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Executive Summary

The emergence of community health workers (CHWs) has increased over the past decade in part due to rising health care costs, health profession shortages and the complexity of the health care system. CHWs are viewed as an integral part of the health care system in improving the provision of cost-effective, high quality, culturally competent care.  Depending on the organization they work for, CHWs may have different roles and responsibilities ranging from providing direct services; providing cultural linkages and social support, health education and counseling, patient advocacy, intake and referral to higher levels of care; monitoring health status; and assuring adherence to medical regimens and care and contributing to building patient-provider communication. CHWs are called by a variety of names including Health Promoters, Promotores, Patient Navigators, Community Health Advisors, Lay Health Advocates, Outreach Educators, Community Health Representatives, Peer Health Educators and Community Health Aides. 
Many Health Resources and Services Administration (HRSA) grant programs support grantees that provide services using CHWs. The utilization of CHWs provide a mechanism for delivering culturally appropriate strategies aimed at providing quality health care. CHWs, while having less extensive clinical training, have strong personal and community skills and are seen as valuable members of the health care team to help improve access, patient communication, compliance, outreach, prevention, and early diagnoses in communities.
This report provides a broad overview of what HRSA programs are doing to support CHWs including education and training. The report is intended to highlight key programs and identify areas for development and expansion. The report also provides updated information on a report developed by a HRSA CHW workgroup in April 2004 (Appendix A).  
HRSA staff conducted a review of programs within HRSA as well as participated in meetings with key experts in the utilization of CHWs. The review and meetings addressed four questions: 

1. How are CHWs defined? 

2. What programs in HRSA support CHWs? 

3. How can the role of CHWs be sustained as an essential member of the health care team? 

4. What can HRSA do to support the utilization and expansion of CHWs? 

Background 

As our society grows and diversifies and as poorly treated chronic conditions become an increasing strain on the health care system, employing CHWs is seen as a cost effective and culturally appropriate solution.  CHWs are often categorized as frontline public health workers who are 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 or bridge between health and social services and the community, to facilitate access to services and improve the quality and cultural competence of service delivery.  
CHWs represent a vital emerging force in public health.  CHWs have been part of a rapidly growing health, human services and social services workforce in the U.S. over the past decade. This observed growth is mainly due to intensified utilization of such culturally skilled workers within the Health Resources and Services Administration (HRSA) funded primary care programs as well as local not-for-profit public initiatives  
CHWs work under a wide range of professional titles. Some of the most common include:

	· Case Manager or Case Worker

· Community Health Advocate

· Community Health Outreach Worker
· Community Liaison

· Community Organizer

· Community Outreach Worker

· Enrollment Specialist

· Health Ambassador 


	· Health Educator 

· Health Worker

· Patient Navigator

· Peer Counselor

· Peer Educator

· Promotor/a

· Public Health Aide




Not only do CHWs work under a range of titles, they also work under a range of descriptions and definitions.  HRSA has defined community health workers as… 
lay members of communities who work either for pay or as volunteers in association with the local health care system in both urban and rural environments and usually share ethnicity, language, socioeconomic status and life experiences with the community members they serve. They have been identified by many titles ... CHWs offer interpretation and translation services, provide culturally appropriate health education and information, assist people in receiving the care they need, give informal counseling and guidance on health behaviors, advocate for individual and community health needs, and provide some direct services such as first aid and blood pressure screening.  
In March 2009, U.S. Department of Labor approved a separate occupational category and new definition [21-1094] for CHWs.  
Community health worker means an individual who promotes health or nutrition within the community in which the individual resides— (A) by serving as a liaison between communities and healthcare agencies; B) by providing guidance and social assistance to community residents; (C) by enhancing community residents’ ability to effectively communicate with healthcare providers; (D) by providing culturally and linguistically appropriate health or nutrition education; (E) by advocating for individual and community health; (F) by providing referral and follow-up services or otherwise coordinating care; and (G) by proactively identifying and enrolling eligible individuals in Federal, State, local, private or nonprofit health and human services programs. This action marks a huge stepping - stone toward national recognition.  

Impact of CHWs
The emergence of community health workers (CHWs) in clinical and non-clinical settings has the potential to transform the delivery of health care within the U.S. health care system.  

The Institute of Medicine’s Unequal Treatment reported that the incorporation of CHWs into health programs can help improve the health of those who are not well served by the current health care system.  CHW services also (1) increase access to health care; (2) improve quality of care; (3) reduce the costs of care, particularly by reducing unnecessary utilization of emergency medical services; community empowerment and growth; and (4) provide a new entry point into the labor market for people who traditionally had difficulty entering the paid workforce.
Core CHW Roles 
The roles of CHWs are likely to continue to evolve in response to changes in public health and in the health care delivery system.  The final report of the National Community Health Advisor Study from the University of Arizona identified the following seven core CHW roles/functions:
1. Cultural mediation between communities and the health and social services systems 

2. Providing Informal counseling and social support for health behavior such as smoking cessation, healthy eating habits, and family planning
3. Providing direct services and referral including reproductive health counseling or HIV-antibody test counseling
4. Providing culturally appropriate health education and information
5. Advocating for individual and community needs

6. Assuring people get the services they need

7. Building individual and community capacity

A workforce survey conducted by the Massachusetts Department of Public Health Community Health Worker Advisory Council identified four spheres of work:
Client Advocacy - CHWs regularly advocate for their clients by acting as an intermediary with health care bureaucracies, helping clients overcome barriers, and educating clients on their rights within the health care system. In addition to “speaking up” on behalf of clients, CHWs also empower their clients to advocate for themselves within the health and human service systems.

Health Education - Much of the work CHWs do involves educating individuals and communities about specific health issues; health promotion; disease prevention, treatment, and control; and the basics of the health care system. CHWs provide health education in both formal and informal settings, including clinics, schools, community-based organizations, and clients’ homes. The ultimate goal of this health education is to enable clients to make informed health decisions and take control of their health.

Outreach - CHWs are highly effective in reaching out to individuals and families, particularly those who are typically hard to reach and beyond those customarily contacted by health service organizations. CHWs work in a variety of community-based settings to educated people about and ultimately connect them to available health and human services.
Health System Navigation - CHWs ensure access and utilization of services through helping clients navigate the health care system. This navigation involves educating clients about how the system works, how to access services, scheduling appointments for clients, and providing ongoing case management activities, to ensure continued use of services. CHWs also assist clients with navigation between health and human service systems.

Models of Care
The University of Texas identified five “models of care” that incorporated CHWs within them:

1. Member of a care delivery team: CHWs work with other providers (for example, doctors, nurses, social worker) to care for individual patients.  CHWs, when part of an interdisciplinary health care team, are integral in assisting patients in the management of chronic disease.  Including CHWs as part of the team and changing the dynamic of a primary care visits will improve care.   A clinical team model that features the role of CHWs expands the capacity of clinics and hospitals to see more patients.  While doctors still supervise the overall care of the patient, employing CHWs within a primary care setting will increase opportunities for patient education and prevention. Including CHWs within a team model for clinical care will improve the quality of care for patients, improve the health of the community, decrease health inequalities, and ensure that health care services are used appropriately, which in turn will aid in reducing health care costs.  
2. Navigator: CHWs are called upon to use their extensive knowledge of the complex health care system to assist individuals and patients in accessing the services they need and gain greater confidence in interacting with their providers. CHWs speak the languages of their patients and can connect them to culturally appropriate health and social services resources. By being a cultural bridge between their community and the service providers, CHWs ensure that clients receive better care.  Increasing access to quality health and social services improves health outcomes and reduces health inequalities. 
3. Screening and health education provider: CHWs administer basic health screening (for example, pregnancy tests, blood pressure checks, and rapid HIV antibody tests) and provide prevention education on basic health topics. 
4.  Outreach/enrolling/informing agent: CHWs go into the community to reach and inform individuals and families about the services that they qualify for and encourage them to enroll in the programs. CHWs provide clients with the health education, social support, and follow-up required to manage their chronic health conditions. Successful self – management of the condition will mean fewer complications, thereby decreasing the chances of a patient ending up in the emergency room, where care is more expensive.  The contributions of CHWs free nurses and other clinicians to invest their time caring for patients requiring urgent attention. 
5. Organizer: CHWs work with other community members to advocate for change on a specific issue or cause. Often their work aids community members to become stronger advocates for themselves.

HRSA Support for CHWs

HRSA funding has supported the use of CHW in many programs. Some examples include programs implemented by Federally Qualified Health Centers, Healthy Start programs, and Ryan White grantee recipients. A more in-depth review of HRSA support for CHWs is outline below.  
 
Joint Initiatives 
· The Border Vision Frontereza 
This project utilized and enhanced the existing border wide network to include full and half time CHW specialist to conduct out reach and enrollment around the State Children’s Health Insurance Programs (SCHIP), Medicaid, and WIC.  CHWs worked out of the Community Health Centers at the border, and other appropriate sites (county health departments, school-based programs, faith-based community centers, etc.).  The CHW network confirmed enrollment of up to 10,000 children in SCHIP, Medicaid, or WIC.  This program was funded initially by BPHC. In subsequent years, it was jointly funded by BPHC, ORHP, MCH, and BHPR.  The funding averaged around $500,000 to $750,000 and included all four States bordering Mexico.  The project was headed up by the Rural Health Office in Arizona.  This project included CHC, AHEC’s, and community projects not funded by HRSA.  While the Border Vision Fronteriza is no longer funded by HRSA, many of the promotora trained in the program are still working in community projects today. (http://www.borderhealth.org/files/res_578.pdf)
· Salud par su Corazón    
To address the lack of culturally comprehensive Latino cardiovascular prevention programs, Salud para su Corazón (Health for your Heart) was created by the National Heart, Lung, and Blood Institute (NHLBI) in partnership with the community alliance called “Working for Heart Health.”  

In 2002, the NHLBI partnered with HRSAs BPHC and ORHP to address cardiovascular health in the U.S.-Mexico Border region. From 2003 through 2005, NHLBI and HRSA conducted an intervention program using Salud para su Corazón with promotores de salud (community health workers) in high-risk Hispanic communities served by community health centers in the border region to reduce risk factors and improve health behaviors. 

