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EXECUTIVE SUMMARY
The use of community health workers (CHWs) to reduce disparities in health care access and in
health outcomes represents a promising approach that has received increasing attention in recent
years. Alternatively referred to as community health advisors, doulas, lay health advisors,
outreach workers, patient navigators, peer counselors, peer educators, and
promotoras/promotores de salud (health promoter/promoters), CHWs help individuals navigate
complex health care systems, access primary and preventive care services, maintain healthy
behaviors, and manage chronic conditions in culturally and linguistically relevant ways
(Goodwin & Tobler, 2008).
The Alliance of PA Councils (Alliance) was engaged by the Pennsylvania (PA) Department of
Health, Bureau of Health Promotion and Risk Reduction – Division of Cancer Prevention and
Control, to assess the current CHW environment in the state. Members of the Alliance include
Adagio Health in Pittsburgh, Family Health Council of Central PA in Camp Hill, Family
Planning Council in Philadelphia, and Maternal and Family Health Services in Wilkes Barre.
Phase I of the environmental scan included an extensive review of the CHW literature and
development of the survey methodologies and procedures implemented in phase 2. The survey
instrument included the following seven domains: types of organizations engaging CHWs; use of
paid vs. volunteer CHWs; target populations for CHW efforts; CHW roles and functions; CHW
funding; CHW educational requirements and training programs; and policy/systems changes
needed to support CHW sustainability. Respondents had the option of completing a paper or an
online (Survey Monkey) version of the survey.
Purposive sampling (Spradley, 1979) was the strategy used to identify the pool of potential
survey respondents. In brief, this strategy involves the selection of individuals who are familiar
with the phenomenon of interest, in this case the CHW workforce in PA. Based on Alliance
members’ knowledge of the service delivery systems in their respective regions, assembly of the
survey pool began with staff from each agency identifying individuals in leadership roles at
“local” organizations that utilized (or potentially utilized) CHWs. Of the 295 members of the
survey pool, 159 completed the survey; the resulting response rate (53.9%) is considered
adequate for the purposes of analysis and reporting (Rubin & Babbie, 2009). Given that an
environmental scan of the CHW workforce in PA represents a relatively new area of inquiry,
snowball sampling (Crosby, Salazar, & DiClemente, 2006) was used to recruit additional
respondents. Since 18 respondents were identified via snowball sampling, a total of 177 surveys
were included in the analyses.
Survey findings indicate several key recommendations for consideration in PA:
1.

2.

Review opportunities to use Medical Assistance administrative match funds to pay for
CHWs conducting outreach and Medicaid enrollment activities – particularly critical with
implementation of requirements in the Affordable Care Act.
Expand Medicaid Fee-For-Service reimbursable CHW services beyond the scope of
mental health to assist persons with accessing care, educating clients on the importance of
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3.

4.

5.

6.

7.

8.

preventive health care (versus over-utilization of emergency care), and to assess clients
diagnosed with specific diseases (e.g., cancer, diabetes, etc.) to assure they are adhering
to medication and diet requirements and receiving all necessary follow-up care.
All safety net providers of health care services to our most vulnerable populations should
be able to bill Medicaid, Medicaid Managed Care, and CHIP for CHW education, followup, and coordination services. These important services should be considered
reimbursable for community health centers, federally qualified health centers (FQHCs),
family planning providers, and similar organizations serving low-income, often uninsured
clients.
Consider securing Section 1115 and/or Section 1915 Medicaid waivers that provide
coverage for CHW services shown to reduce overall health care costs and/or improve
health outcomes.
Care coordination and patient navigation are often used interchangeably but are
sometimes limited in scope of services. In PA, care coordination is a key component of
the state-funded Healthy Beginnings Plus prenatal program that includes psychosocial
services in addition to the traditional medical and obstetric services provided during a
pregnancy. Patient navigation is often provided, through private foundation funding, for
persons diagnosed with cancer. For example, the Komen and Avon Foundations often
fund navigation services to assure clients diagnosed with breast cancer follow-up with
recommended treatment, have transportation to appointments, and are able to access
ancillary support services. These important services should be considered a core
component of care for persons diagnosed with cancer and other chronic diseases.
Numerous individuals contacted during the environmental scan requested clarification on
CHW definitions, locations, activities, and roles, thus indicating the need to develop a
more explicit and concrete definition of CHWs in PA. This is especially important in
terms of program planning, funding, and evaluation as the field of CHW services
potentially expands with implementation of the Affordable Care Act and Patient
Navigation initiatives.
It is important to explicitly state the focus of work performed by CHWs including
potential liability issues when providing services such as basic health screenings and care
management. CHWs must have a strong understanding of the health care system and
resources in their communities. Those assisting with care management may require
disease-specific education and training as well as access to trained health professionals
whom they can call with questions.
Development of the CHW movement in PA – programs, definitions, roles, scope of
practice, training, certification – should be grounded in evaluation research. This research
should focus on such issues as identification of best practices relative to CHW training
and service delivery, service utilization patterns, costs vs. benefits, and client outcomes.
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I. INTRODUCTION
This report provides an overview of the environmental scan of the community health worker
workforce in Pennsylvania (PA) conducted by the Alliance of PA Councils (Alliance) on behalf
of the PA Department of Health (DOH) Bureau of Health Promotion and Risk Reduction,
Division of Cancer Prevention and Control. The environmental scan involved a review of the
CHW literature and a survey that assessed the extent to which health care and social service
providers in PA utilize community health workers (CHWs), the target populations for CHW
initiatives, the range of services CHWs provide, and the funding mechanisms that support CHW
efforts. Respondents were recruited in all regions of the Commonwealth by the member agencies
of the Alliance (Adagio Health in Pittsburgh, Family Health Council of Central PA in Camp Hill,
Family Planning Council in Philadelphia, and Maternal and Family Health Services in Wilkes
Barre). The sections that follow provide a brief synopsis of key issues identified in the CHW
literature, an overview of the initial phase of the project, a description of the survey
methodology, and a summary of survey results and corresponding recommendations. (Please
Note: The initial progress report and companion documents submitted on April 12, 2013 are
available in Attachment 1)
II. SYNOPSIS OF CHW LITERATURE
A. CHW Roles and Functions
The use of CHWs to reduce disparities in health care access and in health outcomes represents a
promising approach that has received increasing attention in recent years. Alternatively referred
to as community health advisors, doulas, lay health advisors, outreach workers, patient
navigators, peer counselors, peer educators, and promotoras/promotores, CHWs help individuals
navigate complex health care systems, access primary and preventive care services, maintain
healthy behaviors, and manage chronic conditions in culturally and linguistically relevant ways
(Goodwin & Tobler, 2008). Table 1 provides an overview of the seven core roles of CHWs
identified in the National Community Health Advisor Study (Rosenthal et al., 1998) and
associated functions (Rosenthal et al., 2011).
Table 1. CHW Roles and Functions
Roles
Functions
1. Bridging/cultural mediation
 Educating community members about how to use health care/social
between communities & health
service systems
care systems
 Educating health & social service systems about community needs &
perspectives to, among other things, change attitudes/behaviors &
ways in which services are delivered
 Interpretation & translation
2. Providing culturally appropriate &  Teaching concepts of health promotion & disease prevention
accessible health education &
 Helping to manage chronic illness
information
 Training other community health advisors
3. Assuring that people get the
 Case finding
services they need
 Making referrals
 Motivating/encouraging people to obtain care
 Taking people to services
 Providing follow-up
4. Providing informal counseling &  Providing individual support & informal counseling
social support
 Leading support groups
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Table 1. CHW Roles and Functions
Roles
Functions
5. Advocating for individual &
 Acting as spokespersons for clients
community needs
 Acting as intermediaries between clients & health/social service
systems
 Advocating for community needs & perspectives
6. Providing direct services
 Providing clinical services
 Delivering basic first aid & screening services such as vision,
hearing, dental blood pressure & blood glucose checks
 Meeting basic needs (assuring people have basic determinants of
good health such as food, adequate housing, clothing, & employment)
7. Building individual & community  Building individual capacity
capacity
 Building community capacity
 Assessing individual & community needs

