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Abstract 

Introduction: Generational poverty in the United States remains deeply intertwined with persistent health inequities 
that disproportionately affect low-income and minority populations. Community-driven health access has emerged as 
a promising strategy to disrupt these cycles by addressing both immediate medical needs and broader social 
determinants of health. This study explores how community-based models contribute to poverty disruption, drawing 
insights from existing literature. 

Materials and Methods: A qualitative thematic literature review was conducted, focusing on peer-reviewed journals, 
policy reports, and organizational documents published between 2010 and 2023. Sources were identified through 
structured database searches and screened based on relevance to poverty, health inequities, and community-driven 
health interventions in the U.S. Data were systematically coded, and thematic synthesis was applied to identify patterns 
and gaps across studies. 

Results: Findings revealed four major themes: (1) improved health access enhances education and employability, (2) 
community models reduce financial strain by lowering medical debt, (3) grassroots and faith-based programs build 
trust and cultural alignment, and (4) systemic challenges such as funding instability, policy inconsistencies, cultural 
barriers, and racism limit program effectiveness. 

Discussion: The review highlights that community-driven health initiatives, such as Federally Qualified Health Centers, 
school-based health clinics, community health workers, and grassroots programs, play a significant role in improving 
health equity and disrupting cycles of poverty. However, their impact is constrained by structural barriers. Addressing 
these barriers requires sustainable community engagement, stronger federal-state partnerships, and the scaling of local 
innovations. 

Conclusion: Community-driven health access provides a viable pathway to disrupt generational poverty in the United 
States. By integrating health services with social support and policy reform, these models can create sustainable 
improvements in education, employment, and economic stability. Policymakers should prioritize investment in scalable, 
community-centered approaches to break the persistent links between poor health and poverty. 

Keywords: Generational Poverty; Community-Driven Health Access; Social Determinants of Health; Human Capital 
Theory; Structural Violence Theory 

1. Introduction

Generational poverty is still one of the biggest socioeconomic problems in the US, and health inequities are a big reason 
why this cycle keeps going.  Families that have been poor for many generations typically have even more problems, such 
as not being able to get good medical treatment, not eating well, not having enough housing, and being more likely to 
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have chronic diseases.  These health disparities hinder prospects for upward mobility by limiting school achievement 
and employment, therefore prolonging socioeconomic difficulties (Ahmad, 2023).  Evidence indicates that ill health 
diminishes individual output and imposes substantial financial constraints on households, hence entrenching families 
in poverty.  In low-income areas where health insurance is hard to get and preventative treatment is not used enough, 
the link between poverty and bad health is much stronger.  Consequently, tackling health inequities is widely seen as an 
essential measure in disrupting the cycle of generational poverty in the United States (Williams et al., 2019). 

 The ongoing disparities in healthcare access for low-income and minority populations are deeply entrenched in 
historical and structural factors. African Americans, Hispanic/Latino communities, and Native Americans are some of 
the most marginalised groups that confront systemic hurdles to healthcare. These barriers include not enough 
providers, language challenges, cultural distrust, and prejudice in clinical settings (Patel et al., 2023).  These hurdles are 
made worse by being poor, which makes it harder to get health insurance and pay for medical bills out of pocket.  There 
are also regional differences that make things worse, such as rural areas having a lot fewer healthcare facilities and 
personnel.  This unequal distribution of healthcare resources leads to unnecessary illness and death, which keeps 
poverty going from one generation to the next.  Structural disparities in healthcare access persist in maintaining worse 
health outcomes, hence limiting prospects for mobility and resilience among marginalised populations (Bourgois et al., 
2017). 

 Health disparities have economic effects that go beyond people and affect families and communities, creating a cycle of 
disadvantage that keeps going. Poor health typically leads to decreased educational attainment because students miss 
school and have trouble studying, which makes it harder for them to find work in the future (Suhrcke and De Paz Nieves, 
2011).  Adults with untreated health problems are more likely to be unemployed, earn less money, and have unstable 
jobs, which limits the income of their households and keeps them in a state of financial insecurity.  Consequently, 
children raised in these homes inherit these disadvantages, including less access to healthcare, healthy food, and 
conducive educational settings.  Studies show that generational poverty is closely linked to these interrelated aspects, 
where bad health keeps poverty going and poverty makes health worse (Hill, 2023 and Yang et al., 2023). This 
bidirectional link underscores the need for coordinated initiatives that concurrently tackle both healthcare access and 
socioeconomic inequities. If these structural problems are not addressed, families who are already struggling are likely 
to be stuck in cycles of bad health and poverty that last for decades. 

 In recent years, scientists and politicians have increasingly acknowledged the significance of community-driven health 
programs as a viable answer to these difficulties.  Community-driven initiatives, in contrast to top-down techniques, 
emphasise local knowledge, cultural relevance, and grassroots engagement, so guaranteeing that solutions are 
customised to the distinct requirements of particular communities (Olaniran et al., 2022).  Community health worker 
(CHW) models, mobile health clinics, and faith-based health initiatives are some examples of programs that have 
worked to improve preventive care use, health literacy, and health inequities among marginalised groups. These 
programs assist people have better access to healthcare by building trust and using existing community networks. They 
also provide people the tools they need to take charge of their health.  Additionally, data indicates that community-
driven solutions improve sustainability by fostering local capacity and ownership, hence reducing reliance on external 
interventions (Franco and Tracey, 2019).  Consequently, community-based interventions are increasingly seen as 
pivotal in breaking the persistent cycle of poverty and ill health. 