Changes in heart-healthy behaviors were observed, as they have been in previous Salud para su Corazón studies, lending credibility to the effectiveness of a promotores de salud program in a clinical setting. Positive changes were also observed in low-density lipoprotein cholesterol level, triglyceride level, waist circumference, diastolic blood pressure, weight, and glycated hemoglobin. The Salud par su Corazón continues today under the guidance and leadership of the Gateway Community Health Center in Laredo Texas.
· Mississippi Health First

Several federal agencies and private sector organizations have aligned together to focus on two goals: (1) Improving health outcomes in Mississippi by reducing morbidity and mortality associated with diabetes; and (2) Eliminating diabetes disparities by bringing community-based resources into aligned efforts for the minority population with diabetes health indicators below the national average. Participating national organizations include: CMS, NIH, HRSA, AoA, CDC, HUD, ADA, and American Association of Diabetes Educators (AADE).  The initiative will use Certified Diabetes Educators and Community Health Workers (CHW) to provide free, one-on-one diabetes self- management education training classes.  The train volunteers will use the DEEP (Diabetes Empowerment Education Program) model to assist in statewide recruitment, assist with dissemination of culturally sensitive materials, and promote the use of DSME classes to patients with diabetes. 
Office of Rural Health Policy
· Rural Health Services Outreach Program 

Authorized in the Public Health Service Act, Section 330A(e)(42 U.S.C. 254c), the Rural Health Services Outreach (Outreach) grant program supports creative or effective models of outreach and service delivery in rural communities. Grants are for community-based, evidence-based, clinical, prevention and wellness projects that deliver measurable health outcomes and focus on chronic disease management.  Projects are based on demonstrated community needs.  Outreach grants are available for the delivery of health care and related services to defined population groups in rural areas. These may be new services being offered in the community or an expansion of existing services.  A primary objective of the program is to foster the development of new collaborative efforts for the delivery of health care and to encourage creative and lasting relationships among service providers in rural areas.  Some of the new collaborative methods employed have included the use of CHWs. 
Grantees deliver different types of health services, using a variety of mechanisms (in some cases using CHWs): 

· Primary health care (focusing on obesity, diabetes, heart disease, cancer, tobacco cessation, etc.);

· Oral health services; 

· Mental health services; 

· Home health care; 

· Emergency care; 

· Health promotion and education programs; 

· Outpatient day care; and 

· Other services not requiring in-patient care.
· Outreach Evaluation Contract

Through a current evaluation contract for the Outreach program, a “warehouse” of information is being developed. The warehouse will include evidence-based practice models and a toolkit with strategies needed for other communities to replicate. The warehouse will also include information on the best practice models around lay workers/promotores.  A clear, concise performance measure around lay workers will also be developed that ORHP Community-based grantees can report on.

· U.S.-Mexico Border Promotora Analysis & Logistics
ORHP has awarded a contract to assist ORHP grantees and community health centers within the U.S.-Mexico border region by enhancing existing Promotora Networks and improving health outcomes.  This project will serve as an opportunity to strengthen partnerships within the existing border health infrastructure and workforce to achieve positive health outcomes for individuals and families living along the U.S.-Mexico border region. The contractor will complete the following tasks in two phases (Base Year 1 and Option Year 1): 
1. The contractor will conduct an environmental assessment and analysis along the U.S.-Mexico border.  This task will include: 
a. An assessment of the previously funded promotora networks to determine the status of these networks.
b. An assessment of the leading diseases and health issues along the border

c. An analysis to determine where promotora are most needed and can have the best positive impact.
d. An assessment and scan of promotora along the U.S.-Mexico border region to determine the most pertinent training needs.
2. The contractor will provide 2-3 promotora trainings along the U.S.-Mexico border.  The trainings will be conducted in 2-3 of the 4 Border States (Arizona, California, New Mexico and Texas) and will last 2-3 days each. 
Office of Regional Operations (ORO)
· The Las Vegas Healthcare Workforce Development Partnership Forum 

The San Francisco Office of Regional Operations convened the Las Vegas Healthcare Workforce Development Partnership Forum in November 2009 in collaboration with the Area Health Education Center of Southern Nevada.  Twenty-seven persons, representing all ten HRSA-funded grantee organizations in Las Vegas, joined invited state and local stakeholders in a day-long discussion of healthcare workforce challenges for safety net programs in Las Vegas. The Forum explored issues including the impact of the medical professional licensure process on recruiting and retaining health care providers; diminished state budget resources for healthcare; interdisciplinary collaboration among physicians, nurses and other providers; and the delayed launch of the new University of Nevada Simulation Center to disseminate training in multi-disciplinary approaches to patient care.  Forum participants made three commitments:  a) establish a planning committee for a Statewide Summit on Streamlining the Health Professional Licensure and Credentialing Procedures; b) create a work group to explore the development of live and online medical courses with multidisciplinary and culturally competent approaches to healthcare delivery, and c) form an advisory committee to develop a Community Health Worker Training Program in Clark County, Nevada. 

· HRSA/ HUD Collaboration
The San Francisco Office of Regional Operations is working in partnership with HUD to convene a meeting of public housing agencies and federally qualified health centers in the San Francisco Bay Area to explore potential opportunities collaborations, including place based strategies likely to integrate public housing, health education, and primary care, and address social determinants of health.  This Initiative is related to a larger federal partnership on Sustainable Communities.  Training and deployment of CHWs is one strategy that will be pursued as part of the HRSA/HUD collaboration. 

· The Pathways Model
The Chicago Regional Division has engaged experts in the Pathways Model to serve as architects for communities interested in building care coordination systems utilizing CHWs and have demonstrated promising results. The Pathways Model uses prescribed interventions for a target population similar to the interventions identified in care maps or integrated care pathways. For example, a pregnant woman who does not have a primary care provider, is late in receiving prenatal care, and lacks insurance and/or transportation will be enrolled into the Pregnancy Pathways by a community health worker (CHW).  The CHW will identify and address the client’s barriers to accessing care, provide health education, and ensure that the client’s scheduled prenatal visits are kept.  Incentives are typically provided to the CHW when specific steps are completed and when the prescribed outcome is achieved.  
Bureau of Health Professions

· Area Health Education Centers

Area Health Education Centers (AHECs) are academic and community partnerships that provide health career recruitment programs for K-12 students and increase access to health care in medically underserved areas. AHECs address health care workforce issues by exposing students to health care career opportunities that they otherwise would not have encountered, establishing community-based training sites for students in service-learning and clinical capacities, providing continuing education programs for health care professionals, and evaluating the needs of underserved communities. 

One example of what AHECs do around CHWs is the New Jersey AHEC (http://som.umdnj.edu/ahec/index.htm) who has as expanded its activities into central/northern New Jersey to use CHWs as key members of the interdisciplinary team to assist medical and other health professions students in delivering culturally competent health care, addressing health literacy issues, identifying community needs, and integrating successfully into community-based sites in minority and underserved communities.  A CHW Advisory Council and a New Jersey AHEC Program Advisory Board of senior leaders from seven health professions schools in the University of Medicine and Dentistry New Jersey system work to identify strategies for integration of the New Jersey AHEC and CHWs into the medical school/health professions curricula; identify new community service learning sites to support training of health professions students where they can work with CHWs; and work to promote recognition of CHWs.  A total of 500 medical and other health professions students receive training through 12 academic partnerships.  Included among the sites are Federally Qualified Health Centers, National Health Service Corps Ambassador Program sites, Community Health Centers, Migrant Farm Workers programs, schools, homeless shelters, detention centers, State and community-based agencies.

· Training in Health Education Services

Sec. 752 of the Public Health Service Act Legislative purpose (4) authorizes grants for Health Education and Training Centers to "conducts training in health education services, including training to prepare community health workers..."  The eligible entities are those who would be eligible for AHEC grants.  Funds have not been appropriated for this activity since 2005.  

· Patient Navigator Outreach and Chronic Prevention Program 

The Patient Navigator Program is authorized under the Patient Navigator Outreach and Chronic Disease Prevention Act of 2005, P.L. 109-18, Section 340A of the Public Health Service Act (42 U.S.C. 256a).  The purpose of the Patient Navigator Outreach and Chronic Disease Prevention Program is to recruit, assign, train, and employ patient navigators to work with health disparity populations to improve prevention and management of chronic diseases such as cancer, diabetes, cardiovascular disease, and asthma. 

Because the authorizing legislation requires that patient navigators have “direct knowledge of the communities they serve,” these potential grantees hire and train local navigators from the applicants’ communities.  In some cases, the currently funded Patient Navigator Program grantees have recruited from a pool of recently laid off health department staff or community health educators to serve as patient navigators, helping reverse the effects of budget cuts and shortfalls in the non-profit and public health care sector.

Patient navigators have direct knowledge of the communities they serve and perform six duties including: 

1. Assisting in the coordination of health care services and providing referrals; 

2. Facilitating the involvement of community organizations in assisting individuals who are at risk for or have cancer or other chronic illnesses; 

3. Notifying individuals of relevant clinical trials; 

4. Anticipating, identifying, and helping patients to overcome barriers within the health care system; 

5. Coordinating with insurance ombudsman programs; and Conducting outreach to health disparity populations.

Applicants for this program included a public or nonprofit private health center; a health facility operated by or pursuant to a contract with the Indian Health Service; a hospital; a cancer center; a rural health clinic; and, an academic health center, or a nonprofit entity that enters into a partnership or coordinates referrals with such a center, clinic, facility or hospital to provide patient navigator services.  Faith-based and community-based organizations, including small grassroots organizations, were also eligible to apply for these grants.

Bureau of Primary Health Care

· Health Center Enabling Services

Health centers are a vital healthcare safety net for 1 in 3 people living in poverty, providing comprehensive preventive and primary health care services to approximately 17 million people at over 7,500 sites across the country.  Health centers provide comprehensive services that address the major health care needs of the target population and ensure the availability and accessibility of essential primary and preventive health services, including as appropriate, oral health, mental health, and substance abuse services.  Health centers also coordinate and collaborate appropriately with other health care and social service providers in their area to ensure the most effective use of limited health resources and to provide access to the most comprehensive array of services and critical assistance including, housing, food, and job support.  

