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Thomas Nolan, PhD

Summary: Promoting clinical-community linkages is at the heart of Maryland’s efforts
systematically to transform health care delivery, with community health workers (CHW)
playing a central role. This article describes how Maryland is using the evidence-base on
CHW effectiveness and training to develop a workforce capable of most effectively con-
necting communities with care.

Key words: affordable care act, access to health care, case management, community health,
community health workers, medical home, primary care, workforce, public health, health
promotion, social determinants of health, community outreach, community-institutional
relations.

hrough a State Innovation Model (SIM) planning grant from the Center for

Medicare and Medicaid Innovation, Maryland will begin to lay the groundwork
for a Community Integrated Medical Home (CIMH) model that builds upon primary
care by expanding the boundaries of the medical home to include public health and
community health initiatives in order to improve individual and population health.
Advancing these community-clinical linkages is important because they enable under-
lying social, behavioral, and environmental determinants of health to be more effectively
addressed: though known to have a major impact on population health and health dis-
parities, these non-medical determinants of health remain largely outside the influence
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Figure 1. The community integrated medical home model.

of health care."” In the treatment of childhood asthma, for example, an approach that
combines medical (e.g., medication reconciliation) and non-medical interventions (e.g.,
improving indoor air quality in the home by eliminating allergens, pests, and mold)
is likely to be more effective than a clinical or community intervention in isolation.

Community health workers (CHWs) are envisioned as playing a critical role in the
CIMH, connecting primary care teams with the public health and community infra-
structure (Figure 1). Though definitions and roles of CHWs vary across states and
programs—as to their precise relationship to the community served, for example, or
the level of training required—their roots in community development give them the
unique potential to operate at the overlap of community health and primary care as
Figure 1 illustrates, supporting data-driven care management and assisting the trans-
formation of our fragmented health care system towards a more holistic type of care,
centered on the total needs of the individual patient and embedded in the community
and culture in which the patient lives.>**

For this model to operate as envisioned, a strong CHW workforce must be created in
Maryland. This report articulates the issues surrounding—and assesses the strength of
the evidence base for— determining the most prudent role for CHWs within Maryland’s
CIMH model, together with the best approach to developing a trained and competent
community-based workforce that is integrated into health care delivery.

The Role of Community Health Workers and a Review of the Evidence

The CHW role is one recognized and celebrated around the world® and can include
health educator, outreach worker, health system navigator, and health advocate.* Within
the United States, although benefitting from strongly felt support,®”**'° it has yet to
win over the majority of payers, providers, or legislatures.'>' The reasons for this are
complex and multifaceted but include fragmented program financing, often linked to
uncertainty as to the capability of CHWs and their added value compared with more
established health professionals.?
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However, according to major reviews of studies of CHW effectiveness, first by
Swider in 2002" and subsequently by Dower in 2006,® the Health Resources and Ser-
vices Administration (HRSA) in 2007,* and the Agency for Healthcare Research and
Quality (AHRQ) in 2009°—and supported by more recent studies not included in
these reviews!':!41>1617_the use of CHWs in delivering health education, promoting
healthy behaviors, and improving compliance with disease management and preven-
tion strategies can significantly improve patient outcomes, particularly in underserved
or marginalized populations. Reports published by other states attempting to integrate
CHWs in their own health care delivery reform efforts reinforce the findings in the
peer-reviewed literature.’®" One such study cites five CHW programs with returns on
investment of 3:1 or better,”” one of which has been published in the peer-reviewed
literature.”

With regard to Maryland, at least 1,340 CHWs are already deployed in a variety of
programs® including some with published evaluations,'*****>%6?7 suggesting we have
a strong program and workforce base to build upon (Table 1).

Traditionally, CHWs have been deployed in programs with a narrow focus on par-
ticular health conditions for which the health system does not have a good record of
success—typically chronic conditions with complex management regimens, or popula-
tions marginalized through ethnicity or disease.'? Prior research suggests that by provid-
ing health education, CHWSs can improve self-care for both chronic disease sufferers
and those at risk of developing chronic care problems?® as well as improve the take-up
of health services among hard-to-reach and underserved populations.*® The literature
further suggests that CHWs are particularly well-suited to working with community
members (often through social networks) and to community capacity building,” both
of which will be important to the effective functioning of the CIMH.

Though CHWs are generally considered to be lay members of communities rather
than health professionals, efforts to utilize them in roles more closely linked to the
wider health delivery system are beginning to blur this distinction. For example, a
number of studies suggest that nurse-CHW partnerships provide an effective mecha-
nism through which CHWSs can be more integrated with health care delivery.'*!>1627:2%30
Community health workers played significant health roles in these programs (e.g.,
collecting specimens, collecting and reporting patient health metrics, and reviewing
charts), and also acted as health care navigators, helping to address social barriers to
treatment adherence'* and empowering patients to become more active in clinic visits
and setting care goals.”® When CHWSs work in partnership with established health
professions the effectiveness of both can be enhanced.'®

These results seem to indicate that the CHW role can be successfully extended to
encompass certain clinical functions, especially those that can be highly specified and
protocol-driven (for example, checking and reporting on height, weight, and vital
signs).'®*>* The ability to do so could free up other health professionals to operate on
the more complex work for which they alone are licensed,” thus minimizing duplication
of effort, reducing overall costs, and facilitating the financial sustainability of the overall
health care system through disruptive innovation.*
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Community Health Worker Training and Certification Programs

Training is a critical component of any successful CHW program, whether it is delivered
program by program (usually on the job) or as part of a state-wide workforce devel-
opment strategy, which may include a college-based component and a more formal
testing process. States that have worked to expand the use of CHWs have developed
training curricula matched to agreed-upon competency standards,* typically devel-
oped in partnership with academic institutions and CHWs, and addressing a range of
skills—communication, interpersonal, service coordination, capacity-building, advocacy,
teaching, and organizational skills—as well as knowledge of community needs, services,
and health issues.” Training can extend to an 11-credit curriculum, as in Minnesota.?