 The acknowledgement of community-driven health access as a means to interrupt generational poverty has significant 
ramifications for both research and policy.  Addressing health inequalities via localised, participatory initiatives not only 
improves health outcomes but also fortifies the social and economic resilience of marginalised communities (Jewett et 
al., 2021).  Families may seek education, work, and upward mobility when illness and healthcare expenditures are lower. 
This breaks the cycle of poverty that passes from one generation to the next.  But even though they have a lot of promise, 
community-driven models have a lot of problems, such as uneven financing, policies that do not match up, and pushback 
from institutions.  A rigorous evaluation of the current research is essential to comprehend the processes, obstacles, 
and enduring effects of these therapies.  This investigation will provide significant insights on the potential of health 
equity programs to act as a catalyst for the disruption of generational poverty in the United States, therefore fostering 
more equitable and inclusive social systems. 

1.1. Statement of the Problem 

Low-income and minority groups are disproportionately affected by systematic disparities in access to high-quality 
healthcare, which persist after many healthcare reforms in the US.  Obstacles include insufficient health insurance 
coverage, restricted access to preventative treatments, and regional differences in healthcare delivery continue to affect 
families in poverty throughout generations (Williams et al., 2019).  Because poor health restricts educational 
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achievement, employment, and economic mobility, these gaps not only exacerbate health outcomes but also perpetuate 
poverty cycles.  The continued existence of these gaps shows that the relationship between poverty and healthcare 
disparities has not been adequately addressed by federal and state policy actions.  Without focused efforts to bridge 
these inequalities, underprivileged groups continue to be caught in a vicious cycle in which poverty fuels bad health, 
which in turn feeds poverty for generations (De Schutter et al., 2023). 

 Although there is a wealth of data on health disparities, few studies explicitly look at how community-driven health 
interventions might break the cycle of poverty that persists over generations.  The majority of current research focusses 
on either improving healthcare access or reducing poverty, sometimes regarding them as distinct fields (Amri and 
Sihotang, 2023).  However, by adjusting solutions to the cultural, social, and economic realities of underprivileged 
populations, community-driven models—like those involving community health workers, mobile health clinics, and 
localised wellness programs—may hold special potential to address both at the same time (Thomas et al., 2014 and Yu 
et al., 2017).  A significant knowledge gap results from the lack of enough data about the efficacy, scalability, and 
sustainability of such treatments.  Policies and programs that support fairness, resilience, and long-term socioeconomic 
progress in underserved U.S. communities must be informed by an understanding of how grassroots health efforts can 
end intergenerational cycles of poverty.  

1.2. Research Questions  

• How does limited healthcare access contribute to the persistence of generational poverty in the United States? 
• What evidence exists on community-driven health models in reducing poverty and improving health outcomes? 
• Through what mechanisms can community-driven health access disrupt intergenerational poverty? 
• What challenges and barriers are reported in implementing community-driven health initiatives? 

What strategies and policy recommendations can strengthen community-driven health access to break cycles of 
generational poverty? 

1.3. Research Objectives  

The primary objective of this research is to investigate, via a thematic review of the literature, how community-driven 
health access might break generational poverty in the US by combining data from several academic and policy sources.  
This entails investigating the relationship between health inequalities and enduring poverty, locating community-based 
models that have proven effective in enhancing access to healthcare, and evaluating the ways in which these 
interventions help end the generational cycle of disadvantage.  The study aims to illustrate the ways in which community 
health workers, mobile clinics, and locally driven wellness programs empower marginalised populations, lessen 
healthcare disparities, and improve socioeconomic mobility. It does this by utilising empirical data, theoretical 
frameworks, and case studies.  In the end, our goal seeks to provide practical insights for practitioners, politicians, and 
community leaders who are looking for long-term solutions to the twin problems of intergenerational poverty and 
health disparity in the United States, in addition to advancing scholarly understanding. 

1.4. Specific Objectives 

• To review literature on the relationship between limited health access and generational poverty. 
• To analyse community-driven health models documented in U.S. contexts. 
• To synthesize thematic insights on how health access can break cycles of poverty. 
• To identify barriers to community-driven health interventions. 
• To propose policy and practice recommendations based on reviewed studies 

2. Review of Literature  

2.1. Understanding the Concept of Generational Poverty  

The term "generational poverty" describes the ongoing transfer of poverty from one generation to the next, in which 
families are caught in times of prolonged financial difficulties.  In contrast to situational poverty, which may emerge 
momentarily as a result of circumstances like sickness or job loss, generational poverty is ingrained and often associated 
with systemic disparities in housing, healthcare, work, and education (Moore, 2001).  Families living in this kind of 
poverty usually do not have access to the tools and chances needed to move up the economic ladder.  Children who grow 
up in poverty are thus more likely to experience poverty as adults, continuing a cycle that may continue for decades.  
The idea emphasises how attempts to escape poverty are hampered by systemic obstacles and accumulated 
disadvantages. 
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 Beyond only financial difficulties, generational poverty has social, cultural, and health repercussions.  People who are 
born into poverty often have low educational attainment, which limits their adult earning potential and employment 
options (Gal, 2014).  These issues are made worse by poor health outcomes, poor nutrition, and restricted access to 
high-quality healthcare, which further impedes mobility.  Intergenerational disadvantage may also be reinforced by 
exposure to chronic stress, communal violence, and insecure housing, all of which have a substantial impact on 
psychological health and cognitive development.  These difficulties come from structural injustices that restrict access 
to helpful social and economic networks, making them more than just personal issues (Wanyoike and Pete, 2022). 