Recognizing that barriers to care take various forms, health centers also include a variety of supportive and enabling services that promote access and quality of care.  For example in Calendar Year (CY) 2008, a total of 10,995 enabling service staff were employed at health centers and a total of $549,546,133 was spent on these enabling services including:

	Enabling Service Staff
	Number of Staff
	Total Spending

	Case Managers
	3,502
	$183,847,040

	Patient and Community Education Specialists
	2,131
	$111,578,054

	Outreach Workers
	1,951
	$  87,858,647

	Transportation Workers
	413
	$  28,346,362

	Eligibility Assistance Workers
	1,701
	$  67,796,781

	Interpretation Staff 
	637
	$  29,958,928

	Other Enabling Services Workers
	660
	$  40,160,321


In FY 2009, HRSA awarded over $5.9 million to 79 health centers to support the expansion of enabling services for special populations (i.e., migrant and seasonal farmworkers; homeless individuals and families; and residents of public housing).    

One noteworthy example is the Community Health Aide Program (CHA/P) in Alaska.  Alaska’s Community Health Aide Program was first developed in 1950 to address tuberculosis, high infant mortality, and high rates of injuries in rural Alaska.  The CHA Program now consists of approximately 550 Community Health Aides/Practitioners (CHA/Ps) statewide, including in Community Health Centers. (http://www.akchap.org/GeneralInfo.cfm and http://www.anthc.org/chs/chap/)

HIV/AIDS Bureau

· The Ryan White HIV/AIDS Program 

The Ryan White HIV/AIDS Program works with cities, states, and local community-based organization to provide services to more than half a million people each year. The program is for those who do not have sufficient health care coverage or financial resources for coping with HIV disease. The majority of Ryan White HIV/AIDS Program funds support primary medical care and essential support services. A smaller portion is used to fund technical assistance, clinical training, and research on innovative models of care. 

In the Ryan White HIV/AIDS Program, “peers” are HIV positive individuals who share identifying characteristics with individuals or population groups receiving care or services. Peers and clients share similar experiences and challenges related to class, race, age, gender, language, culture and recovery from substance abuse and/or trauma. These common characteristics often provide peers with deep insight into the feelings and behaviors of clients, and help them forge both personal credibility and trusting relationship with clients. Peers are also called coaches, community health workers and patient navigators, among other titles. HAB’s particular interest is in examining the role of peers on interdisciplinary health care teams, whose focus in the Ryan White HIV/AIDS Program is to engage and retain clients in high quality, HIV care.

In 2005 a national needs assessment of Ryan White programs was conducted to determine how and to what extent peers were being used in HIV care. Results showed that peer support services were being funded in 29 Part A and B programs (out of 51 cities and 59 States/Territories). Another 25 indicated they planned to fund peer services in the future. The needs assessment also found that, in Fiscal Year 2005, 106 of 360 Part C grantees (29.4 percent of the total) and 38 of 91 Part D grantees (41.7 percent of the total) provided peer-related services.
 

The HIV/AIDS Bureau supports a number of projects that promote the use of peers/community health workers among its grantees and services providers.  These projects have developed and implemented training materials, toolkits and other technical assistance tools that can assist grantees and providers as they integrate peers/community health workers into their interdisciplinary HIV care teams.  In addition, current Special Projects of National Significance projects are developing, implementing and evaluating the effectiveness of innovative models of care that utilize peers/promotores/community health workers to engage and retain HIV individuals in care.  An inventory of on-going projects that support and promote the use of peers is presented below and related peer training materials can be found in Appendix B.
Peer Educator Training Sites and Resource Evaluation Center - The PEER Center helps Ryan White HIV/AIDS Program grantees, clinics, AIDS Service Organizations and other training organizations develop peer programs to support HIV-positive individuals as they enter and stay in care, adhere to treatment protocols, and improve their quality of life.  The project assists in planning and implementing successful, sustainable peer programs by offering the resources, support and experience that help health care organizations launch a peer program, or strengthen one that's already in place. Through this project, training is provided to develop a cadre of competent peer educators by: 1) increasing the number of organizations that utilize peer educators (paid or volunteer) and incorporate them into an interdisciplinary approach to HIV clinical care management; 2) providing model peer education training that addresses different aspects of peer influence in HIV patient adherence and health outcomes; 3) replicating successful HIV Peer Education models through training to “look-alike” organizations (organizations that train peers), thus increasing the number of organizations involved in peer education and training peers. (http://www.hdwg.org/peer_center/ )

Integrating Patient Navigation into HIV/AIDS Treatment and Care Services in Ryan White-funded HIV/AIDS Clinical Services – This project develops and provides training and technical assistance to people living with HIV/AIDS and providers of Ryan White HIV/AIDS Program funded services to implement  Patient Navigation Projects (PNP).  Patient Navigators will engage clients shortly after they learn of their HIV-positive status, and provide support and offer to assist and accompany them to care and treatment services.
Enhancing Access to and Retention in Quality HIV/AIDS Care for Women of Color Initiative - This Special Projects of National Significance Initiative is a multi-site demonstration and evaluation of HIV service delivery interventions for women of color, a population at increasing risk to HIV/AIDS. The initiative funds eleven demonstration sites for up to five years to design, implement and evaluate innovative methods for enhancing access to and retaining women of color living with HIV/AIDS in primary medical care and ancillary services. Interventions include community-based outreach, patient education, intensive case management and patient navigation strategies that promote access to care. In 7 of the eleven funded projects, women of color are linked to HIV care and ancillary services through the work of promotoras, community health outreach workers and peer health educators, who will come from the target community.  (http://hab.hrsa.gov/special/woc_index.htm )  
Maternal and Child Health Bureau

· The Healthy Start Program 

Under the Legislative Authority of the Public Health Service Act, Title III, Section 330H, the Healthy Start Program is an initiative mandated to reduce the rate of infant mortality and improve perinatal outcomes. The Healthy Start program focuses on the contributing factors which research shows influence the perinatal trends in high-risk communities.

The purpose of this program is to address significant disparities in perinatal health indicators in communities. Communities provide a scope of project services that covers the pregnancy and interconception phases for women and infants residing in their project area. In order to promote a longer interconception period and prevent relapses of risk behaviors, the woman and infant are followed through the infant’s second year of life and/or two years following delivery.

Funded communities have an active consortium of key stakeholders, including women and families served by the project, and work with this consortium to implement a plan to reduce barriers, enhance the capacity of the local perinatal service system to provide quality, responsive services, and work towards eliminating existing disparities in perinatal health. Some of these funded communities use CHW to improve care coordination increasing rates of early prenatal care, and increasing rates of immunization and screening for post-partum depression.
  All implement programs in a culturally and linguistically sensitive manner.  
· The Community-Based Doula Program
The Social Security Act, Section 501 (a) (2) (42 U.S.C. 701) authorizes the Community-Based Doulas Program which provides grants to identify and train local community workers to mentor pregnant women. Doulas provide culturally sensitive pregnancy, breastfeeding and childbirth education and counseling. They also promote links to health care and social services, labor coaching and parenting skills.  The word 'Doula' comes from the ancient Greek and refers to a trained and experienced woman who provides physical, emotional, and informational support to women before, during and immediately following childbirth. Successful doulas share certain qualities: a commitment to help women have healthy and satisfying births, a capacity to form trusting relationships, and an ability to listen and respond to a mother’s needs. In 2008 the Community-Based Doulas Program grants were awarded to seven community organizations totaling $1,425,894 to identify and train local community workers to mentor pregnant women. 

· Family-To-Family Health Information Centers

Authorized in Section 501(c)(1)(A) of the Social Security Act, the Family-to-Family Health Information Centers support grants to family-run organizations to ensure families have access to adequate information about health care, community resources and supports in order to make informed decisions around their children’s health care. 

The program supports centers in approximately 50 states to: (1) Assist families of children with special health care needs (CSHCN) make informed choices about health care in order to promote good treatment decisions, cost effectiveness and improved health outcomes; (2) Provide information regarding the health care needs of and resources available for CSHCN; (3) Identify successful health delivery models; (4) Develop with representatives of health care providers, managed care organization, health care purchasers, and appropriate State agencies, a model for collaboration between families of CSHCN and health professionals; (5) Provide training and guidance regarding the care of CSHCN; (6) Conduct outreach activities to families, health professionals, schools and other appropriate entities; and (7) Be staffed by such families who have expertise in Federal and State public and private health care systems, and by health providers.
Sustainability

In order for CHW programs to be successful, consistent funding is needed.  Maintaining stable, ongoing funds for CHWs is a challenge and hinders efforts to develop the workforce.  The prevalence of short-term funding and the necessary reliance on multiple funding sources were cited by employers and other observers as major barriers to the development of the CHW workforce. Federal and State governments provided most of the funds for CHWs. Private organizations, local governments, and other sources supported about one-third of the employers. 

Both the Senate and House have incorporated a grant program for CHWs in their health reform bills.  Both authorize the program for five years.  While the House appropriated $30 million, the Senate language is silent on the amount.   The Senate bill also mentioned the use of Area Health Education Centers to conduct and participate in interdisciplinary training of health professions which would in include CHWs (See Appendix C). More recently the Centers for Medicare and Medicaid Services, through their Children’s Health Insurance Program provided outreach and enrollment grants national, state, local, or community-based public or nonprofit private organizations, including organizations that use community health workers or community-based doula programs.   