The roles and functions of a CHW are dictated by such factors as the setting in which he/she
works (e.g., health care clinic, faith-based or social service organization, public health program),
the target population, service/intervention goals, and skills and competencies needed to achieve
those goals (Wilger, 2012). For example, if a CHW program is designed to support individuals
with chronic health conditions, the CHW may function primarily as a health educator or care
coordinator. In contrast, if a program is designed to improve community access to health
services, the CHW may function primarily as an outreach worker, patient navigator, and/or
advocate. Arvey and Fernandez (2012) have noted that such variability in CHW roles and the
settings in which they deliver services presents challenges to conducting research on the
effectiveness of CHW programs and translating that research into practice.
Despite the fact that CHWs provide a wide range of services in a number of diverse settings, a
common thread believed to define them is an ethnic, linguistic, cultural, and/or experiential
connection with their respective target populations (National Healthcare for the Homeless
Council, 2011). At the same time, Arvey and Fernandez (2012) point out that in order to design
effective programs researchers and program planners must fully explore ways in which the
complex forces of social context influence CHW effectiveness. For example, it is unclear which
elements of culture and social context should be shared for CHWs to be effective.
B. Best Practices
A recent Cochrane Collaborative review examined 43 “lay health worker” intervention studies,
the majority of which took place in the United States (US), Canada, and the United Kingdom
(Lewin et al., 2009). Study diversity limited the focus of the meta-analysis to interventions that
(a) promoted breast cancer screening, immunization, and breastfeeding uptake and (b) sought to
improve diagnosis/treatment for selected infectious diseases. Promising benefits were found in
interventions to (a) promote breastfeeding and immunization uptake in children and adults and
improve outcomes for several infectious diseases. In contrast, small effects were found in
interventions promoting breast cancer screening, when compared to usual care. The authors
concluded that (a) there was not enough evidence to assess level of effectiveness for
interventions targeting other health issues (e.g., hypertension management) and (b) it is not
known how best lay health workers should provide services and how much training they need to
be effective.
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In an effort to promote awareness of promising practices, the Agency for Healthcare Research
and Quality (AHRQ) has established the Health Care Innovations Exchange website
(http://www.innovations.ahrq.gov/). The table below includes examples of CHWs interventions
listed on the website that have moderate to strong evidence of effectiveness.
Table 2. Examples of Promising CHW-Related Interventions
Project/Developers
Prevention/Access to Care &
Treatment (PACT)
Brigham & Women’s Hospital,
Partners in Health in Boston,
MA

Target Population
Low-income
individuals with
HIV/AIDS

http://www.brighamandwomens.org
/Departments_and_Services/medicin
e/services/socialmedicine/pact.aspx

Culturally Appropriate
Pregnant refugee
Resources & Education (CARE) women
Maternal/Child Health Clinic
Saint Alphonsus Regional
Medical Center in Boise, ID
Widener et al., 2010

Telephone-Based Mentoring
(Long, 2012)
Philadelphia Veterans Affairs
Medical Center in Philadelphia,
PA

African-American
veterans with
diabetes who had
uncontrolled blood
glucose levels

Long et al., 2012

Pathways Model to Enhance
Access
Access El Dorado (ACCEL) in
Placerville, CA

Low-income
families with
children ≤18 years

Goal
CHWs deliver home-based support
services to help individuals
prioritize health care concerns,
adhere to medication schedules,
keep appointments, communicate
with providers, & negotiate
complex social issues that
negatively affect their ability to
manage their disease

Outcomes
Evidence Level
Significant
Moderate
reductions in HIV
viral load & inpatient
utilization & costs

Clinic offers a pre-care visit to ease Decreases in patient
stress/build rapport with the patient anxiety & no-show
& peer health advisers who serve as rates
advocates & educators, real-time
interpreters, & incentives to
promote healthy behaviors during
pregnancy
Following a 1-hour training, peer
mentors phone/ sometimes meet
with assigned patients on a regular
basis for a 6-month period to
address such issues as diet,
exercise, & insulin use
8 cross-agency care pathways
(based on Pathways model) use
CHWs to help families obtain
health insurance, navigate the
health care system, & access
appropriate medical services

Moderate

Significant reduction Strong
in blood glucose
levels

Increases in
Moderate
insurance enrollment
& access to primary,
mental health &
specialty care;
http://www.acceledc.org
decreases in ER
visits/costs
Native Sisters Program
American Indian & Cultural adaptation of Patient
Significant increases Strong
Multiple organizations (e.g.,
native Alaskan
Navigator model; lay health
in proportion of
American Indian Family
women
advisers (Native Sisters) help urban women receiving
Resource Center, Denver Health
American Indian women overcome mammograms within
Hospital, Los Angeles
barriers to breast cancer screening recommended
American Indian Clinic, Native
& treatment. Culturally sensitive
guidelines
American Cancer Research) in
methods are used to provide
Denver, CO & Los Angeles, CA
education, screening, & advocacy/
support throughout the screening &
Burhansstipanov et al., 2010
follow-up treatment process

C. CHW Funding
In 2007, the US Department of Health and Human Services, Health Resources and Services
Administration released the results of a national CHW workforce study. Based on survey results
and a comprehensive review of the literature, HRSA estimated that approximately 33% of the
CHWs in this country serve in a volunteer capacity and 67% are paid employees.

