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Abstract: Today’s ambulatory care providers face numerous challenges as they try to practice
efficient, patient-centered medicine. This article explains how community health workers (CHWs)
can be engaged to address many patient- and system-related barriers currently experienced in
ambulatory care practices. Community health workers are frontline public health workers who
serve as a trusted bridge between community members and health care providers. Among their
varied roles, CHWs can educate and support patients in managing their risk factors and diseases
and link these patients to needed resources. As shown in this overview (CHW 101), including
CHWs as members of multidisciplinary care teams has the potential to strengthen both current
and emerging models of health care delivery. Key words: ambulatory care, community bealth
workers, community workers, patient and provider communication barriers

CURRENT CHALLENGES IN DELIVERING
AMBULATORY CARE

Today, providers of ambulatory care face
numerous challenges as they endeavor to
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practice efficient, patient-centered medicine
(Institute of Medicine [IOM], 2001). Many
of these challenges are patient- and system-
related issues, such as difficulties in commu-
nicating with patients who have low literacy
overall, low health literacy, or a poor under-
standing of spoken English; also challenging
is caring for patients from diverse cultures
who have unknown preferences for receiv-
ing health information (Healthy People 2020,
2010). Dealing with these and other chal-
lenges in communication is paramount during
critical and stressful health crises, particularly
for responding to the anxiety of patients and
their families. Unfortunately, providers are fre-
quently challenged by the multiple chronic
medical conditions of their patients and what
they perceive as their poor motivation to ad-
here to their treatment regimens (Chin et al.,
2001). Providers want the best outcomes for
their patients, but they often lack the time
required to build partnerships with new pa-
tients and their family members and to teach
the skills of home monitoring (Chin et al.,
2001; IOM, 2001). Not surprisingly, providers
are frustrated because they are unable to assist
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patients in overcoming the barriers that they
face (eg, their reluctance to disclose or change
their lifestyle habits, their fears of side effects
from medications) or the challenges posed
by their inability to afford medications, sup-
plies for home monitoring, healthy diets, and
specialist services such as eye examinations
(Chin et al., 2001; Crosson et al., 2010). Fur-
thermore, a lack of the family (Crosson et al.,
2010), environmental, and community sup-
ports needed to treat complex chronic con-
ditions and diseases such as high blood pres-
sure and diabetes (IOM, 2010) creates addi-
tional challenges in supporting patient health
(Institute for Healthcare Improvement, 2010;
I0OM, 2001).

COMMUNITY HEALTH WORKERS:
MEETING THE CHALLENGE

One promising solution to overcoming bar-
riers faced by both patients and providers is
to engage community health workers (CHWSs)
in ambulatory care settings.

This article is a brief primer for interested
ambulatory care providers and other stake-
holders. It provides basic guidance for im-
plementing recommendations from the IOM
(Smedley et al., 2002) to integrate CHWs into
multidisciplinary health care teams to help
in preventing and managing diseases, espe-
cially among medically underserved and dis-
parate populations. We describe CHWs and
the roles they play, and highlight evidence
demonstrating the value and impact of these
workers in preventive primary care. Examples
illustrate the ways in which CHWs can con-
tribute to improved health care delivery. Fi-
nally, we provide practical tips on methods
to recruit, train, and supervise CHWSs so that
satisfactory health outcomes can be obtained
consistently.

WHO ARE CHWs AND WHAT ROLES DO
THEY PLAY?

Throughout the United States, CHWs work
to promote health and prevent diseases, pri-
marily in underserved communities. They are

known by a variety of job titles, including
community health advisor, outreach worker,
community health representative (for tribal
governments), promotora de salud, and pa-
tient navigator. But regardless of what they
are called, CHWs can help patients take steps
to improve their health.