While Federal grant programs are one way of funding CHWs, Medicaid and Children Health Insurance Program (CHIP) could provide funding for CHWs on a more long term basis to pay for CHW services.  Although federal rules do not recognize community health worker as billable providers, the rule does not prohibit CHWs from being employed within the Medicaid/CHIP programs.   There are four ways in which Medicaid/CHIP program could sustain CHWs.   
Managed Care:  Medicaid/CHIP managed care organizations have wide latitude in the using portions of capitated payments to employ CHWs or contract with provider organizations for CHWs. 
Section 1115 waiver: States can obtain a waiver to expand services statewide through CHWs and the waiver enables reimbursement for certain of the services.  California, for example, has the largest identified CHW programs funded under a Medicaid waiver.  California's Family PACT Program reimburses CHWs for counseling and technical services.
Federal Support for Administrative Cost:  Administrative Claiming takes advantage of a provision in Federal law permitting states to claim federal financial participation (FFP) for administrative expenses states incur in operating their Medicaid programs.  For example, States receive FFP for expenditures associated using outstationed eligibility workers.  State could claim necessary administrative cost as salaries, fringe benefits, travel, training, equipment and office attributable to outstation activities.  
Direct Reimbursement:  Some states define community health workers as billable providers who can bill the Medicaid program directly for their services.  For example, Minnesota Medicaid program allows reimbursement of providers for services provided by CHWs if: the provider is a registered Medicaid provider; services are provided under medical supervision; the CHW has completed training following a new standard curriculum; CHW must register as a Medicaid provider but may not bill State directly; or CHW may be employee OR contractor of billing provider.  
Possible HRSA Activities to Support the Development, Use and Expansion of CHWs
HRSA has the opportunity to promote the development and use of CHWs. HRSA may be in a position to improve the training and use of CHWs in communities to improve access patient communication and patient outcomes to improve the gaps that exist around access to and provision of culturally appropriate, cost-effective care. In general, HRSA could consistently use the term CHWs when referring to the profession (the current complexity of being called different things implies the profession is fragmented). HRSA could also support a campaign to raise awareness of CHWs and what they do in improving access, promoting health equity and quality. Expanding on the existing initiatives HRSA Bureaus and Offices are supporting such as the 

Some specific strategies for HRSA to assist in expanding the use of CHWs to diversify the health care workforce include:
President’s Global Health Initiative- Training of Community Health Workers – Existing activity that could be expanded to include Global Health partnerships, collaboration and coordination in response to the President’s Global Health Initiative (GHI):   CHWs provide a culturally appropriate interface with vulnerable clients in their communities. HRSA’s experience with lay CHWs includes training for lay CHWs through our Migrant Health Cooperative Agreements and our efforts to enhance existing promotora Networks on the U.S. – Mexico border.  HRSA could expand its current efforts to include informational exchange/training programs in other countries to build upon the health diplomacy mission. 
Engagement with Muslim Countries- In follow-up to the President’s Cairo speech on June 4, 2009, the National Security Council (NSC) tasked HHS to begin to develop a draft discussion paper on how to begin to actualize/implement the health-related portions of the President’s speech of promoting maternal and child health in Muslim countries.  HRSA/Office of International Health Affairs offered the idea of using CHWs in developing the President’s Initiative.  HRSA funding has supported many CHW programs on which the United States can build upon to promote maternal and child health as well as regional and international cooperation. 
HOPE 6 Pilot Program-  This is a pilot program supported by HUD taking place in several states—TN, VA/MD, CT, etc—where public health residents were trained, using NHLBI’s developed curriculum,  to provide health support to residents in public housing health centers. HUD and NHLBI worked collaboratively with BPHC staff to identify public housing health centers. HRSA could work together with HUD and NHLBI to broaden the collaboration between community health centers and public housing using the HOPE 6 Program as a foundation to recruit and train community health workers and community transformation workers.
NHSC Sites- With appropriate resources, information and materials, HRSA could encourage NHSC sites (grantees and non-grantees) to incorporate CHWs in their everyday practice.  This would allow HRSA to highlight models (of wrap-around services and the level of staff providing those services) that are working in underserved communities in national and regional conferences as a means of getting the word out.  To the extent HRSA can encourage NHSC sites to adopt the successful model that suits their situation the best we will be expanding the use of CHWs and improving the delivery of health services and health outcomes for underserved communities. Bureaus could also work together to consider selecting NHSC sites to implement a CHW initiative. For example, ORHP is funding a project to assist ORHP grantees and community health centers within the U.S.-Mexico border region by enhancing existing Promotora Networks and improving health outcomes.   An additional consideration could be made to include a NHSC site. 

CHW Best Practices Meeting- Office of Regional Operations could host regional CHW best practice meetings to bring together CHW stakeholders to help share information between regional organizations and CHWs.  For example, a meeting in a Regional Office City could bring together HRSA grantees with CHW-related programs in the region and regional and national experts.  This would provide a regional support network and community of learners based around CHWs and help organizations that are interested in utilizing CHWs to build their program.  

Pathways Model- HRSA could pilot nationally the integration of the Pathways Model within the Healthy Start program by selecting a mix of high-performing and challenged grantees.  The pilot could be geographically dispersed across the 10 regions and staff from the regional offices could work with the project officers and grantees to develop time-framed action plans, provide technical assistance, and convene regular conference calls to discuss implementation questions such as Pathways interventions, CHW incentives, and tracking.  Healthy Start case managers (CHWs) would continue to identify high-risk women in targeted zip codes, confirm that each intervention along the Pathway has been completed before proceeding to the next, and documenting all activities throughout the prenatal period.  Monetary incentives could be provided to the CHWs at different milestones, i.e. enrolling a woman during her first trimester and the delivery of a normal birth weight infant.  An evaluation of the pilot should measure the effectiveness of the Pathways Model on Healthy Start outcomes. 
HRSA could also support initiatives (many of which started with HCAP funding from FY 1999 – 2005), such as Pathways and Kentucky Homeplace, that are models of the outreach work component that are still in existence.  These models could serve as “best practice examples” for others.

CHW Health Disparities Collaborative- HRSA could consider developing a new health disparity collaborative that includes the attributes of CHWs. The collaborative could provide practice based evidence of the successful patient outcomes seen when integrating CHWs as members of the health care team. 

AmeriCorps- HRSA could support health center investments in AmeriCorps workers, which may be time intensive, but enhances workforce development.

Training- Comprehensive training materials and tools are needed to provide CHWs with the knowledge and skills necessary to be effective in promoting public health through prevention, care and treatment. HRSA could consider contributing to the development of training courses for CHW.  One possibility could be providing continuing education to CHWs through coordination with the AHECs.
HRSA could also develop an orientation or training for public health entities and medical care providers on the value of community health workers as part of a comprehensive public health workforce.

CHWs could help train new clinicians, such as Scholars, regarding culturally competent approaches to practice.  For example, the CHW could be assigned a new clinician at a facility to teach the clinician how to greet an elder in the community, talk about a cancer diagnosis, or discuss a population's typical diet.
Research- HRSA could provide funding to document the effectiveness of CHW programs through research and submissions to peer reviewed journals.

Highlight Success- HRSA could identify success stories of CHW utilization that can be emulated among other health centers across the nation.

Reimbursement for Services - HRSA could advocate to CMS that CHWs are included as a component of the care teams in community settings. Advocate for direct payment for these services by payors, starting with Medicare, especially where successful interventions have been shown to reduce total health care costs.

Conclusion

Community health workers provide a critical link between their communities and the health and social services systems.  The CHWs’ role in improving health and social access, improving service utilization among underserved populations, and improving outcomes related to health knowledge, health status and behavioral change is essential.  Health care communities in many States recognize the value of CHWs as members of the health delivery system.   Despite the emerging evidence that justifies expanded use of CHWs, a significant barrier is the lack of stable, mainstream financing. 
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Appendix A: HRSA Community Health Worker Workgroup Report

Community Health Worker Report

I.
The Community Health Worker Movement:  Background and Current Issues
Substantial literature exists that examines the roles, responsibilities and benefits of community health workers (CHWs) in health programs throughout the United States.  In addition to the following discussion, HRSA conducted a literature review to synthesize and discuss available research on CHWs.  The literature review and abstracts of CHW articles and studies are found in Appendix D.  
Definition and Roles

A community health worker (CHW) is one of many terms used to denote an indigenous community member who provides a bridge between his/her peers and the local health and human services team (Rosenthal, 1998). CHWs are also referred to as lay health advocates, community health advisors, health aides, community health representatives, outreach educators, peer health promoters, and promotores in Latin America and U.S. Hispanic communities. CHWs may be paid employees or volunteers and are widely used in underserved settings.  They assist in providing healthcare and education to the community both independently and as part of a multidisciplinary healthcare team.  Whether working independently and/or as part of a team, their indigenous status enables them to work as links between their cultural, ethnic, or geographic communities and healthcare providers and increases responsiveness.  They are looked upon by members in their community for advice and support.  Newer directions for the case management model include working with CHWs to reach culturally diverse populations.  Regardless of the appellation used, many CHWs see themselves as embedded in the communities they serve, giving rise to tension between a move towards more formalized professionalism and maintaining grassroots autonomy.  However, there is a growing interest among CHWs in advocating for a universal definition that encompasses the services they provide. 

In 1998, The Final Report of the National Community Health Advisor Study identified seven key roles that community health workers may serve in their communities. CHWs bridge cultural mediation between communities and the health and social service systems, provide culturally appropriate health education and information, assure that people get the services they need, provide informal counseling and social support, advocate for individual and community needs, provide direct services such as first aid and blood pressure screening, and build individual and community capacity (Rosenthal, 1998). In addition to the above roles, CHWs also offer interpretation and translation services. CHWs offer a relevant perspective about the needs of those communities they serve because they are part of that community and often have common ethnicity, language, socioeconomic status or experience.  CHWs focus their services on populations who are at the greatest risk of being sick and underserved—low income children and adults, people of color, culturally and linguistically underserved groups, and the elderly (Witmer, Seifer, Finocchio, Leslie, O’Neil, 1995).  CHWs work with these populations in a variety of settings that include homes, schools, clinics/hospitals, shelters, community centers, work sites, religious organizations, and migrant labor camps.   
Background

“Their (CHWs) history goes back at least several hundred years in developing countries, where specially-trained individuals in villages attended to a variety of needs: they have been called feldshers in 17th century Russia and “barefoot doctors” in China. The spread of ‘liberation theology’ and popular education (as espoused by Paolo Freire and others) in the 20th century led to the creation of the formalized role of promotores de salud (health promoters) in Latin America. Their role has been formally recognized by the World Health Organization since the 1970s, and by the American Public Health Association in 2001” (www.famhealth.org).

The Literature Review Synthesis of Community Health Workers, produced in 2001 for the Health Resources and Services Administration, states that during the 1960s, the United States Federal government started supporting CHW programs to expand access to health care for underserved communities.  The role of community-based assistance gained increasing importance by the late 1970s. Despite advancements in healthcare that improved the quality of care, not everyone was able to access the benefits of this care due to increasing costs, limited access, and reduced interpersonal communications between service providers and their patients. To address this lack of access, CHWs were increasingly employed to serve as community sources of advice, information, and support, and to be a remedy for some of the barriers encountered in our present health care service delivery system. 

It was the demand for quality services and a re-examination of the existing health services available that contributed to the increasing employment of CHWs. Analysis of the high costs and approaches of healthcare delivery prompted an emphasis to be placed on prevention and primary care. These new approaches included using lower-cost delivery settings, ambulatory care, and home-care with less expensive providers (Love et al, 1997). Studies by Levine (1992) found that as extensions of primary care outreach, CHWs prevented unnecessary reliance on costly emergency department and specialties.  The U.S. Department of Labor’s Occupational Outlook Handbook states that social and human service assistants (the category in which CHWs fall) are projected to be among the fastest growing occupations for the years 2000-2010.  

