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Abstract
Background: Health services in high-income countries increasingly recognise the challenge of effectively serving
and engaging with marginalised people. Effective engagement with marginalised people is essential to reduce
health disparities these populations face. One solution is by tapping into the phenomenon of boundary-spanning
people in the community—those who facilitate the flow of ideas, information, activities and relationships across
organisation and socio-cultural boundaries.
Methods: A scoping review methodology was applied to peer-reviewed articles to answer the question: “How do
health services identify, recruit and use boundary spanners and what are the outcomes?” The review was conducted in
seven databases with search terms based on community-based boundary spanning, marginalised people and health
services.
Findings: We identified 422 articles with the screening process resulting in a final set of 30 articles. We identified five
types of community-based boundary spanning: navigators, community health workers, lay workers, peer supporters and
community entities. These range from strong alignment to the organisation through to those embedded in the
community. We found success in four domains for the organisation, the boundary spanner, the marginalised
individuals and the broader community. Quantifiable outcomes related to cost-savings, improved disease management
and high levels of clinical care. Outcomes for marginalised individuals related to improved health knowledge and
behaviours, improved health, social benefits, reduced barriers to accessing services and increased participation in
services. We identified potential organisational barriers to using boundary spanners based on organisational culture
and staff beliefs.
Conclusions: Community boundary spanners are a valuable adjunct to the health workforce. They enable access to
hard to reach populations with beneficial health outcomes.
Maintaining the balance of organisational and community alignment is key to ongoing success and diffusion of this
approach.
Keywords: Boundary spanning, Health services/utilisation, Marginalised, Community health workers, Navigators,
Public health, Developed countries
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Background
The purpose of this scoping review of the literature is to
consider the role that might be played, in health service
delivery and health literacy development in high-income
countries, by community-based lay persons. Such people
would be adjuncts to, and work with, existing health
personnel. They would have features making them distinctly valuable, including deep community knowledge, innate networking skills, a mission for social benefits and
low cost, or no cost—if they are volunteers. In a policy environment encouraging community capacity-building as a
response to tackle health and social inequity, harnessing
community-based boundary-spanning people (as we term
them and explain later) could be an idea that is perfect for
our time and contexts.
This review was prompted by an approach to us from
a rural Australian public health service which sought to
tackle long-standing healthcare engagement gaps of marginalised community members. The service had previously initiated several participatory activities, including a
community-led healthy eating project and a community
garden, to engage diverse community members in the
available services, but noted an equity gap remained between socio-economic groups and uptake of services.
Simultaneously, service providers had observed that
some community members appeared to “naturally” cross
social, cultural and organisational boundaries to forge
links between different social groupings in the community. Staff wanted to know the extent to which other
health services were harnessing such “boundary-spanning” community members to help reach marginalised
community members and engage them in services. We
define boundary spanning as facilitating “transactions
and the flow of information between people or groups
hindered by some gap or barrier” [1] (p.158) and
community-based boundary spanners as people located
in the community being served and acting as a boundary
spanner both within the community and between the
community and one or more health organisations.
We define marginalised people as those who are “socially excluded and experience inequalities in the distribution of resources and power” [2] (p.195). There is
considerable evidence that marginalised people have
poorer health status and outcomes [3]. While health services personnel may struggle to engage marginalised
people, there exist community members who have both
capability in accessing and using health services and relationships or connections with marginalised people in
their community. The concepts of socio-cultural boundaries and boundary spanning are a useful way to frame
this phenomenon.
Boundaries separate one group or one organisation from
another [4, 5]. Symbolic and social boundaries also exist
between social groups at a societal and community level
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[6]. They can confine people to marginalised groups—
sometimes over generations, impacting on participation in
community life [7] and access to services [8].
Boundary spanning describes the way some people
bridge these organisational, symbolic and social boundaries. Considering organisations, boundary spanning occurs
for several purposes, depending on context, including for
accessing information [9], innovation and knowledge
transfer [10], collaboration [8, 11] and for improving business performance [12]. Considering communities, boundary spanning occurs often as a form of social leadership
[13–15]. Boundary spanners bring groups and individuals
together for community advancement [14] and can draw
on organisations’ resources to support local priorities.
Community boundary spanners can bridge between organisations and communities as they operate and have relationships in both milieux [14, 16, 17].
In health, the term boundary spanning is used in health
management literature. Boundary spanning is discussed
for (1) improving management and teamwork—personnel
are studied to assess the impact of their boundary-spanning management style on teamwork and staff satisfaction
[18–21], (2) care coordination—for team members in
areas including cancer care [22] and mental health [23],
(3) knowledge development and innovation—encouraging
interdisciplinary and cross-sector research [24–26], (4)
collective action with other sectors—to address disadvantage, unemployment and community safety [27–29] and
(5) embedding practice change—introducing new models
of care including value-based care and patient safety
practices [30].
With recent increased policy emphasis in developed
country contexts on health services working more closely
with their communities for collective benefit, (including
on, for example, service integration, primary healthcare
and co-design), an emergent challenge is identifying effective and cost-effective ways for staff and diverse community members to cross boundaries between institutions
and community, to work together. The institutionalised
nature of health—with health professionals set up as technical experts [8, 31]—presents a barrier for marginalised
citizens who could receive positive health benefits from
accessing services. Efforts to enhance access need to
account for the symbolic and social boundaries that
marginalised citizens’ experience, in addition to more obvious physical and institutional boundaries to accessing
health services.
To find out if and how, community-based boundary
spanners could be a useful adjunct to health workforce
for engagement of marginalised citizens, we conducted a
scoping review of the literature. The review was designed to answer the research question: “How do health
services identify, recruit and use boundary spanners and
what are the outcomes?” We sought four domains of
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insights—with respect to boundary-spanning people: for
what purposes are they deployed; what ways do services
work with them; their characteristics (so they can be
identified); and outcomes for marginalised people of
deploying them.

