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Abstract: Health care systems and public health agencies are focusing increased attention on
the capacity of community health workers (CHWSs) to improve health outcomes for vulnerable
populations and to support integration of clinical and community prevention services. This article
describes 3 initiatives in Massachusetts in which the state public health department has collabo-
rated with CHW leaders, health providers, and community-based partners to develop innovative
policy and services, including state certification of CHWSs, integrated chronic disease programs,
and a state-funded pilot program to demonstrate return on investment for community-based pre-
vention. Concluding lessons are relevant for implementation of health care reform nation-wide.
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growing body of literature is highlight-

ing the contributions community health
workers (CHWSs) are making to help achieve
the Triple Aim objectives of health care re-
form (Pittman et al, 2015). As members of in-
terdisciplinary care teams, CHWs have been
shown to help improve utilization of pre-
ventive services, manage chronic disease,
strengthen community-based long-term care,
and reduce use of emergency services and
hospital re-admissions, often with demon-
strated return on investment (Institute for
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Clinical and Economic Review, 2013). Be-
cause CHWs are particularly effective with
high-risk, high-cost patients, much of the
emerging literature focuses on CHW roles
in supporting licensed clinicians through
home- and community-based services and
work within hospitals, community health cen-
ters, and other provider settings.

Research described in this article supports
improved integration of CHWs into health
care delivery and financing systems and
emphasizes the importance of involving
CHWs in policy development and the design,
as well as the delivery, of health services. The
authors recognize CHWs as part of a broader
public health workforce with the capacity to
promote health equity, improve health qual-
ity and outcomes, and support health system
transformation through community-based
prevention and direct work with vulnerable
populations. The article describes major initia-
tives in which the Massachusetts Department
of Public Health (MDPH) has played a lead-
ership role in convening diverse stakeholders
to promote CHW workforce development,
engage and support CHWSs in innovative
work to prevent and manage chronic disease,
and demonstrate return on investment of
community-based prevention services.

Community health workers reflect the
racial and ethnic, cultural, and socioeconomic
characteristics of communities they serve and
possess unique understanding of the expe-
riences of and challenges faced by commu-
nity members. As “front-line” public health
workers, they are particularly effective in pro-
moting health equity (American Public Health
Association, 2001). As members of interdis-
ciplinary health care teams, CHWs can help
mediate the impacts of poverty, substandard
housing, and other “social determinants” of
health inequities that may compromise the ef-
ficacy of services provided by licensed clini-
cians (Institute of Medicine, 2003). Commu-
nity health workers expand services beyond
the walls of health care institutions by build-
ing trusting relationships with community
members and linking clinical and community-
based service providers. In addition, they pro-
vide critical information to service delivery

systems about community conditions, needs,
and assets.

The MDPH has been the largest single fun-
der of CHW services in the state for more
than 2 decades, primarily through grants and
contracts with community-based providers.
MDPH officials have recognized that CHWs
are essential and invaluable partners in health
policy and system development. Community
health workers helped shape the state’s 2006
health care reform law and led a success-
ful legislative campaign to create one of
the nation’s first CHW certification programs
(Mason et al., 2011). These achievements
would not have been possible without
the Massachusetts Association of Commu-
nity Health Workers (MACHW), the state’s
voice of CHWs in workforce development and
health policy change. The MDPH has played
a major role in supporting the MACHW from
its inception in 2000 until present.

The 3 initiatives described in this article of-
fer lessons of value to public health officials,
health care providers, payers, policy makers,
and other stakeholders across the nation inter-
ested in how CHWSs can strengthen commu-
nity health outcomes and contribute to health
system reform.

METHODS

This article describes a participatory case
study (Reilly, 2010) involving 3 initiatives in
which the authors have played active roles.
Two of the authors are CHWSs, and all coau-
thors have been involved with the MACHW
for many years as board members, staff,
consultants, and/or allies. Four authors have
served in a combination of senior manage-
ment, regulatory, program, and consulting po-
sitions at the MDPH. Another author oversees
a highly regarded CHW training institute. As
colleagues in and out of state government, the
authors bring direct knowledge of and partic-
ipation in the planning, design, development,
or implementation of the initiatives explained
here. Conceptualization, drafting, and editing
were a collaborative process involving mul-
tiple phone conferences, e-mail correspon-
dence, and a planning retreat in one of the
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author’s homes. The writing process reflected
a commitment to mutual respect, listening,
and inclusion that characterize the approach
to CHW engagement the authors endorse.

