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In light of the fragmentation of health care services and the need for health promotion and disease
prevention, it is time to consider the important role community health workers (CHWs) could
play as part of the health care team. Globally, CHWs tend to focus on a single patient condition,
resulting in fragmented, uncoordinated health care services. Polyvalent (or multimodal) CHWs can
provide a comprehensive, patient-centric range of care coordination services with other members
of the health care team, ultimately improving patient outcomes and decreasing the cost of care.
The potential benefits of the polyvalent CHW to the health care team are not widely understood in
the United States. To fill this knowledge gap, a toolkit for nurse leaders in mainstream health care
settings was created. The toolkit outlines the key elements essential to a successful CHW program
and offers strategies for navigating the various challenges involved when integrating this new role
into existing models of care. Key words: acute care, care delivery team, community-based care,
community health worker

THE US HEALTH CARE SYSTEM is in the
throes of a crisis. Although the current

trend in health care is to be patient-centric,
existing models of health care delivery are
still based upon patients entering a compli-
cated, often intimidating health system that
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can present myriad barriers to receiving truly
comprehensive, community-based care.

Given projected health care professional
shortages, broadening the view on who can
be part of a health care team can be an im-
portant step toward enhancing the services
health care facilities provide to their local
communities. Community members trained in
a specific scope of services can greatly extend
the potential reach of existing health care
teams. Community health workers (CHWs),
although common outside the United States,
have not been a traditional part of the US
healthcare system.

Many health care leaders may not be famil-
iar with CHWs or the role they could play
as part of the health care team. To stream-
line the vast amount of information related
to this approach, a toolkit for nurse lead-
ers was developed to describe key elements
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essential to a successful CHW program. Cre-
ated for leaders in mainstream health care set-
tings, the toolkit1 provides information about
the resources and strategies needed to im-
prove access to health care. Included in the
toolkit are a review of best-practice evidence;
definitions of key terms; lists of key stake-
holders and talking points; program imple-
mentation considerations; sample job tools
and templates that CHWs use; suggested out-
come measures; case studies of successful
CHW programs; and lists of resources and ref-
erences (Table 1). The purpose of this article
is to introduce and define polyvalent CHWs,
along with highlighting information from the
toolkit.

A BRIEF HISTORY OF THE CHW ROLE

The CHW role is not new in the United
States or globally.2,6,16 In the United States,
the use of lay health workers to expand ac-
cess to health care for the poor and for ethnic
minorities began in the early 1960s.6 Often
used in public health programs, these work-
ers had a variety of job titles, served different
populations, and provided a diverse range of
health and social services.

Community health workers can be found
in settings such as community organizations,

Table 1. Table of Contentsa
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Chapter 1: Introduction and Background
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Chapter 6: Case Studies
Chapter 7: Tools and Templates
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References
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aA free copy of the toolkit can be obtained from
the American Organization of Nurse Executives.
http://www.aone.org/resources/building-a-community-
health-worker.shtml.

health departments, churches, schools, clin-
ics, and hospitals. Globally, there is evidence
of the successful use of CHWs in devel-
oped and developing countries for a vari-
ety of chronic conditions, including asthma,
diabetes, HIV/AIDS, and hypertension.5,11-13

Similarly, in the United States, reports indi-
cate that CHWs have been successful in uni-
modal roles for a variety of chronic conditions
such as asthma, congestive heart failure, and
diabetes, as well as mother–child health and
sexually transmitted diseases.2

A CASE FOR THE POLYVALENT CHW

The term community health worker is as-
sociated with many different job titles and
roles, including lay health worker, patient
navigator, peer advisor, community health
advocate, and promotor(a) de salud.7 Re-
sponsibilities vary and may include assist-
ing community members in obtaining health
insurance benefits, client advocacy, health
education, outreach, system navigation, and
other enabling services. Despite the varia-
tions in title and role, there is consensus
around these main functions: advocate, case
manager, health educator, navigator, commu-
nity outreach, program facilitator, and team
member.2,5,10,14 The common thread is a cul-
tural, ethnic, experiential, or linguistic con-
nection with the population served. This
bond allows CHWs to support medically dis-
advantaged community members in ways that
mainstream health care providers and systems
have not.

CHW programs in the United States and
globally have typically focused on one condi-
tion (unimodal) (eg, diabetes, heart disease,
or HIV/AIDS). However, patients and families
rarely have isolated needs. As a result of this
unimodal approach, several CHWs may visit
the same patient and/or household, each at-
tending to the services and tasks related to
a single condition. Although the individual
CHW’s workload has fewer tasks and is seem-
ingly more manageable, the care provided
may be fragmented and uncoordinated—and
frustrating to both the CHW and the patient.
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Polyvalent (or multimodal) CHWs can provide
health, wellness, and disease prevention ser-
vices in coordination with mainstream health
care services, positively impacting health
outcomes and potentially decreasing the cost
of care.