 Racial and ethnic minority groups in the US have a disproportionate amount of generational poverty, which is a 
reflection of past injustices and current systemic disparities.  Persistent gaps that trap whole communities in cycles of 
hardship have been exacerbated by discriminatory policies in housing, healthcare, education, and employment (Broom, 
2010).  According to research, children who grow up in low-income families have less opportunities in adulthood and 
often mirror their parents' socioeconomic circumstances (Kalil and Ryan, 2020).  Therefore, addressing generational 
poverty requires multiple strategies that go beyond temporary aid, emphasising the removal of structural obstacles and 
improving access to possibilities like high-quality healthcare, education, and economic empowerment.  Designing 
interventions that address the underlying causes of inequality and encourage long-term social mobility therefore 
requires a thorough understanding of the idea of generational poverty. 

2.2. Understanding the Concept-Driven Health Access 

Community-driven health access means that local communities are involved in designing, carrying out, and keeping 
healthcare programs going.  This method puts the community's views, needs, and cultural values first, making sure that 
health treatments are appropriate to the situation and easier to get (Sturmberg and Njoroge, 2017).  It stresses 
grassroots engagement, where people in the community work with health experts, governments, and organisations to 
decide what health issues are most important, how to spend money, and how to provide services.  This method not only 
builds trust between communities and healthcare institutions, but it also makes individuals more accountable and 
makes sure that solutions directly address the problems people have getting treatment.  This idea changes the way we 
think about healthcare by putting communities at the centre and making it a shared responsibility instead of a service 
that is forced on us from the outside. 

 Community-driven health access has advantages that go beyond just better health outcomes. It also helps people feel 
empowered, brings people together, and makes healthcare treatments last longer.  Communities that actively 
participate in health decision-making are more inclined to adopt preventative measures, engage in health education, 
and advocate for communal well-being (Betsch et al., 2016).  For instance, community health workers and participatory 
health programs have been shown to improve the health of mothers and children, boost immunisation rates, and raise 
understanding of how to avoid chronic diseases among groups who do not get enough health care.  This strategy also 
helps to close health gaps by making treatments more relevant to the lives of marginalised communities who are 
typically left out of conventional healthcare systems.  This kind of openness makes healthcare not just easier to get to, 
but also fairer. 

 Community-driven health access is a game-changer in the fight against generational poverty because it connects health 
improvements to greater socioeconomic mobility.  Poor health is both a cause and a result of poverty, and families are 
stuck in cycles of disease and financial instability if they cannot get the treatment they need (Sapkota et al., 2021).  This 
idea gives people the capacity to invest in their health as a type of human capital by getting communities to come 
together to plan and carry out ways for people to get health care. This makes it easier for them to work, study, and 
prosper.  Better health outcomes lower long-term healthcare expenses, raise educational levels, and boost productivity, 
all of which help future generations escape poverty.  So, community-driven health access is not only a way to improve 
health; it is also a strong way to reduce poverty that promotes fairness, resilience, and transformation across 
generations. 

2.3. Theoretical framework  

This study is underpinned by three theories to provide a robust perspective to the study. The theories are: Social 
Determinants of Health, Human Capital Theory and Structural Violence Theory.  

2.3.1. Social Determinants of Health (SDOH) 

Health outcomes are impacted by both biological and medical aspects as well as the larger social and economic context 
in which people live, according to the Social Determinants of Health (SDOH) concept (Ferrer, 2023).  The work of 
academics like Michael Marmot, who emphasised how socioeconomic gradients in housing, work, education, and wealth 
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lead to differences in health among communities, has influenced this theoretical viewpoint (Marmot and Allen, 2014).  
Poor health, according to SDOH, is not dispersed at random but rather follows regular patterns influenced by structural 
injustices that are directly related to social exclusion and poverty. 

 The SDOH hypothesis highlights the ongoing inequalities in minority and low-income groups' access to healthcare in 
the United States.  According to Sims et al. (2020), there is a clear correlation between poor health outcomes and a lower 
life expectancy and factors including a lack of cheap housing, restricted access to nutrient-dense food, and hazardous 
neighbourhoods.  By restricting prospects for steady work and educational attainment, both of which are necessary for 
upward mobility, these circumstances perpetuate generational poverty.  Therefore, SDOH offers a thorough framework 
for comprehending how social and economic factors interact with health to perpetuate cycles of disadvantage. 

 The SDOH concept, when applied to the current research, clarifies the importance of community-driven health 
interventions in addressing generational poverty.  Interventions may lower barriers to treatment and advance equitable 
health outcomes by addressing upstream social determinants like community health education, reasonably priced local 
clinics, or social support services.  This supports the study's goal of examining how community-based health 
interventions empower underserved populations, end the intergenerational cycle of poverty and ill health, and open 
doors for opportunity. 

