CHOW Concept Paper


Need:  A Workforce of Community Health Outreach Workers

The Institute of Medicine, American Public Health Association, and National Rural Health Association encourage the use of formal and informal social networks as a central means of reducing current disparities in treatment.  This approach fits well with the Healthy People 2010 overarching goals of achieving 100% access and 0% disparities in health care by the year 2010.  However, to do that a new type of health care worker is needed.

Empirical evidence verifies that in any community there are those “to whom others turn for advice, counsel and support.”  These “natural helpers” are strong individuals who begin to care for themselves, and accept appropriate guidance from their families, support networks, caring outreach workers, and health professionals.  They often become bridges between communities and health care delivery systems.  These people are first and foremost, members of the community and of the at-risk population most in need of health care services.  They clearly benefit from motivational programs, which empower them to grasp the bottom-most rung of so many career ladders.

According to the National Community Health Advisor Study, there are an estimated 12,400 community health advisors in the United States; of these 25% are volunteers.  This workforce is identified by over 35 titles (community health workers, outreach educators, doulas, parents as teachers, maternal and infant outreach workers, community health representatives, community advocates, and community health advisors).  The best overall label for these unpaid volunteers is “Community Health Advisor” or CHA.  In this paper, however, the title “Community Health Outreach Worker” or CHOW is used to indicate those lay people who are paid to provide outreach services to persons with chronic diseases.  

Services provided by CHAs have significant economic value.  Society ought to appropriately compensate them for reasons of economic justice and equity.  However, the intangible value of their neighborliness can be argued to increase social cohesion and social capital.  Inappropriate commercialization of their “neighborliness” might lead to exploitation and professionalization into “little doctors” or “mini-social workers” who serve the corporate, rather than the social, good.  By clearly separating the reimbursable outreach function of CHOWs from the many more intangible benefits of CHAs, this paper honors the intense and complex issues surrounding this issue of reimbursement.  CHOWs are a clear community-based entry point into the morass of US health care services.  In this sense they are “health workers” for the community, as has been elaborated in the Declaration of Alma Ata and subsequent work.

Operating at the interface between the health care system and the community, they provide advice, counsel and support for individual self-care, as well as information and referral for the individual’s family and their informal social networks.  However, they can be best viewed as the most peripheral extension of the formal health care system, as it “reaches out” to embrace the community’s strengths and perspective.  Thus, the inclusion of the term “outreach” in their title.
When employed in the acute care industry, Community Health Outreach Workers improve health access and outreach for underserved and high-risk populations.  Approximately thirteen states have community health worker networks or like efforts (NY, DC, MS, NJ, MA, CA (2), OR, TX (2), AZ, VA and MD).  Texas was the first state to mandate that their services be reimbursed by Medicaid.  Currently legislation in Congress would mandate federal reimbursement by Medicare and Medicaid for the services of “Patient Navigators.”  Appropriately utilizing CHOWs in our complex healthcare delivery system will require a robust system of training, credentialing, and quality assurance.  Few have attempted what we propose – a systematic exploration of ways to categorize, and pay for, the services of CHOWs.

In the West Virginia context, the general term CHOW will also refer to: Maternal-Infant Health Outreach Workers (MIHOW) and Worksite Wellness Coordinators.  Because employers are currently using those terms, they will be retained in order to minimize local confusion.  

Who will keep the public healthy in the year 2020 and beyond?

We do not propose that lay persons with limited training provide formal clinical care services.  The role of para-professionals is appropriately focused on providing direct social support, information, and referral to qualified health professionals, but not the diagnosis or treatment of patients.  However, for lifestyle-related illness, necessary behavior changes require significant social support.  Traditional health care providers are not taught to provide this support; Community Health Outreach Workers can do it quite effectively.

In 2003, the congressionally chartered Institute of Medicine published two books “The Future of the Public’s Health in the 21st Century” and “Who will keep the public healthy: Educating public health professionals for the 21st century.”  Their primary recommendation was for all health professionals to learn and utilize an “ecological model” of health that describes multiple “determinants of health.”  A primary postulate for this effort is that the CHOWs have an intuitive understanding of the deep complexities in such a eco-social framework.  They appreciate our fundamental connectedness with our many and varied surroundings, an awareness of “place” that is common to our human condition.  They also embody the specific “local knowledge”, the intangible cultural attitudes and beliefs that so greatly impact lifestyle and behavioral change.  Thus, CHOWs form a vital delivery mechanism historically under-utilized in the US context, despite randomized controlled trials and global evidence of their utility.
The challenge, therefore, is not to prove their theoretical viability, but to demonstrate how they can be most effectively incorporated into the complex delivery and financing schemes of US health care.  The success of this translational research can provide a foundation for a revitalized health care system that has the potential to keep the public healthy in 2020.
There is no accurate enumeration of the national governmental public health workforce, nor any way to make easy statistical projections of supply and demand.  For example, the most exhaustive national attempt in 2000, reported that West Virginia had 244 state and local health department employees per 100,000 population.(Gebbie 2000)  In a more detailed review of personnel data, there were actually only 93 governmental public health workers per 100,000 population – only 38% of the official figure!  Unofficial estimates from the WV Department of Health and Human Resources are that 45% to 60% of incumbent workers will turn over in the next 3 years.  It is clear that a crisis is looming, but it is difficult to estimate.