3

Dower et al. (2006) have categorized the primary funding sources for CHW programs as follows:
government agency and charitable foundation grants and contracts; private or public insurance
(with a particular focus on Medicaid); government general funds; and hospital, managed care
organization, and employer budgets. The majority of CHW programs rely on multiple funding
sources, many of which are time-limited (e.g., federal or private foundation grants). As such, a
paucity of steady funding streams represents an important barrier relative to the expansion and
sustainability of CHW efforts, a dilemma that may be eased to some degree with the full
implementation of the Affordable Care Act (ACA) of 2010. In fact, ACA implementation
represents the impetus for the development of the State of Washington’s Community Health
Worker Training System, which can be accessed at:
http://www.doh.wa.gov/PublicHealthandHealthcareProviders/PublicHealthSystemResourcesand
Services/LocalHealthResourcesandTools/CommunityHealthWorkerTrainingSystem.aspx.
D. CHW Training/Certification
Training and certification standards can help to enhance recognition of CHW roles and provide
greater opportunities for reimbursement though Medicaid programs and third-party insurers
(Goodwin & Tobler, 2008). At the same time, concern has been raised about the potential
ramifications of certification requirements, as some advocacy groups assert that such
requirements will significantly reduce the number of CHWs, in particular for programs that rely
on volunteers and the assistance of undocumented immigrants (Goodwin & Tobler, 2008).
Based on their national review of policies and programs relative to CHW training and
certification, May and colleagues (2005) advise that such policies/programs carefully consider
the definitions, roles, and purposes which CHWs fulfill within their sponsoring organizations. In
addition, given the diversity of roles and functions that characterize the CHW workforce, May
and colleagues caution against a “one size fits all” approach to training/certification, a sentiment
echoed by Arvey & Fernandez (2012).
As of December 31, 2012, fifteen states and the District of Columbia had laws in place
addressing issues relative to CHW workforce development (Centers for Disease Control, 2013).
For example, five states have enacted laws that authorize creation of a CHW certification
process, or require CHW certification (i.e., Massachusetts, Minnesota, Ohio, Oregon, and
Texas). In addition, six legislatures have authorized the creation of standardized CHW training
curricula that specify core competencies and skills (i.e., District of Columbia, Massachusetts,
Ohio, Oregon, Texas, and Washington State).
E. Overview of Phase 1
The primary activities for the initial phase of the project included a review of the CHW literature
and development of the survey methodologies and procedures. (As mentioned previously, the
initial progress report and companion documents detailing phase 1 activities are available in
Attachment 1). Articles focusing on CHW initiatives in the US, Europe, and Mexico published
during 2006-2013 were eligible for inclusion in the literature review. The PubMed and EBSCO
MegaFILE databases were used to identify relevant articles; primary search terms included
environmental scan, case manager, community health worker, lay community health worker, lay
health worker, lay health advisor, peer counselor, peer educator, promotora, and patient
navigator. In addition, bibliographies of relevant articles were searched to identify articles that
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did not appear in our initial searches. (Please Note: A summary of CHW models in other states
generated by the literature review is provided in Attachment 2).
Based on literature review findings, an operational definition of CHWs selected for the
environmental scan was the one proposed by the American Public Health Association (2009).
A community health worker is a frontline public health worker who is a trusted member
of and/or has an unusually close understanding of the community served. This trusting
relationship enables the CHW to serve as a liaison/link/intermediary between
health/social services and the community to facilitate access to services and improve the
quality and cultural competence of service delivery. A CHW also builds individual and
community capacity by increasing health knowledge and self-sufficiency through a range
of activities such as outreach, community education, informal counseling, social support
and advocacy.
Given the limited timeframe (4 months) for this project, a recently completed environmental scan
conducted by the Center for Public Policy and Administration at the University of Utah
(McCormick et al., 2012) provided the foundation for the Alliance’s survey instrument and
sampling plan implemented in phase 2.
III. METHODOLOGY
A. Survey Instrument
The seven key domains, and corresponding items, included in the survey conducted as part of the
Utah environmental scan provided the template for the Alliance’s survey instrument. These
domains included: types of organizations engaging CHWs; use of paid vs. volunteer CHWs;
target populations for CHW efforts; CHW roles and functions; CHW funding; CHW educational
requirements and training programs; and policy/systems changes needed to support CHW
sustainability. (The survey instrument is provided in Attachment 3).
Both paper and online (Survey Monkey) versions of the survey were created. First, the paper
version was field-tested with eight Alliance staff members; based on their feedback, minor
changes were made and then verified. Next, the Survey Monkey version was created and fieldtested by four Alliance staff members and one DOH colleague, Gerald Miller; an incorrect skip
pattern for one of the questions was identified and corrected prior to initiation of survey
administration.
B. Sampling and Recruitment
Purposive sampling was the strategy used to identify potential respondents. In brief, this strategy
involves the selection of respondents who are familiar with the phenomenon of interest, in this
case the CHW workforce in PA (Spradley, 1979). Once the pool of potential respondents was
finalized, a variant of purposive sampling, snowball sampling (Crosby, Salazar, & DiClemente,
2006) was used to recruit additional respondents. To this end, respondents completing the paper
version of the survey were asked to provide the names of (and contact information for)
individuals they know whose programs utilize CHWs; similarly, respondents completing the
online version were asked to forward the Survey Monkey link to such individuals.
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Based on knowledge of the service delivery systems in their respective regions, assembly of the
survey pool began by staff from the member agencies of the Alliance identifying individuals in
leadership roles at “local” organizations that utilized (or potentially utilized) CHWs. This
activity resulted in the identification of 454 potential survey respondents. Next, Alliance staff
verified contact information for potential respondents in their respective regions. During the
verification process:



123 potential respondents who were members of larger systems (e.g., individual health
centers in an FQHC network) reported that surveys needed to be completed by their
respective administrative entities, thereby reducing the survey pool to 331 and
22 potential respondents indicated they did not want to take part in the survey because
their organizations do not utilize CHWs, further reducing the survey pool to 309.