STRATEGIES: OVERVIEW OF
MASSACHUSETTS CHW INITIATIVES

The MDPH has led efforts to integrate
CHWs into health care and public health ser-
vices and to promote CHW workforce de-
velopment since the early 1990s. Program
staff at the time recognized the value of
CHWs for improving maternal and child
health and for developing effective HIV/AIDS
prevention and treatment services. They pi-
oneered community-based contracting part-
nerships that have since been sustained and
expanded.

Under multiple public health commission-
ers serving Republican and Democratic state
administrations, the MDPH has supported a
full-time program manager for CHW work-
force development since the mid-1990s and
created an Office of Community Health Work-
ers in 2007. The Office director has coordi-
nated policy and program development and
developed strong working partnerships with
the US Centers for Disease Control and Pre-
vention (CDC), health care and public health
providers, and an array of community-based
training and advocacy organizations.

A core principle of MDPH’s work has been
the importance of engaging CHW themselves
in leading workforce development and
service innovation. The MDPH assisted CHW
leaders in founding the MACHW in 2000, and
has since provided guidance and resources
to support the organization’s engagement
in policy development and its networking
with CHWSs across the state. A key element
of MDPH’s support has been its facilitation of
partnerships involving the MACHW and other
organizations, notably the state’s Blue Cross
Blue Shield Foundation, which has generously
supported the MACHW for over a decade.
Two agencies, the Massachusetts Public
Health Association (from 2002 to 2007)
and more recently the Center for Health
Impact (CHI, formerly called the Central

Massachusetts Area Health Education Center),
have provided financial management, board
training, strategic planning, and support for
MACHW'’s work.

The initiatives described in this article are
interrelated and would not have been devel-
oped without MDPH’s sustained leadership,
direct engagement of CHWs, and support by
allied organizations. The initiatives include
(1) state certification of CHWs under a statute
passed in 2010; (2) policy and infrastructure
development to support chronic disease
treatment, management, and prevention
programs using CHWs, supported mostly by
the US Centers for Disease Control and Pre-
vention (CDC, 2015a); and (3) engagement of
CHWs in clinical-community linkages through
the Prevention and Wellness Trust Fund, a
state-funded initiative to demonstrate the cost
control value of community-based disease
and injury prevention. Taken together, they
demonstrate the power of sustained collabo-
ration among diverse stakeholders to promote
health system transformation and the integra-
tion of CHWs into health care delivery and
public health treatment and prevention.

Massachusetts Certification of CHWs

Massachusetts is one of the first states in the
nation to pass legislation authorizing certifica-
tion of CHWSs, and the first state to locate certi-
fication under the auspices of the state health
department’s Division of Health Professions
Licensure. The law resulted from advocacy
led by the MACHW, in cooperation with the
MDPH and public health organizations. It was
drafted to implement one of the major rec-
ommendations of a report produced for the
Massachusetts legislature by a multisector ad-
visory commission convened by the MDPH,
as required by the state’s 2006 health care re-
form law (Commonwealth of Massachusetts,
2000).

Advisory commission members represent-
ing the MACHW, health care providers, pay-
ers, and other stakeholders strongly agreed
about the need for certification. Community
health workers saw it as an opportunity for
workforce development; providers and pay-
ers wanted a state-sanctioned standard for
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assuring CHW competence; and both public
and private payers agreed reimbursement for
CHW services was a “non-starter” without a
distinct scope of practice for the emerging
profession.

