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The plan recommends three core strategies

1.	 Improve how we pay for services
Presently, providers of health care services are paid every 
time they provide a service, even when the service doesn’t 
work. Healthier Washington calls for rewarding providers 
when they achieve good outcomes. Information on 
effectiveness and cost will be collected and shared to help 
providers and consumers choose the best treatment options.

2.	 Ensure health care focuses on the whole person 
The current system creates barriers to addressing physical 
health, mental health, chemical dependency, and basic 
living needs as early as possible and at the same time. 
Healthier Washington calls for methods of integrating care 
and connecting with community services to achieve the best 
possible result for individuals. It also adjusts how we pay 
for services to make care for the whole person possible. 

3.	 Build healthier communities through a 
collaborative regional approach
Virtually all health care is delivered at the local level. Driven 
by local partners, the state will support a regional approach 
that provides resources to communities. Working together, 
communities can bring about changes that will improve 
health for the people they serve.

The Healthier Washington initiative will transform health care 
in Washington State so that people experience better health 
during their lives, receive better care when they need it, and 
care is more affordable and accessible. 

We are in the early stages of a five-year Health Care Innovation 
Plan that has brought together hundreds of people from many 
communities to put the best solutions to work for the people of 
our state. This work will improve the quality of life for everyone 
regardless of their income, education or background.
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Benefits of a better system 
—two examples 

CURRENT SYSTEM: Jan, 40, is employed, 
privately insured, but has no primary 
provider to coordinate her health care. 
Instead, she has visited three ERs five 
times in six months for an irregular 
heartbeat. She is overweight, pre-diabetic 
and frequently depressed, but untreated 
for all three. No problem was found with 
her heart and, due to her other issues, she 
doesn’t follow ER recommendations. 

Harry, 54, is covered by Apple Health and 
homeless. His chronic health problems 
could be treated in local doctors’ offices, 
but he used the ER more than 50 times 
in 15 months. He’s usually intoxicated, 
his issues are complex and he needs help 
connecting to housing, health care, and all 
the other services he needs.

For both Harry and Jan, ER doctors 
routinely repeat tests because they don’t 
have access to health histories.

A BETTER SYSTEM: Jan has one provider 
who coordinates her health care. Harry 
has an outreach worker who connects 
him with housing, health care, and other 
services. Expanded data systems give Jan’s 
and Harry’s providers immediate access to 
health histories, enabling coordinated care 
without duplicated services. Health care 
services are effective, and unnecessary 
costs are avoided. Best of all, Jan and 
Harry become healthier because they 
receive all the services they need.

healthierwa@hca.wa.gov  |  360-725-1980
www.hca.wa.gov/hw

Healthier Washington Project Team 
Washington State Health Care Authority

Better Health. Better Care. Lower Costs.

Estimate of savings: $1.05 billion
When the combined savings and avoided costs 
are estimated, adjusting our health system has 
the potential to save $1.05 billion in the first 
three to five years.

Contact:



 

 

CHW QUICK REFERENCE 

AFFORDABLE CARE ACT (ACA) DEFINITION: 

In 2010, sections 5101 and 5313 of the Patient Protection and Affordable Care Act defined CHWs in its list of health 

professionals. 

“An individual who promotes health or nutrition within the community in which the individual resides - 
by serving as a liaison between communities and healthcare agencies; 
by providing guidance and social assistance to community residents; 
by enhancing community residents’ ability to effectively communicate with healthcare providers; 
by providing culturally and linguistically appropriate health or nutrition education; 
by advocating for individual and community health; 
by providing referral and follow-up services or otherwise coordinating care; and 
by proactively identifying and enrolling eligible individuals in Federal, State, local, private or non-profit 
health and human services programs.” 

EXPLANATION OF ROLES, SKILLS AND QUALITIES: 
Role: Jobs or responsibilities that have expectations attached to them. 
 
Skill: The expertise or abilities to effectively perform a role (e.g. meet the expectations).  
 
Qualities: For our purposes, attributes, characteristics and qualities mean the same thing. These are essential 
personal characteristics or traits of a CHW. 

