”

3.7 Trust is the essential building block

The importance of trust and relationship building was common
across all communities. Building trust was explained as making genu-
ine connections, taking the time to listen, and seeing things from
someone else’s perspective. It takes acknowledging the past and how
the community may have been mistreated. Listening to the commu-
nity and asking for feedback can help identify community assets to
build upon. A participant from Community 2 explained:

“I can say, my community is better than when I moved there about

five or six years ago due to leadership in the community, people
coming together and by me giving my ideas and input. The key...
it's that the people that live in that community need to find a way
to come together and talk to one another...all it takes is effort.”

Participants agreed that trusted individuals are usually from
within the community and trust is built through consistency, commit-
ment, honesty, and follow through. Residents want people who come
into their community to have a reliable presence and establish long-
term connections. Someone from Community 2 explained:

“A lot of organizations have come out. But I noticed...some of them
were lazy. They will just be standing there, talking to the people
that they came with. It was a great thing...they were feeding, and
clothing, and serving the people, but everybody that's in that orga-
nization, they were pretty much just engaging with one another.
You have to branch out when you go in communities and start
talking to somebody you don't know. Because that's the only way
that you're going to get people engaged...they didn't engage in that,
so0 you can't expect for the people in the community to engage.” “I
think it's more about follow through. When we come together and
we brainstorm, when the idea has a fire for a little while and then
drops off. And to me, that's where the distrust is. It's like, well you
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know everybody parachutes in with their program, they say they're
going to do X, Y, and Z, and then they might stay for a little while
and then you don't see them no more. So, it's showing up to sus-
tain. I think it's better to do something small and sustain it than
one big to-do and not do it anymore.”

Trust develops when people listen to the community and work
with them to get what they need and address problems important to
them. The value of being open-minded, humble, and open to other
people’s ideas was also emphasized. Multiple communication strate-
gies are needed to reach community residents, as described by some-
one from Community 1:

“We got to go to the barber and beauty shops. We just can’t rely on
Facebook and Instagram, which is what seems to be popular now
with communication. We've got to look at different ways of com-
municating so that the people can get the message.”

Timing and location of outreach activities also matter. People may
want to participate in an event, but because it occurs at a time that
does not work for their schedule. A participant from Community 4
shared how community enthusiasm may consequently “slide by the
wayside” Others suggested working through trusted organizations
including churches, as they are often a gathering place. Additional
trusted organizations mentioned included schools, food banks, frater-
nities/sororities, and organizations with CHWs. Neighborhood asso-
ciations were also mentioned several times.

4 Discussion

The purpose of our project was to identify ways to promote mean-
ingful community engagement and equitable decision-making for
sustainable community health improvement. Our team worked in
partnership with communities to gather and record their thoughts and
ideas on community engagement. The findings from our study under-
score the relevance of the Aligning Systems for Health framework’s
emphasis on elevating community voice and attending to power and
equity dynamics (16). For example, participants in this study empha-
sized that trust is essential to building meaningful community engage-
ment and provide tangible strategies for building trust, which is also
well documented in the literature (33, 34). Our community open mic
session data also highlight barriers to community engagement: a his-
tory of trauma rooted in racism and dishonesty, lack of opportunities
for community voices in local decision making, and how significant
social concerns can overshadow efforts to promote community
engagement.