As noted in a 2009 policy statement by
the American Public Health Association, as
follows:

Community health workers are frontline
public health workers who are trusted mem-
bers of and/or have an unusually close un-
derstanding of the community served. This
trusting relationship enables CHWSs to serve
as a liaison, link, or intermediary between
health/social services and the community to
facilitate access to services and improve the
quality and cultural competence of service de-
livery. Community health workers also build
individual and community capacity by increas-
ing health knowledge and self-sufficiency
through a range of activities such as outreach,
community education, informal counseling,
social support, and advocacy (American Pub-
lic Health Association, 2009).

Community health workers play important
roles in strengthening communication be-
tween patients and providers; and in link-
ing providers to community networks and
linking patients to community resources
(Israel, 1985; Smedley et al., 2002). Commu-
nity health workers are uniquely qualified to
be connectors to the community because they
generally live in the communities where they
work and understand the social context of pa-
tients’ lives.

An evidentiary report for the Centers
for Medicare and Medicaid Services from
Brandeis University on cancer prevention and
treatment among minority populations states
that “community health workers...can of-
fer linguistic and cultural translation while
helping beneficiaries get coverage, develop
continuous relationships with a usual source
of care, understand current risk behaviors,
motivate them to engage in risk manage-
ment, and receive support and encourage-
ment for maintaining these efforts” (Brandeis
University, 2003).
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In addition, CHWs educate health care
providers and administrators about the health
needs of the community and the cultural
relevance of interventions by helping them
to build their cultural competence (Smedley
et al., 2002; Witmer et al., 1995). Using their
unique position, skills, and training, CHWs
can help to improve outcomes and reduce
system costs for health care by assisting com-
munity members in avoiding unnecessary hos-
pitalizations and other forms of more expen-
sive acute care (Smedley et al., 2002). Accord-
ing to the National Community Health Advisor
Study, CHWs can play a large number of
different core roles (Rosenthal et al., 1998;
(Wiggins and Borbon, 1998), as follows:
* Promoting cultural mediation between
communities and the health care system,;

¢ Providing culturally appropriate and ac-
cessible health education and informa-
tion, often by using popular education
methods;

* Ensuring that people get the services they
need;

* Providing informal counseling and social
support;

* Advocating for individuals and communi-
ties;

* Providing direct services (such as demon-
strating and reinforcing use of glucome-
ters by patients with diabetes) and admin-
istering health screening tests; and

® Building individual and community ca-
pacity.

In addition to these general roles, CHWs
can provide support to multidisciplinary
health care teams in the prevention and con-
trol of chronic disease through the following
functions (Brownstein et al., 2007; Brownson
and Heisler, 2009):

* Providing outreach to individuals in the

community setting;

® Measuring and monitoring blood pres-
sure;

* Educating patients and their families on
the importance of lifestyle changes and
on adherence to their medication regi-
mens and recommended treatments, and
finding ways to increase compliance with
medications;

* Helping patients navigate health care sys-
tems (eg, by providing assistance with
enrollment, appointments, referrals, and
transportation to and from appointments;
promoting continuity of health services;
arranging for child care or rides and ar-
ranging for bilingual providers or transla-
tors);

* Providing social support by listening to
the concerns of patients and their family
members and helping them solve prob-
lems;

* Assessing how well a self-management
plan is helping patients to meet their
goals;

® Assisting patients in obtaining home
health devices to support self-
management; and

* Supporting individualized goal setting.

Community health workers work in both
clinical and nonclinical settings and can be
found working for public health organiza-
tions; in health care clinics, and in medical
offices, hospitals, or schools. In addition, they
can be seen in work sites, religious institu-
tions, and community centers; and one might
also encounter them in public housing, in-
dividual homes, neighborhoods, or on the
streets. Their work may take place entirely
inside a provider facility, in community set-
tings, or in a blend of the two (Rosenthal
et al.,, 1998). In a recent workforce study
by the Health Resources and Services Ad-
ministration, US Health and Human Services
(Health Resources and Services Administra-
tion, 2007), employers reported that 21.0%
of CHWs were employed by individual and
family services; 14.2% by social advocacy or-
ganizations; 13.3% by outpatient care cen-
ters; 12.9%, education programs; 8.4%, “other
ambulatory health care services”; and 5.3%,
physicians’ offices.

