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KEY POINTS
 Evidence supports the positive impact of community health workers (CHWs) on some pediatric health care outcomes.
 Opportunities for continued integration of CHWs into the pediatric health care delivery
system are expanding.
 Continued rigorous research demonstrating reduction in health care disparities and
improved health outcomes is warranted.

INTRODUCTION

Community health workers (CHWs) create connections between health care systems,
local community residents, and community-based organizations to increase health
care access, promote appropriate levels of care utilization, and improve health outcomes for individuals and populations. In the United States, CHWs are defined as
“frontline public health workers who are trusted members of and/or have an unusually
close understanding of the community they serve.”1 CHWs often focus on reaching
socially and economically disadvantaged groups and bridging cultural divides between patients, communities, health care providers, and health care systems.2–4
CHWs also engage in policy advocacy5,6 and community-based research7 aimed at
improving conditions necessary for health.
Ideally, a bidirectional flow of knowledge and resources enables CHWs and health
systems to improve how health care services are delivered to specific populations.
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Abbreviations
CHR
CHW
FHW
LHW
PN
PS

Community Health Representative
Community Health Worker
Frontline Health Worker
Lay Health Worker
Patient Navigator
Promotoras

Knowledge of local health beliefs and practices can contribute to the development of
culturally relevant health care service delivery. In addition, CHWs’ perspectives
regarding community-level assets and needs can inform the structure of responsive,
patient- and community-centered medical homes.8,9
Variation exists in the level and type of training that CHWs receive.10 Job titles and
roles also differ across settings.11 A 2002 integrative literature review reported evidence of CHW effectiveness in increasing access to care, particularly among underserved populations.12 A more recent systematic review found mixed evidence
demonstrating the impact of CHW interventions on behavior change and health outcomes and low to moderate strength of evidence regarding health care utilization.
The authors concluded that more rigorous research is needed.13 A systematic review
of lay health worker interventions in pediatric chronic disease concluded modest
improvement in urgent care use, symptoms, and caregiver quality of life.14 No reviews
were located that focused specifically on the comparative effectiveness of pediatric
CHW interventions across ethnic groups or geographic settings. However, selected
studies in the United States have reported that programs using some variation of a
CHW increased public insurance enrollment and insurance continuity for Latino children,15 improved childcare knowledge among American Indian adolescent mothers,16
and demonstrated the potential to impact early caries prevention among American Indian and Alaska Native children.17 Improved breastfeeding initiation and exclusivity,
childhood immunization rates, and pulmonary tuberculosis cure rates as compared
with usual care have been reported in the international literature.18 Less convincing
evidence for the impact of lay health worker interventions on child morbidity and increases in pediatric health care seeking behavior were reported.18 A qualitative review
of barriers and facilitators to lay health worker program implementation found that
trusting relationships between lay health workers and participants are a hallmark of
program strength.19
HISTORICAL PERSPECTIVE

CHWs were recognized as critical to the success of the primary health care system by
the World Health Organizations’ Alma-Ata declaration in 1978. To achieve optimal
population health, the declaration emphasized the importance of “bringing health
care as close as possible to where people live and work.”20 Thus, investing in
CHWs emerged as a key strategy. Although the initial implementation emphasis
focused on low- to moderate-income countries, acknowledgment of the importance
of CHWs in the primary health care system spread across the globe.
Before the formal recognition of Alma-Ata, CHWs served in a range of formal and
informal caregiving roles, defined by local needs, culture, and law. Health promotion
roles for natural helpers are traced back at least 300 years.21 In China, “barefoot doctors” were deployed to rural areas to improve health in the 1940s.21 In Mexico and
Latin America, “promotores de salud” have provided health-related services for
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decades. Importantly, other nations including Cuba and Iran have long invested in systems that link local health councils, CHWs and facility-based care.22,23
Community Health Workers in the United States