It is recommended to use a polyvalent, mul-
timodel CHW role when providing services.
Building on the definition of CHW offered
by the American Public Health Association,
the polyvalent CHW (who is integrated into
the care team under the supervision of a reg-
istered nurse or licensed practical nurse) is
able to link patients with health and/or social
services and the community “to facilitate ac-
cess to services and improve the quality and
cultural competence of service delivery.”3

Polyvalent CHWs can assist patients and/or
households with multiple conditions. For ex-
ample, a patient who suffers from asthma,
hypertension, and diabetes has one CHW
with the requisite knowledge and training,
who can perform tasks outlined in the CHW
scope of practice. This multimodal approach
increases the efficiency of a CHW.2,5,10,14

The patient’s care is better coordinated
and less fragmented, and communication is
streamlined.

THE AFFORDABLE CARE ACT: A NEW
OPPORTUNITY FOR THE CHW

In the United States, the Patient Protection
and Affordable Care Act (ACA) of 201017 ex-
panded health insurance coverage to an es-
timated 9.3 million people in 2014, lower-
ing the uninsured rate from 20.5% to 15.8%.4

Nationwide, health exchanges again opened
to new enrollees beginning in November
2014. Given the potential expansion of health
insurance coverage to an additional 13 million
uninsured individuals in 2015, there is a need
for novel approaches to meet the increasing
demand for primary health care. At the same
time, hospitals and health systems are search-
ing for new ways to decrease readmissions,
increase patient adherence, improve health
and wellness, reduce risk, prevent disease,
and meet population needs identified by ACA-

mandated Community Health Needs Assess-
ments. The ACA includes an important provi-
sion related to CHWs.

Adopting and funding a CHW program

Lack of funding has been a major chal-
lenge to implementing CHW programs on a
large scale. In the United States, CHW pro-
grams have historically been developed to fill
disease-specific or population-specific niches
funded by time-limited grant dollars. The cur-
rent melding of health-related challenges now
gives the health care community the incen-
tive to embrace the CHW model of outreach,
health surveillance, and extension of primary
care and maintenance care for the chronically
ill. Furthermore, this incentive may lead to
the implementation of new health care deliv-
ery models that have not been adopted on a
widespread basis.

Funding concerns will diminish as hospi-
tals and health systems look for mechanisms
to meet the ACA government mandates. In
some instances, health care providers have
realized third-party reimbursement for inno-
vative care models. For example, Medicaid
and/or funding through Centers for Medicare
and Medicaid Services Innovation Awards for
CHWs have been “bundled” into health care
charges. However, this is not the norm (Tables
2 and 3). As health care reform evolves, there
will be new methods for reimbursement. Hos-
pitals and health systems that are unfamil-
iar with polyvalent CHWs are in need of a
blueprint to show them how to take advan-
tage of this low-cost, high-yield, multimodal
adjunct to the health care team.

A vital point of contact

There is a large, medically underserved
group of people across the United States, with
20% of the population having inadequate or
no access to primary care. There is a growing
need for creative and innovative ways to
transition-coordinated, patient- and family-
focused care from the community to the
hospital, and back to the community. The US
public needs improved access and better care
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Table 2. Grants to Promote the Community Health Workforce

“Section 5313, amends Part P of Title III of the Public Health Service Act (42 U.S.C. 280g et seq.) to
authorize CDC in collaboration with the Secretary of Health and Human Services to 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’ using
evidence-based interventions to educate, guide, and provide outreach in community settings
regarding health problems prevalent in medically underserved communities; effective strategies
to promote positive health behaviors and discourage risky health behaviors; enrollment in health
insurance; enrollment and referral to appropriate healthcare agencies; and maternal health and
prenatal care.”16

coordination to reduce health disparities.
When focusing beyond hospital walls, health
care systems will need diverse, culturally
congruent health care workers at the point
of contact in communities for primary care,
health promotion, disease prevention, surveil-
lance, and chronic disease management.