Community health workers’ roles and ac-
tivities are different from, and yet comple-
mentary to, those of other members of health
care teams (Anthony et al. 2009). Com-
munity health workers offer a distinct cat-
egory of nonclinical knowledge and skills
based on life experience shared with the
patient population that has been described as
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“experience-based expertise” (Gilkey et al.,
2011). This shared experience is highly rel-
evant to the challenges in dealing with the
health system that are faced by many patients,
especially those who are poor and may have
limited formal education.

EVIDENCE SUPPORTING THE UNIQUE
ROLE OF CHWs AS HEALTH MEDIATORS

The effectiveness of CHWSs in promot-
ing the use of primary and follow-up care
for preventing and managing disease has
been extensively documented and recognized
for a variety of health conditions, including
asthma, hypertension, diabetes, cancer, im-
munizations, maternal and child health, nu-
trition, tuberculosis, and human immunodefi-
ciency virus/AIDS (American Association of
Diabetes Educators, 2009; Babamoto et al.,
2009; Bloom et al., 1987; Brandeis University,
2003; Brownson and Heisler, 2009; Brown-
stein et al., 2005; Brownstein et al., 2007;
Chin et al., 2007; Davis et al., 2007a; Davis
et al., 2007b; Fernandez et al., 2009; Findley
et al., 2009; Fedder et al., 2003; Gary et al.,
2003; Gary et al., 2004; Gibbons and Tyus,
2007; Lewin et al., 2005; Norris et al., 20006;
Satterfield et al., 2002; Thompson et al., 2007;
Viswanathan et al., 2009; Witmer et al., 1995).

Evidence supporting the involvement of
CHWs in the prevention and control of
chronic disease continues to grow. For exam-
ple, integrating CHWSs into multidisciplinary
care teams has emerged as an effective strat-
egy for improving the control of hyperten-
sion among high-risk populations; included
were improvements among patients in keep-
ing appointments and complying with pre-
scribed regimens, and in reduction of risk
and related mortality (Brownstein et al., 2005;
Brownstein et al., 2007). Significant improve-
ments in blood pressure control were ob-
tained by a nurse-CHW team (Becker et al.,
2005). Studies of CHWSs involved in the care
of patients with diabetes, reported improved
knowledge, lifestyle, and self-management be-
haviors among participants as well as de-
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creases in the use of the emergency depart-
ment (Norris et al., 2006). In a study set in
Baltimore, after 2 years, African American pa-
tients with diabetes who had been random-
ized to an integrated care group consisting of
a CHW and nurse case manager had greater
reductions in Alc (glycosylated hemoglobin)
values, cholesterol, triglycerides, and diastolic
blood pressure than did a usual-care group
or those led solely by CHWSs or by nurse
case managers (Gary et al., 2003; Gary et al.,
2004). In addition, interventions incorporat-
ing CHWs have been found to be effective
for improving knowledge about screening for
both cervical and breast cancers; for improve-
ments in asthma severity and in reduced hos-
pitalizations (Findley et al., 2009; Fisher et
al., 2009; Parker et al., 2008); for significant
improvements in maternal and child health;
and for diversion of patients from emergency
departments and direction to more appropri-
ate sources of care (Bone et al., 1989; Fedder
et al., 2003; Viswanathan et al., 2009).

Two IOM reports in the last decade have
relied on evidence drawn from the re-
search literature in recommending greater
roles for CHWs. The earlier of the 2,
Unequal Treatment: Confronting Racial
and Etbnic Disparities in Health Care
(Smedley et al., 2002), found that CHWs “of-
fer promise as a community-based resource to
increase . . . access to healthcare and to serve
as a liaison between healthcare providers
and the communities they serve” and rec-
ommended including CHWs in multidisci-
plinary teams to better serve the diverse US
population and improve the health of
underserved communities as part of “a
strategy for improving health care deliv-
ery, implementing secondary prevention
strategies, and enhancing risk reduction.”
Additional evidence from the literature
prompted the IOM to recommend in its
more recent report, A Population-based Ap-
proach to Prevent and Control Hyperten-
sion (AIOM, 2010), that trained CHWSs be
deployed “in high-risk communities to help
support healthy living strategies that include
a focus on hypertension.”
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EXAMPLES OF CHWs’ CONTRIBUTIONS
TO AMBULATORY CARE SETTINGS