The law provided that CHW certification
in Massachusetts would be voluntary. The
MACHW and its allies fought hard to pro-
tect that principle during the bill’s legisla-
tive campaign, prevailing over a spirited
effort to require mandatory licensing for any-
one practicing as a CHW. Voluntary certifica-
tion was considered essential for preserving
access to employment for CHWs entering the
workforce and for preventing unintentional
restrictive consequences of occupational
regulation.

The Massachusetts law outlined core com-
petencies for CHWs and created a state board
of certification, with authority over standards
both for individual CHWs and CHW training
programs (Commonwealth of Massachusetts,
2010). The board, with 4 of its 11 members
required by law to be CHWSs, created a mul-
tisector advisory workgroup to help develop
regulations and made special efforts to engage
CHWs in the process. The MDPH contracted
with the MACHW to conduct CHW focus
groups across the state to help refine the reg-
ulatory definition of core competencies (see

Exhibit 1). CHW leaders participated through-
out the advisory workgroup process and were
invited—along with other stakeholders—
to contribute to official board meeting
discussions.

State regulators were aware that CHW pro-
fessionalization has been a controversial sub-
ject, even among CHW leaders nationally. As
a practical matter, board members considered
certification to be a prerequisite for financing
of CHW services and for CHWs to realize their
goals of improved compensation, employ-
ment stability, professional support, and ca-
reer ladder opportunities. They also realized,
however, that certification would, in effect,
open a new market for training programs,
some of whose operators might have limited
understandings of the history and values of the
field. Board members concurred it was nei-
ther possible nor productive to try to regulate
who could be trained as a CHW, but training
program application standards were designed
to encourage continued community connec-
tion and commitment to health equity within
the workforce. The board preserved flexibil-
ity for CHWs, employers, payers, and training
programs to make appropriate choices and
revisions to the certification program over
time, given the rapid pace of health reform
and relative uncertainty about how particular

Massachusetts CHW Core Competencies*
1. Outreach Methods and Strategies

2. Individual and Community Assessment
3. Effective Communication

4. Cultural Responsiveness and Mediation
5. Education for Healthy Behavior Change
6. Care Coordination and System Navigation
7
8
9
1

. Documentation
0. Professional Skills and Conduct

Use of Public Health Concepts and Approaches
Advocacy and Community Capacity-Building

* Defined by the Massachusetts Board of Certification of Community Health Workers (2014).

Note the national CHW Core Consensus Project (C3), supported by the Amgen Foundation and other
sources, is engaging multiple stakeholders in an effort to update the 1998 National Community Health
Advisor Study definition of CHW core competencies and to facilitate development of national
consensus definitions to help clarify and distinguish the relationship among CHW core competencies,
roles, and scope of practice. For more information: info@c3porject.org;
https://sph.uth.edu/research/centers/ihp/community-health-workers/

Exhibit 1.

Copyright © 2016 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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aspects of financing, system structure, and
delivery innovation would unfold.

Given their long, productive relationship
with MACHW leaders, MDPH officials were
resolute in efforts to protect and preserve the
essential value of CHWs as public health work-
ers trusted by, connected with, and respon-
sive to challenges faced by underserved com-
munities when designing certification. Board
of certification members strongly agreed that
overregulation could inadvertently create the
future need for a new, “CHW-like” work-
force if restrictive measures compromised the
connection to community that make current
CHWs so valuable and effective in primary
care, hospital, and other health care settings.

Board members also recognized that CHW's
operate effectively outside of health care sys-
tems (eg, in public housing, public safety,
faith-based organizations, and community-
based public health service agencies). In craft-
ing regulations, they considered how certifi-
cation may be valuable to CHWs in non-health
care settings for various reasons, including ad-
vancing professional identity and enhancing
compensation and workforce development
opportunities.

The Massachusetts certification program is
intended to eventually encourage all CHWs—
regardless of where they work—to com-
plete core competency training. The volun-
tary program includes a “grand parenting”
period to enable experienced CHWs with
demonstrated competency to become cer-
tified. MACHW leaders consulted with the
board of certification to assure the applica-
tion process would be easily understandable
and that requirements would not pose un-
intentional barriers to access. Massachusetts
regulators agreed that certification require-
ments should respect the inherent instabil-
ity of CHW employment because of cat-
egorical grant funding that often requires
CHWs to work part time in positions of
limited duration. They agreed, for instance,
to allow CHWs to document work per-
formed over the previous 10 years in appli-
cations for certification. They also allowed
for certification of non-English speakers and
new arrivals to the United States able to

demonstrate proficient mastery of CHW core
competencies.

