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inequities. We focus on advancing equity while improving outcomes, increasing value, and
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national, state, and local levels.
The center is made possible by the generous support of the Robert Wood Johnson
Foundation and the W.K. Kellogg Foundation.

Evidence
for Equity
Initiative

The Evidence for Equity Initiative focuses on synthesizing, translating, and disseminating
evidence to help community leaders and decision-makers in developing and implementing
effective health equity policies and programs, particularly patient-centered outcomes
research (PCOR) and comparative effectiveness research (CER).
This project is supported by the Patient-Centered Outcomes Research Institute (PCORI).
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Executive Summary
As decision-makers seek to transform health care delivery and payment systems to increase
value, improve outcomes, and control costs, they need clinical, health systems, and population
health research, as well as other scientific evidence, to inform their decisions about what kinds
of interventions and treatment to pay for, and how to organize care delivery. Given our nation’s
demographic and economic context, health system transformation will succeed and remain
sustainable only if it also addresses the long-standing health and health care inequities that
affect communities of color and other underserved groups. However, our current evidence base
is incomplete and often biased. Strengthening it by making it both transparent about who is
included in the research and representative of all of our nation’s communities is imperative.
This report reviews results from nine recent studies
funded by the Patient Centered Outcomes Research
Institute (PCORI) that provide further support for
including community health workers (CHWs) and
peer providers (PPs) as important components of
health care delivery that are particularly effective in
addressing health and health care inequities. These
studies underscore the enormous value of CHWs
and PPs, an often overlooked, usually underutilized,
yet highly versatile health workforce, as powerful
health equity change agents. To facilitate scaling and
integration of CHWs and PPs across the health care
system, we translate this evidence into equity-focused
policy recommendations for advocates to promote
and decision-makers to adopt.

Community Health Worker and Peer
Provider Policy Recommendations
Based on Research Funded by PCORI
We reviewed nine PCORI-funded studies that
examined the effectiveness of interventions led
by different types of CHWs and PPs across health
conditions such as serious mental illness (SMI),
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chronic diseases, and traumatic physical injury. Study
participants were of diverse ethnic, racial, linguistic,
socioeconomic, and geographic backgrounds,
including Black, Latinx, American Indian, monolingual
Spanish-speaking, low-income, and rural patients.
One study focused solely on women. Informed by our
analysis of these studies, we developed 12 health
system policy recommendations across four broad
policy categories. In addition, we developed four
recommendations to improve health equity-focused
patient-centered outcomes research (PCOR) by making
it more diverse, relevant, and transparent.

A. Payers and providers should include CHWs
and PPs in care teams to improve outcomes
while reducing costs.

1. Payers and providers should include CHWs and
PPs in care teams to improve outcomes and
reduce hospital and emergency department (ED)
utilization to potentially generate savings.

2. Health systems should ensure effective integration
of peer mentors into health care teams to
maximize positive outcomes.
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These studies underscore the enormous value of CHWs and PPs,
an often overlooked, usually underutilized, yet highly versatile health
workforce, as powerful health equity change agents.

3. Payers and providers should take advantage of
the different Medicaid reimbursement pathways
to provide an integrated, sustainable funding
mechanism for CHW and PP services.

4. Payers and providers should incorporate
CHW utilization into well-designed advanced
alternative payment models.

B. Payers and providers should include
CHWs and PPs in care teams to improve
outcomes for a variety of health conditions.

5. Payers and providers should use CHWs and PPs
to improve outcomes for people with physical and
mental health conditions.

6. Payers and providers serving people with SMI
should prioritize peer navigators’ abilities to
leverage their shared experiences in recruitment
and patient assignments.

7. Payers and providers should use CHWs and PPs
to help patients with multiple chronic conditions
engage with primary care providers and prevent
their chronic disease symptoms from worsening,
thereby reducing the need for costly emergency
care.
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C. Payers and providers should include
CHWs and PPs in care teams serving diverse
communities affected by health inequities.

8. Payers and providers should use CHWs and PPs
to improve health outcomes in communities
and patient populations that experience health
inequities based on racial, sexual, geographic,
linguistic, or economic characteristics.

9. Payers and providers should prioritize recruiting
and training community members as CHWs or
similar roles to serve as critical trust brokers and
bridges between communities and health systems.
This is especially important in communities with
shortages of licensed clinicians and a need for
chronic disease management.

10. The federal government should specifically invest
in the health and health care of American Indians
and Alaska Natives. It must honor its trust and
treaty obligations and increase funding for the
Indian Health Services (IHS), including dedicated
funding for community health representatives
(CHRs).