Current Issues and Practice 
The Final Report of the National Community Health Advisor study estimates that over 12,000 CHWs serve throughout the United States (Rosenthal, 1998). Local associations and networks exist in numerous States across all regions of the U.S. The Community Health Advisor Network (CHAN) program acts as a network for a number of programs, largely in the Southeast. The Lay Health Worker/Promotora National Network also has a large number of members, many from the Southwest. The Center for Sustainable Health Outreach hosted a Unity conference in Mississippi in March 2004 (as well as in previous years) for and about CHWs. The movement to develop a national association for CHWs was a primary underlying topic at this meeting

The American Public Health Association (APHA) has a CHW Special Interest Group, and at a recent APHA meeting, the development of a national federation of CHWs was discussed.  In a Policy Statement dated January 1, 2001, APHA strongly supported CHWs and urged all health and human service professionals to recognize “the skills and unique attributes they (CHWs) bring to their work.” Further, the APHA urged CHWs and their advocates to develop a definition of the roles and functions of CHWs, and, to work with the Department of Labor to develop a definition of CHWs.  Additionally, the APHA encouraged “traditional and non-traditional educational institutions to develop and support effective training curricula for CHWs and their supervisors that links to defined core roles and competencies.”  Public health and human service professionals were urged “to include CHWs in efforts to establish a public health credentialing process”.  APHA also urged “local, state, tribal and national CHW organizations and advocacy groups to join together with CHWs at the helm, to promote visibility of CHWs and create a unified voice for the CHW field” (APHA, 2001).

The Institute of Medicine (IOM) report, “Unequal Treatment: Confronting Racial/Ethnic Disparities in Health Care,” was released on March 20, 2002. The study found that racial/ethnic disparities in health care exist and that they are associated with differences in health outcomes.  “…Support for the use of CHWs and multidisciplinary teams,” was one of the strategies recommended for addressing and eliminating racial/ethnic disparities in health care (Betancourt, pgs. 287-292, 2003).
Training Programs
A post-secondary education movement exists in the CHW community. CHW training programs vary throughout the country from a few hours to an Associates Degree. For instance, Alaska has a standardized curriculum for a Community Health Aide Program (CHAP), which trains local Alaskan Natives to act as non-physician primary care providers in their own remote communities. This program has been in existence for almost 35 years (Alaska CHAP, 2003). The Community Health Works of San Francisco is a nationally-recognized center for training, research and development for first-level community health professionals and interdisciplinary community health teams. Established in 1992, the Center is a project of San Francisco State University and City College of San Francisco (www.famhealth.org). 
Thus far, Texas and Ohio are the only 2 states besides Alaska to mandate credentialing of CHWs.  In 1999, Texas’ first legislation in this area created voluntary certification, but this was made mandatory in 2001 for CHWs who are compensated for their work. A Promotora Program Development Committee drafted standards and procedures for the credentialing process with implementation by an advisory committee. The advisory committee is also responsible for certifying instructors and sponsoring institutions. Similarly, as a result of legislation passed in 2003, Ohio has developed and implemented a CHW certification program. Certification and oversight for this training program is monitored and controlled by the State Board of Nursing. 
Arizona, Massachusetts, Indiana and others have certificate programs for CHWs through local universities, community colleges and/or institutes.
Many of the training programs (including the one in Texas) base their curricula on core competencies for CHWs described in the The Final Report of the National Community Health Advisor Study (Rosenthal, 1998). Non-certificate training takes many forms, ranging from several hours to weeks or months and may involve classroom instruction and/or supervised field experience.
The training and utilization of CHWs also varies significantly in communities and states around the country. Topics cover a wide-range of health issues; some examples include homelessness, domestic violence, prenatal health care, sexual health issues, diabetes, asthma, substance abuse, lead poisoning, obesity, and a variety of others. Therefore, the services provided by CHWs are not uniform and are generally specific to the locale in which they are trained. For example, some CHWs provide outreach, assist in enrollment in insurance plans (e.g., Medicaid and SCHIP); some provide education (e.g., on one topic such as HIV/AIDS); and some serve as a first contact provider in a primary care triage system (e.g., IHS).  In many communities, CHWs serve as volunteers by choice; in other settings the CHWs gain employment and seek advancement via health career ladders.

An important consideration for the expansion of this para-profession is the need to move toward a more consistent approach in the training, utilizing and reimbursement of CHWs.  HRSA can serve as a stimulus to augment what appears to be an evolving trend, a gradual movement toward the professionalization of CHWs.  While the move towards credentialing is a topic of interest for CHWs at the national and local level, so is the concern of protecting the spirit of volunteerism from which CHWs arose and which makes them distinctive and vital within their communities.  Given the commitment to increase access and quality care, HRSA is situated to enhance CHW training and utilization within currently ongoing HRSA programs and thus serve as a focal point within HHS to collaborate with other Agencies and non-Federal partners, e.g., educational entities, employers, third party payors, state legislators, etc. By doing so, HRSA can incrementally move the CHW field forward and promote the credibility of this emerging profession.

Effectiveness and Impact

Preliminary support is indicated for CHWs in increasing access to and utilization of healthcare and health education, particularly in underserved populations. Multidisciplinary healthcare teams including CHWs in partnership with community members and/or medical professionals have been successful strategies for improving health outcomes in primary and secondary prevention programs, healthcare delivery settings and other types of interventions.  Such teams have proven to be an effective strategy for promoting access to needed healthcare. Additionally, CHWs allow for flexibility in assisting clients of different cultural backgrounds to obtain appropriate healthcare. CHWs also serve to mediate health communication messages which is viewed as an effective alternative to mainstream health communication.  Although CHWs show promise as effective members of an interdisciplinary team, inadequate documentation of effectiveness and overly high expectations can undermine their role.  Further research is needed with an emphasis on stronger study design, documentation of CHW activities, and carefully defined target populations.

II.
HRSA’s Relationship to the CHW Movement

Mission-Relevance
HRSA's mission is to improve and expand access to quality health care for all. HRSA’s goals are to decrease health disparities and increase access to healthcare for all Americans. As the Access Agency, HRSA assures the availability of quality health care to low income, uninsured, isolated, vulnerable and special needs populations and meets their unique health care needs. The roles that CHWs carry out in their communities, particularly their role in linking underserved populations to health care service in medically underserved areas, contribute to HRSA’s mission to improve and expand access to quality care for all. The training and utilization of CHWs can be viewed as one component of HRSA’s overall strategy to improve access to care at the community level. 

Accomplishments to Date
Many HRSA components as well as agencies and organizations outside HRSA employ CHWs, subscribing to the common wisdom that these workers provide benefits to the community and individuals they serve. 
Many current HRSA-sponsored projects train and employ CHWs to assist in assuring access to and appropriate utilization of quality care.  For example:  

· The Bureau of Health Professions has several programs within the Division of State, Community and Public Health that utilize and train CHWs: Allied Health Special Projects Program, Area Health Education Centers (AHEC) Program, Geriatric Education Centers Program, Health Education and Training Centers (HETC) Program, and the Public Health Training Centers (PHTC) Program. HETCs are legislatively mandated to train CHWs.  The Bureau’s National Center for Health Workforce Analysis (NCHWA) is also sponsoring a research study examining the U.S.-Mexico border health workforce that includes CHWs.  

· The Bureau of Primary Health Care-supported community and migrant health centers employ CHWs to assure access to care, enhance the cultural competence of their provider teams, and to increase adherence to treatment instructions.  
· The HIV/AIDS Bureau has nine major programs under the Ryan White CARE Act, which mandates the terms of use for programs that utilize CHWs. The HIV/AIDS Bureau also sponsors several initiatives in which CHWs are utilized: U.S.-Mexico Border Health Initiative, Incarcerated Individuals Initiative, Outreach to People Living with HIV Initiative, and Models of Peer Support for Caribbeans Living in the United States Initiative. Ryan White CARE Act grantees in family centered clinics and other HIV/AIDS service entities employ CHWs for similar reasons.  
· The Maternal and Child Health Bureau grantees in programs such as Healthy Start and Children with Special Health Care Needs employ CHWs to assure access, utilization of services, provide case management as well as to help clients understand and navigate the health care system.  The Maternal and Child Health Bureau, has several programs that use CHWs: Genetic Services – Sickle Cell Program, Innovative Approaches to Promoting Positive Health Behavior in Women Program, Healthy Tomorrows Partnership for Children Program, and Healthy Start Program.
· The Office of Rural Health Policy sponsors the Outreach Grant Program and the Rural Health Research Center Program that together fund 12 project grants that use CHWs to increase access to health services and information and/or conduct research related to their practice and further the development of the profession.

Appendix A contains more detailed descriptions of selected current HRSA projects that have been noted for their success and recommended by their sponsoring HRSA components as possible models for other communities.  

As part of its research agenda, the Bureau of Health Professions’ National Center for Health Workforce Analysis has submitted a Request for Contract (RFC) to conduct a comprehensive health workforce study on CHWs.  The RFC for the proposed study has been approved by the Associate Administrator for Health Professions, and is currently in the HRSA Contracts Office.  This study, which has an estimated cost of $500,000, will identify:

1)
The roles and functions of CHWs, 

2)
The demographic and socioeconomic characteristics of CHWs, 

3)

The supply of CHWs (paid and volunteer), 

4)
The need and demand for CHWs,  

5)
The types and location of training and education that CHWs receive or should receive, 

6)
The certification and licensure processes for CHWs(Where are certification and/or licensure processes in place?  

7)
The possible career progression of CHWs from the CHW perspective and from the employers’ perspective.

In addition to the workforce study (described above), HRSA should consider funding a nationwide evaluation study of CHW effectiveness and outcomes. While utilization of CHWs is relatively widespread among HRSA programs, there has been little activity in evaluating the impact of the employment of CHWs on cost, access, and quality of care for vulnerable populations in public and private settings.  The evaluation results would be broadly applicable to other HRSA programs.  The results could also be useful to other governmental agencies, including the Centers for Medicare and Medicaid Services (CMS), the Administration for Children and Families (ACF), the Department of Agriculture’s Women’s Infants and Children (WIC) program, and the Department of Labor.  A number of public and private non-profit organizations such as La Raza and Healthy Mothers/Healthy Babies, and foundations including Robert Wood Johnson, Kaiser, Kellogg, and Annie E. Casey also have demonstrated interest in this topic.   