Massachusetts regulators drew on the expe-
rience of states including Texas, Oregon, New
Mexico, Minnesota, and others in developing
the certification program. They incorporated
previous achievements by national CHW lead-
ers, the CDC, and others in defining a CHW
scope of practice and core competencies. The
collaborative planning process used to de-
velop the Massachusetts certification program
drew on the strengths of diverse stakehold-
ers, including CHWs organized through the
MACHW, to identify challenges and shape an
effective, sustainable program.

Chronic Disease Initiatives

One of the great challenges facing the US
health care system is the high prevalence of
chronic diseases and the related high cost
of caring for patients who suffer from them
(Harris & Wallace, 2012). Chronic diseases re-
flect and are part of the marked health in-
equities in our communities, as prevalence
is disproportionately higher among those of
low-income ethnic or racial minority popu-
lations (MDPH Bureau of Health Statistics,
2007). Public health approaches to prevent-
ing and improving care for such conditions
as diabetes and cardiovascular disease are
essential to reducing their prevalence and
morbidity.

Public health brings a focus on the com-
munity and home contexts where people
live and which shape their options for how
to live. Local and state policies that sup-
port improved neighborhood environments,
enhanced health system interventions, and
increased community-clinical linkages are
among the core current public health strate-
gies to reduce chronic disease. A well-trained
and qualified CHW workforce, supported by
sustainable funding and effectively integrated
into multidisciplinary teams, is another key
public health strategy.

Recognizing that chronic disease risk fac-
tors are similar and that chronic diseases can
co-occur, the CDC restructured its funding of
states from disease-specific funding to com-
bined funding that focused on addressing the
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3 functional areas of shared risk factors, health
systems changes, and linkage of clinics and
community interventions. Starting in 2008
and culminating in the “State Public Health Ac-
tions to Prevent and Control Diabetes, Heart
Disease, Obesity and Associated Risk Factors
and Promote School Health” Program (CDC,
2015b), the CDC has funded states to work
in these functional areas to better coordinate
chronic disease work and have a stronger pop-
ulation health impact.

CDC'’s coordinated chronic disease efforts
have been supported in part from funds origi-
nating in the federal Affordable Care Act. Com-
munity health workers are promoted as one
of the key strategies for improving health sys-
tems and linking clinic to community inter-
ventions. The CDC’s Community Preventive
Services Task Force finds, “There is strong ev-
idence of effectiveness for interventions that
engage community health workers in a team-
based care model to improve blood pressure
and cholesterol in patients at increased risk
for cardio-vascular disease” (Community Pre-
vention Services Task Force, 2015).

The MDPH was 1 of the 4 pilot states
selected in 2008 by the CDC to participate
in an Integration Demonstration Project. This
process, along with funding from the CDC’s
Coordinated Chronic Disease and Health Pro-
motion Program, eventually led to a reorgani-
zation of the Division of Prevention and Well-
ness based on functions rather than diseases.
This new alignment focused on fostering a
more collaborative and integrative approach
to chronic disease work. At the same time, the
MDPH combined multiple disease-specific
partnerships into a single Massachusetts Part-
nership for Health Promotion and Chronic
Disease Prevention, composed of a broad
range of public and private organizations with
shared interests in primary prevention, reduc-
ing the burden of chronic disease, and pro-
moting health equity through policy, systems,
and environmental change strategies. As part
of that reorganization, the Office of Commu-
nity Health Workers—the central communi-
cation node in the department’s ongoing col-
laborations to promote the community health
worker workforce—was brought into the

Division of Prevention and Wellness to better
link the Department’s strong CHW workforce
focus with its the chronic disease efforts.