2.4. Human Capital Theory 

Gary Becker (1964) made Human Capital Theory renowned. It asserts that investing in people, such their education, 
talents, and health, will pay out in the long run in terms of money and society.  In this context, health is seen as a vital 
kind of capital, since healthier persons exhibit greater productivity, less absenteeism, and enhanced capacity to invest 
in their education and professions.  On the other hand, bad health slows down the growth of human capital, making it 
harder for people to move up the social and economic ladder.  This viewpoint presents an economic justification for 
policies and initiatives designed to enhance health access for marginalised people (Labeeque and Sanaullah, 2019). 

 In the United States, where intergenerational poverty is often exacerbated by poor health outcomes, Human Capital 
Theory underscores the significance of health as both a personal and social investment.  Children raised in homes with 
unmet health requirements may have developmental difficulties, diminished academic performance, and decreased 
future earning potential (Larson and Halfon, 2010).  Adults with chronic diseases or untreated ailments often have 
difficulties in maintaining employment and ensuring economic stability, hence perpetuating cycles of poverty.  Thus, 
healthcare is not only a service; it's also a driver of the economy that affects future possibilities and health. 

 In the framework of this research, Human Capital Theory endorses the assertion that community-driven health access 
programs may function as investments that interrupt the cycle of generational poverty.  These initiatives help people 
fully engage in school and the job market by enhancing preventative care, lowering healthcare costs, and encouraging 
healthier lives.  For instance, community health worker programs that help mothers and children stay healthy are a 
direct way to help future generations grow and thrive.  This viewpoint illustrates that healthcare interventions 
transcend immediate physical advantages; they cultivate the human capital essential for disrupting cycles of poverty. 

2.5. Structural Violence Theory 

Structural Violence Theory, posited by Johan Galtung in the 1960s, delineates the systematic mechanisms by which 
social institutions inflict injury or disadvantage onto people by limiting their access to resources, opportunities, and 
rights (Dilts et al., 2012).  Structural violence is not the same as direct physical violence. It is built into political, 
economic, and social structures, making inequalities hard to see but yet very real (Jackson and Sadler, 2022).  Paul 
Farmer (2004) subsequently used this theory in the context of global health, illustrating how structural disparities, 
including racism, poverty, and insufficient healthcare infrastructure, generate and perpetuate adverse health outcomes 
in marginalised populations (Harvey et al., 2022). 

 In the United States, structural violence is seen in healthcare inequities that hit racial minorities, immigrants, and those 
with low incomes the hardest.  Systemic hurdles that make it hard for everyone to get the same level of healthcare 
include segregated neighbourhoods, underfunded hospitals, discriminatory practices in medical institutions, and 
restricted health insurance laws (Pervez and Anjum, 2023).  These obstacles not only keep health inequities going, but 
they also make cycles of generational poverty worse by lowering life chances and restricting socioeconomic mobility.  
Structural violence elucidates the reasons for the frequent ineffectiveness of changes in bridging disparities in 
healthcare access, since the foundational imbalances persistently endure. 



World Journal of Advanced Research and Reviews, 2024, 21(02), 2167-2181 

2172 

 Structural Violence Theory elucidates the need of community-driven health access in disrupting cycles of poverty 
within the context of this research.  Grassroots efforts that work directly with those who are less fortunate may fight 
structural unfairness by offering treatment that is culturally acceptable, cheap, and easy to go to.  For instance, initiatives 
run by community health workers or faith-based groups frequently function when official institutions do not, and that's 
because they work outside of established systems that keep inequity going.  Community-driven health strategies may 
empower marginalised people and break the cycle of poverty that passes from one generation to the next by tackling 
the systemic hurdles that structural violence creates. 

3. Materials and Methods  

A qualitative thematic literature review strategy was used in this study to provide a thorough, open, and methodical 
procedure for gathering and analysing data.  Established qualitative review principles served as a guide for the review 
process in order to improve analytical depth, replicability, and trustworthiness. Finding applicable sources, screening 
the literature, determining eligibility, and finally include relevant articles were the four crucial stages of the review 
process.  By using this methodical approach, the study sought to provide a thorough synthesis of the body of knowledge 
about community-driven health access and how it may help end generational poverty in the US. 

 To find relevant papers, a thorough search was carried out across a number of electronic databases, including Web of 
Science, Scopus, PubMed, ProQuest, and Google Scholar.  To maximise the retrieval of relevant research, the search 
method combined subject-specific keywords with Boolean operators.  Among the main search phrases were "grassroots 
health initiatives," "generational poverty and health," "community health workers," "health disparities and poverty," 
"community-driven health access," and "health equity in the United States."  These keywords were chosen with care to 
include a broad spectrum of academic works that examine the relationship between generational poverty and health 
access. 

 Only reliable and relevant sources were taken into account thanks to the inclusion criteria.  In order to represent 
current evidence and policy discussions on poverty alleviation and health equality, the study included (1) peer-
reviewed journal articles, reports, and policy papers; (2) English-language publications; and (3) research published 
between 2010 and 2023.  To keep the evaluation rigorous and focused, exclusion criteria were created.  Excluded studies 
(1) did not explicitly address poverty-related outcomes and health access in the U.S. context, or (2) were opinion pieces, 
commentaries, or editorials without empirical or theoretical contributions.  These standards made sure that the sources 
chosen in the end offered solid understanding of the study's goals. 