Method
We used the Arksey and O’Malley [32] scoping review
methodology with Levac et al. [33] enhancements. The
methodology has five steps: identifying the research question; identifying relevant studies; study selection; data
charting; collating, summarising and reporting the results.
This article’s authors compiled an initial list of search
terms based on the concept of community-based boundary
spanning, population of marginalised people, and context
of health services. Terms were trialled initially by searching with Scopus and EBSCOhost and the terms “peer” and
“excluded” were removed due to the high number of irrelevant articles they returned—such as peer reviewed and
exclusion being used in descriptions of research
methodologies.
The list of databases was developed in consultation
with a topic librarian and by considering recent scoping
reviews on similar topics—community participation [34]
and patient navigation [35]. Databases searched were
CINAHL, Scopus, PubMed, Medline, Health Business
Elite, Health Source Nursing Academic Edition and Academic Search Complete. Table 1 lists search terms and
inclusion and exclusion criteria. We included reviews as
Table 1 Search terms and inclusion and exclusion criteria
Key word

Search terms

Boundary spanning “boundary spann*” OR “boundary cross*” OR
(concept)
“community guide*” OR “community aide” OR
“community organi?er*” OR intermediary OR broker
OR bridge* OR connector OR “translation agent”
OR networker OR promatora OR navigator*
Marginalised
(population)

Marginali?ed. OR disadvantage* OR “hard to reach”

Health services
(context)

Hospital* OR “primary care” OR “community health”
OR “health organi?ation*” OR “health service*” OR
healthcare

Inclusion criteria

Article type: research, discussion, review or scoping
review
Addressing all three conceptual areas: health;
boundary spanning; marginalised population
About boundary spanning between health setting
and the community
About use of boundary spanners from the community
context not the institutional setting—i.e. from the
community or with similar attributes to community
being served
Located in high-income countries
(added as criteria at stage three)

Exclusion criteria

Not in English
Not peer-reviewed
Published before 2007
Outlining a study that had not yet commenced
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they are a form of research based on the analysis and
synthesis of studies and provide additional background
based on previous knowledge while still keeping within
our search parameter of articles from 2007 to 2017. We
extracted sufficient information from the reviews in the
data charting process as summarised in Table 2.
Figure 1 illustrates the search process. The initial 302
items were screened by one author (CW). CW read all
full text articles and JF and AM each read half of this
set. Where there was disagreement about eligibility, all
three authors re-read the item and final inclusion was
determined at a group meeting. Scoping reviews are an
iterative methodology. Towards the end of the article selection process, the terms “champion”, “peer supporter”
and “patient navigator” were added to the search due to
their frequent use in the articles found. A final decision
was made to refine the review to focus on high-income
countries due to a distinction in the literature about use
of community-based boundary spanners in lower- versus
higher-income countries [36, 37].
Data charting was developed to enable description and
analysis of the scoping review outputs. Initial charting
was undertaken according to headings: study aim and
design; health context and population; how boundary
spanners were identified and recruited; training and support provided; qualifications, experiences and characteristics of boundary spanners; closeness to community;
paid/unpaid tasks performed and outcomes. Secondary
detailed charting focused on boundary spanners: title,
paid/unpaid, prior health education or experience, live in
the community, established networks, similarity to community being served, personal characteristics and where
they interact with people. The data charting was undertaken by CW and verified with other authors.

Findings
The findings commence with the health focus and countries where community boundary spanning is used and
the descriptions and titles for boundary spanning. This
is followed by factors relating to how and why health
services use the boundary spanners, characteristics of
the boundary spanners and outcomes from their activities. The section concludes with barriers to effective use
of boundary spanners.

Health focus and country

The health focus of boundary-spanning activities in the
30 articles was wide ranging (see Table 2). The majority
were located in the USA (17) [38–52] or England (7)
[53–59]. Two articles were from the Netherlands [27,
60], one Australia [61] and one New Zealand [62]. Two
articles were reviews of high-income countries [63, 64].

General healthy
lifestyle
interventions

Perinatal/maternal Socio-eco deprived Peer
health
families

Barlow (2011)
[54]

Ethnic minority

Cancer screening
or care

Chronic care

Mild to moderate Long-term care
needs: age and
functional
limitations
disability

Community
health

Chronic care

Exercise program

Perinatal/maternal Ethnic minority
health
women

Nutrition

Choi (2016)
[39]

Doolan-Noble
(2013) [62]

Felix (2011)
[45]

Gampa (2017)
[46]

Han (2007)
[47]

Hartman
(2013) [60]

Hesselink
(2011) [27]

Kennedy
(2010) [55]

Less affluent
neighbourhood

Ethnic minority
mothers

Older migrants

Indigenous
communities

Lay

CHW

Community
entities

CHW

CHW

CHW

Rural with complex Navigator
and chronic
conditions

CHW

Disadvantaged and CHW
hard to reach

Lay

Bustillos (2015) Nutrition
[38]

Prisoners and
people with
mental illness

Peer

Bailey (2015)
[53]

Rural middle aged
to older men

Weight loss

Boundary
spanning
type

Aoun (2013)
[61]

Population group

Health context

First author
and year

Table 2 Summary of scoping review findings

Paid and
unpaid

Paid

Paid

Unpaid

Paid

Paid

Paid

Unstated

Paid

Paid and
unpaid

Paid

Unpaid

Paid or
unpaid

Change in health
behaviours and

Change in health
behaviours and
outcomes

Change in health
behaviours and
outcomes

Change in health
behaviours and
outcomes

Solution to
workforce shortage

Increase
participation rates
in clinical services

Solution to
workforce shortage

Increase participation
rates in clinical
services

Addressing
organisational trust
problem

Addressing
organisational trust
problem

Change in health
behaviours and
outcomes

Change in health
behaviours and
outcomes

Workshop/information sessions;
individual provision of health

Workshop/information sessions;
individual provision of health
advice/coaching; cultural brokering;
health service provision

Workshop/information sessions;
cultural brokering

Workshop/information sessions

Individual provision of health
advice/coaching; home visits/phone
calls; emotional and practical support;
referrals to other organisations;
cultural brokering; case management;
health service provision

Home visits/phone calls; referrals
to other organisations; service
navigation

Home visits/phone calls; emotional
and practical support; referrals to
other organisations; patient follow
up and documentation

Workshop/information sessions;
home visits/phone calls; service
navigation

Workshop/information sessions;
individual provision of health
advice/coaching

Individual provision of health
advice/coaching; home visits/phone
calls; emotional/practical support;
referrals to other organisations

Workshop/information sessions;
individual provision of health
advice/coaching; referrals to
other organisations