Following completion of the verification process:









Packets containing an invitation to take part in the survey and a blank survey form were
mailed to the 309 members of the survey pool on 5/21/13; a second mailing was sent to
non-respondents on 6/11/13 to encourage survey completion.
Email invitations containing a link to the Survey Monkey version of the survey were sent
to members of the survey pool for whom we had email addresses on 5/21/13; nonrespondents received two follow-up messages to encourage survey completion, one on
5/30/13 and the second on 6/7/13.
Of the 309 survey packets distributed, 14 were deemed “undeliverable” by the US Postal
Service. Since individuals with “undeliverable” packets did not have the opportunity to
accept/decline the invitation to take part in the survey, the pool of potential respondents
was reduced to 295.
Of the 295 members remaining in the survey pool, 159 submitted surveys by the deadline
date for inclusion in the analyses presented herein (7/5/13). Since 18 respondents
recruited via snowball sampling also submitted surveys, analyses were based on a total of
177 surveys;
Almost three-quarters (70.1%) of the respondents completed the paper version of the
survey.

The survey response rate was 53.9% (159/295). (Please Note: The 18 respondents identified via
snowball sampling were excluded from the response rate calculation because they were recruited
after the survey pool was finalized). According to Rubin and Babbie (2009), a response rate of at
least 50% is considered adequate for analysis and reporting purposes.
C. Data Management
Ease of use and minimization of data entry burden and data entry errors represent important
benefits of survey administration via Survey Monkey. In an effort to ensure timely processing of
survey forms and minimize data entry errors, an optical mark recognition (OMR) software
application, Remark OMR® 8.0, was used to scan responses into a data management file; data
were then exported to SPSS 20.0 for analysis. Frequency tables generated for all survey
questions can be found in Attachment 4.
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IV. KEY FINDINGS
A. Summary
Since an assessment of the CHW workforce in PA represents a relatively new area of inquiry and
such resources as a centralized CHW registry do not exist, it is important to note that survey
findings are based on respondents identified using non-probability sampling procedures. As
such, the degree to which the findings presented herein are representative of the total CHW
population cannot be known. Nevertheless, the fact that providers utilizing CHWs in all regions
of the Commonwealth were included in the survey sample suggests that the findings provide
important insight into the CHW workforce in PA.
Of the 177 survey respondents, 126 (71.2%) reported that their organizations utilized CHWs in
some capacity. Among the 51 respondents whose organizations did not utilize CHWs, 42.0%
indicated a potential interest in doing so in the future. Survey findings in the sections that follow
are based on the responses of the 126 respondents whose organizations utilized CHWs.
Attachment 4 includes summary tables of frequencies for responses to all survey questions.
(Please Note: Respondents were able to “select all” responses applicable to them for many
questions. As a result, the total number of responses for a given question can exceed 126;
similarly, percentage totals can exceed 100%).
B. Environmental Scan of Pennsylvania – Key Findings
Types of organizations using CHWs
One of the survey items asks respondents to describe their organization by selecting all
applicable response options. Of the 126 respondents from organizations that utilize CHWs,
47.6% selected ‘community-based/non-profits providing health and/or social services’, 19.8%
‘community health center/FQHC’, 14.2% ‘mental health agency’, 13.5% ‘inpatient facility’, and
7.9% ‘private provider’. Examples of additional responses included ‘day care/schools for grades
K-12’ (2.4%), ‘faith-based’ (4.0%), ‘county/local health department’ (4.8%), ‘outpatient facility’
(4.0%), and ‘health system’ (4.0%). Staffing patterns at respondents’ organizations varied
considerably; while 27.8% had a maximum of 20 employees, 23.8% had more than 200
employees.
Types of CHW
One of the survey questions asks respondents to characterize the CHWs at their organizations by
selecting one or more of the following response options: ‘volunteers’, ‘paid employees’,
‘independent contractors’, ‘AmeriCorps/Vista workers’, ‘interns/students enrolled in service
learning classes’, and/or ‘other’. Of the 126 respondents with CHW staff, 86.5% indicated their
CHWs were paid employees. In descending order, 35.7% of the respondents reported that
interns, 27.8% that volunteers, 10.3% that independent contractors, and 4.8% that
AmeriCorps/Vista workers served as CHWs at their organizations.
Ninety-four respondents (74.6%) indicated their organizations had paid full-time CHWs, most
commonly 1-5 in number. Fifty-three respondents (42.1%) indicated they had paid part-time
CHWs, again most commonly 1-5 in number; almost half of the part-time CHWs worked less
than 20 hours per week. While the questions on salary were frequently skipped, 54.4% of those
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who provided responses (n=68) indicated that the average hourly salary for CHWs was between
$13-$19 per hour, or approximately $31,000-$42,000 per year. Thirty-six respondents (28.6%)
reported having CHWs who served in a volunteer capacity (again most commonly 1-5 in
number); almost half of the volunteers worked less than 20 hours per week. About half of the
organizations provided volunteers some form of compensation.
Specific Populations for CHW Services
One of the survey items asks respondents to describe the target client populations for their CHW
initiatives. Of the 126 respondents from organizations with CHWs, 71.4% indicated their clients
were “income eligible” (e.g., uninsured, met criteria for publicly-funded benefits). More than
50% of respondents indicated their clients included the following groups: adolescents; homeless
individuals; persons with physical disabilities; persons with behavioral health disorders; infants
and children; senior citizens; pregnant women; and racial and ethnic minorities (most commonly
Blacks and Hispanics). Other less common client categories included persons at risk for disease,
those with substance abuse disorders, and migrant workers.
Specific Conditions and Risk Factors Targeted by CHWs
One of the survey items asks: On what specific diseases/conditions and/or risk factors do CHWs
focus at your organization? Of the 126 respondents from organizations with CHWs, 72.2%
indicated that the target populations for their CHW services included individuals with the
following diseases/conditions: behavioral health disorders, diabetes, heart disease and high blood
pressure (31 to 34 respondents/condition), as well as high cholesterol, HIV, cancer, and asthma
(25 to 28 respondents/condition).
In terms of risk factors, 95 respondents indicated that the target populations for their CHW
services included individuals exhibiting the following risks: unintended pregnancy, tobacco use,
obesity, and nutrition inadequacies (38 to 45 respondents/condition). A slightly less common risk
factor identified by 29 respondents was ‘risk of hospital readmission’.
As can be seen in Tables 3 and 4 below, health focal areas vary slightly by organizational type.
Most frequently cited diseases and risk factors for each type are indicated in bold print.
Table 3: Specific Diseases/Conditions by Most Frequently Cited Organization Type
Mental
Inpatient
CBO
FQHC
Disease
Health
Facility
(n=60)
(n=25)
(n=18)
(n=17)
No focus on specific diseases
Asthma
Cancer
Diabetes
Heart Disease
High blood pressure
High cholesterol
HIV/AIDs
Mental health conditions
Other