This study also provides insight into how to translate community
voice into capacity building opportunities, which is acknowledged as
a key for sustainable improvements in public health and health equity
(35, 36). For example, in Spring 2024, CCHA (in partnership with the
CHWRs) used these data to develop the Prioritizing Long-lasting
Actionable Community Engagement and Equity (P.L.A.C.E.) Academy.
The PL.A.C.E. Academy aims to equip various interestholders (includ-
ing community and organizational leaders, researchers, and funders)
with strategies and practical tools for meaningful community engage-
ment. Based on findings from the open mic sessions, the research team
created a PL.A.C.E. Academy curriculum that covers four key topic
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areas: (1) Meaningful Community Engagement, (2) Trust Building, (3)
How to Effectively Engage the Community, and (4) Equity in Action.
For example, community participants shared the importance of their
social connections and community pride. This translated into a focus
in the PL.A.C.E. Academy on the importance of building on key com-
munity assets, rather than focusing on deficits when engaging com-
munities. Community participants also emphasized the importance of
acknowledging local history and context, as well as addressing issues
that are important to them (such as social challenges), rather than
focusing on predetermined outsider informed areas of focus. The
PL.A.C.E. Academy incorporated this information by sharing effective
strategies to engage communities especially individuals and communi-
ties most impacted by inequities. Open mic participants frequently
emphasized the critical and foundational role that trust building has;
therefore, the PL.A.C.E. Academy intentionally equipped workshop
participants with tools and strategies to establish deep understanding
and elevate community voices. Finally, open mic session participants
requested more opportunities to be engaged in decision making to
ensure new policies and programs address local needs; this informed
the Academy’s broad impetus to continue building capacity for engage-
ment among community leaders, researchers, and funders.

The pilot PL.A.C.E Academy was conducted over 2 day long ses-
sions with 11 individuals representing all four regions of the state. Pilot
participants included CHWs, as well as other individuals who play
integral roles in and are actively engaged in community-engaged work.
Collectively, these participants possess extensive, firsthand knowledge
of grassroots-level community conditions and a deep understanding of
the needs and challenges involved in bridging gaps between decision-
makers and those implementing community-based work. Drawing on
their professional roles and lived experience in community-engaged
work, participants were intentionally engaged in curriculum vetting to
determine whether the academy’s content was appropriately designed
to bridge gaps for the intended target audience. Participants also pro-
vided in-depth feedback on content and delivery, which was used to
refine and strengthen the PL.A.C.E Academy curriculum. Participants
will be acknowledged as contributors to the development of the acad-
emy. PL.A.C.E. Academy pilot participants also provided detailed feed-
back on the curriculum via an evaluation survey and brief interviews.
Overall, the feedback was positive, but suggestions for improvements
were shared, including ideas for content enhancement, accessibility and
inclusion, delivery and structure, audience engagement, and connectiv-
ity. Key enhancements include the addition of more real-world case
studies, hands-on exercises, and opportunities for peer discussion and
networking. Other enhancements include ensuring inclusivity and
accessibility with clear visuals, improved pacing, and more frequent
breaks to support participant engagement and learning.

Moving forward, the team plans to pilot the revised
PL.A.C.E. Academy with the target audience for the curriculum: orga-
nizational and institutional leaders. The team also plans to seek addi-
tional funding to expand the program to different regions of the state
and nationally. These co-creation opportunities are a growing area for
the promotion of sustainable community engagement (37).

Consideration of these findings is also needed from the philan-
thropic community. Funding that allows the community, rather than
the funder or the researcher, to set the agenda is needed. More time
for planning and trust building is required, with longer commitments
to work with communities rather than a typical short funding cycle.
These investments will build community trust and capacity, improving
program sustainability and community health (38). It is important to
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understand the community from a historical perspective, as well as
how organizations are perceived, and work with community leaders
and gatekeepers to acknowledge and address any barriers to participa-
tion early in the engagement process. Programs that are developed and
led by CHWs (such as the PL.A.C.E. Academy) are a promising
approach to advancing connections between communities, enhancing
communications, and ultimately improving health outcomes (39).

The limitations of our study should be acknowledged. While we
present rich, detailed data from a broad number of community open
mic sessions, our findings cannot be generalized. We acknowledge
that the participants in open mic sessions were primarily female and
African American, so these results may not inform efforts with other
populations. Moreover, although our methodology yielded a compre-
hensive data set from a range of community voices, our findings are
subject to the interpretation of our research team. To enhance the
rigor of our findings, we implemented measures including multiple
team members participating in the analysis and interpretation of
results, as well as member checking with community members.