Between 1966 and 2006, significant progress in CHW workforce development
occurred in the United States.21 Initial community health work programs focused
on addressing poverty, social problems, and their relationship to health. By the early
1970s, CHWs were used in short-term public and privately funded special projects,
such as the Resource Mothers curriculum for CHWs developed by the Virginia Task
Force on Infant Mortality.21 State and federal initiatives to incorporate CHWs
emerged in the 1990s. In 1992, the Arizona Department of Health Services received
state general funds to implement the Health Start Program, which continues to use
CHWs to educate, support, and advocate for pregnant/postpartum women and their
families.24
By the end of the 1990s, state legislation calling for study of training standards and
certification of CHWs was passed in Texas, followed by legislation authorizing a CHW
certification program in Ohio in 2003.21 The Patient Navigator Outreach and Chronic
Disease Prevention Act passed in 2005, codified a specific role for CHWs in the US
health care delivery system.25
The Patient Protection and Affordable Care Act (ACA) provides increased policylevel support for the community health workforce in the United States.26 The law
allows services provided by CHWs to be reimbursed by Medicaid under specific conditions; grant funding for CHWs through the ACA is earmarked for outreach to medically underserved communities, health behavior promotion, health insurance
enrollment, home visitation for maternal and child health, and referral to health care
and community-based resources.27
TRAINING AND CERTIFICATION

Federal labor policy recognizes and tracks the CHW workforce. Duties are related
broadly to outreach, support, informal counseling, and referral to improve health.28
In 2013, the Bureau of Labor Statistics estimated that 45,800 individuals were
employed as CHWs nationally. States with the highest employment level for the occupation included California, Texas, Illinois, New York, and Florida. The median hourly
wage reported in 2013 was $16.64, and CHWs were employed in a variety of settings
including individual and family services, local government, and outpatient care centers. Some workforce studies estimate that between 25% and 35% of CHWs are volunteers, suggesting that a greater number of individuals function in this capacity.29
Some states have legislated training and certification standards for CHW practice.10
Qualitative data reported by Kash and colleagues10 indicates that the impetus for
CHW training and certification initiatives grew from recognition of unmet needs among
cultural, economic, or geographic populations. Well-organized networks of CHWs are
involved in advocacy for the profession, and for the people and communities they
serve. Other states are less formalized. Training is offered via a variety of venues
including community colleges, area health education centers, and workforce development agencies. Local nonprofit organizations and academic researchers also develop
training specific to the health concern identified. Variation in criteria for selecting
CHWs, and in the length and content of training impedes comparison of outcomes
across studies.11 O’Brien and colleagues11 report that only 41% of intervention
studies using CHWs described selection criteria for CHWs, and 59% included
description of CHW training.

1315

1316

Johnson & Gunn

Debate regarding the benefits and potential negative impacts of formalized training
and certification continues. Formalized training runs the risk of sapping CHWs of the
interpersonal qualities that have been identified as necessary for success, such as
empathy, warmth, nonjudgment, and acceptance. In health care professions, it is
well-documented that as formal education proceeds future health care providers report
declines in empathy over time.30,31 Exposure to the culture of medicine and development of an “insider” identity for CHWs may increase the potential for explicit and implicit
bias toward marginalized social groups, despite shared identity. Provider bias can be a
contributing factor to health care disparities.32 Thus, although integration of CHW as
members of the health care team is recommended specifically as an important strategy
to address health care disparities,33 continued attention to the potential for unintended
negative consequences of professionalization is warranted.
EVIDENCE OF EFFECTIVENESS
Facilitating Access to Health Care: Patient Navigators