Workshop/information sessions;
individual provision of health
advice/coaching

Purpose of boundary Activities
spanning

Outcome domains

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Individual Boundary Organisation Community
spanner
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Community
health

Chronic care

Cancer screening
or care

Cancer screening
or care

Cancer screening
or care

Cancer screening
or care

Otiniano
(2012) [50]

Palmas (2014)
[51]

Palomino
(2017) [52]

Rafie (2015)
[40]

Raj (2012)
[41]

Rohan (2016)
[42]

Medically
disadvantaged

Racially and
ethnically diverse

African-American

Ethnic minoritiesrural

Hispanic adults

Hard to reach
communities

Navigator

Navigator

Lay

Navigator

CHW

CHW

CHW

Marginalised
people

Community
health

Najafizada
(2015) [63]

CHW

Peer

Community
health

May (2007)
[65]

Poor inner-city
communities

Lay

McLeish (2015) Perinatal/maternal Vulnerable
[56]
health
mothers

Chronic care

MargellosAnast (2012)
[49]

Socio-eco
disadvantaged

Boundary
spanning
type

CHW

Smoking
cessation

Levinson
(2015) [48]

Population group

Immigrants

Health context

First author
and year

Table 2 Summary of scoping review findings (Continued)

Paid

Paid

Unpaid

Paid

Paid

advice/coaching; emotional and
practical support

Outcome domains

Individual provision of health
advice/coaching; home visits/
phone calls; emotional and
practical support

Increase participation Home visits/phone calls; emotional
rates in clinical
and practical support; service

Increase participation Home visits/phone calls; service
rates in clinical
navigation; patient follow up
services
and documentation

Increase participation Workshop/information sessions
rates in clinical
services

Increase participation Service navigation; cultural
rates in clinical
brokering.
services

Change in health
behaviours and
outcomes

Workshop/information sessions;
community-based research

Increase participation Workshop/information sessions;
rates in clinical
individual provision of health
services
advice/coaching; health service
provision

Workshop/information sessions;
individual provision of health
advice/coaching; emotional and
practical support; service navigation

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Addressing
organisational
trust problem

✓

✓

✓

Individual provision of health
advice/coaching; referrals to other
organisations; case management.

Solution to workforce Workshop/information sessions;
✓
shortage
individual provision of health
advice/coaching; home visits/phone calls;
emotional and practical support; referrals
to other organisations

Increase
participation
rates in clinical
services

✓

✓

✓

✓

Individual Boundary Organisation Community
spanner

✓

Increase participation Individual provision of health
rates in clinical
advice/coaching; home visits and
services
phone calls; referrals to other
organisations; patient follow up
and documentation

outcomes

Purpose of boundary Activities
spanning

Stipend for
Addressing
the workshop organisational trust
problem

Paid and
unpaid

Unpaid

Paid and
unpaid

Paid

Paid

Paid or
unpaid

Wallace et al. Human Resources for Health (2018) 16:46
Page 5 of 13

Perinatal/maternal Mothers in a
health
deprived area

Perinatal/maternal New immigrants
health
and refugees

Sexual health

Mental health

Thomson
(2012) [57]

Torres (2014)
[67]

Wagoner
(2015) [44]

White (2015)
[58]

Woodall (2013) Community
[59]
health

General healthy
lifestyle
interventions

Sokol (2016)
[64]

Disadvantaged
communities

High deprivation
areas

Ethnic minority
men- Latino

Hardly reached

Inner city
neighbourhood
“forgotten”

Community
health

Shahidi (2015)
[43]

Population group

Health context

First author
and year

Lay

Lay

Peer

CHW

Peer

Peer

CHW

Boundary
spanning
type

Table 2 Summary of scoping review findings (Continued)

Change in health
behaviours and
outcomes

Paid

Change in health
behaviours and
outcomes

Change in health
behaviours and
outcomes

Unpaid

Workshop/information sessions;
home visits/phone calls; emotional
and practical support

Home visits/phone calls; emotional
and practical support; service
navigation; referrals to other
organisations

Workshop/information sessions;
home visits/phone calls; emotional
and practical support; service
navigation; case management;
health service provision

navigation; patient follow up
and documentation

Workshop/information sessions;
individual provision of health
advice/coaching; emotional
and practical support

Individual provision of health
advice/coaching

Workshop/information sessions;
individual provision of health
advice/coaching; emotional and
practical support; referrals to
other organisations

Solution to workforce Workshop/information sessions;
shortage
individual provision of health
advice/coaching; home
visits/phone calls; emotional
and practical support; referrals
to other organisations; cultural
brokering; case management

Addressing
organisational trust
problem

Addressing
organisational trust
problem

Addressing
organisational trust
problem

services

Purpose of boundary Activities
spanning

Unpaid

Paid

Paid and
unpaid

Paid and
unpaid

Paid

Paid or
unpaid

Outcome domains

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Individual Boundary Organisation Community
spanner
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Fig. 1 The search process

Descriptions, titles and types

The search did not produce any articles using the term
boundary spanners for community-based people (in contrast with health management literature, as noted above).
People fulfilling boundary-spanning roles in the community were described as “engaged insider” [43], “bridging
role within the clinic” [54], “cultural bridge” [38, 41, 52,
59], “nexus” [46], “intermediary” [27], “connector” [48, 63,
65] “psychosocial bridge” [48] and “trusted liaison” [50].
We found the titles used to describe the boundary-spanning roles, such as “Patient Navigator”. “Champion” and
“Health Coach” (Table 3) aligned with five fairly distinct
types of boundary-spanning activity that emerged from the
articles. These were navigators, community health workers,
lay workers, peers and community-based entities. The navigator type emerged from a response to the complexity of
cancer care with a focus on helping patients to overcome
barriers to care [66]. Use of community health workers
(CHW) originated in low-income countries to address
shortages in local health workforce, using local people to
provide basic healthcare services. Although community
health workers are deployed in high-income countries, a recent review [63] notes that “there is no widely accepted definition of the concept for high-income countries” (p.e157).
Lay workers are a non-clinical workforce [58] building on
informal helping networks within a community [61]. In a
similar vein, peer supporters act in a “non-professional

capacity to offer support to others with whom they have
some experience in common” [56] (p.258). Community entities refer to the community resources of the target group
such as churches, community organisations, ethnic media,
networks and events [60].
These types have varying degrees of organisational
through to community orientation. Organisational orientation is “the degree to which an individual’s behaviours
are aligned with their own organization’s overarching mission, vision, and interests” (i.e. in this case, more oriented
to the health institution). Community orientation is “the
degree to which an individual is aligned with the interests
of the community, a unified body of individuals with common interests, external to the [health] organization”
[17](p.89) (more oriented to community). Thus the navigator type, recruited directly by the health organisation
and in many cases a paid member of the organisation, has
the highest organisational orientation and community entities, which are embedded in the communities they serve,
have the highest level of community orientation.
The review revealed many articles discussing navigators
and community health workers which were not included
due to the person being an actual healthcare worker with
no demonstrated membership or relational or geographical proximity to the community being served. These did
not meet our definition of a community-based boundary
spanner.
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Table 3 Titles used for boundary spanners and the types they align with
Type of boundary
spanner:

Navigators

Community health
workers

Lay workers

Peers

Community
entities

Boundary spanner
titles

Patient navigator

Community health worker
Promatora
Community connector
Community multicultural
health broker
Community health
representative

Champion
Lay food worker
Community breast
health advocate
Health volunteer
Natural helper
Health trainer
Smoking solution guide

Peer support
Champion
Health coach
Lay health advisor
Male lay health advisor
Mentor
Buddy
Companion
Community parent
Community supporter

Ethnically specific
channel

Number articles
n = 30

4

13

6

6

1

Article reference

[41, 42, 52, 62]

[27, 38, 39, 43, 45–47,
49–51, 63, 65, 67]

[40, 48, 53, 55, 58, 59]

[44, 54, 56, 57, 61, 64]

[60]

Organisational orientation
• Technical
• Service provision and
access focus
• Documented scope
of practice
• Alignment with mission
and interests of health
service

Identification and recruitment

Twenty-one articles specified how boundary spanners
were recruited. In eight, identification and recruitment
were conducted along typical recruitment lines when the
boundary spanner was expected to have a reasonably
strong organisational orientation. There were 13 examples
of identification and recruitment having a more community bottom-up, grass-roots approach. In these, boundary
spanners were self-nominated, nominated by peers, or
found through a community partner organisation.
Purpose of boundary spanning

In all articles, the boundary-spanning roles were used to
reach marginalised people with health benefits intended.
The underlying rationale varied based on three issues—
whether they were solving a workforce or organisational
trust problem, focussed on improving the performance or
uptake of health services, or focussed on engaging people
in the community with each other and/or with health services (Table 2).
Where health services use community-based boundary spanners as a solution to a workforce shortage
problem [46, 62, 65, 67], the boundary spanners are valued due to physical location in the marginalised

Community orientation
• Not based in a health service
• High degree flexibility
• Relationship focus
• Close knowledge of local
community
• Alignment with interests
of the community

community setting where it is difficult to recruit health
workers. In the articles related to a connection or trust
discrepancy between the health service and the community, their similarity to the community members being served is the reason for the health service using
them [38, 43, 50, 54, 56, 57, 64].
Boundary spanning to improve performance and uptake of health services was used to increase participation
rates in clinical services [39–42, 45, 48, 49, 52, 63] or to
achieve a change in health behaviours and outcomes [27,
44, 47, 51, 53, 55, 58–61]. In the former, boundary spanners have a stronger organisational orientation, and in
the latter, health services use boundary spanners because
of their community orientation.
Eight articles showed boundary spanners used to connect marginalised people with health services and also to
increase between-citizen connections within the community. These articles emphasised community cohesion
and empowerment arising from boundary spanning, in
addition to individual health benefits.
Use of boundary spanners

The activities of boundary spanners (Table 2) reflect the
purpose for which they are engaged. Where the main
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use is to extend the workforce, increase compliance with
treatment/screening or improve the efficiency of the system, the tasks of boundary-spanning roles are practical
and structured. When the health service is using the
boundary spanners for community-based research, community strengthening or to provide support for behaviour change, boundary spanners have a broader range of
tasks and functions that constitute community development, health promotion and advocacy [43, 55, 65].
Training and supervision

Information about training and supervision was provided in 26 articles. Training intensity varied considerably, as did expectations of prior knowledge about
health or the health system. Training was sometimes tailored as part of an intervention being trialled. Other
programs had 1 day of training with refresher modules
[61], some used a mix of face-to-face and on-line training [48]. Some used existing training programs such as
the City and Guilds Health Trainer Qualification [53].
Other articles [38, 47, 50] discussed development and
impact of training boundary spanners.
Payment/non-payment

Whether boundary spanners were paid or not was significant to their deployment. The navigator model most
favoured payment (i.e. in all four examples). The community health worker model mainly had payment for
workers (nine out of 13 articles). Both navigator and
community health worker models have a higher organisation orientation than other models, reflected in paid
roles. Models that least used payment are the lay worker
and the peer support models where the boundary spanner has a predominantly citizen support role and limited
service delivery role.
Characteristics

Proximity to the community being served is a defining
characteristic of boundary spanners. All articles suggest use
of boundary spanners because they are distinctive from
other health workforce due to their proximity to the community or target group. This holds for boundary spanners
that are paid and those volunteers. Other characteristics relate to personal traits, education and experience.
The characteristics of boundary spanners are often
vaguely articulated. While navigators had some affinity
for the community being served—either through local
knowledge or as native language speakers, they had a
strong organisational orientation and all roles described
were located firmly within health service organisations,
with varying community presence. Lived experience
mattered in some cases. Two of the four navigator programs selected navigators with some prior health experience [42, 52], one deliberately recruited lay navigators
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[62] and it was not stated in the fourth example [41].
This demonstrates a varied application of a type that
was initially designed for helping disadvantaged patients
to use cancer screening and treatment.
Peer and lay worker roles show a high degree of closeness to community, with boundary spanners encouraged
to engage their family and social networks for their health
promotion activities or to extend their community-based
networks through their role. The predominant characteristics of the peer and lay roles are trusted, supportive, empathetic and non-judgemental. As the titles suggest, the
lay and peer boundary spanners were valued for their
closeness to community and willingness to work with citizens. Only two of six lay examples noted lay workers had
prior health knowledge or experience [40, 53] and none of
the six peer examples mentioned prior health knowledge
or experience as a requirement.
Community health workers were expected to live in the
community in all but one instance [27]. Trust, respect and
supportiveness were dominant character traits for the
community health workers. There were two examples
with a community led approach to determining the important characteristics for community health workers, by
the community being served [43] or the cohort of community health workers [67]. The community health
worker examples did not rely on prior health knowledge
or experience, with the exception of one article where the
worker was integrated into a health practitioner team [27].
When an organisation rather than an individual was
approached for its boundary spanning, the organisation had
spokespersons who were local and trusted leaders from the
ethnic community with well-established networks and no
particular health knowledge or expertise [60].
Outcomes