While the assumption by HRSA and other proponents of CHWs is that utilization of CHWs

facilitates access to health services, increases appropriate utilization of health services and resources while decreasing inappropriate utilization, and improves health status, no definitive, large-scale studies designed with a national scope have been carried out to provide a basis for the acceptance of these hypotheses by the general health payor and provider communities.  However, there have been many small, localized studies of CHW employment.  A study, funded by the Annie E. Casey Foundation and carried out by the University of Arizona in 1998, reached several interesting and relevant conclusions: 

· Virtually all existing studies of CHW effectiveness have been poorly designed and implemented;

· There is very little impartially documented evidence of the benefits of employing CHWs; 

· Studies have demonstrated some evidence of improved access, more appropriate use of services, cost savings, improvements in health status, and increased patient knowledge and more appropriate interaction with health care providers, but this has been found primarily in small focused studies rather than through a national evaluation;

· There are many compounding factors that make it difficult to conduct evaluations of the benefits of employing CHWs such as few CHWs being employed by Managed Care Organizations and lack of common roles of CHWs. 

The draft research agenda of Diversity Rx by the DHHS Office of Minority Health and the Agency of Healthcare Research and Quality, in association with the Resources for Cross Cultural Health Care (March 2004) states that:

Literature that empirically measures the impact of CHWs is limited.  Surveys conducted by different institutions validate this finding for both published and non-published sources.  Studies that attempted to quantify the impact of CHWs on various outcomes looked at the effect of CHWs on patient satisfaction, knowledge, service utilization and health status.  No studies were identified that examined the 
cost effectiveness or cost benefits of using CHWs.
A substantial body of literature exists that examines the roles and responsibilities of, and benefits from using community health workers in health delivery systems throughout the United States, however, this literature is local in scope. The majority of the researchers conclude that CHWs have contributed positively in promoting health and increasing utilization of health services.   In addition to addressing the health needs of traditionally marginalized communities, CHWs have played an effective role in health care research, particularly for culturally relevant studies. As liaisons to the community, healthcare system and academia, community heath workers are able to facilitate research by providing the cultural context of the target population, as well as by improving the access of researchers to the target populations.

A thorough and scientifically designed national study would require substantial funding over several years to gather data from multiple sites.  However, if HRSA wishes to assist CHWs in developing sustainability and a presence in the health care arena, HRSA should consider addressing the following questions: 

· Is HRSA making a cost-effective investment by supporting the training and employment of CHWs to improve the access to and quality of care received by Medicaid and HRSA populations;

· Would it be cost-effective for Medicaid to pay for CHWs to enhance access to and quality of care; and

· Would it be cost-effective for managed care organizations and private providers to employ CHWs?

If a definitive, large scale, objective, and independent study determined that CHWs have a positive impact on health care utilization and quality, without a concomitant increase in health care costs, the policy implications would be profound.  Such a study would provide support for HRSA’s investments in CHWs, and may provide sufficient evidence to Medicaid and other payors to reimburse for CHW services, and persuade private providers and managed care organizations to employ CHWs.  This would improve the access to quality care for the Medicaid and HRSA target populations, and provide a strategy for reducing racial and ethnic disparities in health care usage and outcomes.

For more details regarding the questions that would need to be addressed by the recommended evaluation study, please refer to Appendix B.  

Third Party Reimbursement

Because of HRSA’s relationships with safety-net providers and the populations served by them, reimbursement issues need to be considered.  The workgroup investigated the steps necessary to create increased sustainability for individual CHW projects through strategies for increased reimbursement.  The three major sources of third party reimbursement in this country are Medicaid, Medicare, and private insurance.  Currently, reimbursement for services delivered by CHWs is not common.  Many CHWs use skills similar to those used by more standardized professions (e.g., home health aides).  Thus, categorizing the types of services provided, rather than the skills used by CHWs to provide those services, may be a more successful strategy for making a case for an increase in third-party reimbursement.  

Currently, only Alaska reimburses for Medicaid services provided by CHWs.  When considering whether to incorporate reimbursement for services delivered under its Medicaid plan, a State would have to:
· Include in its Medicaid State Plan a medical service as described in Part 440 of 42 CFR (For example, home health services or personal care services) or defined in the Social Security Act  (for example, 1915(g)(1) case management services). 
· Define the amount, scope, and duration of the service to be provided.  It should be noted that these services would have to be comparable and statewide, available to all Medicaid eligible individuals, not just those in target areas.
· Establish reasonable provider qualifications – Medicaid would look to state practice acts and federal law first, then to state defined training and certification requirements.  It should be noted that any individual who meets those qualifications and wishes to participate must be allowed to do so, including but not limited to CHWs.
· Determine how and at what level to reimburse for those services.

Reimbursement for CHWs Under Medicare would not be a State issue per se, but State licensing or deeming may be required.  Steps involved in obtaining reimbursement under Medicare might include the following:

· CHWs might participate under Medicare as Home Health Aids or Certified Nursing Assistants.  Since home health services are used by seniors and some seniors live in underserved areas CHWs might fill a need not easily covered by other sectors of the health care workforce.  
· In that instance, a CHW would work for a Home Health Agency, which in turn would bill Medicare for services provided. In order to participate, CHWs might need to be “certified”, as defined in Medicare law or regulation. Certification might be accomplished through a national exam, with a core set of competencies and additional skill sets depending on the specific work.  States might develop additional/state-specific licensure requirements as well.
When considering steps that might be involved in obtaining reimbursement for CHWs under Commercial Insurance models, a number of issues would need to be addressed, including:  

· Training – in order for an insurer to consider reimbursing directly for the services of a CHW, there would need to be state-specific standards, with licensure recognized by a State authority.  

· Many insurers pay disease management and case management companies directly for specific services provided to populations they insure.  Although it may be possible for disease management and case management companies to hire or subcontract with CHWs, these companies often use nurses.
· Working as part of the staff in a physician’s office or hospital inpatient/outpatient setting – physicians and hospitals bill for services they provide, accepting payment from an insurer based on a previously negotiated rate (i.e.: a % of reasonable charges, customary rate).  The provider or facility pays their staff a salary.  Therefore, it would be up to that provider or facility to decide who to hire and how much to pay them.  If direct patient care is involved, then issues of clinical competency and licensure factor-in. 

Confounding Issues
HRSA already supports many programs that use and/or train CHWs, but supporting the CHW profession directly is a different type of undertaking.  Should HRSA be in the business of supporting specific professions such as CHWs?  The HRSA mission and the work that CHWs perform are definitely linked.  However, it is not clear exactly how, if HRSA does decide to support the CHW profession as a whole, several concerns would be addressed.

There is an inherent dilemma associated with discussions of any government agency formally supporting the CHW profession.  In the abstract, efforts such as supporting the training and credentialing of CHWs, or increasing third-party reimbursement for the services provided by CHWs, seem perfectly defensible.  The loosely-defined community of CHWs would seem to benefit from increased attention and financial support from an agency such as HRSA.  However, increasing the professionalism of CHWs carries potential for both benefits and risk.  

Benefits would be increasing the numbers, skills, employment opportunities, and effectiveness of CHWs, and the service provided to their many clients.  The chief risk in supporting the CHWs as a profession would be that HRSA must take care not to professionalize the position so much that the nature of CHWs is changed to the point of being unrecognizable.  As stated by a CHW (in Spanish) at a recent Center for Sustainable Health Outreach meeting, outside entities could mean to be providing useful support by increasing CHW training and skills, but the outcome could be to “infectar” (or infect) the nature of CHWs, thereby reducing their effectiveness and role within their own communities.



Different groups of CHWs and their advocates may embrace different philosophies and may seek different goals.  Some groups may wish to increase the professional standing and related educational and employment opportunities of members.  Others, pointing to the strength of the community ties and “authenticity” of CHWs as laypersons, may wish to keep things as they are.  As professionalism (and, one surmises, related employment opportunities) grows, the CHWs’ connectedness to hard-to-reach populations may be subjected to risk.  CHWs meeting increasing organizational demands could naturally spend more time filling out paperwork and managing their work with more standardized approaches, and less time actually seeing clients and strengthening their ties to the community.  With this hypothetical professionalization or credentialing, there is a fear or acknowledgement that the CHWs identity as a lay person may be subsumed under the CHW’s new role.  
III. Conclusions and Options  
CHWs have a long history of bringing needed health outreach, education and services to their own communities, particularly in communities of ethnic or linguistic minorities.  Their realms of influence are consistent with HRSA’s values of providing equal opportunities to achieve improved health status for all populations.  Studies to date have been primarily local and/or narrowly focused.  Objective, national studies would be of value to corroborate conventional wisdom and justify more extensive investments.  HRSA should consider investing in both the further development and study of the CHW’s role in interdisciplinary health care teams, while remaining cognizant of the fact that the professional role of the CHW is still in flux.  CHWs in different States and communities may operate within more or less formalized structures.  HRSA should strive to assist States and communities that wish to develop more formalized training or credentialing programs without creating undo restrictions.  

There are a number of ways in which HRSA can nurture the development and effectiveness of CHWs.  Options for HRSA to consider relative to the CHW field may be placed under three headings:  

· Enhance HRSA programs that currently involve CHWs; 

· Partner with federal agencies to augment HRSA’s resources; 
· Collaborate with outside organizations to maximize impact; and
· Modify existing Title VII legislation and/or support other related legislation
Enhance HRSA Programs that Currently Involve CHWs
The CHW Workgroup reviewed the current CHW activities supported by HRSA programs located in HRSA bureaus and offices.  A consensus view was that enough anecdotal information exists to demonstrate the worthiness of the training, utilization and employment of CHWs in HRSA programs, particularly as it relates to CHWs’ role in linking underserved populations to safety net services, and the perceived contribution made by CHWs in HRSA’s effort to reduce health disparities.  Therefore, continued funding of CHW activities as components of various categorical programs is favored.

CHW training, utilization/employment and studies/evaluations are the major activities that are ongoing.  More CHW training could be done within BHPr training programs, e.g., HETCs and AHECs; increased employment of CHWs could be encouraged (with or without specific criteria and guidelines) among BPHC awardees, MCHB awardees and HIV/AIDS Bureau awardees.  Resources from within those programs would have to be reallocated or additional resources would be required.