Building on the department’s long history
of workforce support for CHWSs, one result
of the reorganization is that CHWs have be-
come integral to all of the department’s ma-
jor chronic disease initiatives. Massachusetts
now has a coordinated organizational strat-
egy for implementing federal and state prior-
ities to engage CHWs in integrated chronic
disease efforts. Using CDC funding, the di-
vision has created a 3-pronged approach to
strengthening the role of community health
workers in health systems: (1) ensure a qual-
ity CHW workforce; (2) promote sustainable
financing for CHW services; and (3) promote
and provide technical assistance to facilitate
integration of CHWSs into health care teams.
By marshalling CDC resources and taking a
systems and policy approach to CHW chronic
disease work, the division has been able to
address multiple chronic diseases while also
focusing on workforce promotion.

One example of the importance of CHWs to
the division’s work is the Community- Clinical
Linkages Community of Practice component
of the Massachusetts Partnership for Health
Promotion and Chronic Disease Prevention.
The Community of Practice (CoP) model has
been used to form manageable work groups
focused on priority areas identified as key to
a chronic disease prevention strategy. A CoP
is “a group of people who share a concern,
a set of problems, or a passion about a topic,
and who deepen their knowledge and exper-
tise by interacting on an ongoing basis. . ..”
(Wenger et al., 2002).

The Community-Clinical Linkages CoP iden-
tified CHWs as a key workforce strategy for
building stronger relationships among clin-
ical and community-based services in the
care of people who are at risk for or live
with chronic conditions. With the support
of MDPH staff and contractors, the Clinical
and Community Linkages CoP has prioritized
strategies for achieving sustainable funding
for community health workers, as well as
strengthening the infrastructure necessary for
a well-prepared workforce. An educational
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campaign targeting health provider decision
makers—including CEOs, CFOs, and Medical
Directors—is a major focus of this work. A
contractor, working with DPH staff, has pre-
pared a White Paper to help make the case for
CHW value as part of health care teams.

Participation by the MACHW is essential to
all of MDPH’s and the Partnership’s work to
bring CHWSs into better sustained positions
that help build connections among clinical
health care entities and the diverse commu-
nity organizations involved with preventing
illness. The MACHW has continued to re-
ceive technical assistance and funding from
the MDPH, and the strength of this associa-
tion is a priority for the Office of Community
Health Workers and MDPH leadership.

Through coordinated efforts and with CDC
support, the department is aligning evaluation
efforts of CHW programming in such areas
as asthma, childhood obesity, and care co-
ordination with broader policy initiatives, in-
cluding certification, to understand how co-
ordinated policy and programming efforts are
contributing to the sustainability and integra-
tion of CHWs into health care and public
health.

Massachusetts Prevention and Wellness
Trust Fund

The 2006 Massachusetts health care reform
law that served as a model for the US Afford-
able Care Act was followed in 2008 and 2012
by additional state health care reform laws,
each of which was designed to help con-
tain costs and improve quality of care. The
2012 law, known as Chapter 224, included
a groundbreaking program to address health
disparities, reduce the prevalence of pre-
ventable chronic diseases, increase healthy
behaviors, promote worksite wellness, and
develop a stronger evidence base of effective
prevention programming. Known as the Pre-
vention and Wellness Trust Fund (PWTF), the
program was conceived by public health ad-
vocates in partnership with MDPH officials
and legislative champions. Legislators com-
mitted $60 million over 4 years to the PWTF,
invested the MDPH with responsibility for de-
signing and managing the initiative, and im-

posed specific requirements for evaluating
health outcomes and impact on health care
costs as conditions for considering extension
or expansion of the program.