The outcomes reported from health services using
community-based boundary spanners were all positive, although the research designs were varied and often relatively weak. Some articles described pilot studies [48, 49],
while others reviewed one or more existing programs to
determine outcomes [47, 50, 55, 65]. The majority used
qualitative methodology (16); ten had mixed methods and
four used solely quantitative methods. Quantifiable outcomes were net cost savings to Medicaid spending and decreased use of nursing home services [45], improved
knowledge and management of childhood asthma [49], a
non-significant trend towards improvement in clinical
markers of diabetes [51] and high levels on quality indicators in cancer care [41].
Outcomes were found in four domains, for the organisation or system, boundary spanner, individual community
member (social, mental and physical), and community
collectively. Only two articles considered outcomes in all
four domains [55, 65], while five considered outcomes in
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three domains [44, 54, 59, 61, 63]. Some articles did not
consider outcomes for individuals or the community but
focussed on other outcomes; for example, impacts of
training or organisational traits on boundary-spanning
people [40, 47, 50, 65].
Outcomes for marginalised individuals were described
in 26 articles. Outcomes were positive and related to
health [38, 40, 44, 49, 51, 53, 55, 58, 59, 61, 63, 64], social
benefits [42, 52–59, 65], reduced barriers to accessing services [52, 62, 67] and increased participation [27, 39, 41,
45, 48, 60]. The majority of health outcomes were not
clinical but related to health knowledge and behaviours.
An outcome of using lay people as boundary spanners
in health settings is the potential health benefits for the
boundary spanners themselves. Fifteen articles noted
outcomes for the boundary spanners. Most common
was increased confidence and knowledge which sometimes led to the boundary spanners expanding their role
to include advocacy [38, 44, 47] or progressing to further
education or employment [59]. Boundary spanners
found that acting as a role model prompted improvements in their physical and mental health [47, 53, 59,
61]. Two articles [56, 65] report negative impacts for
boundary spanners caused by tension between competing expectations of the host health organisation and the
community they belonged to.
There were examples of boundary spanners having a
wider impact on health services and systems through issue
identification and advocacy [54, 65, 67]. Twelve articles report specific outcomes for organisations or the wider
health system. These were cost savings [45, 49, 63], assisting staff with workload and a positive work environment
[27, 47, 54, 62], practice change [65, 67] and enabling contact with hard-to-reach clients [55, 60, 64, 65].
Only seven articles described outcomes for the wider
community where the boundary-spanning activity was
occurring. These were more tentative and were predominately concerned with improved health knowledge and
behaviour [55, 59, 61, 63, 65], social benefits of increased
community competency [61, 65], reduced social isolation
[65]; identification of community needs [43, 44, 65] and
improved social cohesiveness [59].
Barriers

A small number of articles noted potential barriers to the
success of deploying boundary spanners. In a USA setting,
Felix et al. [45] found concerns about the potential “woodwork effect” and its increased costs to Medicaid from
community connectors encouraging citizens to “come out
of the woodwork” and take up services to which they were
entitled. One of the three sites in a case study of Turkish
community health workers in the Netherlands was not as
effective as others because midwives were reluctant to
support special culturally tailored programmes [27]. In
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another case, the staff of a children’s centre were initially
concerned with privacy issues of community members
accessing service data when a peer support service was introduced [54]. Doolan-Noble et al. [62] describe “patch
protecting” behaviour of health professionals who felt
threatened by new patient navigators encroaching on their
professional scope of practice.

Discussion
The literature shows that a range of boundary-spanning
roles have been trialled in high-income countries with the
intention of engaging marginalised community members
in health services and that there is some evidence of good
outcomes. These roles are thus successfully acting to
extend health workforce teams in spaces that are problematical for established institutionalised health system
models. The essential feature underpinning success of
community-based boundary spanning is deploying those
with genuine closeness to the community being served.
This requires identifying and recruiting boundary spanners for their location, shared experience and compatible
demographic characteristics. Health knowledge is not essential and in most cases not expected. Training, supervision and ongoing support appear to be features of
successful deployment. Organisational investment in
boundary-spanning roles varies, linked to the extent of
health expertise desired and integration in health practitioner teams.
The evidence we found suggests that community-based
boundary spanning, as a strategy to engage marginalised
people, could be further exploited in high-income countries’ health systems. The majority of examples we found
show boundary spanners used instrumentally with tasks
focusing on: providing support (practical and emotional),
education and information, service navigation and service
referral. Many of the boundary-spanning roles valued by
service providers are those offering cultural interpretation
or bridging mechanisms for provision of services as they
currently exist; however, there are few examples of
genuine support for boundary spanners as agents of
community empowerment and activation or as system
challengers.
Despite the evidence we uncovered that using
community-based boundary spanners has potential for
engaging marginalised people, it appears there can be reluctance from staff to accommodate these roles into
health teams. This leads us to suggest that a significant
barrier to greater implementation of boundary-spanning
roles in health relates to organisational and workforce
culture. Using community-based boundary spanners requires health service personnel to cross boundaries in
their own thinking and attitudes about professional and
lay workers (or unpaid volunteers), working in teams—
for, and with, communities.
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The findings from this review indicate that, if considering
boundary-spanning roles, health services need to decide
where these will operate on the spectrum from an organisational to community orientation. An organisational orientation requires supervision, training and a degree of
integration with teams, systems and working practices.
Community orientation is the crux of this model’s success,
so community orientation must remain central. If health
services are prepared to move beyond a merely instrumental use of community-based boundary spanners, evidence
suggests this model has potential for enabling structural
changes and increasing community health literacy, service
access and wider collective capacity benefits.
One notable surprise for us was the lack of appearance,
in the literature, of use of digital technologies as part of
community-based boundary-spanning activities. Despite
digital technologies being a commonplace tool for contemporary communication [68], only one article [40] included
an example of a boundary spanner using social media to
reach marginalised people. This might be particularly useful
to reach dispersed communities in rural areas.
Based on our review, we suggest that future research
might focus on systematically measuring the outcomes of
different boundary-spanning models, testing opportunities
to use digital technologies in boundary spanning and
strategies for more systematic deployment and diffusion
of this community-boundary-spanning phenomenon.