11. Payers and providers should implement CHW
interventions to mitigate the negative effects
of the shrinking safety net in urban and rural
communities.
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D. Payers and providers should include
CHWs and PPs in care transition teams.

12. Payers and providers should include CHWs and
PPs in care teams to improve patients’ selfefficacy and prevent avoidable hospital utilization
as they transition from inpatient to community
settings.

E. Research on CHWs and PPs should be
improved to strengthen the evidence base
for equity.

13. Researchers should design CHW and PP
intervention studies to include follow-up with
patients to assess the longer-term impact of
these interventions on outcomes.

15. Researchers should design studies that measure
not only whether patients were rehospitalized,
but also how many days they spent in the hospital
once readmitted.

16. Researchers should make efforts to design studies
that will not exclude participants with limited
English proficiency.
Overall, this research adds to the existing evidence of
the power of CHWs and PPs as valuable health equity
change agents. Advocates, decision-makers, and other
health care stakeholders must prioritize the inclusion
of this workforce in care delivery teams as a standard
practice that health care payment systems support
fully and sustainably.

14. Researchers should design studies that include
diverse populations with sufficiently large sample
sizes to power subgroup analysis.
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Background
As decision-makers seek to transform health care
delivery and payment systems to increase value,
improve outcomes, and control costs, they need
clinical, health systems, and population health
research, as well as other scientific evidence,
to inform their decisions about what kinds of
interventions and treatments to pay for, and
how to organize care delivery. Given our nation’s
demographic and economic context, health system
transformation will succeed and remain sustainable
only if it also addresses the long-standing health
and health care inequities that affect communities of
color and other underserved groups. However, our
current evidence base is incomplete and often biased.
Strengthening it by making it both transparent about
who is included in the research and representative of
all our nation’s communities is imperative.
The evidence supporting the effectiveness of
CHWs and PPs in improving health outcomes for
underserved and underrepresented communities is
strong.1 For example, the Centers for Disease Control
and Prevention recommended that states use CHWs
to prevent chronic disease in high-risk communities.
The Institute of Medicine recommended using CHWs
to reduce hypertension. And the Affordable Care
Act encouraged use of CHWs to improve health
outcomes for the medically underserved through
health promotion.2 Nevertheless, deployment of
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CHWs and PPs at scale in our health care system has
been limited. However, ongoing efforts to transform
the health care system to emphasize and reward value
by changing the way we pay for and deliver care offer
an important opportunity to fund CHWs sustainably
and adopt their use more widely. Payment models
that hold providers and health care organizations
financially accountable for their patients’ health
outcomes or for population health are leading some
to include CHWs as an effective workforce to meet
such value-based payment incentives, especially those
concerning the social determinants of health.
PCORI strengthens the evidence base for effective
health equity interventions by funding research that
focuses on patients’ expressed needs and includes
diverse populations. It has funded 70 studies of CHWs
and PPs (currently at different stages of completion)
to help patients, clinicians, and other health care
stakeholders determine how best to deploy this
workforce for maximum impact.3
This report reviews nine PCORI studies of CHWs and PPs
that provide new evidence supporting the value of this
workforce in advancing health equity among different
communities, in various settings, and across a number
of health conditions. We translate this evidence into
equity-focused policy recommendations for advocates
to promote and decision-makers to adopt. It is the
third in a series from the Evidence for Equity Initiative,
a project launched by Families USA’s Center on Health
Equity Action for System Transformation.
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Contextualizing Community Health
Workers and Peer Providers within the
Health Care System
Many job titles are included under the U.S.
Department of Labor's Standard Occupational
Classification of Community Health Workers. These
include CHWs, peer mentors, peer navigators,
promotores, community-based doulas, PPs, and
others.4 Each has specific roles and training or
certification requirements, as well as different levels
of recognition by health care systems and payers.
However, they share some key characteristics:

»» They share a key life experience with their clients
— such as cultural background, experience with
specific conditions, recovery, or reentry — which
facilitates trust.

»» They provide non-clinical supports for their clients.
»» They are based in or originate from the same
communities as their clients.

»» They work both in clinical and non-clinical
settings.
Arguably, the most important characteristic of all
types of CHW is shared experience with their clients,5
which may take many forms. For example, it could
be based on living in the same community, the
shared experience that results from living with certain
demographic characteristics (for example, institutional
racism and sexism, language barriers, etc.), or having
been a patient (for example, similar diagnosis or
recovery goals, or navigating the same health system).
This shared experience, along with their specific
roles and unique relationships with patients, make
many CHWs particularly effective in improving health

outcomes, especially for people from underserved
communities struggling with inequities.