Community health workers complement
the roles of clinical professionals in ambu-
latory care by facilitating the mutual under-
standing of provider and patient, which can
lead to more efficient and accurate diag-
noses and greater cooperation in implement-
ing plans of care. Moreover, experience has
shown that CHWs can profoundly touch the
people they serve and make a real difference
in their day-to-day lives. We offer 2 illustrative
examples as follows:

®* In an urban area in Massachusetts, a
CHW working to support diabetes self-
management was successful in lower-
ing a patient’s Alc, increasing his under-
standing of how to manage his diabetes,
increasing his adherence to medication,
ensuring follow-up with specialists (podi-
atrist, eye doctor), and helping the pa-
tient improve his record keeping, diet,
and physical activity. When the patient
was diagnosed with cancer, this CHW,
based on her trusting relationship with
the patient, was able to explain an up-
coming surgical procedure and help alle-
viate the patient’s fears. In addition, she
was able to explain the preparation for
the procedure and accompany him to the
surgical facility. She also clarified his mis-
understanding and insecurity about lim-
itations on postsurgical visits by family
members (G. Hirsch, personal communi-
cation, December 18, 2010).

*In a small coastal community in
California, thousands of Spanish-speaking
residents work in nearby agricultural
fields. Two years ago, Vision y Compro-
miso (California’s statewide CHW asso-
ciation) enrolled a cohort of Spanish-
speaking community residents in its pro-
motora training, with a focus on asthma.
Eighteen graduating promotoras con-
ducted a strategic asthma education cam-
paign in partnership with an area clinic.
The clinic leadership was so pleased with
the contributions of the promotoras to in-
creased community education and part-

nerships that it integrated CHWs into
clinic areas that addressed other health
issues (M. Lemus, personal communica-
tion, December 19, 2010).

COMMUNITY HEALTH WORKERS AS AN
EMERGING OCCUPATION

Around the United States, CHWs are work-
ing to gain acceptance as a recognized occu-
pation. Four states (Indiana, Minnesota, Ohio,
and Texas) now have accepted standard def-
initions and qualifications for CHWs, and 1
of the 4 (Minnesota) has added CHWSs to its
list of providers eligible for Medicaid reim-
bursement (Rosenthal et al., 2010). As of this
writing, credentialing for CHWSs is under con-
sideration in a number of other states. The
US Department of Labor has established a
Standard Occupational Classification code for
CHWs (Bureau of Labor Statistics, 2010) as
of 2010, and in 2007 the National Uniform
Claim Committee added a CHW classification
for billing purposes. In 2010, a CHW (Lisa
Renee Holderby-Fox) was appointed to the
new National Healthcare Workforce Commis-
sion.

In addition, CHWs have formed profes-
sional associations in a number of states (see
CHW section list at http://www.apha.org)
(Brownstein et al., 2011). Durrell Fox, a found-
ing member of the Massachusetts Association
of Community Health Workers, has 20 years
of experience serving as a CHW in varied am-
bulatory care settings where he has worked
to find clients who have been lost to care;
to deliver medications, to assist with improv-
ing adherence to regimens; to provide refer-
rals to food, housing, legal and educational
programs, and resources; and to work gen-
erally to ensure that patients’ needs are met.
Fox shared, “The hospitals and health centers
I work at understand the value and impor-
tance of the CHW role in facilitating access to
needed, appropriate services and resources
for their patient populations.” In addition to
his direct service, Fox has played a significant
role in building CHW leadership and helping
to shape legislation and other policies aimed
at supporting CHWs. He shares his feeling that
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“CHWs are working together at state and na-
tional levels to define our scope of practice
and training standards. Our emerging national
association, the American Association of Com-
munity Health Workers, has developed a CHW
Code of Ethics and Core Values to help in pro-
moting, defining, and guiding our workforce”
(D. Fox, personal communication, December
18, 2010).