0%
12.5%
0%
18.8%
18.8%
18.8%
18.8%
0%
87.5%
0%

17.6%
23.5%
29.4%
47.1%
58.8%
52.9%
35.3%
29.4%
23.5%
21.5%

27.6%
22.4%
24.1%
20.7%
19.0%
24.1%
17.2%
31.0%
13.8%
21.7%

25.0%
41.7%
25.0%
58.3%
50.0%
58.3%
41.7%
25.0%
29.2%
4.0%

Table 4: Specific Risk Factors by Most Frequently Cited Organization Type
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Risk Factor
No focus on specific risk factors
Nutrition
Obesity
Tobacco use/smoking
Environmental risks (e.g., pesticides)
Low community-level vaccination rates
Risk of hospital re-admission
Pregnancy
Other

Mental
Health
(n=18)

Inpatient
Facility
(n=17)

CBO
(n=60)

FQHC
(n=25)

31.2%
25.0%
25.0%
31.2%
12.5%
12.5%
62.5%
12.5%
6.2%

35.3%
41.2%
47.1%
52.9%
5.9%
11.8%
35.3%
23.5%
5.9%

22.4%
36.2%
31.0%
39.7%
12.1%
17.2%
17.2%
46.6%
10.3%

20.8%
58.3%
50.0%
58.3%
12.5%
20.8%
29.2%
45.8%
0%

CHWs at mental health agencies most frequently focused on behavioral health conditions and
risk of hospital admission. Those at inpatient facilities and FQHCs had wide-ranging concerns
with foci on diabetes, heart disease, high blood pressure, nutrition, obesity and tobacco
use/smoking. FQHCs also indicated asthma, high cholesterol and pregnancy as specific areas of
focus. Community-based organizations (CBOs) most commonly focused on HIV/AIDS and
pregnancy.
Geographical areas served
Survey results indicate that CHW services are provided in all 67 PA counties. Fifty-five
respondents (43.7%) indicated they provided CHW services in two or more counties; fifty-nine
respondents (46.8%) indicated services were limited to a one-county area. Twelve respondents
left county selection blank. Figure 1, shown on the following page, illustrates the geographic
distribution of CHWs by the county in which the main organization is located. Forty-two
counties in PA are the base of operations for CHW services that span all 67 counties in the state.
As can be seen from this map, CHW services appear to be most prevalent in our rural areas. PA’s
most urbanized counties (Philadelphia, Delaware, Allegheny, Montgomery, Bucks and Lehigh)
have far fewer CHW FTEs than our more rural counties, such as Warren, Bradford and Tioga
counties with fewer than 54 persons per square mile.
CHW functions/roles and activities
Respondents were able to select all of the functions/roles (e.g., health education, care
coordination) and activities (e.g., interpretation, transportation) listed on the survey instrument
applicable to the CHWs at their organizations. Roles and functions relate to the characteristic and
expected social behaviors of an individual; in this context, roles and functions are “the part a
CHW has to play”. Activities, on the other hand, are the actions taken by a CHW to achieve their
aims.
Based upon the information provided by the 126 survey respondents utilizing CHWs in their
programs, CHWs perform all seven core roles identified by the National Community Health
Advisor Study (Rosenthal, 1998), though at varying levels. Over 68% of respondents listed
assuring people get the services they need (e.g., care coordination, case finding, motivating and
accompanying patients to appointments and follow-up care, making referrals and promoting
continuity of care) as a primary role of CHWs. Nearly 59% listed providing culturally
appropriate health education and information (e.g., prevention related information and
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managing/controlling illnesses such as diabetes and asthma). This was followed closely by
providing informal counseling and social support to improve mental and physical health
(54.8%,), advocating for individual and community needs (53.2%), and providing cultural
mediation between communities and the health and social services system – how to use the
systems, increasing preventive care, decreasing emergency care (50.0%). Additional responses
included doula services, housing counseling, assisting with insurance enrollment, marketing and
fundraising, determining program eligibility, breastfeeding assistance, and providing
professional nursing care.
Figure 1: CHW Capacity in PA, by Organization’s Administrative Location

Since CHWs perform a variety of activities, respondents were asked the following: “Please
indicate whether an activity [listed below] is a core function, a secondary function, or is not a
function performed by CHWs at your organization at this time”. Among the 126 respondents
with CHWs, the five most frequently cited core activities included health education (55.6%),
patient advocacy (52.4%), risk assessment that might lead to a referral for services (42.1%),
outreach (35.7%), and social support-including visiting homebound clients (29.4%). Secondary
activities included counseling, compliance follow-up, and cultural competency training.
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Across organizational type, CHWs play different roles and perform different activities. (It is
important to remind the reader that respondents could select more than one of the organizational
types listed on the survey to describe their organizations). Sixty respondents classified their
organizations as CBOs. The three most predominant roles played by CHWs in CBOs are
assuring people receive the services they need (75.0%), informal counseling and social support
(65.0%), and provision of culturally appropriate health education and information (63.3%). The
most widely cited core activities for CHWs working in CBOs included health education (61.7%),
patient advocacy (53.3%), and outreach (46.7%).
Twenty-five respondents reported that their organizations were FQHCs. CHWs engaged by
FQHCs most often provide culturally appropriate health education and information (64.0%) and
assure that people receive the services they need (56.0%). CHWs in this type of organization
most often perform outreach (84.0%) and health education (52.0%) activities.
Sixteen respondents classified their organizations as mental health agencies. The primary role of
CHWs in these settings is provision of informal counseling and social support (66.7%), followed
by assuring people receive needed services (61.1%). A core activity for CHWs working in
mental health agencies is patient advocacy (50.0%). About one-third of respondents (n=6) also
identified outreach, social support, and counseling as core activities.
Seventeen respondents classified their organizations as inpatient facilities; all of these
respondents identified the provision of culturally appropriate health education and information as
a key function of CHWs. More than 94% (n=16) selected assuring people get the services they
need and more than 82% (n=14) selected providing cultural mediation as key roles of their
CHWs. The top three core activities performed by CHWs in inpatient facilities are health
education (76.5%), patient advocacy (64.7%), and outreach (47.1%).
Ten private providers responding to the survey utilize CHWs. CHWs in this type of setting
provide cultural mediation (90.0%), assure people get the services they need (90.0%), provide
culturally appropriate health education and information (80.0%), and provide informal
counseling and social support (80.0%). Three core activities are most often performed by CHWs
affiliated with private providers: health education and patient advocacy (each 80.0%) and risk
assessment that might lead to a referral for services (70.0%).
Respondents from all other organization types (day care/schools, faith-based, and county/local
health department) indicated CHWs perform a number of functions, including providing
culturally appropriate health education and information, assuring clients receive the services they
need, informal counseling and social support and advocating for individual and community
needs. Core activities for CHWs in faith-based organizations (n=5) include health education,
social support, and patient advocacy, each at 60% of respondents. Though response from day
care/schools and county or local health departments was quite low (three respondents each), core
activities identified in those setting include health education, outreach, patient advocacy, and
counseling.
Respondents reported that CHWs services are provided in a variety of locations. Fifty-nine
(46.8%) indicated services are provided in community locations (e.g., recreation centers) and
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fifty-six respondents (44.4%) indicated services are provided in health care settings. More than
36% of respondents (n=46) also indicated CHW services are provided in client/group homes and
nearly 36% provide services via telephone or text messaging (n=45). Nearly 29% of respondents
indicated services were delivered at worksites (n=36). Service delivery locations varied by type
of organization; see Table 5 below for details by the most prevalent organization types. The
service locations most often cited by organization type are indicated in bold print.