Conclusion
In health management literature, boundary spanning is an
established term and proven strategy for improving the
way health organisations function and collaborate with
partner organisations to improve systems and health outcomes. In literature of health service provision and public
health, we found that, although health services use several
types of community boundary-spanning roles to improve
the health of marginalised people in the community, the
term boundary spanning is not used to describe the same
fundamental phenomenon. There is a significant literature
on community-based boundary-spanning roles, but they
have a range of names, including navigators, community
health workers, lay workers and peer supporters. Some
boundary-spanning work is conducted through community organisations.
We conclude there are opportunities to understand and
socialise how boundary-spanning works by discussion in
health teams and to further develop boundary-spanning
roles to realise opportunities for engagement between
health services and communities. Both “sides” would
benefit from this as a policy direction for health systems
to address health inequalities and increase community
participation. To embed the adoption of community
boundary spanners into delivery of health services, such a
policy framework should ensure (a) allocation of health
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personnel time to recruit and work with boundary spanners, (b) inclusion of boundary-spanning roles in health
service planning and provision and (c) resources to train
and support community boundary spanners. Further
deploying boundary-spanning roles will depend on careful
management of the tensions placed on boundary spanners
who need to maintain their community identity while also
working with the health service and for health staff who
may fear erosion of their professional roles and expertise
by lay workers.
Funding
The study was supported through an Australian Government Research Training
Program Scholarship. This scholarship supported the time of the corresponding
author, Carolyn Wallace, to undertake this study towards a PhD at the Swinburne
University of Technology.
Authors’ contributions
CW led the review. CW conducted the article search and selection by screening
all items and reading all articles. CW charted and analysed the selected articles
and was a major contributor in writing the manuscript. JF and AM contributed
to the review design, read half of the articles selected for full text review,
participated in article selection process and contributed to writing the
manuscript. All authors read and approved the final manuscript.
Ethics approval and consent to participate
Not applicable
Consent for publication
Not applicable
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.
Received: 15 January 2018 Accepted: 26 August 2018

References
1. Long JC, Cunningham FC, Braithwaite J. Bridges, brokers and boundary
spanners in collaborative networks: a systematic review. BMC Health Serv
Res. 2013;13:158–71. https://doi.org/10.1186/1472-6963-13-158.
2. Vasas EB. Examining the margins: a concept analysis of marginalization. Adv
Nurs Sci. 2005;28:194–202.
3. Marmot M. Social justice, epidemiology and health inequalities. Eur J
Epidemiol. 2017;32:537–46. https://doi.org/10.1007/s10654-017-0286-3.
4. Tushman ML. Special boundary roles in the innovation process. Adm Sci Q.
1977;22:587–605. https://doi.org/10.2307/2392402.
5. Aldrich H, Herker D. Boundary spanning roles and organization structure.
Acad Manag Rev. 1977;2:217–30. https://doi.org/10.5465/AMR.1977.4409044.
6. Lamont M, Molnar V. The study of boundaries in the social sciences. Annu Rev
Sociol. 2002;28:167–95. https://doi.org/10.1146/annurev.soc.28.110601.141107.
7. Shubin S. From individuals to networks : unfolding complex poverty in rural
Ireland. Irish Geogr. 2007;40:17–38.
8. Pedersen PV, Hjelmar U, Høybye MT, Rod MH. Can inequality be tamed
through boundary work? A qualitative study of health promotion aimed at
reducing health inequalities. Soc Sci Med. 2017;185:1–8. https://doi.org/10.
1016/j.socscimed.2017.05.025.
9. Tushman ML, Scanlan TJ. Boundary spanning individuals: their role in
information transfer and their antecedents. Acadamy Manag J. 1981;24:289–
305. https://doi.org/10.2307/255842.
10. Tsui ABM, Law DYK. Learning as boundary-crossing in school-university
partnership. Teach Teach Educ. 2007;23:1289–301. https://doi.org/10.1016/j.
tate.2006.06.003.