Community health workers can be in-
cluded as members of a variety of ambu-
latory health care teams. For example, the
patient-centered medical home/primary care
model has been identified as a model that
provides “accessible, comprehensive, family-
centered, coordinated, compassionate, and
culturally effective care.” Close ties to the
community, cultural competence, the engage-
ment of patients in disease self-management,
and continuity of communication between
provider and patient are essential compo-
nents of the model. Community health work-
ers are uniquely qualified to meet these re-
sponsibilities and to complement other mem-
bers of the health care delivery team, often
freeing up the valuable time of clinicians.
Furthermore, well-designed, evidence-based
studies have demonstrated not only that the
efforts of CHWs have significant impacts on
patient behavior and outcomes but also that
nurse-CHW teams are especially effective in
significantly improving patient outcomes for
diabetes and hypertension control in ambula-
tory care settings (Becker et al., 2005; Gary
et al., 2003; Gary et al., 2004).

HOW CAN PROVIDERS INTEGRATE
CHWs INTO THE DELIVERY OF
AMBULATORY CARE?

Recruiting CHWs

Recruitment of CHWs should be based on
the characteristics and attributes that CHWs
can bring to their jobs, as follows: a desire
to help the community; an ability to com-
municate with people; an outgoing personal-
ity; the respect of other community members;
plans to remain in the area; and having a rep-
utation as a natural leader in the community
(Centers for Disease Control and Prevention,

2011). Some programs seek potential CHW's
among community members or clinic patients
who are in recovery or who are living suc-
cessfully with chronic diseases. Community
health workers are recruited through both for-
mal and informal channels; in addition to pub-
lishing openings for jobs and distributing no-
tices in the community, networking through
CHW associations, local businesses, and faith
communities can be extremely helpful. Am-
bulatory care providers may also consider re-
cruiting their own current frontline staff, such
as receptionists, who are often hired from
the local community and may have the de-
sired attributes, and supporting their training
as CHWs (A. Herman, personal communica-
tion, December 19, 2010).

In addition to on-the-job training, entry-
level CHWs should receive core training in
areas such as interpersonal communications,
outreach strategies, patient confidentiality,
and collecting patient data. Basic training pro-
grams are often provided by local CHW train-
ing centers, community and technical col-
leges (see http://www.chw-nec.org), clinics,
and hospitals, community-based organiza-
tions, religious institutions, state and local
health departments, and Area Health Educa-
tion Centers.

Supervising CHWs

Identifying a capable supervisor for the
CHWs hired by the organization is an
important first step. This role should not be
underestimated in terms of its challenges;
it takes commitment and understanding.
A supervisor—typically a physician, nurse,
health educator, social worker, case manager,
or a senior, experienced CHW--should over-
see recruitment, training, and evaluation ef-
forts in addition to providing day-to-day super-
vision. The supervisor should help the CHWs
manage their client loads and provide ongoing
education, support, and job coaching.

Administrators and direct supervisors of
CHWs can benefit from specific orienta-
tion and training about CHWSs to help them
realize the benefits of the full scope of
CHW practice, and to avoid inappropriate
use of their services (Baruck et al., 2009). A