Engaging people with lived experience or who are directly impacted
by policies and programs requires humility, thoughtfulness, and a shift
in the usual way of conducting academic research or delivering health
and social programming. A key strength of this work is a research team
that includes CHW's and academic researchers, which has been previ-
ously documented as a successful research approach (21, 40). In this
study, CHWs had a key role throughout the research process. With
training and support from traditional research team members, CHWs
had an integral role in informing the project design, participant recruit-
ment, data collection, analysis, and dissemination. This approach builds
on the local knowledge and expertise of CHWs and their sense of iden-
tification with participating communities and therefore, has the poten-
tial to yield higher quality. Future studies will be needed to continue to
understand the settings and delineate the ways in which CHWs can
optimize the community engaged research process.

Data availability statement

The datasets presented in this article are not readily available
because the nature of the data does not allow for anonymization.
Requests to access the datasets should be directed to workmanl@mail-
box.sc.edu.

Ethics statement

The studies involving humans were approved by University of
South Carolina Institutional Review Board. The studies were con-
ducted in accordance with the local legislation and institutional
requirements. The participants provided their written informed con-
sent to participate in this study.

Author contributions

LW: Conceptualization, Formal analysis, Methodology, Project
administration, Writing - original draft, Writing - review & editing.

Frontiers in Public Health

10.3389/fpubh.2026.1728914

JS: Conceptualization, Funding acquisition, Project administration,
Supervision, Writing - original draft, Writing - review & editing. KR:
Conceptualization, Data curation, Formal analysis, Methodology,
Project administration, Writing — original draft, Writing — review &
editing. MM: Conceptualization, Formal analysis, Methodology,
Supervision, Writing — original draft, Writing - review & editing. LM:
Data curation, Formal analysis, Methodology, Writing - original draft,
Writing - review & editing. WD: Data curation, Formal analysis,
Methodology, Writing - original draft, Writing — review & editing.

Funding

The author(s) declared that financial support was received for this
work and/or its publication. This research was funded through the
Aligning Systems for Health with support from the Robert Wood
Johnson Foundation (RWJF) (Grant number 77405). The funding
agreement ensured the authors’ independence in designing the study,
interpreting the data, and writing and publishing the report.

Acknowledgments

The research team would like to thank all community members
and supporting agencies who participated in this study.

Conflict of interest

The author(s) declared that this work was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

The reviewer CV declared a past co-authorship with the author JS
to the handling editor.

Generative Al statement

The author(s) declared that Generative Al was not used in the
creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this
article has been generated by Frontiers with the support of artificial
intelligence and reasonable efforts have been made to ensure accuracy,
including review by the authors wherever possible. If you identify any
issues, please contact us.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations,
or those of the publisher, the editors and the reviewers. Any product
that may be evaluated in this article, or claim that may be made by its
manufacturer, is not guaranteed or endorsed by the publisher.

frontiersin.org


https://doi.org/10.3389/fpubh.2026.1728914
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
mailto:workmanl@mailbox.sc.edu
mailto:workmanl@mailbox.sc.edu

Workman et al.

References

1. World Health Organization. Closing the gap in a generation: health equity through
action on the social determinants of health - final report of the commission on social
determinants of health. Geneva. (2008). Available online at: https://www.who.int/
publications/i/item/WHO-IER-CSDH-08.1 (Accessed January 21, 2026).

2. Golden SD, McLeroy KR, Green LW, Earp JAL, Lieberman LD. Upending the social
ecological model to guide health promotion efforts toward policy and environmental
change. Health Educ Behav. (2015) 42:85-14S. doi: 10.1177/1090198115575098

3. Wagemakers A, Elkhuizen S, Bindels A, Wachter M, Niewold D, Derkzen M, et al. A
participatory systems approach in community health promotion: lessons learnt from an
overall evaluation of a program to reduce health inequities. Eval Program Plann. (2025)
113:102695. doi: 10.1016/j.evalprogplan.2025.102695

4. World Health Organization. WHO community engagement framework for quality,
people-centred and resilient health services. Geneva. (2017). Available online at: https://
apps.who.int/iris/bitstream/handle/10665/259280/WHO-HIS-SDS-2017.15-eng.pdf
(Accessed January 22, 2026).