Wallace et al. Human Resources for Health (2018) 16:46

11. Williams P. The competent boundary spanner. Public Adm. 2002;80:103–24.
https://doi.org/10.1111/1467-9299.00296.
12. Huang Y, Luo Y, Liu Y, Yang Q. An investigation of interpersonal ties in
interorganizational exchanges in emerging markets: A boundary-spanning
perspective. vol. 42. 2016. doi:https://doi.org/10.1177/0149206313511115.
13. Ungar M, Manuel S, Mealey S, Thomas G, Campbell C. A study of community
guides: lessons for professional practicing with and in communities. Soc Work.
2004;49:550–61. https://doi.org/10.1093/sw/49.4.550.
14. Miller PM. Examining the work of boundary spanning leaders in community
contexts. Int J Leadersh Educ. 2008;11:353–77. https://doi.org/10.1080/
13603120802317875.
15. Campbell D, Erbstein N. Engaging youth in community change: three key
implementation principles. Community Dev. 2012;43:63–79. https://doi.org/
10.1080/15575330.2011.645042.
16. Adams KR. The exploration of community boundary spanners in universitycommunity partnerships. J High Educ Outreach Engagem. 2014;18:113–8.
17. Sandmann LR, Jordan JW, Mull CD, Valentine T. Measuring boundaryspanning behaviors in community engagement. J High Educ Outreach
Engagem. 2014;18:83–104.
18. Onishi M. Measuring nurse managers’ boundary spanning: development
and psychometric evaluation. J Nurs Manag. 2016;24:560–8. https://doi.org/
10.1111/jonm.12358.
19. Meyer RM, O’Brien-Pallas L, Doran D, Streiner D, Ferguson-Pare M, Duffield
C. Boundary spanning by nurse managers: effects of managers’
characteristics and scope of responsibility on teamwork. Nurs Leadersh.
2014;27:42–55. https://doi.org/10.12927/cjnl.2014.23837.
20. Weberg D, Weberg K. Seven behaviors to advance teamwork: findings from
a study of innovation leadership in a simulation center. Nurs Adm Q. 2014;
38:230–7. https://doi.org/10.1097/NAQ.0000000000000041.
21. Quinlan E, Robertson S. The communicative power of nurse practitioners in
multidisciplinary primary healthcare teams. J Am Assoc Nurse Pract. 2013;25:
91–102. https://doi.org/10.1111/j.1745-7599.2012.00768.x.
22. Freijser L, Naccarella L, McKenzie R, Krishnasamy M. Cancer care
coordination: building a platform for the development of care coordinator
roles and ongoing evaluation. Aust J Prim Health. 2015;21:157–63. https://
doi.org/10.1071/PY13037.
23. Hunt CM, Spence M, McBride A. The role of boundary spanners in
delivering collaborative care: a process evaluation. BMC Fam Pract. 2016;17:
96–106. https://doi.org/10.1186/s12875-016-0501-4.
24. Smith JE, Brandenburg MD, Conte ML, Song J. Innovative information
service development: meeting the information needs of an interdisciplinary,
cross-sector research complex. J Med Libr Assoc. 2014;102:8–13. https://doi.
org/10.3163/1536-5050.102.1.004.
25. Rowel R, Sheikhattari P, Barber TM, Evans-Holland M. Introduction of a guide to
enhance risk communication among low-income and minority populations.
Health Promot Pract. 2012;13:124–32. https://doi.org/10.1177/1524839910390312.
26. Lander B. Boundary-spanning in academic healthcare organisations. Res
Policy. 2016;45:1524–33. https://doi.org/10.1016/j.respol.2016.01.006.
27. Hesselink AE, Harting J. Process evaluation of a multiple risk factor perinatal
programme for a hard-to-reach minority group. J Adv Nurs. 2011;67:2026–
37. https://doi.org/10.1111/j.1365-2648.2011.05644.x.
28. Lindsay C, Dutton M. Promoting healthy routes back to work? Boundary
spanning health professionals and employability programmes in Great
Britain. Soc Policy Adm. 2012;46:509–25. https://doi.org/10.1111/j.1467-9515.
2011.00823.x.
29. Hanson D, Gunning C, Rose J, McFarlane K, Franklin RC. Working from the
inside out: a case study of Mackay safe community. Heal Educ Behav. 2015;
42:35S–45S. https://doi.org/10.1177/1090198114568305.
30. D’Alfonso J, Zuniga A, Weberg D, Orders AE. Leading the future we envision:
nurturing a culture of innovation across the continuum of care. Nurs Adm Q.
2016;40:68–75. https://doi.org/10.1097/NAQ.0000000000000141.
31. Rose N, Miller P. Political power beyond the state: problematics of government.
Br J Sociol. 1992;43:173–205. https://doi.org/10.1111/j.1468-4446.2009.01247.x.
32. Arksey H, O ‘Malley L. Scoping studies: towards a methodological
framework. Int J Soc Res Methodol 2005;8:19–32. doi:https://doi.org/10.
1080/1364557032000119616.
33. Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the methodology.
Implement Sci. 2010;5:69–78. https://doi.org/10.1186/1748-5908-5-69.
34. Patten E, O’Meara P, Dickson-Swift V. Scoping review of the exclusion and
inclusion of rural newcomers in community participation. Aust J Rural
Health. 2015;23:127–35. https://doi.org/10.1111/ajr.12188.

Page 12 of 13

35. Valaitis RK, Carter N, Lam A, Nicholl J, Feather J, Cleghorn L. Implementation
and maintenance of patient navigation programs linking primary care with
community-based health and social services: a scoping literature review. BMC
Health Serv Res. 2017;17:116–30. https://doi.org/10.1186/s12913-017-2046-1.
36. Schneider H, Okello D, Lehmann U. The global pendulum swing towards
community health workers in low- and middle-income countries: a scoping review
of trends, geographical distribution and programmatic orientations, 2005 to 2014.
Hum Resour Health. 2016;14:65–77. https://doi.org/10.1186/s12960-016-0163-2.
37. Theobald S, Hawkins K, Kok M, Rashid S, Datiko DG, Taegtmeyer M. Closeto-community providers of health care : increasing evidence of how to
bridge community and health systems. Hum Resour Health. 2016;14:1–6.
https://doi.org/10.1186/s12960-016-0132-9.
38. Bustillos BD, Sharkey JR. Development and implementation of a culturally
and linguistically centered nutrition education program for Promotoras de
Salud (community health workers) to foster community health education
and outreach in Texas border Colonias. J Hunger Environ Nutr. 2015;10:299–
312. https://doi.org/10.1080/19320248.2015.1007260.
39. Choi E, Heo G, Song Y, Han H-R. Community health worker perspectives on
recruitment and retention of recent immigrant women in a randomized
clinical trial. Fam Community Heal. 2016;39:53–61. https://doi.org/10.1126/
scisignal.274pe36.Insulin.
40. Rafie C, Ayers A, Cadet D, Quillin J, Hackney MH. Reaching hard to reach
populations with hard to communicate messages: efficacy of a breast
health research champion training program. J Cancer Educ. 2015;30:599–
606. https://doi.org/10.1007/s13187-014-0720-0.
41. Raj A, Ko N, Battaglia TA, Chabner BA, Moy B. Patient navigation for
underserved patients diagnosed with breast Cancer. Oncologist. 2012;17:
1027–31. https://doi.org/10.1634/theoncologist.2012-0191.
42. Rohan EA, Slotman B, Degroff A, Morrissey KG, Murillo J, Schroy P. Refining the
patient navigation role in a colorectal cancer screening program : results from
an intervention study. J Natl Compr Cancer Netw. 2016;14:1371–7.
43. Shahidi H, Sickora C, Clancy S, Nagurka R. Community health workers
recruitment from within: an inner-city neighborhood-driven framework.
BMC Res Notes. 2015;8:715–22. https://doi.org/10.1186/s13104-015-1700-0.
44. Wagoner KG, Downs M, Alonzo J, Daniel-Ulloa J, Rhodes SD. Latino men’s
qualitative perspectives on a lay health advisor intervention to promote
their sexual health. Heal Soc Care Community. 2015;23:304–12. https://doi.
org/10.1111/hsc.12148.
45. Felix HC, Mays GP, Stewart MK, Cottoms N, Olson M. Medicaid savings
resulted when community health workers matched those with needs to
home and community care. Health Aff. 2011;30:1366–74. https://doi.org/10.
1377/hlthaff.2011.0150.
46. Gampa V, Smith C, Muskett O, King C, Sehn H, Malone J, et al. Cultural
elements underlying the community health representative – client
relationship on Navajo nation. BMC Health Serv Res. 2017;17:19–24. https://
doi.org/10.1186/s12913-016-1956-7.
47. Han H-R, Kim KB, Kim MT. Evaluation of the training of Korean community
health workers for chronic disease management. Health Educ Res. 2007;22:
513–21. https://doi.org/10.1093/her/cyl112.
48. Levinson AH, Valverde P, Garrett K, Kimminau M, Burns EK, Albright K, et al.
Community-based navigators for tobacco cessation treatment: a proof-ofconcept pilot study among low-income smokers. BMC Public Health. 2015;
15:627–36. https://doi.org/10.1186/s12889-015-1962-4.
49. Margellos-Anast H, Gutierrez M a, Whitman S. Improving asthma
management among African-American children via a community health
worker model: findings from a Chicago-based pilot intervention. J Asthma.
2012;49:380–9. https://doi.org/10.3109/02770903.2012.660295.
50. Otiniano AD, Carroll-Scott A, Toy P, Wallace SP. Supporting Latino communities’
natural helpers: a case study of promotoras in a research capacity building course.
J Immigr Minor Health. 2012;14:657–63. https://doi.org/10.1007/s10903-011-9519-9.
51. Palmas W, Findley SE, Meja M, Batista M, Teresi J, Kong J, et al. Results of the
northern Manhattan diabetes community outreach project: a randomized T trial
studying a community health worker intervention to improve diabetes care in
Hispanic adults. Diabetes Care. 2014;37:963–9. https://doi.org/10.2337/dc13-2142.
52. Palomino H, Peacher D, Ko E, Woodruff SI, Watson M. Barriers and challenges
of cancer patients and their experience with patient navigators in the rural US/
Mexico border region. J Cancer Educ. 2017;32:112–8. https://doi.org/10.1007/
s13187-015-0906-0.
53. Bailey D, Kerlin L. Can health trainers make a difference with difficult-toengage clients? A multisite case study. Health Promot Pract. 2015;16:756–64.
https://doi.org/10.1177/1524839915572802.