In 2003, the Institute of Medicine recom-
mended that CHWs be included on health
care teams to improve the health of under-
served populations.9 Today, the ACA recog-
nizes CHWs as important members of the
health care workforce who can help to build
capacity in primary care.14 The estimated
number of CHWs in the United States rose
from 10 000 in 199814 to 120 000 in 201014,15

because CHWs improve health care access
and outcomes, strengthen health care teams,
and enhance quality of life for people in poor,
underserved communities. Likewise, stake-
holders recognize that new financial reim-
bursement models exist, are becoming more
available, and can include reimbursement for
CHW services.

Skepticism, barriers, and facilitators

Health system leaders, including chief nurs-
ing officers and chief medical officers, may be

unaware of or uninformed about the potential
value realized when integrating CHWs in care
delivery models. Leaders may be skeptical of
CHWs, their roles, and competencies, as well
as how to integrate them into the health care
system and how to attain a smooth transition
of care. There is often a clash between acute
care and community-based care approaches,
as well as a lack of consistency in CHW se-
lection criteria, training, scope of practice,
roles, responsibilities, workload, reimburse-
ment, and outcome measures. Other barri-
ers to implementing the CHW role include
insufficient financial reimbursement, nonexis-
tent referral networks, lack of community sup-
port, lack of leadership or medical staff sup-
port, fragmentation of care (provider–CHW
interactions within the health care system),
electronic documentation, and professional
silos.

The meaningful engagement of commu-
nity and other key stakeholders is vital to a
program’s success. Critical from the begin-
ning phases of CHW program planning are
community and stakeholder champions to en-
sure that the integration of CHW services
is appropriate and sensitive to community
needs and values. Integration of CHW services

Table 3. Changes in Federal Medicaid Rules

Effective January 2014—“Allow Payment for Preventive Services by Non-licensed
Individuals including CHWs.” (Federal Register, July 15, 2013 [78 FR 135 p. 42306])
Preventive services “recommended by a physician or other licensed practitioner . . . :
1) prevent disease, disability, and other health conditions;
2) prolong life; and, 3) promote physical and mental health efficiency.”
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into existing community programs and health
care resources whenever possible will lever-
age current program success. Scheduled and
periodic monitoring of CHW services with
feedback from all stakeholders will ensure
the best chance to address problems quickly
and revise programs and plans on an ongoing
basis.

A wise investment in enhanced
patient care

Ultimately, the goal of implementing a
CHW program is to achieve the Triple Aim.8

The “Triple Aim” includes (1) quality, as mea-
sured by improved overall health (population
health), improved patient experience, and de-
creased readmissions; (2) access, defined as
decreased utilization of the emergency de-
partment for primary care services and an in-
crease in compliance with “medical home,”
community-based health care navigation; and
(3) reliability (reduction of health care costs),
including decreased cost of care and alterna-
tive financing, payment, and reimbursement
models (Table 4).

Viswanathan et al18 described mixed evi-
dence on CHW effectiveness on a number of
outcomes (cost, behavior change, health out-
comes). However, the mixed evidence is a
result of research method disparities, incon-
sistent definition of terms and variables, and
insufficient data. Return on investment and
cost-effectiveness analysis is limited in the lit-
erature. However, anecdotal information can
be found. In June 2012, Wilder Research
Center found that every dollar invested in
CHW cancer outreach and prevention saves
society $2.30. Likewise, Whitley et al19 main-
tain that the system saves $2.28 for every
$1.00 it invests in a CHW program.

Inconsistent cost-benefit data lead to in-
consistent support for the CHW role.19 How-
ever, recent analysis of cost data from 14
studies showed that, in a majority of them,
CHW interventions produced cost savings (ie,
cost avoidance from reduced health care uti-
lization) (an average 12% decrease in urgent
care visits19). Urgent care, inpatient, and out-
patient behavioral health care utilization de-
creased, whereas primary and specialty care
visits increased and resulting in a reduction
of monthly uncompensated costs by $14 244
for 509 underserved men. Program costs were
$6229 per month and the return on invest-
ment was 2.28:1.00, a savings of $95 941 an-
nually. These data provide evidence of eco-
nomic contributions that CHWs make to a
public safety net system.7,19

CONCLUSION

Integrating the role of a polyvalent CHW
into the treatment team can have a substan-
tial and positive impact on the delivery, costs,
and effectiveness of care at the community
level. Senior health care leaders must become
better informed about the responsibilities and
benefits of this position, as well as how best
to align the CHW with the existing health
care team. Considering the growing complex-
ities of the traditional health care delivery
system, the importance of the CHW as a vi-
tal bridge between health care providers and
the surrounding community cannot be under-
estimated. Forward-thinking health care lead-
ers must be prepared to think innovatively—
and openly—about the many advantages
the polyvalent CHW can provide, both to
the team and to the patients under their
care.
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