Patient navigators (PN) help to facilitate successful progression through the health
care delivery system, to achieve optimal outcomes.34 Early PN interventions focused
on reducing social disparities in cancer outcomes among adult women. Evidence for
PN effectiveness with pediatric populations is emerging. Szilagyi and colleagues35 reported increased preventive care visits and immunization rates among an urban
adolescent, largely low-income population, using a PN intervention. Hambidge and
colleagues36 used master’s level PNs who lived in the predominantly Spanishspeaking urban community being served to deliver a tiered intervention aimed at
increasing pediatric immunization and well-child visits. Improvements in public insurance enrollment and underimmunization in the first 15 months of life were achieved.
Conversely, Schuster and colleagues37 reported no improvement in well-child care
visits for low-income African-American children using a case management/home
visiting intervention. Of note, the case managers and home visitors were experienced,
had college degrees or more, and were described as African American. They were
trained and tasked to address barriers to access by providing health education and
advocacy, but did not have direct access to resources within a health care system.
The authors do not discuss interpersonal qualities related to trust building, which
are often cited as critical for success in typical PN interventions.
Improving Health Care Quality and Outcomes by Community Health Workers

Well-child care redesign research indicates that adding nonmedical providers to the
health care team has the potential to improve the experience and outcomes of low
income-children and caregivers with developmental and behavioral concerns.38
Farber39 reported that incorporation into the well-child care of bilingual, collegeeducated parent coaches with specific training in parent–child interaction resulted
in positive developmental outcomes. Brown and colleagues40 provided brief communication training to bilingual, paraprofessional medical assistants to improve identification of mental health concerns in a pediatric primary care setting. Improvement in
parents’ perceptions of care and willingness to discuss mental health concerns was
reported. No studies specifically focused on CHWs addressing emotional and behavioral concerns in the pediatric primary care setting were located. However, Wissow
and colleagues41 tested a common factors approach, which emphasized a range of
relationship-based factors associated with child and adolescent mental health outcomes. Children of color randomized to pediatric primary care providers trained in
these skills experienced significant decreases in impairment as measured by the
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Strengths and Difficulties Questionnaire, a brief validated measure of emotional and
behavioral problems in children. Of note, the common factors model specifically
scopes a role for paraprofessionals. Recommendations related to practice organization highlight recruitment of “aides” from the community served by the practice.
Although the authors do not use the CHW job title, the job description mirrors the responsibilities often associated with CHW roles. Key functions include “creating expectations about care, influencing the kinds of concerns for which patients seek help, and
supporting patients in carrying out treatment recommendations.”41
Lessons learned from efforts to incorporate CHWs in the adult primary care setting
can inform efforts to improve management of emotional and behavioral disorders in
pediatric care. Waitzkin and colleagues42 tested a collaborative model of depression
care, pairing promotoras who focused on social and contextual influences, with primary care providers. No significant differences between the promotora-enhanced
intervention and control group were found. However, qualitative data indicated strong
agreement across primary care physicians, administrators, and nonprofessional support staff regarding the value of the promotoras. Challenges to implementation of a
clinic-based promotora intervention included identifying adequate space, primary
care physician and promotora turnover, and balancing multiple workplace demands.43
Stronger results from CHW interventions are reported for physical health outcomes.
A 2009 systematic review by Postma and colleagues44 of CHW interventions for children with asthma indicated consistent positive outcomes. In a sample of low-income,
ethnically diverse pediatric patients, home-based asthma self-management delivered
by CHWs combined with clinic-based nurse education resulted in better self-reported
caretaker quality of life and more patient’s symptom-free days, compared with only
clinic-based care.45 Study authors concluded that CHWs were successful in promoting effective asthma-related behavior changes because trusting relationships with
families built on shared experiences and community identity. Margellos-Anast and
colleagues46 also reported significant improvement in asthma control and caregiver
quality of life resulting from a CHW health education intervention delivered to
African-American children and caregivers living in low-income communities. Authors
noted that selection criteria for CHWs emphasized the importance of having a “cultural
connection” to the target communities, and passion for positively impacting the health
of neighborhood residents. Prior disease specific experience or knowledge was not
necessary.
Community Health Workers Enable Culturally Relevant Medical Care Through PatientCentered Medical Homes and Accountable Care Organizations