Wallace et al. Human Resources for Health (2018) 16:46

54. Barlow J, Coe C. Integrating partner professionals. The early explorers project:
peers early education partnership and the health visiting service. Child Care
Heal Dev. 2011;39:36–43. https://doi.org/10.1111/j.1365-2214.2011.01341.x.
55. Kennedy L. Benefits arising from lay involvement in community-based
public health initiatives: the experience from community nutrition. Perspect
Public Health. 2010;130:165–72. https://doi.org/10.1177/1757913910369090.
56. McLeish J, Redshaw M. Peer support during pregnancy and early
parenthood: a qualitative study of models and perceptions. BMC Pregnancy
Childbirth. 2015;15:257–71. https://doi.org/10.1186/s12884-015-0685-y.
57. Thomson G, Dykes F, Hurley MA, Hoddinott P. Incentives as connectors:
insights into a breastfeeding incentive intervention in a disadvantaged area
of North-West England. BMC Pregnancy Childbirth. 2012;12 https://doi.org/
10.1186/1471-2393-12-22.
58. White J, Bagnall A-M, Trigwell J. Health trainers making a difference to
mental health and wellbeing. Perspect Public Health. 2015;135:130–2.
https://doi.org/10.1177/1757913915579131.
59. Woodall J, White J, South J. Improving health and well-being through
community health champions: a thematic evaluation of a programme in
Yorkshire and Humber. Perspect Public Health. 2013;133:96–103. https://doi.
org/10.1177/1757913912453669.
60. Hartman MA, Nierkens V, Cremer SW, Stronks K, Verhoeff AP. A process
evaluation: does recruitment for an exercise program through ethnically
specific channels and key figures contribute to its reach and receptivity in
ethnic minority mothers? BMC Public Health. 2013;13:768–82. https://doi.
org/10.1186/1471-2458-13-768.
61. Aoun S, Shahid S, Le L, Holloway K. Champions in a lifestyle riskmodification program : reflections on their training and experiences. Heal
Promot J Aust. 2013;24:7–12. https://doi.org/10.1071/HE12904.
62. Doolan-Noble F, Smith D, Gauld R, Waters DL, Cooke A, Reriti H. Evolution
of a health navigator model of care within a primary care setting: a case
study. Aust Health Rev. 2013;37:523–8. https://doi.org/10.1071/AH12038.
63. Najafizada SAM, Bourgeault IL, Labonte R, Packer C, Torres S. Community
health workers in Canada and other high-income countries: a scoping
review and research gaps. Can J Public Heal 2015;106:e157–64. doi:https://
doi.org/10.17269/CJPH.106.4747.
64. Sokol R, Fisher E. Peer support for the hardly reached: a systematic review. Am
J Public Health. 2016;106:e1–8. https://doi.org/10.2105/AJPH.2016.303180.
65. May ML, Contreras RB. Promotor(a)s, the organizations in which they work,
and an emerging paradox: how organizational structure and scope impact
promotor(a)s’ work. Health Policy (New York). 2007;82:153–66. https://doi.
org/10.1016/j.healthpol.2006.09.002.
66. Dohan D, Schrag D. Using navigators to improve care of underserved
patients: current practices and approaches. Cancer. 2005;104:848–55. https://
doi.org/10.1002/cncr.21214.
67. Torres S, Labonté R, Spitzer DL, Andrew C, Amaratunga C. Improving health
equity: the promising role of community health workers in Canada. Healthc
Policy. 2014;10:73–85.
68. Lee J. Social capital expectation and usage of social media: the moderating
role of social capital susceptibility. Behav Inf Technol. 2017;36:1067–80.
https://doi.org/10.1080/0144929X.2017.1344730.

Page 13 of 13