216 JOURNAL OF AMBULATORY CARE MANAGEMENT/JULY-SEPTEMBER 2011

variety of supervisory issues may arise in lead-
ing any health program; we now outline some
of the unique challenges linked to leading
CHWs (Rosenthal, 2005). One recurring issue
is that CHWs are often called on to do med-
ical interpretation even though many have
not been formally trained in medical inter-
pretation. Also, CHWs may be participating
in the paid workforce or a structured pro-
gram for the first time and may be unfamil-
iar with, and need to learn how to adapt to,
the daily demands of work within an organiza-
tion; given this, the supervisor’s job coaching
role becomes important. In addition, CHWs
often face many of the same day-to-day per-
sonal challenges faced by those they serve,
so they may need an extra measure of under-
standing and support from their supervisors.
Community health workers’ familiarity with
the community makes them empathetic and
gives them exceptional skill and insight when
working with clients; however, supervisors
may at times be called upon to strategize with
CHWs about how to address client issues.
Supervisors can facilitate teamwork between
CHWs and other clinic-based staff members,
especially for field-based CHWs who may have
limited daily contact with other staff. Supervi-
sors can foster CHWs’ regular participation in
staff meetings and build open and accessible
communication channels. Finally, CHWs are
often subject to burnout because they assist
community clients when they are “off duty”;
supervisors need to support CHWs in under-
standing their scope of practice and in cre-
ating appropriate boundaries between work
and personal roles in the community.

Recommendations from a recent report

(Baruck et al., 2009) that studied the integra-
tion of CHWs into chronic disease manage-
ment teams include the following:

* Continue to provide training opportuni-
ties for CHWs and their supervisors;

* Enhance opportunities for CHWs to meet
regularly, either in person or via tele-
phone or internet;

* Increase efforts to have CHW supervisors
monitor activities of CHWs in terms of
setting boundaries, providing continuous
performance feedback, and coaching;

* Ensure that CHW supervisors have train-
ing in the roles and responsibilities of
CHWs as well as in techniques to support
CHWs.

THE DISTINCTIVE ROLE OF CHWs IN
MULTIDISCIPLINARY TEAMS: TIPS FOR A
GOOD WORKING ENVIRONMENT

Although CHWSs perform multiple activi-
ties and bring many skills and assets to their
work, they are not clinical or social welfare
experts, and thus understanding the comple-
mentary role they play to other health care
providers is essential for everyone on the
care teams. Providers, managers, and supervi-
sors should provide a working environment in
which CHW:s feel respected as individuals and
esteemed for their competence within their
communities (Wilson et al., 1998). Care teams
should capitalize on CHWSs’ unique strengths
as connectors, facilitators, and advocates and
rely on their deep understanding of the so-
cial and cultural contexts of patients’ lives
to improve provider-patient communication.
There is also a need for effective communi-
cation protocols in the working environment
that routinely keep CHWs informed of pro-
gram results, encourage information sharing,
and foster team building and mentoring of
CHW:s by other staff members (Wilson et al.,
1998). After initial orientation has been com-
pleted, providing specific training and oppor-
tunities for continuing education is essential
(Wilson et al., 1998).

Standard operating procedures that help
CHWs to excel in their jobs should be
people-centered. In all cases, a people-
centered approach should be taken to the
guidance of CHWs in the work setting. Thus,
the skills of these valuable workers should be
matched to appropriate tasks, and they should
be offered flexible work schedules. In addi-
tion, they should be encouraged to set individ-
ual goals and offered opportunities for leader-
ship whenever possible (Wilson et al., 1998).
Important scope-of-work elements include
clear expectations, meaningful work, a fair
workload to prevent burnout, clear standards
for performance with well-defined job de-
scriptions, and opportunity for development
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and advancement for those CHWs who desire
it (Wilson et al., 1998). Unfortunately, CHWs
are sometimes assigned tasks that are beyond
the scope of their job and/or their skill set be-
cause of shortages of clinical or administrative
personnel.