CHWs who may share experiences, language, and culture can be well-equipped to
help patient families (particularly those with complex conditions) coordinate care
across health care delivery systems in patient-centric and culturally effective ways,
critical attributes of the patient-centered medical home (PCMH).47 Pediatric health
systems now appreciate the benefits of a “medical home” for patients, and the ACA
incentivizes the development of patient centered medical homes.48 The Agency for
Healthcare Research and Quality describes 5 attributes and functions of the PCMH:
(1) comprehensive care, (2) patient centered, (3) coordinated, (4) accessible services,
and (5) quality and safety.49 The American Academy of Pediatrics promotes a slightly
expanded definition of medical home for the pediatric population, which includes care
that is accessible, continuous, comprehensive, patient- and family-centered, coordinated, compassionate, and culturally effective.50 Each definition acknowledges the influence of myriad factors on health outcomes – including individual factors, the
influence of family norms and behaviors, access to health systems, the influence of
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communities, and larger societal and global influences – and the PCMH’s role in facilitating health across all domains (Fig. 1).51 A population-based model of patientcentered care recognizes that physicians and patients each bring cultural experience
and values into the care process. In many cases, the lived experience of providers and
patients is vastly different. To facilitate the provision of comprehensive, patientcentered care that meaningfully engages patients in ways that respect their unique
needs, culture, values, and family norms, PCMHs may effectively incorporate CHWs
as a component of the care delivery team.47
Financial Impact of Community Health Workers

The cost effectiveness of CHWs has been explored in many different settings including
in the emergency department,52 and as extensions of primary care in the United States
and abroad to increase access to care and manage chronic conditions.53–56 However,
there are few studies assessing the cost effectiveness of CHWs serving a pediatric
population in the United States. Many well-designed analyses of CHW programs for
pediatric populations in the United States have focused on asthma-based interventions, and few of these included some cost analysis.57–60 A high-intensity, CHW-based
intervention to decrease exposure to indoor asthma triggers in Seattle-King County
projected a 4-year net savings of $189 to $721 per participant relative to a lowintensity group.57 Study authors estimated that if the reductions in urgent care costs
persisted among the high-intensity group, the potential savings per child could range
from $1316 to $1849 discounted at 3% per year. Similarly, a crossover study of a

Fig. 1. Medical College of Wisconsin population-based model of a patient-centered care.
(From Meurer LN, Young SA, Meurer JR, et al. The urban and community health pathway:
preparing socially responsive physicians through community-engaged learning. Am J Prev
Med 2011;41(4S3):S228–36; with permission.)
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home-based environmental asthma management intervention delivered by lay health
workers resulted in significant decreases in asthma-related emergency department
visits and inpatient stays, at a relatively low per-family cost of $450 to $500.58 A
cost analysis of a community-based asthma management initiative in Boston showed
an adjusted return on investment of 1.33 after controlling for changes in a comparison
population, and a social return on investment of 1.85, which accounted for improvements in missed school and missed work days60 (Box 1).
A community-based pediatric asthma initiative provided by outreach workers in
Tacoma, Washington, resulted in significant improvements in caregiver quality of
life, completed asthma management plans, and self-reported asthma hospitalizations.
A formal cost-effectiveness analysis was not performed owing to the self-reported nature of health care utilization; however, study authors opined that – based on the estimated $840 cost per hospitalization day (in 2002 dollars), and the average program
cost of $200 per family – the reported reduction in hospitalizations suggested that
the intervention could decrease overall health care costs.59 Although target populations for CHW-based interventions and outcome measures often differ, a systematic
review of the economic value of home-based interventions to improve asthma
morbidity concluded that the benefits of such programs – including interventions delivered by CHWs – exceeded the program costs.62
CHALLENGES AND FUTURE MODELS
Expanded Scope from a Disease Focus to Include Social Influences on Health
Outcomes

As insurers and consumers in the United States are beginning to hold health care delivery systems accountable for population-based outcomes, providers are exploring
ways to address social influences on health outcomes. Public health data have long
demonstrated that health-related behaviors and environmental, cultural, and social influences impact population health outcomes collectively more than the actual delivery
of health care services63,64 (Fig. 2).