5. Israel BA, Schulz AJ, Parker EA, Becker AB. Review of community based research:
assessing partnership approaches to improve public health. Annu Rev Public Health.
(1998) 19:173-202. doi: 10.1146/annurev.publhealth.19.1.173

6. Aguilar-Gaxiola S, Ahmed SM, Anise A, Azzahir A, Baker KE, Cupito A, et al.
Assessing meaningful community engagement: a conceptual model to advance health
equity through transformed systems for health: organizing committee for assessing mean-
ingful community engagement in health & health care programs & policies. NAM
Perspect. (2022) 22:10-31478. doi: 10.31478/202202¢

7. McCloskey D, McDonald M, Cook J, Heurtin-Roberts S, Updergrove S, Sampson D, et al.
"Chapter 1: what is community engagement" In: Principles of community engagement, vol.
2. Atlanta, GA: Agency for Toxic Substances and Disease Registry (ATSDR). (2011). 193.
Available online at: https://stacks.cdc.gov/view/cdc/11699/cdc_11699_DS1.pdf

8. Everette TD, Sathasivam D, Siegel K. Transformational community engagement to
advance health equity. Hartford, Conneticut: Health Equity Solutions (2023).

9. Wallerstein N, Duran B, Oetzel JG, Minkler M. Community-based participatory
research for health: advancing social and health equity. 3rd ed. San Francisco, CA: Jossey-
Bass (2017).

10. Cunningham J, Miller ST, Joosten Y, Elzey JD, Israel T, King C, et al. Community-
engaged strategies to promote relevance of research capacity-building efforts targeting
community organizations. Clin Transl Sci. (2015) 8:513-7. doi: 10.1111/cts.12274

11. Hacker K, Tendulkar SA, Rideout C, Bhuiya N, Trinh-Shevrin C, Savage CP, et al.
Community capacity building and sustainability: outcomes of community-based par-
ticipatory research. Prog Community Health Partnersh. (2012) 6:349-60. doi: 10.1353/
cpr.2012.0048

12. Ceraso M, Gruebling K, Layde P, Remington P, Hill B, Morzinski ], et al. Evaluating
community-based public health leadership training. ] Public Health Manag Pract. (2011)
17:344. doi: 10.1097/PHH.0b013e318212c¢67e

13. AuYoung M, Fagan P, Rhoads KE. Operationalizing meaningful community engage-
ment to reduce the burden of multiple chronic conditions. Am J Public Health. (2025)
115:592-3. doi: 10.2105/AJPH.2025.308179

14. Heller JC, Little OM, Faust V, Tran P, Givens ML, Ayers J, et al. Theory in action:
public health and community power building for health equity. ] Public Health Manag
Pract. (2023) 29:33-8. doi: 10.1097/PHH.0000000000001681

15. Young TL, Davis K, Asare-Konadu C, Parrish L, Pugh C. Strengthening collaborative
community and research partnership decision-making processes to achieve health equity.
JPRM. (2024) 5. doi: 10.35844/001¢.120905

16. Landers G, Minyard KJ, Heishman H. How aligning sectors builds resilient, equi-
table communities. J Public Health Manag Pract. (2022) 28:S118-21. doi: 10.1097/
PHH.0000000000001454

17. Petiwala A, Lanford D, Landers G, Minyard K. Community voice in cross-sector
alignment: concepts and strategies from a scoping review of the health collaboration lit-
erature. BMC Public Health. (2021) 21:712. doi: 10.1186/s12889-021-10741-9

18. Georgia Health Policy Center. Framework for aligning sectors with glossary. Georgia
Health Policy Center. (2021). Available online at: https://ghpc.gsu.edu/download/aligning-
systems-for-health-a-framework-for-aligning-sectors/ (Accessed January 22, 2026).