The NAICS and SIC definitions reflect the common perspective that the public health workforce is exclusively the “governmental public health system.”  This consists of the local and state health departments and a variety of federal agencies, most notably the federal Centers for Disease Control and Prevention (CDC).  Six key components of a statewide public health system are: the governmental public health agencies, the health care delivery system, the community, the media, academia, and employers and businesses.  Creating a “Public Health Career Lattice” will help visualize the flow of individuals through the system.  O*Net code 21-1093 provides a tangible entry point into this numerical quagmire.  By examining the employers and career paths for CHOWs, we hope to better uncover the “hidden prevention industry.”

Definition of the prevention industry is important for several reasons.  First, we must clarify that the prevailing corporate medical model is prolonging life and relieving the suffering of individual patients.  However, the resource investment is not delivering anywhere near the returns seen from the public health investments of the early 20th century.  Our current system reflects a pervasive emphasis on death, disease, and disability.  Describing this prevention industry will highlight the many structural and financial changes needed to reorient the system towards prevention.  

O*Net code 21-1093 for “Social and Human Service Assistants” has been more recently labeled “Direct Support Specialists.”  This is a rapidly expanding occupation, which supplies workers to many of the others on the next page.  We propose a pilot program to train previously untapped labor pools to fill these positions, and then allow them to progress into a variety of other health career pathways.  We propose to build the capacity of these individuals to address a wide variety of health problems and potentially disabling conditions.  They will not only improve their own health status, but also improve the health status of those around them.  This pilot apprenticeship will explore issues of reimbursement for services, and establish the lower end of a “prevention and wellness career pathway” which links to a public health career lattice.

West Virginia Occupational Projections: 2003-2005

	WV Bureau of Employment Program's Labor Market Information website 10/18/04

	SOC
	Occupation
	Annual Openings
	Growth Rate

	31-9092
	Medical Assistants
	119
	5.71%

	21-1093
	Social and Human Service Assistants
	122
	2.80%

	21-1022
	Medical and Public Health Social Workers
	42
	2.69%

	39-9021
	Personal and Home Care Aides
	188
	2.26%

	31-1011
	Home Health Aides
	167
	2.12%

	31-9099
	Healthcare Support Workers, All Other
	24
	2.11%

	21-1023
	Mental Health and Substance Abuse Social Workers
	32
	1.62%

	21-1021
	Child, Family, and School Social Workers
	67
	0.87%

	39-9031
	Fitness Trainers and Aerobics Instructors
	49
	0.85%

	21-1091
	Health Educators
	4
	0.50%

	39-9099
	Personal Care and Service Workers, All Other
	13
	0.46%

	00-0000
	Total, All Occupations
	21,075
	0.37%

	31-1013
	Psychiatric Aides
	7
	0.32%

	29-2053
	Psychiatric Technicians
	2
	-0.37%

	39-1021
	First-Line Supervisors/Managers of Personal Service Workers
	28
	-0.43%

	29-1125
	Recreational Therapists
	3
	-0.71%

	39-9011
	Child Care Workers
	160
	-0.77%


In fiscal year 2003, healthcare professions were 7 of the top 10 programs for which students utilized Individual Training Accounts (ITA’s) from the Workforce Investment Boards.  The table above projects the growth in a wide variety of entry-level healthcare jobs in just the next two years.  Long-term projections remain the same.  All of these jobs require similar basic job skills, and applicants would benefit from some working knowledge of medical issues and healthcare.  

Over 20,000 persons are reported (anecdotally) to be registered with the WV Certified Nurse Assistant (C.N.A.) registry.  However, according to WV May 2003 occupational and wage estimates, only 9,900 employees were working as some form of a nursing assistant.  We suspect many West Virginians believe they want a career in health care, take the 6-week training, work for a short while, and then drop out of the labor pool.
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