Box 1
Case study 1: Community health workers in community-based asthma management at
Children’s Hospital of Boston
Since 2005, the Community Asthma Initiative (CAI) of Boston Children’s Hospital has used community health workers (CHWs), along with nurse case managers, to deploy a community-based
asthma initiative to improve disease management.60 CHWs conduct a series of home visits with
enrolled children, educate families on asthma prevention and treatment (including identifying
asthma triggers such as pests, dust, smoke, and mold), and provide demonstrations on how to
reduce or eliminate exposure to specific triggers. CHWs provide families with supplies to
address environmental triggers, such as pillow covers, plastic storage bins, and HEPA vacuum
cleaners, and also facilitate family connection with local home inspectors to ensure that landlords address environmental hazards, such as leaking pipes or pests, which can exacerbate
asthma. The CAI is a partnership between families of children with asthma, CHWs, primary
care providers, schools, and community-based organizations to ensure that children with
asthma receive the appropriate interventions to improve asthma outcomes. An evaluation of
the CAI demonstrated significant decreases in asthma-related emergency department visits,
hospitalizations, patient missed school days, parent missed work days, and limitations of physical activity owing to asthma.61
Data from Woods ER, Bhaumik U, Sommer SJ, et al. Community asthma initiative: evaluation of
a quality improvement program for comprehensive asthma care. Pediatrics 2012;129(3):465–72.
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Fig. 2. Determinants of health. CHW, community health worker. (Courtesy of Children’s Hospital and Health System of Wisconsin, Milwaukee, WI; with permission; and Data from
McGinnis JM, Williams-Russo P, Knickman JR. The case for more active policy attention to
health promotion. Health Aff (Millwood) 2002;21(2):78–93.)

These findings are consistent with the population-based model of patient centered
care, and the social ecological model of health. Each model acknowledges the influence of multiple determinants of health, including family norms and beliefs, community
influences, and the influence of larger society. These factors are particularly relevant
for a pediatric population that depends on adults to meet basic needs, and who typically learn health behaviors from influential adults.
As such, efforts to improve pediatric health outcomes must address the social determinants of health in culturally and socially acceptable ways.64 Goepp and colleagues65 uncovered powerful psychosocial factors driving low-acuity pediatric
emergency department utilization using a participatory ethnographic research
approach. CHWs were instrumental in identifying deterrents to primary care utilization
that were previously misunderstood as willful abuse of the system. The incorporation
of CHWs into a care delivery team may remove barriers to care that impede improvements in child health outcomes. The Community Rx program being piloted in Chicago
links patients with an e-prescription for social support services in their community and
a CHW who facilitates communication between the patient, community-based service, and clinic provider.66 Although the CHW role in pediatric health service delivery
has been focused historically on disease management, there may be an important role
for CHWs to support development of caregiver skills to address social influences on
health outcomes. Pediatric health systems investing in efforts to address the social
determinants of health can consider training CHWs in individual-level capacity
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building and change management techniques, such as motivational interviewing, to
facilitate sustainable behavior change among pediatric patient families (Box 2).
Use of Community Health Workers as a Component of the Care Delivery Team

Efforts to formalize the use of CHWs to improve the continuity and coordination of care
between health care delivery infrastructures (ie, between hospitals and primary care
settings) have met with mixed success to date. Burns and colleagues70 described a
hospital-based quality improvement initiative that used in-person and telephonic support by CHWs to decrease readmission rates among an adult population at high risk of
readmission. Although the intervention patients had lower readmission rates
compared with usual care, there was no improvement in follow-up with a primary
care provider among the intervention patients, and the decrease in readmissions
did not attain significance. Importantly, the authors described several challenges to
CHWs implementation of the improvement, including inconsistent notification of
CHWs of an eligible patient before discharge and CHWs not having ready access to
information regarding patient appointments. In contrast, the Camden Coalition of
Healthcare Providers has effectively used CHWs as integral members of the care delivery team to facilitate understanding of chronic health conditions, support health