EXAMPLE OF A CHW ROLE: 
Role #2: 

Providing Culturally Appropriate Health Education and Information  
a. Conducting health promotion and disease prevention education in a manner that matches linguistic 

and cultural needs of participants or community  
b. Providing necessary information to understand and prevent diseases and to help people manage health 

conditions (including chronic disease) 
 

Skills needed for this role: 

 Communication Skills 
a. Ability to use language in ways that engage and motivate  
b. Ability to communicate with empathy  
c. Ability to use the language of the community served (may not be fluent in language of all communities 

served)  

 Interpersonal and Relationship-Building Skills 
a. Ability to provide informal coaching and social support  
b. Ability to use interviewing techniques (e.g. motivational interviewing)  
c. Ability to practice cultural humility 

 Education and Facilitation Skills 
a. Ability to use a range of appropriate and effective educational techniques  
b. Ability to facilitate group discussions and decision-making  
c. Ability to collect and use information from and with community members  



 

Revision of the Community Health Worker Common Core (C3) Scope of Practice and Core Competencies document used with 
PERMISSION. Contact the Community Health Worker Common Core (C3) Project for more: info@c3project.org 

 

Draft CHW Roles based on Feedback from Washington’s CHW 
Task Force 
Draft Community Health Worker Roles    

1. Cultural Mediation among Individuals, Communities, and Health and Social Service Systems   

a. Educating individuals and communities about how to use health and social service systems (including 

understanding how systems operate)  

b. Educating systems about community perspectives and cultural norms (including supporting 

implementation of Culturally and Linguistically Appropriate Services [CLAS] standards)  

c. Building health literacy and cross-cultural communication   

2. Providing Culturally Appropriate Health Education and Information   

a. Conducting health promotion and disease prevention education in a manner that matches linguistic 

and cultural needs of participants or community   

b. Providing necessary information to understand and prevent diseases and to help people manage 

health conditions (including chronic disease)   

3. Care Coordination, Case Management, and System Navigation  

a. Participating in coordinating care and/or managing services with individuals 

b. Making appropriate action steps with individuals and providing follow-up 

c. Facilitating access to services by addressing other barriers 

4. Providing Cultural and Social Support  

a. Providing individual support and informal coaching  

b. Motivating and encouraging people to obtain care and other services  

c. Supporting self-management of disease prevention and management of health conditions (including 

chronic disease)  

d. Planning and/or leading support groups     

5. Advocating for Individuals and Communities   

a. Acting as an advocate for individuals   

b. Advocating for the needs and perspectives of communities  

c. Connecting to and advocating for basic needs (e.g. food and housing)  

mailto:info@c3project.org


Revision of the Community Health Worker Common Core (C3) Scope of Practice and Core Competencies document used with 
PERMISSION. Contact the Community Health Worker Common Core (C3) Project here for more: info@c3project.org 

v: 9-16-15 

d. Building awareness for influencing policy change 

6. Building Individual Potential and Community Relationships 

a. Training and building individual potential with CHW peers and among groups of CHWs  

b. Building and capturing community relationships 

c. Building and empowering individuals… Building individual potential 

7. Providing Essential Services      

a. Providing basic services (e.g. first aid, diabetic foot checks)  

b. Providing basic screening tests (e.g. heights & weights, blood pressure)   

c. Providing basic risk assessment screening (e.g. safety, housing, & health) 

d. Meeting basic needs (e.g. direct provision of food and personal health-related items)   

8. Implementing Individual, Family and Community Assessments  

a. Participating in design, implementation, and interpretation of individual-level assessments (e.g. 

home environmental assessment)    

b. Participating in design, implementation, and interpretation of community-level assessments    

9.  Conducting Outreach   

a. Case-finding and recruitment of individuals, families, and community groups to services and systems  

b. Follow-up on health and social service encounters with individuals, families, and community groups  

c. Home visiting to provide education, assessment, and social support  

d. Presenting at local agencies and community events    

10. Participating in Evaluation and Research  

a. Engaging in evaluating CHW services and programs  

b. Identifying and engaging research partners, including community consent processes  

c. Leading culturally appropriate and community driven research 

d. Participating in evaluation and research:   

i. Identification of priority issues and evaluation/research questions  

ii. Development of evaluation/research design and methods  

iii. Data collection and interpretation    

iv. Documenting and tracking individual and population level data   

v. Sharing results and findings  

vi. Engaging stakeholders to take action on findings 

vii. Informing people and systems about community assets and challenges 
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Feedback Themes from Community Health Worker 
Taskforce Meeting #1  
 

1. CHWs are members of or have an unusually close relationship to the community they 

serve, 

2. The CHW definition, roles, skills and qualities should: 

a) Encompass the work of CHWs in multiple contexts (e.g. not entirely focused on 

clinical settings, so narrowly prescribed that the job is defined as rote or routine, 

and covers both paid and volunteer CHWs) 

b) Encompass a variety of perspectives (e.g. employers, government and CHWs) 

c) Be inclusive of work with youth, families, individual adults, and communities 

d) Be written in accessible language with limited jargon    

3. Focus on health not just health care (e.g., human services, bridging silos, etc.)    
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