Indiana Community Health Worker Scope of Practice

The purpose of this document is to define the profession of community health worker (CHW) by its scope of practice. This document describes activities that are within the expertise of the profession. This Scope of Practice statement is intended for use by CHWs, their respective employers and payers, and the general public. It serves as a reference for issues of service delivery, third-party reimbursement, legislation, consumer education, regulatory action, state and professional certification. The document is not intended to be an exhaustive list of contributions that CHWs make. Rather, it is a broad statement of professional practice. Periodic updating of any scope of practice statement is necessary as evidence based practices are refined.

Based on findings from the Indiana Community Health Worker Workforce Survey (2012), a comprehensive literature review of best practices and input from CHWs and their respective stakeholders the following roles, competencies and skills are advised.

Scope of Practice

Definition

The State of Indiana recognizes that American Public Health Association’s definition of a CHW.

The CHW is a frontline public health worker who is a trusted member of and/or has an unusually close understanding of the community served. This trusting relationship enables the CHW to serve as a liaison/link/intermediary between health/social services and the community to facilitate access to services and improve the quality and cultural competence of service delivery.

Common Titles

Abuse Counselor

Access Worker

Adult Case Manager 

Assistor

Case Coordinator 

Certified Recovery Specialist Community Coordinator Community Counselor Community Health Advisor Community Health Educator Community Health  

    Representative

Community Liaison

Community Organizer Community Outreach Manager

Community Outreach Worker Community Social Worker Discharge Planner 

Family Advocate

Family Education Coordinator Family Support Worker   Financial Counselor

Health Advisor

Health Advocate 

Health Agent

Health Assistant

Health Communicator

Health Insurance Counselor

HIV Peer Advocate

HIV Prevention Coordinator Home Care Worker

Home Visitor

Home-Based Clinician

Intake Specialist

Interpreter

Lay Health Worker/Advisor Maternal and Child Health Case 

    Manager

Medical Representative

Mental Health Worker 

Navigator

Nutrition Educator

Outreach Advocate 

Outreach Case Manager Outreach Coordinator

Outreach Educator 

Outreach Worker 

Parent Aide 

Parent Liaison 

Patient Navigator

Peer Advisor

Peer Advocate

Peer Leader

Promotor(a)

Promotor(a) de Salud

Roving Listener

Street Outreach Worker 

Youth Development Specialist Youth Worker

Supervision

TBD 

Work Settings

CHWs work with individuals and groups in community settings while liaising with care teams representing local health departments, community-based organizations, hospitals, clinics and individual provider settings.

Core Roles:

Enhance access and  coordinated patient and  peer‐centered care 

· Enhance access and coordinated patient and peer-centered care; information gathering, patient needs assessment, action planning, care management with emphasis on prevention, self-care and skill building, medication adherence, enrollment and appointment support and lab results follow up.

· Support patient/consumer tracking and continuity of care in concert with health home teams and community supportive services such as community-based service organizations, nutritionists, pharmacists, counselors, social workers and holistic health providers; document patient progress toward meeting patient-centered plan with medical homes team.

· Facilitate cultural brokering during medical visits and care transitions; navigate patients through health care and social service systems.  Ensure community-based supportive services are accessible, relevant and support the patient plan; document as appropriate. Support community-based research.

· Provide social and peer support for self-management; teach self-management skills, coach patient toward meeting patient-centered plan; liaise with medical home in bidirectional documentation practices. Leverage peer camaraderie and shared experiences as it relates to patient plan, peer support and recovery.

· Support community mobilization and advocacy. Recognize, inform and address community-wide needs to prevent, manage and treat population health. Liaise with community partners to address the social determinants of health.
Core Skills 

· Outreach and engagement

· Individual and group teaching skills

· Whole health coaching, action planning, and documentation skills

· Interpersonal & communication skills

· Confidentiality skills

· Advocacy skills

· Service coordination and navigation

· Capacity building skills

· Financial management

· Motivational interviewing skills

· Cultural adaptation skills

Core Competencies

· Enhance access and continuity of care

· Coordinate care transition(s)

· Motivational coaching, peer support, action planning

· Patient/client/consumer assessment and support

· Bridge clinical and community based resources to support patient/consumer health

· Evidence-based preventative and disease management principles

TBD

· Supervision

· Recognized trainers and trainings

· Registry

· Grand fathering

· Continuing Education Requirements