Community based
organizations (n=60)

Community health
center/FQHC (n=25)

Private provider (n=10)

Community locations (e.g.,
Faith-based organizations
Health care organizations
In client/patient homes or
Schools
Telephone / text messaging
Worksites
Other locations

Inpatient facility such as a
hospital or care center
(n=17)

CHW Service Locations

Mental health agency
(n=18)

Table 5: CHW Service Locations by Type of Organization

61.1%
11.1%
33.3%
61.1%
33.3%
50.0%
16.7%
5.6%

58.8%
29.4%
88.2%
47.1%
35.3%
58.8%
41.2%
11.8%

56.7%
26.7%
53.3%
36.7%
35.0%
38.3%
30.0%
11.7%

32.0%
12.0%
44.0%
20.0%
20.0%
24.0%
28.0%
24.0%

40.0%
30.0%
70.0%
40.0%
30.0%
40.0%
40.0%
30.0%

As discussed previously, respondents utilize a variety of CHWs – paid, volunteer, independent
contractors, interns, AmeriCorps/Vista workers – within their organizations. See Table 6 below
for details on service locations by type of CHW. The most frequently cited service location by
type of CHW is indicated in bold print.
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Independent
Contractor
CHWs (n=13)

AmeriCorps or
VISTA CHWs
(n=6)

Interns as CHWs
(n=45)

CHWs engaged
in OTHER ways
(n=7)

Community locations (e.g.,
recreation centers)
Faith-based organizations
Health care organizations
In client/patient homes or
group homes
Schools
Telephone / text messaging
Worksites
Other locations

Paid Employee
CHWs (n=109)

CHW Service Locations

Volunteer CHWs
(n=35)