 1,072 possibly relevant items were found in the first database search.  798 records remained for screening after 
duplicates were eliminated.  421 publications that did not meet the inclusion criteria or research goals were removed 
via title and abstract screening.  An additional 186 papers were eliminated from a follow-up full-text evaluation because 
they lacked adequate empirical support or were irrelevant to community-driven health models.  A strong basis for 
examining the function of community-based health access initiatives in breaking the cycles of generational poverty was 
established by the inclusion of 191 research in the final thematic evaluation. 

 Data extraction and synthesis were done methodically to increase methodological rigour.  Key topics, such as obstacles 
to healthcare access, effective community-driven health models, poverty reduction strategies, and policy gaps, were 
used to categorise and evaluate the chosen research.  After that, thematic synthesis was used to find recurrent themes, 
draw attention to difficulties, and extract best practices from the literature.  The research was able to provide significant 
insights on the efficacy of community-based health programs in tackling intergenerational poverty and health 
disparities because to this analytical method.  The study's methodological methodology improves the results' 
dependability and offers a strong foundation of evidence for further investigation, practice, and policymaking in the 
fields of poverty alleviation and health equality in the US. 

4. Findings  

4.1. Generational Poverty and Health Inequalities 

Poor health is a major factor in the cycle of generational poverty since it makes it harder for people and families to find 
stable jobs.  Families who have long-term illnesses or cannot get good medical treatment typically have to spend all 
their money on medical bills, leaving little space for investing in education, housing, or professional growth (Mbugua, 
2023).  Kids who grow up in these kinds of homes often have these problems passed down to them. This is because their 
parents' health-related financial problems make it harder for them to get healthy food, a good education, and safe places 
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to live.  This passing down of disadvantages from one generation to the next keeps health disparities in place, making it 
harder for families to get out of poverty.  As a result, health is both a sign and a cause of economic problems, keeping 
marginalised groups stuck in cycles that last for decades. 

 Health disparities also lower human capital by making it harder for people to study, work, and be useful members of 
society.  Poor health in children, including hunger, untreated diseases, or developmental delays, adversely impacts 
cognitive development, scholastic achievement, and workforce preparedness (Fernandes and Le, 2021).  Adults with 
chronic diseases or impairments also have a harder time keeping steady occupations, which frequently means they have 
to work in low-paying positions without health insurance or other benefits (Marmot, 2015).  Not being able to create 
long-term sources of income makes it harder for people to move up the social ladder from one generation to the next. 
This is because children from these households are more likely to follow the same patterns of poor health and financial 
instability.  Health disparities directly weaken socioeconomic resilience, making poverty seem like a permanent state 
instead than a transient problem. 

 Additionally, institutional imbalances in healthcare access intensify the correlation between health and 
intergenerational poverty.  Low-income and minority groups generally reside in places where there are not enough 
doctors, cheap healthcare providers, preventative programs, and good hospitals (Saloner et al., 2020).  This limited 
access makes people depend on emergency treatment more, which is more expensive and doesn't work as well for long-
term health requirements.  Moreover, socioeconomic determinants of health, like inadequate housing, food shortages, 
and environmental dangers, disproportionately impact these communities, exacerbating health vulnerabilities.  These 
structural hurdles not only keep health inequalities going, but they also keep families in poverty by making it harder for 
them to go ahead in school and work.  Thus, fixing health disparities is key to breaking the cycle of poverty that lasts for 
generations. Making it easier for people to get health care and preventative services may open up new opportunities for 
long-term socioeconomic mobility. 

4.2. Community-Driven Health Models 

In the US, community-driven health models have become a cutting-edge approach to addressing the structural causes 
of generational poverty and reducing healthcare access inequities.  In contrast to conventional top-down healthcare 
systems, these approaches are grounded in local settings and use resource sharing, cultural alignment, and community 
trust to address the needs of marginalised groups.  They vary from officially financed projects to grassroots volunteer 
clinics, representing varied methods geared to urban, rural, and minority groups.  These methods address urgent health 
issues while enhancing long-term resilience against poverty by fusing medical treatment with social assistance.  They 
have shown to be particularly effective in areas where access to care has traditionally been restricted by structural 
injustices, proving that locally based solutions may significantly break cycles of disadvantage.  In order to illustrate how 
health access may be mobilised to fight intergenerational poverty, the following examples present five different 
community-driven health models that are currently in operation in the United States. 

4.2.1. Example 1: Federally Qualified Health Centres (FQHCs) 

One of the most effective community-driven models in the US is the Federally Qualified Health Centre (FQHC), 
particularly in areas with high rates of poverty.  For example, Delta Health Centre, the country's first FQHC, was founded 
in Mound Bayou, Mississippi, and it still provides services to low-income, mostly African American communities 
(Singleton, 2022).  FQHCs in California, like Venice Family Clinic, treat homeless and uninsured people in Los Angeles 
(Warrick, 2017).  With flexible fee schedules and wraparound services like housing assistance and nutrition programs, 
these centres guarantee access to reasonably priced healthcare.  In addition to treating diseases, FQHCs also address 
the socioeconomic problems that contribute to poverty cycles by integrating comprehensive care into underprivileged 
areas.  They have shown effective in lowering avoidable hospital stays and enhancing the treatment of chronic illnesses, 
which eventually lessens the financial burden that ill health places on families for many generations. 