Mindful of the ambitious schedule required
for meeting the legislation’s health care cost
growth benchmarks, the Prevention and Well-
ness Advisory Board conducted a rigorous
review of prevalent conditions and avail-
able treatment and prevention models and
settled on 4 areas for focus: hypertension,
tobacco, pediatric asthma, and falls among
older adults. Consistent with statutory re-
quirements, the MDPH established a competi-
tive grant program to encourage partnerships
among health providers, community-based or-
ganizations, and municipal authorities to im-
plement the PWTF. Applicants responded to
a state Request for Responses (RFR) that pro-
vided community choice about which of the
4 target health conditions to address. Appli-
cants were required to address at least 2 con-
ditions. The MDPH encouraged innovation in
program design, within the context of specific
guidance about collaborative structure and in-
tervention strategies. For instance, the MDPH
required municipal governments to partici-
pate in applicant groups, to ensure city and
town “buy-in.” The MDPH also favored the in-
volvement of schools, local housing authori-
ties, employers, higher education institutions,
health plans, Accountable Care Organizations,
regional planning agencies, and other nontra-
ditional partners to help strengthen local pub-
lic health capacity.

The MDPH, along with the Prevention
and Wellness Advisory Board, took advan-
tage of its experience with CHWs and CDC-
funded chronic disease programs in design-
ing the PWTF. The MACHW and the MPHA
supported statutory language that assigned
a position on the PWTF Advisory Board to
be filled by a CHW. The Department also
included language in the RFR that (1) en-
couraged the inclusion of CHWs as partners
in local efforts, and (2) required applicants
to describe not only what clinical services
they would use in addressing targeted health
conditions, but also what community-clinical
linkages they would develop and what
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community-based services would be engaged.
The MDPH used an extensive literature re-
view to identify CHWs as an evidence-based
workforce intervention for addressing hyper-
tension and pediatric asthma, and as a promis-
ing workforce for tobacco cessation and falls
prevention.

In 2014, the Department selected 9 pub-
lic/private community partnerships—called
“collaboratives”—across the state to imple-
ment the PWTF, with funding for each rang-
ing from about $4 million to $5 million
over 3 years. Community health workers are
playing significant and varied roles in all 9
of the funded partnerships, including pro-
viding community-based prevention educa-
tion, support for patients receiving clinical
care for chronic diseases, and effective link-
ages among patients, health care providers,
and community-based organizations. Prelimi-
nary experience with the collaboratives sug-
gests CHWs may be particularly valuable in
their roles as “bridges” across divides in-
volving race, ethnicity, and class. This is
consistent with research documenting how
CHWs may help improve the cultural effec-
tiveness of provider organizations and ad-
dress barriers to equitable care that contribute
to health disparities (Institute of Medicine,
2003).

Inclusion of CHWs in the PWTF offers
a highly visible opportunity to demonstrate
what CHWs can contribute to improving
quality of care, controlling costs, addressing
disparities, and strengthening relationships
among health care and community-based ser-
vice providers to improve primary and sec-
ondary prevention efforts. The MDPH is confi-
dent that CHWSs help strengthen the relation-
ship between the patient and providers by
helping the voice of the patient to be heard
as he or she navigates the health care sys-
tem and available community services. The
legislation requires an evaluation of the trust
effectiveness. This independent evaluation is
being conducted by Harvard Medical School.
Program managers anticipate this evaluation
will include a focus on CHW roles and ac-
tivities in relation to improvement of health
outcomes.

FINDINGS

The MDPH is hardly alone in promoting
CHW workforce development and integration
of CHWs into health and public health sys-
tems. Massachusetts regulators drew heavily
on the experience of other states in develop-
ing its voluntary CHW certification program,
and other states, in turn, are learning from the
approach Massachusetts is taking.

The CDC and other federal agency partners
are developing new policies and providing in-
valuable funding, research support, and tech-
nical assistance to support state innovations
involving CHWs in efforts to prevent and man-
age chronic disease. States governments are
also allocating new resources to prevention
and community-clinical partnerships, with an
interest in how CHWs can help improve qual-
ity of care and contain the growth of health
care spending.

The Massachusetts experience is firmly
grounded in a public health approach to
CHW integration. The state’s certification pro-
gram is relevant for CHWs working in non-
health settings, as well as directly in health
care. Massachusetts regulations were devel-
oped with full recognition of the potential
value for certification to influence the com-
plex and changing relationship between clini-
cal care and public health systems. The PWTF
is demonstrating the value of CHWs working
in multifaceted roles to support community-
clinical linkages. Community health workers
are integrated into primary and secondary
prevention, as well as tertiary support, for a
range of chronic diseases. They may, for in-
stance, be employed by local health depart-
ments to screen for health risks related to the
home environment in housing inspections.
For health care reform to succeed, public
health and health care systems must be better
coordinated. In Massachusetts, the CHWSs
workforce is at the heart of innovative efforts
to meet this challenge.