Table 6: Service Location by Type of CHW in PA

57.1%

45.9%

76.9%

50.0%

53.3%

28.6%

37.1%
48.6%

17.4%
46.8%

30.8%
61.5%

0.0%
83.3%

26.7%
55.6%

14.3%
28.6%

40.0%

34.9%

53.8%

16.7%

37.8%

28.6%

45.7%
40.0%
25.7%
14.3%

31.2%
34.9%
33.0%
16.5%

53.8%
46.2%
23.1%
7.7%

33.3%
16.7%
16.7%
16.7%

44.4%
46.7%
33.3%
11.1%

0.0%
14.3%
0.0%
28.6%

Other locations for provision of CHW services include prisons, labor camps, mobile medical
units, recovery/re-entry programs, shelters/soup kitchens, WIC nutrition centers, and “where it is
most convenient for consumer”.
Funding for CHW services
Respondents were able to select multiple funding sources for their CHW programs. Medicaid
was the most frequently cited source of funding (17.6%). This varied across organizational type.
Mental health organizations most often paid for CHW programs through Medicaid (85.7%). This
would be expected since PA provides Medicaid coverage for Peer Support Services in the mental
health field. FQHCs had the widest ranging sources for funding CHWs, with nearly 58% of
programs funded through Medicaid, Medicare, and Federal grant categorical funding. Slightly
more than 49% of respondents having CHWs include funding for programs in their core
operating budgets (see Table 7 below).
Table 7: CHW Funding Sources by Most Frequently Cited Organization Type
Mental
Inpatient
CBO
FQHC
Private
Health
Facility
(n=60)
(n=25)
Provider
(n=18)
(n=17)
(n=10)
Medicaid
33.3%
66.7%
58.8%
44.0%
40.0%
Medicare
16.7%
41.2%
18.3%
20.0%
44.0%
Commercial health insurance
16.7%
41.2%
21.7%
40.0%
30.0%
Research grant or contract
11.1%
35.3%
16.7%
32.0%
20.0%
Private foundation
5.6%
17.6%
33.3%
24.0%
20.0%
Program fees
16.7%
11.8%
16.7%
28.0%
0
Federal grant categorical
0
22.2%
29.4%
41.7%
44.0%
funding
State Government
38.9%
11.8%
26.7%
8.0%
0
Local Government
27.8%
0
8.3%
4.0%
0
Other funding
16.7%
41.2%
33.3%
16.0%
40.0%
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Write-in responses regarding funding sources by organization type are provided verbatim below:
Mental Health Agency: “community mental health state funding”, “county MH/ID office”,
“DPW”, “Federal funds”, “reinvestment dollars”;
Private Provider (including private physician office): “Health system”, “health system budget”,
“on payroll”, “organizational budget”;
Inpatient Facility: “Healthy Beginnings Plus”, “health system/health system budget”, “hospital”,
“organizational budget”, “paid by Wellspan”;
FQHC: “general operations”, “Health Promotion Council of Southeastern PA”, “BPHC/HRSA
Tobacco Dependence Treatment Programs”, “HRSA”, “HUD SSO Homeless grant”;
CBO: “Community Development Block Grant (City of Pittsburgh)”, “Community Health Center
funding”, “contractual and fundraising”, “Dept. of Health and Dept. of Public Welfare”, “Dept.
of Ed grant (federal)”, “Dept. of Health”, “Federal govt pays for our waiver program”, “funded
by health system (LG Health)”, “funding for STD program clients and women between the ages
of 40 and 49 who are enrolled in the HealthyWoman Program”, “general operations”, “Head
Start”, “Headstart Community Block grant”, “Health Beginnings plus”, “health system”,
“HOPWA-United Way”, “ hospital, organizational budget”, “paid by Wellspan”, “Ryan White
through the HIV/AIDS consortia”, “state tobacco settlement money-state STI program”, “USDA
Breastfeeding Peer Counselor Program”;
Day Care/School: “Head Start”;
Faith Based Organization: “DOH-Centers for Schools and Communities”, “general operations”;
County/Local Health Department: “County MH/ID Office”
Training and education requirements
Respondents were asked about “the minimum level of education required of CHWs engaged by
your organization”. Of the 126 respondents with CHWs, almost one-third reported a minimum
requirement of a GED/high school diploma and nearly one-quarter a minimum requirement of a
bachelor’s degree. Nineteen respondents (15.1%) indicated an associate’s degree was required,
3.2% indicated there was no educational requirement of their CHWs, and 12.7% identified
‘other’ requirements. Six respondents indicated their CHWs had nursing licensure (RN or LPN).
Other educational requirements cited include ‘civil service qualified’, ‘Peer Support Specialist
certification’, ‘bilingual’ (English/Spanish), ‘masters in social work’, and ‘varies with position’
(e.g., ‘bachelors degree for Healthy Beginnings Plus program’; ‘ranging from none to bachelors
and masters degrees’). It was noted that Promotores had no educational requirements.
Over 65% of CHWs (n=83) work directly with clinical professionals. (Details of the nature of
this CHW-clinical professional relationship was beyond the scope of this environmental scan).
Nearly 85% (n=107) of respondents utilizing CHWs in their programs provide training, typically
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multiple types of training. Eighty-nine respondents (70.6%) provide on-the-job training by
shadowing others, fifty-nine (46.8%) include structured in-house training, fifty-seven (45.2%)
include web-based training, forty-one (32.5%) provide clinic-based training, and thirty-four
(27.0%) provide training through a formal educational institution. Twenty-two respondents
(17.5%) also provide structured external training such as the “Welfare to Work” program.
Training varied by type of organization. Only five organizations indicated they were faith-based
and they most often provide on-the-job training, structured in-house training, and web-based
training. Mental health agencies most often provide on-the-job and web-based training (61.1%
each) as well as structured in-house training (71.4%). CHWs in mental health organizations also
receive Peer Support Specialist certification and Tobacco Cessation Certification/training. All
inpatient facilities provide on-the-job training to their CHWs and none use structured external
training. FQHCs most often provide on-the-job training (64%). One respondent also mentioned
“taking our 10 week course”. CBOs train through on-the-job shadowing (78.3%), structured inhouse training (55.0%) and web-based training (48.3%). Respondents affiliated with CBOs also
mentioned conferences, health department, Peer Support Specialist certification, training through
the Family Health Council of Central PA, and “taking our 10 week course”. Similar to inpatient
facilities, all private providers indicated on-the-job training was provided to CHWs.
Policy or systems changes for sustainability of CHW services
This environmental scan provided respondents the opportunity to comment on policy or system
changes to sustain CHW services on an on-going basis. The majority (23) of comments dealt
with funding issues, e.g., adequate funding, increased funding, funding for more qualified
workers, funding for training and hiring of dedicated CHWs (rather than provision of CHW
services by support staff), and “program funding rather than unit funding”. Ten comments also
addressed insurance-reimbursable services such as more flexibility with Medicaid reimbursed
services and ability to bill private insurance providers for CHW services separately from
physician services. Several respondents addressed specific reimbursement issues such as travel
reimbursement for CHWs when transporting clients and tuition reimbursement for CHWs. Other
issues included getting approval to include the CHW in the list of job descriptions within the
hospital, restoring HIV/AIDS funding at higher allocations for prevention, standardizing the
“P4P” programs so the measurements are the same, and continuation of Healthy Choice funding.
V. Summary and Recommendations
A. Payment Models and Financing
CHW programs in PA utilize three of the four payment models described by Dower et al (2006),
as discussed previously. The only exception is the “government general funds” model, such as
that utilized in the state of Massachusetts. The PA Medical Assistance Fee-For-Service Program
provides reimbursement for Peer Support Specialist services and this is the primary source of
program funding utilized for CHW programs in mental health agencies, as discussed previously.
Program evaluations of CHW services show improved health outcomes and reduction in the
costs associated with more expensive health care, such as that provided in emergency
departments. Furthermore, the Affordable Care Act recognizes the importance of CHW services
(specifically those services provided by Patient Navigators) in reducing barriers to accessing
care, reducing delays in accessing care, and in assuring all necessary follow-up services for a
specific health episode are obtained. This is especially critical when working with racial and
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ethnic minorities, as well as persons from low socioeconomic classes, who may face additional
obstacles such as geographic distance, language barriers and cultural barriers. A detailed report
on Cost Effectiveness, Payment Models, and Funding Mechanisms is in Attachment 5.
B. Education, Training and Best Practices
CHWs improve access to health care among our most vulnerable populations (racial and ethnic
minorities, low-income and under-served persons), improve quality of care, and reduce health
care costs. The formal development and recognition of CHW programs and services is
supported by the American Public Health Association, the Centers for Disease Control and
Prevention and the National Rural Health Association (HRSA, 2006). While the successful
outcomes of CHW programs have been documented, training and education for CHWs remains
fragmented and inconsistent, often becoming the responsibility of organizations employing them.
In the National Community Health Advisor Study (Rosenthal et al, 1998), eight core skill
clusters were identified. These core CHW skills include communication skills, interpersonal
skills, knowledge of the community/specific health issues/health and social service systems,
service coordination skills, capacity-building skills, advocacy skills, teaching skills, and
organizational skills.
In its 2006 report to the US Department of Health and Human Services, the Advisory Committee
on Interdisciplinary, Community-based Linkages recommended that Congress “should recognize
that community health workers are a valuable part of the safety net workforce and should
provide funding preferences to interdisciplinary academic and CBOs that provide education to
community health workers” (DHHS, 2006). Numerous programs across the county have shown
the value of well-trained CHWs. A Texas program won an innovative practice award from the
Centers for Medicare and Medicaid Services for their work in enrolling children into its SCHIP.
By nature of their definition, CHWs are already culturally and linguistically competent as well as
skilled in reaching disadvantaged people in our most vulnerable neighborhoods. It would benefit
all to extend funding resources and incentives for additional CHW training programs.
The Community Health Worker National Education Collaborative (CHW-NEC) began in 2004
to identify and promote curricula and educational programs that best represent promising
practices for non-traditional CHW success. This collaborative was in response to a growing trend
in CHW education shifting from employer-provided on-the-job training programs to increasing
college interest in developing CHW education programs that were responsive to the needs of
CHWs. The goal of this collaborative was to design a framework and make recommendations for
model CHW training and college educational programs. These recommendations can be found in
its 2008 guidebook “Key considerations for opening doors: developing community health worker
education programs”. Among others, recommendations include promoting CHW leadership,
implementing a competency-based and basic core skills curriculum, developing specialty health
track modules, avoiding prerequisite requirements for basic course of study, starting with an
entry-level basic certificate program, using flexible class scheduling, and assessing prior learning
for credit.
A national survey of regional and state CHW certification and training programs was conducted
by the Southwest Rural Health Research Center on behalf of The Office of Rural Health Policy
(May, Kash, and Contreras, 2005). At the time of this study, one-third of US states had some
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type of state-sponsored training program for CHWs. Through detailed interviews with seventeen
states, three major training and certification trends were identified: (1) community college-based
training provides academic credit and career advancement opportunities, (2) on-the-job training
is offered to improve CHW capacities and enhance standards of practice, and (3) certification at
the state level recognizes and legitimizes the work of CHWs and allows for potential
reimbursement opportunities for their services. Several important recommendations for CHW
training and education programs came from this study.
1) Programs for CHW training and certification should consider the definitions, roles, and
purposes which CHWs fulfill in their organizations. This implies a need for quite varied
training programs since CHWs have many roles.
2) Training and certification programs should include a wide range of practice skills
specializations that are sufficient to meet CHW obligations for the work they are to
fulfill. CHWs serve a wide variety of groups that vary by the types of clients they serve,
the diseases or risk factors they address, their geography, and the organizations for whom
they work.
3) Training and certification programs should be guided by on-going evaluation research.
This evaluation should include training, certification, utilization, performance, and
outcome (both patient/client outcomes and cost-effectiveness outcomes of the CHW
programs).
As discussed previously, results of this environmental scan illustrate a wide range of CHW
education requirements and training. Only one specific training program in the PA scan was
mentioned – Peer Support Specialist certification. Due to the short timeframe for this scan, it was
not possible to conduct interviews with respondents to collect detailed information or curriculum
on the training they provided to their CHWs.
C. Current CHW Capacity and Service Gaps
A number of maps are included as Attachment 6 to show the distribution of CHW full-time
equivalents (FTEs) by the disease and/or risk factor they target as the map layer and the
distribution of the related morbidity or mortality for that disease/risk factor as proportionate
markers. We have also included a corresponding map showing the distribution of all CHWs
(regardless of any disease focus) with the same disease/risk factor markers. For example, in
reviewing the map on cancer, it can be seen that Erie County has higher than state rates for both
colon cancer and bronchus/lung cancer. The first map illustrates there are no CHWs in Erie
County whose primary service focus is on cancer but the bottom map shows there are a total of
9.99 to 24.99 CHW FTEs in Erie County. Likewise, there are similar discrepancies for
Washington and Greene counties. This illustrates the opportunity to meet with CHW providers in
these counties for potential expansion of their programs to target cancer. Maps are included for
cancer incidence (female breast, colon, and bronchus/lung), percent of adult smokers, proportion
of adults ever told they had diabetes, cardiovascular disease mortality, mental and behavioral
disorder mortality, pregnancy and birth weight indicators, percent of adults with no health
insurance, and percent of adults needing to see a doctor but who could not due to cost. These
maps highlight opportunities for enhancing current CHW services to target those diseases and/or
risk factors most prevalent in their communities.
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Results from both the PA environmental scan and as identified in the extensive literature review
indicate several key recommendations for consideration in PA:
1.