4.2.2. Example 2: Community Health Workers (CHWs) 

In places where the population is vulnerable and varied, Community Health Workers (CHWs) have proven especially 
successful.  The Promotor(a) Program in Texas prepares multilingual CHWs from Latino communities to manage 
chronic illnesses, provide culturally appropriate health education, and link people to social services (Gandara et al., 
2023).  Similarly, to address maternal health and preventative care requirements, Minnesota's CHW Alliance 
collaborates with Somali and Hmong communities (Turnbull, 2020).  By acting as reliable intermediaries between 
underserved families and healthcare professionals, these professionals help to break down obstacles including lack of 
insurance, distrust, and language.  Their interventions are particularly important for enhancing immunisation uptake, 



World Journal of Advanced Research and Reviews, 2024, 21(02), 2167-2181 

2174 

prenatal care, and diabetes control.  Assuring that health issues do not impede school achievement or employment 
engagement, CHWs help break the patterns of generational poverty by lowering health risks and financial burdens. 

4.2.3. Example 3: Grassroots Health Clinics 

Grassroots health clinics serve as vital lifelines, particularly in underprivileged urban and rural areas.  Volunteer-driven 
approaches are shown by the Remote Area Medical (RAM) Clinic in Wise County, Virginia, which provides free 
healthcare to thousands of uninsured Appalachians each year (Snyder and Milbrath, 2013).  The Community Health 
Clinic in Chicago provides volunteer doctors and donated drugs to uninsured citizens (Guhlincozzi, 2021; Vargas, 2022).  
In order to directly address the interrelated causes of poverty, these clinics often include holistic services including food 
pantries, workforce guidance, and mental health.  During times of crisis, grassroots clinics have a particularly significant 
influence. For instance, Common Ground Health Clinic, a grassroots organisation established in New Orleans, provided 
urgent care when mainstream services failed during Hurricane Katrina. These real-world examples demonstrate how 
grassroots clinics enable communities to take charge of their own health infrastructure while simultaneously 
addressing urgent care shortfalls. 

4.2.4. Example 4: Faith-Based Health Programs 

Local communities with strong religious organisations are ideal for faith-based health initiatives.  Congregational Health 
Network churches in Memphis, Tennessee, join with Methodist Le Bonheur Healthcare to provide low-income families 
pastoral care, transportation, and screenings (New, 2018).  Through frequent health fairs and educational events, 
church-based programs in Chicago help African American congregations with diabetes and hypertension (Greene, 
2023).  By using trust and cultural fit, these initiatives target groups who are often shut out of conventional healthcare 
systems.  To address past distrust of healthcare systems, Black churches in Georgia, for example, have collaborated with 
state authorities to hold COVID-19 testing and immunisation clinics (Nehama, 2022).  Faith-based health initiatives 
lower health disparities and stabilise financially distressed families by integrating spiritual, emotional, and physical 
care, which lessens the generational transfer of poverty. 

4.2.5. Example 5: School-Based Health Centres (SBHCs)  

Addressing health disparities that impact children and young people is another important function of school-based 
health clinics, or SBHCs.  More than 160 SBHCs serve kids from low-income families in New York City's public schools 
by offering primary care, mental health, and preventative services (Gagnon, 2019).  In a similar vein, Oakland, California, 
has included SBHCs into underprivileged schools to treat mental health issues, asthma, and eyesight issues that often 
interfere with learning (Katz, 2020).  For many children in remote Appalachian areas in West Virginia, SBHCs represent 
their only trustworthy source of healthcare access (Haeder et al., 2021).  By ensuring that students get constant 
treatment, these facilities enable them to maintain their health, attend class on a regular basis, and achieve academic 
success.  SBHCs increase the prospects for upward mobility for children from underprivileged homes by lowering 
absenteeism and enhancing health outcomes.  Their twin responsibilities in education and health serve as an example 
of how community-driven models may break intergenerational cycles of poverty by making investments in the welfare 
of future generations. 

All things considered, the effectiveness of locally customised strategies in addressing health inequalities that contribute 
to generational poverty is shown by these community-driven health models, which range from FQHCs and community 
health workers to grassroots clinics, faith-based programs, and school-based health centres.  In addition to increasing 
access to care, these programs pave the way for long-term socioeconomic mobility, employment, and education by 
integrating healthcare into reputable community organisations and coordinating services with social and cultural 
realities.  Their success in several states and communities highlights the value of community ownership in health 
interventions, indicating that long-term poverty disruption necessitates the development and implementation of 
healthcare solutions from the bottom up. 

4.3. Mechanisms of Disrupting Poverty 

Enhanced health is a critical element in breaking the cycles of poverty since it directly impacts educational 
achievements.  Children who get regular medical treatment, good nutrition, and preventative care are more likely to go 
to school frequently, pay attention, and do well in school (Allison et al., 2019).  Chronic diseases like asthma, untreated 
visual issues, or malnutrition impact low-income children more than others, which causes them to miss school and do 
worse on tests (Price et al., 2013).  When community-driven access helps close the gap in health care, kids are more 
likely to finish school and go on to higher levels of learning.  Education is a method to break the cycle of poverty that 
has lasted for generations. It gives people the skills and certificates they need to get better jobs.  Therefore, health access 
programs that focus on helping kids early on set the stage for long-term poverty reduction because healthier kids are 
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more likely to reach the academic goals they need to move ahead in life and break the cycle of poverty that runs in 
families. 