Preparing CHWs to fulfill clinical functions beyond their more traditional roles will
require enhanced training, likely incorporating intensive practica. In an intervention
with urban African Americans, for example, a basic CHW training curriculum was
supplemented with additional phases to address home-based assessment and education,
field experience, skill reinforcement, and maintenance and quality control.’® Expand-
ing the role of CHWs means also expanding the role of the supervisor, suggesting that
supervisor training is also critical.

Although CHW training can build CHW career structures independently of formal
occupational regulation, the desire to build and maintain a stable funding base for
CHW:s has led some states to establish certification programs.* Certification or licen-
sure programs are often viewed as conferring legitimacy to health professions because
they define a scope of practice and typically require continuing education to keep up
with advances in the field. Nevertheless, the degree of standardization necessary for
certification is often seen as a threat to the core connection between CHWs and the
unique communities in which they serve.**” The resource requirements associated with
implementing, testing, and overseeing programs associated with certification can be
considerable,*® and when scope of practice regulations do not keep pace with advances
in the field they can often serve to limit innovation and efficiency.* This may explain
why only four states (Minnesota, Ohio, Oregon, and Texas) have made certification a
requirement of practice.’

We in Maryland must weigh carefully the balance of all these factors as we develop
our CHW workforce. We are also working to coordinate our efforts with Maryland’s
Department of Labor, Licensing, and Regulation and its implementation of the EARN
Bill,** a new initiative passed during the 2013 Legislative Session that provides up
to $4.5 million to invest in Maryland’s workforce and equip workers with the skills
demanded by industries such as construction, manufacturing, cyber, and health care.

Applying the Research to Policy and Practice in Maryland

Analysis is currently underway of hospital encounter data to help identify Maryland’s
super-utilizers and the types of community-integrated clinical interventions they are
likely to need in light of their demographic and diagnostic profiles. As the CIMH model
is further refined on the basis of that analysis, it will be possible to delineate the types
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of services that must be offered and the type of health professionals most appropriate
to offer them. The evidence base on CHW effectiveness and their capacity to operate
at the community health/primary care boundary (Figure 1) will certainly inform those
policy deliberations. However, the overall limitations of this evidence are well known
and include a limited volume of studies of sufficient quality and an inconsistency in
data classification that precludes amalgamation of results.®

To help fill some of the evidence gaps—and to take into account the existing CHW
workforce in Maryland and its potential to take on new functions that are perhaps
more clinical in nature—Maryland is approaching its SIM planning effort in close
consultation with providers, payers, medical systems, and community-based organiza-
tions. Eighteen of Maryland’s CHW programs have already been interviewed as part of
this work, including four programs that have made progress towards integration with
health services. Table 2 provides a short summary of these programs and the major
functions their CHWs fulfill.

In addition to interviews, we organized a workshop attended by 24 CHW programs
that explored the key characteristics of effective CHW programs. The workshop resulted
in a number of practical recommendations, including the importance of financially
sustaining the CHW workforce, addressing legal issues such as CHW liability and
HIPAA, and guidance aimed at supporting community-driven flexibility in the deploy-
ment of CHW .

As curricula and training programs are developed to ensure a skilled CHW workforce
for the CIMH, we intend to vet them through additional community and stakeholder
meetings. We have also begun to complement our in-state activities with site visits to
other states to see how their community workforce is deployed and integrated with
clinical care, exploring lessons we might learn from their experiences in establishing
certification, training, and licensing programs to underpin sustainable financing of
CHW activities. In these states, achieving and documenting improved patient out-
comes and letting those results speak for themselves has been as critical for confer-
ring legitimacy on their CHW programs as their training and certification programs,
and has emerged as an early lesson learned that we plan to incorporate into our own
workforce development.

A fundamental challenge from the point of view of Maryland’s SIM planning work
is that the bulk of the literature does not address the research questions relevant to
designing scaled-up models capable of improving population health. Rather than
whether CHWs were effective in a highly specific intervention, we need to know
more broadly—and predictively—when CHWs are likely to be effective in primary
care intervention opportunities, especially with the high-utilizers, whose care offers
the greatest potential for outcomes.*>** Therefore, it has become apparent to the SIM
planning team that we will need to experiment with differing roles for CHWs in the
CIMH, and attempt to address three key questions in the process:

o If CHWs were to work at the “top of their license,” what should their scope of
work be and what would be their core competencies?

o If bridging community and care is a CHW core competency, how is this bridge
most effectively brought into being?
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« Given this scope of work and core competencies, what would be the most effec-
tive way to train and sustain a CHW workforce and provide quality assurance?

Piloting several different approaches in this way, with a capacity to learn from the
variation and to course-correct as implementation proceeds, is likely to be the best
way to build on—and contribute to—the existing evidence base.
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