19. Israel BA, Coombe CM, Cheezum RR, Schulz AJ, McGranaghan R], Lichtenstein R,
et al. Community-based participatory research: a capacity-building approach for policy
advocacy aimed at eliminating health disparities. Am J Public Health. (2010)
100:2094-102. doi: 10.2105/AJPH.2009.170506

20. Krieger N. Methods for the scientific study of discrimination and health: an ecosocial
approach. Am ] Public Health. (2012) 102:936-44. doi: 10.2105/AJPH.2011.300544

Frontiers in Public Health

10

10.3389/fpubh.2026.1728914

21. Coulter K, Ingram M, McClelland DJ, Lohr A. Positionality of community health
workers on health intervention research teams: a scoping review. Front Public Health.
(2020) 8:208. doi: 10.3389/fpubh.2020.00208

22. Knowles M, Crowley AP, Vasan A, Kangovi S. Community health worker integration
with and effectiveness in health care and public health in the United States. Annu Rev
Public Health. (2023) 44:363-81. doi: 10.1146/annurev-publhealth-071521-031648

23. American Public Health Association. Community health workers. (2022). Available
online at: https://www.apha.org/apha-communities/member-sections/community-
health-workers (Accessed March 15, 2023).

24. Matthew RA, Willms L, Voravudhi A, Smithwick J, Jennings P, Machado-Escudero
Y. Advocates for community health and social justice: a case example of a multisystemic
promotores organization in South Carolina. ] Community Pract. (2017) 25:344-64. doi:
10.1080/10705422.2017.1359720

25. Hohl SD, Thompson B, Krok-Schoen JL, Weier RC, Martin M, Bone L, et al.
Characterizing community health workers on research teams: results from the centers for
population health and health disparities. Am J Public Health. (2016) 106:664-70. doi:
10.2105/AJPH.2015.302980

26. Varma DS, Samuels E, Piatt G, Watkins DC, Spiroff M, Cottler LB, et al. Community
health workers and promotoras’ perspectives of a research best practice course: a focus
group study. J Clin Transl Sci. (2022) 6:¢137. doi: 10.1017/cts.2022.464

27. Wennerstrom A, Vannoy SD, Allen CE, Meyers D, O’Toole E, Wells KB, et al.
Community-based participatory development of a community health worker mental
health outreach role to extend collaborative care in post-Katrina new Orleans. Ethn Dis.
(2011) 21:S1-45-51.

28. Balcazar H, Lee Rosenthal E, Nell Brownstein J, 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) 101:2199-203. doi: 10.2105/
AJPH.2011.300386

29. SocioCultural Research Consultants, LLC. Dedoose web application for managing,
analyzing, and presenting qualitative and mixed method research data. (2021). Available
online at: http://wiki.dedoose.com/index.php/Citing_Dedoose (Accessed September
23,2013).

30. Strauss AL, Corbin JM. Basics of qualitative research: techniques and procedures for
developing grounded theory. Thousand Oaks: Sage Publications (1998).

31. Glaser B, Strauss A. The discovery of grounded theory: strategies for qualitative research.
Chicago: Aldine (1967).

32. Lincoln Y, Guba E. Naturalistic
Publications (1985).

inquiry. Newbury Park, CA: Sage

33. Di Napoli I, Dolce P, Arcidiacono C. Community trust: a social indicator related to com-
munity engagement. Soc Indic Res. (2019) 145:551-79. doi: 10.1007/s11205-019-02114-y

34. Thorpe LE, Islam N. Advancing the science of meaningful community engagement
strategies: contributions from the nationwide health equity action network. Am J Public
Health. (2025) 115:595-7. doi: 10.2105/AJPH.2025.308170

35. Brownson RC. Bridging research and practice to implement strategic public health
science. Am ] Public Health. (2021) 111:1389-91. doi: 10.2105/AJPH.2021.306393

36. Wallerstein N, Duran B. Community-based participatory research contributions to
intervention research: the intersection of science and practice to improve health equity.
Am J Public Health. (2010) 100 Suppl 1:540-6. doi: 10.2105/AJPH.2009.184036

37. Khan N, Keck L, Sykes C, Rowden C, Simister ], Fenlon S, et al. Diversity, community
engagement and co-design in research: a rapid review. BMJ Leader. (2025) 9:325-330.
doi: 10.1136/leader-2024-001046

38. Rhodes SD, Tanner AE, Mann-Jackson L, Alonzo ], Siman FM, Song EY, et al.
Promoting community and population health in public health and medicine: a stepwise
guide to initiating and conducting community-engaged research. ] Health Dispar Res
Pract. (2018) 11:16-31.