In light of the information gaps relating to the CHW workforce, the workgroup recommends that HRSA undertakes a research agenda that will include both analytical study such as the one under initiation by BHPr/NCHWA as well as a larger scale evaluation study.  The studies should be sufficiently broad in scope and of sufficient size so that the data have acceptable validity and can be generalized.  Such studies will not be inexpensive, but are the logical next step upon which to build future policy and funding decisions.  
HRSA should consider increasing its role in evaluation of HRSA supported CHW grants by: 

1) Providing funds to train potential CHW grantees to conduct program evaluations, 

2) Awarding additional funds for enhanced program evaluation and research,
3) Creating evaluation methodologies for CHW projects that are culturally sensitive, and
4) Determining what factors act as facilitators or barriers to effective implementation of CHW services.
HRSA should give serious consideration to supporting a demonstration project to create a National Community Health Worker Resource Center for training, credentialing and utilization of CHWs.  Such a demonstration could provide a focal point for addressing core training and other issues relevant to the needs of CHWs.  A detailed description and proposal for such a project can be found in Appendix C.  

Partnerships and Collaborations
Within HRSA

HRSA could build on existing Agency programs and initiatives that target the use of CHWs in areas with poor health status indicators and barriers that limit access to primary and preventive health care.  For example:  

· CHWs are often used in BPHC-funded CHCs but the existing data system makes this information difficult to capture; the BPHC Uniform Data System (UDS) could be revised to collect this information as part of the health center reporting requirements.
· BHPr sponsored training of CHWs by AHECs and HETCs could be linked more closely with employment of CHWs by CHCs and by other HRSA service delivery awardees.

· Support the development and enhancement (with appropriate resources) of a CHW website that will disseminate CHW best practices, current programs, and curricula thus establishing HRSA as a national resource for CHW information.

· Training – BHPr and the Office for the Advancement of Telehealth could collaborate to provide on-line and video conference distance learning training for CHWs through existing systems.

Beyond HRSA
During its deliberations, the committee had access to HRSA/ORHP-funded publications on the Community Health Aide Program (CHAP) in Alaska.  While acknowledging the unique health system design, cultures, and geography that render the program somewhat anomalous, there may be other critically underserved areas, e.g., the Pacific Basin, where duplication or adaptation of the CHAP model might be warranted.  Similarly, while the extent of services provided under the CHAP model vastly exceeds those provided by CHWs in other States, the issues with which interested parties there grappled and the basic process steps they accomplished during the design of their State Medicaid reimbursement model would be relevant to any State considering reimbursement for CHW services.  HRSA may wish to consider acting as an information broker to learn from the decades of experience and experimentation by the Alaska State Medicaid Agency, Tribal Health Corporations and Consortium, Indian Health Service Alaska Area Administrators and other partners, and to help create opportunities for the knowledgeable participants to communicate that body of knowledge to other interested parties.   

Collaboration with NIH’s Center for Reducing Health Disparities could involve coordination of the Center’s use of Patient Navigators with HRSA’s use of CHWs.  Essentially the Patient Navigator’s role is more specialized than a CHW role in that a patient navigator assists diagnosed cancer patients obtain necessary specialty care.  Assistance includes exploring specialty care reimbursement that may be available to low income populations, arranging for receipt of specialty care, and following up on the treatment plan.  Patient navigators are generally hospital-based, are employed full time, and focus on access to inpatient specialty care, whereas CHWs are community-based, may be volunteers or full time employees, and focus on access to primary care in ambulatory care settings.  Possibilities may exist for a HRSA-NIH demonstration project that may involve a joint training effort in which CHW training and community-based experience serves as a foundation for entry into Patient Navigator training and employment.

HRSA could offer to link with the CDC Promotores de Salud project in collaboration with the Institute of Medicine to encourage the use of CHWs as a part of a comprehensive, multi-level strategy to address racial and ethnic disparities in health care.

HRSA could establish a relationship with HUD through, for example, a memorandum of understanding with the BHPr and BPHC to establish  a supportive service program to assist residents of public housing with job training opportunities, including training as CHWs in collaboration with health centers in the community.

HRSA could work with CMS to educate Managed Care Organizations and state Medicaid agencies about the role and functions of CHWs in the changing health care environment.

Legislative Options
Within existing Title VII legislation, mention of CHWs is made in Section 752, the Health Education Training Centers (HETC) Program, where awardees are required to carry out “health education services including the training of community health workers”. There are five Border HETC awardees that carry out CHW training in Arizona, California, New Mexico, Texas and Florida.  In addition, the HETCs train health professions students and local providers at community sites in underserved areas.  Perhaps at least 50 percent of the existing resources, approximately $1M in border areas, could be targeted solely for the purpose of CHW training, curriculum development, faculty development, and support of efforts to stimulate credentialing of CHWs.  An A-19 may be necessary to implement these changes.

A review could be conducted of CHW references in existing legislation that allows HRSA to support CHW activities in other categorical programs.  Suggested changes in existing legislation could be solicited, and A-19’s could be encouraged.
Based on the continued, severe unmet health care needs in Alaska, HRSA may consider developing an A-19 to authorize and fund an expansion of a training component of the Alaska Community Health Aide Program (CHAP). See Appendix F for the CHAP 2001 update. 
On March 12, 2004, S.2217, a bill entitled “Closing the Health Care Gap Act of 2004” was introduced by Mr. Frist and Senate colleagues “To improve the health of health disparity populations.”  

The bill proposes under Title II-Expanded Access to Quality Health Care, Sec. 201, Access and Awareness Grants, to support demonstration projects to improve the health and health care of underserved populations. The bill includes support for the provision of patient navigator services through improved access to health care, health care navigation assistance and health literacy education.  HRSA might consider offering suggestions to expand these provisions, through appropriate HRSA and HHS channels, to include the training and utilization of CHWs.

In Sec.202, Innovative Outreach Programs, grants are provided to promote innovative outreach and enrollment under Medicaid and SCHIP.  The section could be modified to include support for the training and utilization of CHWs for these outreach and enrollment efforts, many of which CHWs now carry out.

Title III, Sec 301, creates an Office of Minority Health and Health Disparities and includes in Item 14 support for a center for linguistic and cultural competence and support for programs to provide bilingual and interpretive services.  Title IV is focused on Professional Education, Awareness and Training, and Sec. 736A supports improving cultural competence of health care providers and increasing minority representation in the health professions.  Each of these titles and sections could be reviewed for the purpose of inclusion of CHW training, where practicable.
IV. Recommended Action Steps

The CHW workgroup recommends that the Administrator authorize a number of actions outlined in this report. These actions include a study to research and fully understand the value of the numerous CHW activities and services, enhancement of existing support to HRSA programs that utilize CHWs, and the initiation and implementation of intra-and interagency collaborations.  The research findings and accomplishments of the initial collaborations will help direct future policy decisions and technical assistance to the health care field while serving as a baseline upon which to build subsequent and more definitive HRSA CHW activities. 

There are a number of ways in which HRSA can nurture the development and effectiveness of CHWs.  The proposed action steps include the following: 

· Support the Bureau of Health Professions National Center for Health Workforce Analysis CHW workforce study which is in its initial phase.
· Support demonstration project(s), such as the one proposed by the Arizona Area Health Education Center in Appendix C, that would establish a National Community Health Worker Resource Center to address core training, credentialing, utilization, and other issues relevant to CHWs. 
· Work through appropriate HRSA and HHS channels to support a bill pending in Congress that contains references to the roles and services provided by CHWs (i.e., Closing the Health Care Gap of 2004, S.2217, introduced by Senator Frist).

· Develop an A-19 to authorize and fund an expansion of a training component of the Alaska Community Health Aide Program (CHAP).

· Modify/enhance existing Title VII legislation with language specific to CHW training, curriculum development, faculty development, and support efforts to stimulate credentialing of CHWs.

· Convene a national symposium of CHW experts, educators, employers, and Federal partners to discuss and evaluate CHW training, utilization, credentialing, and other related issues.  

· Establish a HRSA/CMS workgroup to address third-party reimbursement for CHW services.
· Authorize intra/interagency collaborations to partner with other agencies and outside organizations to maximize HRSA resources and impact. This could include collaboration with IHS and/or the Tribes, AHRQ, CDC, CMS and NIH.
· Fund and conduct an evaluation study to determine the impact of CHWs on the health care system.
· Support the development and enhancement (with appropriate resources) of a CHW website that will disseminate CHW best practices, current programs, and curricula thus establishing HRSA as a national resource for CHW information.
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APPENDIX B:  HIV/AIDS Peer Training Materials and Tools  

Source of TA: PEER Center (2009)