 Health access also makes it easier for individuals to find work by making sure they are healthy enough to be productive 
in the job market.  Poor health typically leads to less involvement in the workforce, less productivity, and more absences 
from work, especially in low-wage industries where workers do not have health insurance from their employers (Saint-
Martin et al., 2018).  People with long-term illnesses like diabetes or heart disease may have to leave their jobs early, 
which might lower their family income and keep them from being financially stable (Marmot, 2014).  On the other hand, 
individuals can work, go to school, or keep their jobs when they have dependable access to preventative care and chronic 
illness treatment.  Employers also profit from a healthy staff since it makes them more productive and lowers their 
health care expenditures.  Community-driven health models not only meet acute medical needs, but they also boost 
local economies by letting more people fully engage in the workforce.  This increased employability immediately helps 
break the cycle of poverty that passes from one generation to the next by stabilising family earnings and making it easier 
for people to move up the social ladder. 

 Another way that better health might help people get out of poverty is by lowering medical debt, which is a big problem 
for low-income families in the US.  High out-of-pocket healthcare expenses and limited insurance coverage frequently 
put poor families in financial trouble, making them choose between paying for medical care and fulfilling basic 
requirements like food or shelter (Marmot et al., 2013).  Medical debt makes the economy unstable in the long run by 
lowering credit ratings and making it harder to get loans or pay for school.  Families are less likely to have to pay for 
huge health problems if they can get cheap, preventative, and community-based health care services.  For instance, 
Federally Qualified Health Centres and community clinics enable people with long-term diseases get treatment at a 
reasonable cost, which means they do not have to rely on costly emergency care as often.  This financial security not 
only keeps the family's present income stable, but it also frees up money for investments that will increase long-term 
chances, like going to college or starting a small company. These are important steps in breaking the cycle of poverty 
that has been passed down through generations. 

 Finally, the combination of better health, education, and job prospects creates advantages that build on each other and 
make communities stronger against poverty that lasts for generations.  When healthy people do well in school and find 
stable jobs, their families move up the social ladder, which has a favourable effect on the following generation 
(Braveman and Gottlieb, 2014).  Kids who grow up in healthier, more stable homes have better living circumstances, 
more access to resources, and stronger support systems.  Better health at the community level means less need for 
public assistance, more productivity in the local economy, and better social networks.  Also, healthier communities are 
better able to push for improvements in healthcare and social policies, which makes their effect even bigger.  In this 
sense, access to health care becomes not just an opportunity for people to gain power, but also a vehicle to make big 
changes in the system.  Community-driven health projects provide a sustainable avenue towards fairness, resilience, 
and generational advancement for marginalised people in the United States by interrupting the cyclical relationship 
between ill health and poverty. 

4.4. Challenges and Barriers 

Funding is one of the biggest problems in keeping community-driven health access programs going in the United States.  
A lot of programs, such Federally Qualified Health Centres, grassroots clinics, and school-based health centres, get much 
of their money from government or state subsidies, donations from private citizens, or volunteer work (Braveman and 
Gottlieb, 2014).  This renders them weak to changes in governmental agendas and economic downturns.  For example, 
when the federal government reduces its budget, it typically means less services, fewer personnel, or even the closing 
of clinics. These changes hit low-income communities the most since they depend on these safety nets.  Also, depending 
on unreliable sources of income makes it hard to plan for the long term, create capacity, and grow programs.  These 
programs cannot successfully fight generational poverty because they cannot provide regular financial assistance. This 
is because breaks in care make it harder to improve long-term health and economic stability.  These models cannot 
become big enough or last long enough to change communities without long-term investment. 

 Policy discrepancies also make it harder for community-driven health access projects to work.  The Affordable 
treatment Act (ACA) and other healthcare reforms have made it easier for many low-income people to get health 
insurance, but Medicaid expansion has not been adopted in all states, leaving millions without access to affordable 
treatment (Kominski et al., 2017).  In states that opted against expanding Medicaid, low-income families encounter 
considerable coverage deficiencies, particularly in the South, where poverty rates are high.  Also, changes in political 
beliefs sometimes lead to changes in policies, which makes things unpredictable for both healthcare professionals and 
communities.  These discrepancies make people less likely to trust the system and get in the way of initiatives that aim 
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to reduce poverty by giving people better access to health care.  Community-driven projects cannot completely fit into 
larger healthcare systems without clear, long-term strategies. This limits their potential influence. Policy misalignment 
therefore perpetuates inequality by enabling geography and political will to define who benefits from community-based 
health solutions. 

 Cultural and language obstacles exacerbate the accessibility of community-driven health services, especially for 
immigrant and minority communities.  Language barriers might make it hard for people to follow medical advice, get 
preventative care, or figure out how to use their insurance. Cultural differences can also affect people's health views and 
treatment choices (Jimenez et al., 2012). For instance, Latino communities may choose programs led by promotor(a) 
since they are run by multilingual community health professionals who are trusted and know the cultural norms.  
Mainstream health systems, on the other hand, frequently do not have these kinds of personalised treatments, which 
may make those who feel misunderstood or left out feel even more so.  These obstacles may make people less likely to 
obtain treatment, which leads to worse health outcomes and financial problems.  Community-driven models try to fill 
these gaps, but they do not work very well since there is not enough money going into culturally appropriate care.  So, 
language and cultural differences between healthcare institutions and communities are still major obstacles to breaking 
the cycle of poverty via health access. 