39. Trinh-Shevrin C, Taher M, Islam N. "Community health workers as accelerators of
community engagement and structural competency in health" In: H Hansen and JM
Metzl, editors. Structural competency in mental health and medicine: a case-based approach
to treating the social determinants of health. Cham: Springer International Publishing
(2019). 167-77.

40. O’Donovan J, Baskin C, MacRae M, Mndala L, Mchenga M, Tiedt S, et al. The role
and recognition of community health workers in research-a global survey. Lancet Glob
Health. (2024) 12:€1923-5. doi: 10.1016/52214-109X(24)00374-7

41. University of Wisconsin Population Health Institute. County health rankings & road-
maps. (2025). Available online at: https://www.countyhealthrankings.org (Accessed
January 20, 2026).

frontiersin.org


https://doi.org/10.3389/fpubh.2026.1728914
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.who.int/publications/i/item/WHO-IER-CSDH-08.1
https://www.who.int/publications/i/item/WHO-IER-CSDH-08.1
https://doi.org/10.1177/1090198115575098
https://doi.org/10.1016/j.evalprogplan.2025.102695
https://apps.who.int/iris/bitstream/handle/10665/259280/WHO-HIS-SDS-2017.15-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/259280/WHO-HIS-SDS-2017.15-eng.pdf
https://doi.org/10.1146/annurev.publhealth.19.1.173
https://doi.org/10.31478/202202c
https://stacks.cdc.gov/view/cdc/11699/cdc_11699_DS1.pdf
https://doi.org/10.1111/cts.12274
https://doi.org/10.1353/cpr.2012.0048
https://doi.org/10.1353/cpr.2012.0048
https://doi.org/10.1097/PHH.0b013e318212c67e
https://doi.org/10.2105/AJPH.2025.308179
https://doi.org/10.1097/PHH.0000000000001681
https://doi.org/10.35844/001c.120905
https://doi.org/10.1097/PHH.0000000000001454
https://doi.org/10.1097/PHH.0000000000001454
https://doi.org/10.1186/s12889-021-10741-9
https://ghpc.gsu.edu/download/aligning-systems-for-health-a-framework-for-aligning-sectors/
https://ghpc.gsu.edu/download/aligning-systems-for-health-a-framework-for-aligning-sectors/
https://doi.org/10.2105/AJPH.2009.170506
https://doi.org/10.2105/AJPH.2011.300544
https://doi.org/10.3389/fpubh.2020.00208
https://doi.org/10.1146/annurev-publhealth-071521-031648
https://www.apha.org/apha-communities/member-sections/community-health-workers
https://www.apha.org/apha-communities/member-sections/community-health-workers
https://doi.org/10.1080/10705422.2017.1359720
https://doi.org/10.2105/AJPH.2015.302980
https://doi.org/10.1017/cts.2022.464
https://doi.org/10.2105/AJPH.2011.300386
https://doi.org/10.2105/AJPH.2011.300386
http://wiki.dedoose.com/index.php/Citing_Dedoose
https://doi.org/10.1007/s11205-019-02114-y
https://doi.org/10.2105/AJPH.2025.308170
https://doi.org/10.2105/AJPH.2021.306393
https://doi.org/10.2105/AJPH.2009.184036
https://doi.org/10.1136/leader-2024-001046
https://doi.org/10.1016/S2214-109X(24)00374-7
https://www.countyhealthrankings.org

	Translating community voices to build meaningful engagement: a Community Health Worker led study
	1 Introduction
	2 Methods
	2.1 Setting and partners
	2.2 CHWs as research partners
	2.3 Recruitment
	2.4 Session format
	2.5 Analysis

	3 Results
	3.1 Sense of connection and pride are key community assets
	3.2 Failure to acknowledge local history can be a barrier
	3.3 Concern over critical social issues creates a barrier
	3.4 Lack of opportunities for community voices in decision making
	3.5 Lack of time and knowledge about how to connect
	3.6 Lack of trust in public sectors
	3.7 Trust is the essential building block

	4 Discussion

	Acknowledgments
	References