Box 2
Case study 2: Community health workers addressing social determinants of health outcomes
as a component of primary care services at Children’s Hospital of Wisconsin
Children’s Hospital of Wisconsin uses community health navigators as part of a comprehensive,
capacity-building initiative to improve the health of communities in which children live, learn,
and grow. The navigators, trusted residents of the communities in which they work, use a
strengths-based approach to caregiver skill building to enable caregivers to successfully address
social influences on health outcomes. The models that inform navigator training include Prochaska’s transtheoretical (Stages of Change) model,67 social cognitive theory,68 and the health
belief model.69 Lucy’s story is illustrative of the way Children’s Hospital of Wisconsin’s navigators serve as a critical extension of the care delivery team whose focus on social determinants of
health provides an important complement to the clinical services, and enables a comprehensive
approach to health.
Lucy is an 8-year-old girl with a history of poorly controlled type I diabetes mellitus, who has
been hospitalized multiple times for diabetic ketoacidosis. Lucy and her mother have worked
with clinicians in the Children’s Hospital Diabetes Clinic and with her Children’s Medical Group
primary care pediatrician to manager her disease. After several months of sporadically
attended clinic appointments at which Lucy’s blood sugar readings were frequently elevated,
Lucy’s pediatrician became concerned that Lucy’s mother may have low health literacy, and
engaged the community health navigator who serves Lucy’s neighborhood. The navigator
met Lucy and her mother at their residence, and learned that they were effectively homeless,
moving from willing friend or family member as able, and squatting in abandoned buildings
when they could not stay with friends. As a result, they were often without electricity. Insulin
must be refrigerated to maintain its effectiveness, and Lucy often was without electricity (much
less a refrigerator), making it impossible to manage her diabetes well. The community health
navigator worked with Lucy’s mother in a capacity-building manner, assessing her familiarity
with housing resources and comfort in completing the application process, even engaging in
role play to facilitate her readiness to change and to build her confidence in navigating the
often intimidating process for securing housing and energy assistance utility relief. After working with the navigator, Lucy’s mother was able to secure stable housing with appliances and
utilities. In addition, the diabetes clinic staff, primary care provider, and community health
navigator all worked collaboratively to support Lucy and her mother in effectively managing
her diabetes.
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behavior change, and keep patients connected with their primary care providers,
reducing the need for higher acuity health care settings, and ultimately decreasing
the total cost of care.71
Inclusion of CHWs as an integral member of a care delivery team requires buy-in
from providers and staff alike for success, although not all health care professionals
perceive the value of CHWs in improving health outcomes. Mobula and colleagues72
demonstrated that primary care providers and clinic staff with greater cultural competence, preparedness, and motivation were more likely to perceive CHWs as helpful in
reducing health care disparities. Attention to building organizational cultural competency may be needed to successfully implement team-based care. Effectively leveraged, CHWs’ knowledge of local assets and credibility within the community could
facilitate an enhanced relationship among patients and provider care teams. This in
turn, could foster greater provider appreciation for the relevance of CHWs, resulting
in improvement of internal cultural competencies.
Practice Considerations