 Systemic racism is another long-standing problem that makes it harder for everyone to get health care and keeps people 
in poverty for generations.  Minority groups, especially African Americans and Native Americans, encounter systemic 
barriers to healthcare access resulting from discriminatory legislation, residential segregation, and insufficient 
investment in their areas (Findling et al., 2022; Yearby, 2018).  Historical injustices, exemplified by the Tuskegee syphilis 
study, perpetuate distrust of healthcare institutions among marginalised groups, thereby diminishing participation in 
preventive programs and clinical interventions.  Additionally, racial differences in maternal mortality, chronic illness 
prevalence, and insurance coverage demonstrate the intersection between systemic health inequities and economic 
hardship.  Even when health models that are based on the community try to fix these problems, they typically work 
inside bigger systems of discrimination that make their effects less powerful.  Structural racism must be addressed 
concurrently with health treatments; otherwise, poverty would persist in being transferred through generations, as 
minority families endure the cumulative burden of injustice in both health and socioeconomic spheres. 

 Lastly, problems with administration and logistics make it much harder for community-driven health projects to work.  
Many families living in poverty have trouble getting to even local health services because they do not have 
transportation, cannot take time off work, or do not have anybody to watch their kids (Rosenblatt and DeLuca, 2012).  
At the organisational level, poor coordination between health care providers, social services, and community groups 
sometimes leads to care gaps or unnecessary work.  Also, technical constraints, including the fact that telehealth services 
are not available in many rural locations, keep communities from taking advantage of new ways to offer treatment.  
These real-world problems show that making health care more accessible needs more than just making programs 
available; it needs mechanisms that work with the way low-income families live.  If these logistical problems are not 
addressed, even well-planned community-driven projects could not reach the people who need them the most. This 
would make it harder for them to successfully break the cycle of poverty that has been going on for generations. 

5. Policy and Practice Recommendations  

To make sure that health access programs really break the cycle of poverty that lasts for generations, communities need 
to be involved in a way that lasts.  Policymakers and practitioners must prioritise genuine engagement with local 
populations, ensuring that health treatments align with the cultural values, language requirements, and lived 
experiences of the communities they serve.  To do this, we need to put money into long-term community advisory 
boards, help educate and retain community health professionals, and include participatory decision-making processes 
in program design.  Sustainable participation also includes giving communities a say in health programs, which builds 
trust and resilience.  Programs are more likely to be able to address health inequities connected to poverty in a way that 
is continuous, flexible, and legitimate when they give communities the authority to lead instead of just receiving 
services. 

 Federal-state collaborations are very important for making community-driven health programs more stable and 
growing.  To make health care more consistent across states, especially in areas where Medicaid expansion hasn't 
happened yet, we need coordinated financing and regulatory frameworks.  Federal agencies, state governments, and 
local organisations working together more closely would make it easier to get financial help, cut down on service 
duplication, and increase data sharing across programs.  For instance, making more federal money available to Federally 
Qualified Health Centres and making sure that state regulations on Medicaid eligibility are the same might make sure 
that everyone in the country has equal access to treatment, even in places with a lot of poverty.  These kinds of alliances 
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may also help encourage new ideas, set national standards for community involvement, and cut down on the 
fragmentation that makes long-term effect harder to achieve.  Long-term coordination would help make sure that 
community-based health access leads to systemic poverty disruption. 

 Another important way to turn little triumphs into bigger structural changes is to scale up local breakthroughs. Many 
grassroots clinics, faith-based programs, and school-based health centres have come up with new ways to integrate 
medical treatment with social assistance, although they usually only serve one neighbourhood or group of people.  
Policymakers need to create systems for assessing these innovations, disseminating best practices, and provide funding 
for replication in further areas. Federal and charitable funding sources may be structured to support experimental 
projects that exhibit quantifiable results in reducing health disparities and poverty, with explicit strategies for 
expansion.  Importantly, scale should not eliminate local adaptation; rather, it should provide adaptable frameworks 
that let models to be customised for various cultural and geographic situations.  The U.S. can develop a health system 
that breaks the cycle of poverty across generations while also meeting the needs of individual communities by building 
on successful local methods.   

6. Conclusion 

The study finds that community-driven health access is an important strategy to deal with the link between generational 
poverty and health inequality in the United States. Research indicates that models like Federally Qualified Health 
Centres, school-based clinics, grassroots programs, and faith-based initiatives enhance healthcare access while 
simultaneously promoting improved educational outcomes, employability, and economic stability through the 
reduction of medical debt and the enhancement of community trust.  But systemic problems like uneven financing, 
policy fragmentation, cultural and language obstacles, and the existence of structural racism frequently limit the full 
effectiveness of these initiatives. To break the cycle of poverty that has lasted for generations, we need to make 
deliberate investments in long-term, community-focused health policies, as well as strong collaborations between the 
federal and state governments and legislative changes that spread successful local ideas.  Ultimately, giving communities 
the opportunity to lead and develop their own health solutions is a game-changing strategy to lower inequalities and 
open up opportunities for long-term social and economic mobility. 
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