Abstract: Training is to increase the number of HIV/AIDS peer treatment educators who can support clinician efforts to engage and retain people of color in HIV/AIDS care. Training is for peers indigenous to communities of color in areas highly impacted by HIV/AIDS. Peer educators may be peer counselors or educators, or other non-clinical personnel involved in providing HIV care. http://www.hdwg.org/peer_center/news
Source of TA: Consumers: Helping Address Unmet Need by Engaging Others in Care (2009)
Abstract: Linking Individuals Into Needed Care (Consumer LINC) identifies and promotes effective methods for outreach and engaging people living with HIV/AIDS (PLWHA) in care. The focus is on Part A & B areas. Examples of strategies include use of a PLWH Caucus or Committee, the LearnLinkLive Conference, a relational outreach and engagement model, an integrated clinical care team, use of peers and consumers. http://www.mosaica.org/Resources/HIVAIDS/ProjectConsumerLINC.aspx
Source of TA: Consumers: Involvement in Unmet Need (2009)
Abstract: Leaders in Community Help Address Unmet Need by Re-Engaging PLWHA Into Care (Ryan White Parts A & B): Project ASCEND (Advanced Skills for Consumer Education and National Development) trains consumer leaders on ways they can reach out to other consumers in order to re-engage them in HIV/AIDS care. http://www.aids-alliance.org/education/ascend/
The Utilization and Role of Peers in HIV Interdisciplinary Teams: Consultation Meeting Proceedings (2009)
Abstract: Summary of discussion and recommendations from a HRSA/HAB consultation meeting to gain insights on the benefits and challenges of having peers on health care teams. The report also summarizes major components of an ideal peer program and presents recommendations on ways to fund and sustain peer interventions within HIV systems of care. http://hab.hrsa.gov/publications/PeersMeetingSummary.pdf
 HRSA/HAB Webcast: Models for Integrating Peers into HIV/AIDS Care and Treatment (2008)
Abstract: Review of three programs that have integrated peers within HIV care teams. (Slides with audio.)  http://www.careacttarget.org/webcasts.asp#webcasts_active
Source of TA: Consumers: Training Peer Advocates to Serve in Health Care Teams (2008)
Abstract: Training is for peer advocates to prepare them to serve as members of HIV health care teams. A toolkit for providers on use of peers in teams has also been developed. Enhancing Services for People Living With HIV and AIDS http://www.cicatelli.org/PeerMDHT/
Integrating Peers into Multidisciplinary Teams: A Toolkit for Peer Advocates (2007)
Abstract: Toolkit covers peer advocacy in such realms as outreach with clients to engage them in care; the details on care engagement from handling referrals to navigating care systems; and talking about HIV/AIDS with clients. Sections also cover advocate safety measures; client confidentiality; peer work in supporting client adherence; and tips on working with provider staff, such as how to best operate in case conferencing meetings. http://careacttarget.org/library/peers/ToolkitForPeerAdvocates.pdf
Integrating Peers into Multidisciplinary Teams: A Toolkit for Peer Advocates: Supervisors Guide (2007)
Abstract: Provides sample policies and materials to help manage a peer advocate program. The toolkit includes sample job descriptions, performance appraisals, and confidentiality agreements. Companion to the document Integrating Peers  into Multidisciplinary Teams: A Toolkit for Peer Advocates. http://careacttarget.org/library/peers/ToolkitForPeerAdvocateSupervisors.pdf
What's Going on @ SPNS (January 2007): Peers Can Play a Vital Role in Prevention With Positives (2007)
Abstract: Periodic bulletin issued by the HAB Special Projects of National Significance (SPNS) program. The topic for the January 2007 edition is Peers Can Play a Vital Role in Prevention with Positives. http://careacttarget.org/Library/SPNSBulletin/spnsbulletin.jan07.pdf
APPENDIX C: Community Health Worker Health Reform Legislative Language

	
	“Patient Protection and Affordable Care Act”
Senate Bill
	“Affordable Health Care for America Act “

House Bill

	
	SECTION 399V: GRANTS TO PROMOTE POSITIVE HEALTH BEHAVIORS AND OUTCOMES
	SEC. 399V. GRANTS TO PROMOTE POSITIVE HEALTH BEHAVIORS AND OUTCOMES

	Community Health Worker - Defined 


	Community health worker, as defined by the Department of Labor as Standard Occupational Classification [21–1094] means an individual who promotes health or nutrition within the community in which the individual resides— (A) by serving as a liaison between communities and healthcare agencies; B) by providing guidance and social assistance to community residents; (C) by enhancing community residents’ ability to effectively communicate with healthcare providers; (D) by providing culturally and linguistically appropriate health or nutrition education; (E) by advocating for individual and community health; (F) by providing referral and follow-up services or otherwise coordinating care; and (G) by proactively identifying and enrolling eligible individuals in Federal, State, local, private or nonprofit health and human services programs.
	community health worker’ means an individual who promotes health or nutrition within the community in which the individual resides—(A) by serving as a liaison between communities and health care agencies; (B) by providing guidance and social assistance to community residents; (C) by enhancing community residents’ ability to effectively communicate with health care providers; (D) by providing culturally and linguistically appropriate health or nutrition education; (E) by advocating for individual and community health, including oral and mental, or nutrition needs; and (F) by providing referral and follow-up services or otherwise coordinating care.

	Agency Lead
	The Director of the Centers for Disease Control and Prevention, in collaboration with the Secretary, shall award grants to eligible entities to promote positive health behaviors and outcomes for populations in medically underserved communities through the use of community health workers.

Grants awarded shall be used to support community health workers

(1) to educate, guide, and provide outreach in a community setting regarding health problems prevalent in medically underserved communities, particularly racial and ethnic minority populations;

(2) to educate and provide guidance regarding effective strategies to promote positive health behaviors and discourage risky health behaviors;

(3) to educate and provide outreach regarding enrollment in health insurance including the Children’s Health Insurance Program under title XXI of the Social Security Act, Medicare under title XVIII of such Act and Medicaid under title XIX of such Act;

(4) to identify, educate, refer, and enroll underserved populations to appropriate healthcare agencies and community-based programs and organizations in order to increase access to quality healthcare services and to eliminate duplicative care;

(5) to educate, guide, and provide home visitation services regarding maternal health and prenatal care.
	The Secretary, in collaboration with the Director of the Centers for Disease Control and Prevention and other Federal officials determined appropriate by the Secretary, is authorized to award grants to eligible entities to promote positive health behaviors for populations in medically underserved communities through the use of community health workers.

Grants awarded shall be used to support community health workers—

(1) to educate, guide, and provide outreach in a community setting regarding health problems prevalent in medically underserved communities, especially racial and ethnic minority populations;
(2) to educate, guide, and provide experiential learning opportunities that target behavioral risk factors including poor nutrition, physical inactivity, being overweight or obese, tobacco use, alcohol and substance use, injury and violence, risky sexual behavior,  untreated mental health problems, untreated dental and oral health problems, and understanding informed consent
(3) to educate and provide guidance regarding effective strategies to promote positive health behaviors within the family;

(4) to educate and provide outreach regarding enrollment in health insurance including the State Children’s Health Insurance Program under title XXI of the Social Security Act, Medicare under title XVIII of such Act, and Medicaid under title XIX of such Act;

(5) to educate and refer underserved populations to appropriate health care agencies and community-based programs and organizations in order to increase access to quality health care services, including preventive health services, and to eliminate duplicative care; or

(6) to educate, guide, and provide home visitation services regarding maternal health and prenatal care.

	Applicant Priorities
	Priority will be give to applicants that

(1) propose to target geographic areas: (A) with a high percentage of residents who are eligible for health insurance but are uninsured or underinsured;(B) with a high percentage of residents who suffer from chronic diseases; or (C) with a high infant mortality rate;

(2) have experience in providing health or health-related social services to individuals who are underserved with respect to such services; and

(3) have documented community activity and experience with community health workers
	Priority will be give to applicants that

(1) propose to target geographic areas: (A) with a high percentage of residents who are eligible for health insurance but are uninsured or underinsured; (B) with a high percentage of residents who suffer from chronic diseases including pulmonary conditions, hypertension, heart disease, mental disorders, diabetes, and asthma; and (C) with a high infant mortality rate;

(2) have experience in providing health or health-related social services to individuals who are underserved with respect to such services; and

(3) have documented community activity and experience with community health workers.

	Collaboration
	The Secretary shall encourage community health worker programs receiving funds under this section to collaborate with academic institutions and one-stop delivery systems under section 134(c) of the Workforce Investment Act of 1998.
	The Secretary shall encourage community health worker programs receiving funds under this section to collaborate with academic institutions, especially those that graduate a disproportionate number of health and health care students from underrepresented racial and ethnic minority backgrounds.

	Evidence-Based Interventions
	The Secretary shall encourage community health worker programs receiving funding under this section to implement a process or an outcome-based payment system that rewards community health workers for connecting underserved populations with the most appropriate services at the most appropriate time. 
	The Secretary shall encourage community health worker programs receiving funding under this section to implement an outcome-based payment system that rewards community health workers for connecting underserved populations with the most appropriate services at the most appropriate time.

	Quality Assurance & Cost Effectiveness
	The Secretary shall establish guidelines for assuring the quality of the training and supervision of community health workers under the programs funded under this section and for assuring the cost-effectiveness of such programs.


	The Secretary shall establish guidelines for assuring the quality of the training and supervision of community health workers under the programs funded under this section and for assuring the cost-effectiveness of such programs.

	Monitoring
	The Secretary shall monitor community health worker programs identified in approved applications under this section and shall determine whether such programs are in compliance with the guidelines established under subsection (g) Quality Assurance and Cost Effectiveness.
	The Secretary shall monitor community health worker programs identified in approved applications under this section and shall determine whether such programs are in compliance with the guidelines established under subsection (g) Quality Assurance and Cost Effectiveness.

	Technical Assistance
	The Secretary may provide technical assistance to community health worker programs identified in approved applications under this section with respect to planning, developing, and operating programs under the grant.
	The Secretary may provide technical assistance to community health worker programs identified in approved applications under this section with respect to planning, developing, and operating programs under the grant.

	Appropriations
	There are authorized to be appropriated, such sums as may be necessary to carry out this section for each of fiscal years 2010 through 2014.
	There is authorized to be appropriated to carry out this section $30,000,000 for each of fiscal years 2011 through 2015.

	Eligibility Entity
	The term ‘eligible entity’ means a public or nonprofit private entity (including a State or public subdivision of a State, a

public health department, a free health clinic, a hospital, or a Federally-qualified health center (as defined in section 1861(aa) of the Social Security Act)), or a consortium of any such entities.
	The term ‘eligible entity’ means a public or private nonprofit entity (including a State or public subdivision of a State, a public health department, or a federally qualified health center), or a consortium of any of such entities, located in the United States or territory there of.

	Assurances
	N/A
	Each application submitted shall contain an assurance that, with respect to each community health worker program receiving funds under the grant, such program will provide training and supervision to community health workers to enable such workers to provide authorized program services; contain an assurance that the applicant will evaluate the effectiveness of community health worker programs receiving funds under the grant; contain an assurance that each community health worker program receiving funds under the grant will provide services in the cultural context most appropriate for the individuals served by the program; describe plans to enhance the capacity of individuals to utilize health services and health-related social services under Federal, State, and local programs by— assisting individuals in establishing eligibility under the programs and in receiving the services or other benefits of the programs and providing other services as the Secretary determines to be appropriate that may include transportation and translation services.

	Report to Congress
	N/A
	Not later than 4 years after the date on which the Secretary first awards grants, the Secretary shall submit to Congress a report regarding the grant project.


	Senate Bill

	‘‘SECtion. 751. AREA HEALTH EDUCATION CENTERS.

	Conduct and participate in interdisciplinary training that involves physicians, physician assistants, nurse practitioners, nurse midwives, dentists, psychologists, pharmacists, optometrists, community health workers, public and allied health professionals, or other health professionals, as practicable.
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