Health care systems will need to consider a variety of factors when incorporating
CHWs in the care delivery team (Box 3). Roles among team members will need to
be clarified, ensuring that all team members are enabled to practice at the top of their
license or training (because CHWs are not always licensed). Discussions regarding
scope of practice can often create tension among provider groups, and may be particularly challenging when incorporating nonlicensed team members into the care delivery continuum. Systems that acknowledge and appreciate the value of CHWs in
effectively engaging patients and families in unique ways that are cost effective and
result in improved outcomes will be willing to work through these difficult conversations. Sargeant and colleagues73 describe 5 elements of interprofessional primary
care teamwork related to effectiveness – understanding and respect of roles, awareness that team building requires effort, understanding primary care principles, practical “know how,” and communication. Findings from Solheim and colleagues74
emphasize that effective primary health care practice requires attentiveness to community complexity, and the capacity to integrate perspectives from individuals and
families. CHWs are a logical conduit for bidirectional flow of information to and from
the health care delivery system. When CHWs are incorporated into a care delivery
team to enable local and authentic means of supporting patient families in community
and home-based health improvement, providers should recognize that differences in
vernacular and style of engagement may exist. Misunderstanding and distrust among
the care delivery team can occur. Clear role definition, frequent opportunities for
collaboration, training in cultural humility,75 and development of operational structures
Box 3
Practice considerations for integrating community health workers
 Create culture supportive of community health workers (CHW) role in care delivery team.
 Define CHW role (eg, health education, access, clinical support, etc) and associated workflow
adjustments among care team.
 Determine training required for CHWs.
 Establish metrics of CHW effectiveness.
 Develop mechanism for CHW documentation in the electronic health record.
 Implement mechanism to bill for CHW services.
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to facilitate information exchange and validation will be instrumental in developing an
effective care continuum.
An important enabler to meaningfully use CHWs as members of a care delivery team
is developing means of including CHW documentation in the electronic health record.
Because US health care delivery systems historically were not established to manage
population health, electronic health records have not typically been designed to document social determinants of health and the interventions used by health care systems
to address them.76 Documentation in the medical record helps to ensure clear
communication among care delivery team members, and may be necessary to secure
reimbursement for CHWs service. However, practical, ethical, and legal considerations regarding documentation in the medical record require careful attention.
Despite these challenges, some systems have enabled CHWs to effectively leverage
their EHRs to meet patient needs and document progress toward goals. The Heart of
TX Community Health Center has enabled CHWs to use reports from their electronic
health record to recall diabetic patients due for examinations.77 The Children’s Hospital of Wisconsin’s employed CHWs receive referrals from primary care providers,
school nurses, inpatient providers, and other colleagues within the system, and are
working to formalize this referral process in the electronic health record (Gunn VL,
personal communication, January 12, 2015). Other barriers to integrating CHWs into
the care delivery team include lack of clarity in mechanisms for reimbursement for
services, and lack of metrics to measure CHW contribution to improving health
outcomes, enhancing the quality of care and decreasing the total cost of care.78
Outcomes from policy- and systems-level approaches implemented in Massachusetts are beginning to emerge; early signs of success related to sustaining the CHW
workforce through recognition, training, and funding are reported.79 Texas advanced
Medicaid policy to formally include CHWs as members of the health care team. Minnesota has established a comprehensive infrastructure, and enacted policy that allows Medicaid reimbursement for CHWs who complete certification and serve
under approved supervisory staff in the primary care setting.80 Several other states
have enacted policy relative to CHW scope of practice, training, and certification.10
Health care systems and providers can benefit from lessons learned thus far, and proceed with more informed implementation. Continued attention to recruitment, training,
and supervision criteria is warranted to achieve improved health outcomes and cost
effectiveness. Consideration of potential roles for CHWs along the prevention and
health promotion continuum may complement the contributions that CHWs make to
chronic disease management. The CHW workforce in pediatric patient-centered
medical homes could be used to promote physical activity, fresh fruit and vegetable
consumption, literacy, and positive parenting skills, among other strategies to positively impact the health of the population.
SUMMARY

CHWs are increasingly recognized as key to local and national efforts aimed at
reducing health care disparities and advancing health equity. For decades, CHWs
have been important components of health care service delivery to vulnerable and underserved populations throughout the world. CHWs have demonstrated ability to
improve access to health care, facilitate care coordination, and support improved
health outcomes; and have shown a reduction in health care costs and increases in
quality of living. Recent federal policies clarifying reimbursable services by CHWs
and the development of several evidence-based CHW interventions to improve pediatric health outcomes create a favorable environment for pediatric systems to
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thoughtfully incorporate CHWs into the health care continuum. Continued rigorous
research demonstrating reduction in health care disparities and improved health outcomes is warranted.
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