2.

3.

4.

5.

6.

7.

8.

Review opportunities to use Medical Assistance administrative match funds to pay for
CHWs conducting outreach and Medicaid enrollment – particularly critical with
implementation of requirements in the Affordable Care Act
Expand Medicaid Fee-For-Service reimbursable CHW services beyond the scope of
mental health to assist persons with accessing care, educating clients on the importance of
preventive health care (versus overutilization of emergency care), and to assess clients
diagnosed with specific diseases (e.g., cancer, diabetes, etc.) to assure they are adhering
to medication and diet requirements and receiving all necessary follow-up care
All safety net providers of health care services to our most vulnerable populations should
be able to bill Medicaid, Medicaid Managed Care, and CHIP for CHW education, followup, and coordination services. These important services should be considered
reimbursable for community health centers, FQHCs, family planning providers, and
similar organizations serving low-income, often un-insured clients.
Consider securing Section 1115 and/or Section 1915 Medicaid waivers that provide
coverage for CHW services shown to reduce overall health care costs and/or improve
health outcomes.
Care coordination and patient navigation are often used interchangeably but are
sometimes limited in scope of services. In PA, care coordination is a key component of
the state-funded Healthy Beginnings Plus prenatal program that includes psychosocial
services in addition to the traditional medical and obstetric services provided during a
pregnancy. Patient navigation is often provided, through private foundation funding, for
persons diagnosed with cancer. For example, the Komen and Avon Foundations often
fund navigation services to assure clients diagnosed with breast cancer follow-up with
recommended treatment, have transportation to appointments, and are able to access
ancillary support services. These important services should be considered a core
component of care for persons diagnosed with cancer and other chronic diseases.
Numerous individuals contacted during the environmental scan requested clarification on
CHW definitions, locations, activities, and roles, thus indicating the need to develop a
more explicit and concrete definition of CHWs in PA. This is especially important in
terms of program planning, funding, and evaluation as the field of CHW services
potentially expands with implementation of the Affordable Care Act and Patient
Navigation initiatives.
It is important to explicitly state the focus of work performed by CHWs including
potential liability issues when providing health services such as screenings and care
management. CHWs must have a strong understanding of the health care system and
resources in their communities. Those assisting with care management may require
disease-specific education and training as well as access to trained health professionals
whom they can call with questions.
Development of the CHW movement in PA – programs, definitions, roles, scope of
practice, training, certification – should be grounded in evaluation research. This research
should focus on such issues as identification of best practices relative to CHW training
and service delivery, service utilization patterns, costs vs. benefits, and client outcomes.
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