COMMUNITY HEALTH WORKER
RESEARCH AND PROGRAM
LIMITATIONS AND GAPS

It is important to acknowledge that the
CHW field is naturally evolving and there
is much yet to be learned. Reviews of re-
search studies note various limitations and
weaknesses as follows: heterogeneous study
designs, variable quality, potential threats
to internal and external validity, and rel-
atively short interventions, which may af-
fect the applicability of results to other set-
tings or populations; more rigorous interven-
tions and program evaluations are needed
(Brownstein et al., 2007; Lewin et al., 2005;
Norris et al., 2006; Rosenthal et al., 2008).
Relevant details are often not provided
about education of the CHWs, their expe-
rience, training, supervision, evaluation, or
their attrition rates (Brownstein et al., 2007,
Norris et al., 2006), and this makes it diffi-
cult to assess the link between CHW training
and support and patient outcomes (Lewin
et al., 2005; Viswanathan et al., 2009). Future
studies should better describe these features.
Brownson and Heisler (2009) suggest that sys-
tematic assessments be conducted to deter-
mine how best to identify and recruit CHW,
provide them with support and oversight, and
create opportunities for their development.

Few incentives exist for those involved in
programs that include CHWSs but are not re-
search or demonstration projects to publish
details of the implementation of these pro-
grams or evaluations of the results obtained.
Details of additional projects involving CHWs
and documentation by the program manage-
ment of how CHWs influence patients lever-
age the effectiveness of providers, and link pa-
tients with different components of the health
care system and with community resources,
will fill gaps in current knowledge. Data on

the perceptions of providers, the expecta-
tions of CHWs, and patients’ expectations and
satisfaction with CHW services would be in-
valuable (Brownstein, 2008); all of this will
help inform the incorporation of CHWs into
health care teams and medical homes.

To date, very few studies have dealt with
the cost-effectiveness of CHW interventions
(Brownson and Heisler, 2009; Brownstein
et al., 2005; Brownstein et al., 2007; Health
Resources and Services Administration, 2007;
Lewin et al.,, 2005; Norris et al., 2000).
Clearly, health care and other organiza-
tions are concerned about cost savings
and cost-effectiveness; making the business
case for CHWs, especially as it relates to
patients’ self-disease management, will re-
quire such data (Brownson and Heisler,
2009; Brownstein et al., 2005; Brownstein
et al., 2007; Rosenthal et al., 2008).

Fortunately, a few states are making
progress toward implementing comprehen-
sive policy changes (including financing
mechanisms to provide sustainable employ-
ment for CHW services, occupational regu-
lation, workforce development, and guide-
lines for research and program evaluation)
(Rosenthal et al., 2010), and a number of other
states are following suit.

CONCLUSIONS

The Institute for Healthcare Improvement
states, “Engaging with patients on a more
personal level, and supporting them to help
manage their own care, can have a dramatic
effect on the experience of patients and
the satisfaction of the entire team” (Institute
for Healthcare Improvement, 2010). Commu-
nity health workers have a natural place in
medical (health) homes, working with other
members of the care team to improve the
satisfaction of both providers and patients
and to deliver more effective care. In Mas-
sachusetts, in announcing an invitation to 46
primary care practices to participate in the
state’s Patient-Centered Medical Home Initia-
tive in 2010, Dr JudyAnn Bigby, Secretary of
Health and Human Services in Massachusetts,
noted that the project “recognizes the value
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of having . . . community health workers. . . as
members of the medical home team” (Bigby,
2010).

Physician and scholar Allen Herman, who
has worked with CHWSs in many countries,
has described the CHW as, “. .. an indispens-
able member of the primary health care team
in a well-run practice. The CHW is the con-
nector linking patients to practices and physi-
cians and others to the community. .. This
practice could enhance ambulatory care per-
formance” (A. Herman, personal communica-
tion, December 19, 2010).

Community health workers have the poten-
tial to contribute to the “triple aim” (Berwick
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et al., 2008) of improving the experience of
care, improving the health of populations, and
reducing per capita costs of health care in the
United States. The engagement of CHWs as
members of multidisciplinary care teams with
physicians, nurses, health educators, pharma-
cists, case managers, and social workers can
help in reducing the frustrations of providers
as they face the challenges of improving pa-
tient outcomes in a coordinated way. Commu-
nity health workers perform a valuable service
by assisting patients in overcoming personal
and system barriers and in controlling chronic
conditions and diseases and their costly health
consequences.
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