DISCUSSION

In the context of health reform, there is
increasing attention to the paradox that the
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United States spends far more per capita
than other developed countries for health
care, while experiencing inferior outcomes
on a variety of health measures (Bradley &
Taylor, 2013). Comparatively low life ex-
pectancy and high rates of infant and maternal
mortality, low birth weight birth, heart dis-
ease, cancer, and other preventable diseases
and health conditions are persistently concen-
trated in low-income communities of color,
whereas health disparities cost the economy
an estimated $390 billion per year (Institute
of Medicine, 2012, p. 22). Because CHWs are
effective in promoting health equity, improv-
ing quality of care, and helping contain costs
as members of health provider teams, interest
is growing across the political spectrum about
how to promote CHW integration into health
care and public health systems.

The policy and advocacy work that estab-
lished a state certification board for CHWs
in Massachusetts most clearly exemplifies
the model of collaboration the authors rec-
ommend as a best practice for promoting
CHW integration and supporting the CHW
workforce. Success requires respectful co-
operation among CHW leaders, policy mak-
ers, health providers, public health officials,
payers, and other stakeholders. Sustained
progress depends on participatory leadership,
structured cooperation among partners, in-
vestment of multiple resources, and vigilance
and creativity to take advantage of emerg-
ing policy “windows” (Kingdon, 1995, pp.
165-179). Attention is constantly required to
the challenging process of developing, refin-
ing, and implementing a common vision and
shared commitment to CHW leadership.

Public health departments have powerful
tools available for promoting improved inte-
gration of CHWs into health care systems.
Prime among these is the ability to convene
relevant stakeholders in developing collabo-
rative visions, plans, and programs. Similarly,
public health agencies have the framing
power to emphasize the value of preven-
tion in achieving equity, quality, and cost
containment objectives. Health departments
may also use surveillance systems, data re-
ports, and program evaluations to build and

test the evidence base for CHW interven-
tions, especially as both regulatory and mar-
ket forces drive progress toward coordinat-
ing large public health and health care data
sets.

Community health workers are indispens-
able in policy and program development,
whether they are interacting with federal or
state agency officials, legislators, or health
care executives. Community health work-
ers are effective collaborators not only be-
cause of their empathy and relational skills
with individuals, but also because of their
unique understanding of community needs
and assets, their knowledge of community
and institutional resources, and their skills
as “navigators” who are trusted and appre-
ciated by patients and providers alike. CHW
engagement is particularly important given
the demonstrated positive impacts CHWs can
have in strengthening provider practices with
diverse, vulnerable populations and in ad-
dressing the needs of patients with costly,
complex conditions that are often associated
with racial and ethnic health disparities.

Massachusetts provides a cogent example
of the value for a state public health depart-
ment in collaborating with CHW leaders and
private sector allies to develop and sustain a
CHW-led membership association. As the or-
ganized “voice” for the CHW profession in
Massachusetts, the MACHW has helped to
conceive and achieve key policy and program
innovations, and its role is expected to ex-
pand as implementation of health care reform
accelerates. As other states develop CHW cer-
tification programs, resources should be allo-
cated to assure sustained, organized engage-
ment of CHWs in all phases of planning and
implementation processes.

The authors recommend further research
and analysis to support sustainable financing
of CHW services. As providers and payers look
“upstream” at opportunities to prevent injury
and disease, the logic for preventive services
becomes ever more compelling. Community
health workers are a key workforce in medi-
ating the impacts of social determinants of ill-
health. Financing strategies are prioritized dif-
ferently depending on stakeholder interests,
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but all agendas will be well served by en-
suring CHWs are fully integrated and sup-

ported in our health care and public health
systems.
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