Community Health Workers
CHW is an umbrella term that encompasses a wide
variety of job descriptions. Generally, CHWs are
community-based and share a sociocultural background
with their clients.6 They serve as bridges between their
communities and the health care system, fostering
greater trust and enhancing the health system’s ability
to provide higher quality, culturally centered care. CHWs
also have an intimate knowledge of their communities’
needs and available resources, making CHWs particularly
effective at addressing the social determinants of health,
and they are skilled advocates for their clients and their
communities more broadly. Growing evidence supports
CHWs’ effectiveness in improving health outcomes such
as medication adherence, quality of life, disease selfmanagement, and lowering health care costs.7, 8, 9

Peer Providers
While PPs are often considered a subset of CHWs,10
for purposes of this analysis, some important
differences distinguish them from that broader group.
PPs typically work in behavioral health settings,
where they may hold job titles such as peer support
specialists, peer navigators, and peer mentors.11 Their
defining characteristic is a shared lived experience of
recovery from mental illness and/or substance use
disorder rather than a sociocultural affinity with their
clients.12 Importantly, the Centers for Medicare and
Medicaid Services (CMS) reimburses PPs as a provider
type distinct from CHWs, and states have separate
certification processes for PPs and CHWs.i, ii

PPs have a well-established pathway and history of Medicaid reimbursement. As described in 2007 Centers for Medicare and Medicaid
Services guidance, peer support services delivered directly to Medicaid beneficiaries with mental health and/or substance use disorders are
Medicaid-reimbursable. See CMS guidance at https://www.integration.samhsa.gov/workforce/CMS_letter_with_date.pdf.

i

Many states have developed processes for training and certifying peer providers. Some, like California, do not have a statewide certification
process, but PPs can still be reimbursed by Medicaid for certain services. For state-specific information on reimbursement, see https://
copelandcenter.com/peer-specialists.

ii
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New PCORI Research Supports
Including Community Health Workers
and Peer Providers in Care Teams to
Improve Outcomes and Achieve Health
Equity for Diverse Patient Populations
For this report, we reviewed new PCORI–funded studies
with published results and synthesized their findings,
showing that using CHWs and PPs are powerful
interventions to advance health equity. Given the
sometimes loosely applied term CHW, we selected only
studies that used CHWs and PPs with a core attribute
of this workforce: a shared cultural affinity or lived
experience with clients. These studies were:
1. Can People Who Have Experience with Serious
Mental Illness Help Peers Manage Their Health
Care? (Brekke et al.)13
2. Peer-Navigator Support for Latinx Patients With
Serious Mental Illness (Corrigan et al.)14
3. Working with Bilingual Community Health Worker
Promotoras to Improve Depression and Self-Care
Among Latino Patients with Long-Term Health
Problems (Ell et al.)15
4. Impact of Community Health Representative-Led
Patient Activation and Engagement on HomeBased Kidney Care (Shah et al.)16
5. Does a Program that Focuses on Lifestyle
Changes Reduce Heart Disease Risk Factors in
a Rural Community in Appalachian Kentucky?
(Moser et al.)17
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6. Collaborative Goal Setting With or Without
Community Health Worker Support for Patients
With Multiple Chronic Conditions (Long et al.)18
7. Using One-on-One Peer Mentors to Help Patients
With a Spinal Cord Injury Transition From
Rehabilitation to Home (Jones et al.)19
8. Using Home Coaching to Support Older Adults
With Chronic Illness After an Emergency Room
Visit (Carden et al.)20
9. Is a Patient Navigation Program More Helpful
Than a Referral Program for Reducing Depression
and Improving Quality of Life Among Women
Living in Neighborhoods with Few Resources?
(Poleshuck et al.)21
The nine studies we selected examined the
effectiveness of interventions led by CHWs and
PPs across different health issues such as SMI,
chronic disease, and traumatic physical injury. Study
participants represented diverse ethnic, racial, linguistic,
socioeconomic, and geographic backgrounds, including
Black, Latinx, American Indian, monolingual Spanishspeaking, low-income, and rural patients. Some worked
exclusively with a single group — women, Latinx, and
Zuni Indians. However, some studies were limited
by the statistical power of the sample size to provide
disaggregated results, or by general research design
issues. The following tables are an overview of each
study. Taken as a group, the studies provide substantial
evidence that use of CHWs and PPs contributes to
valuable, effective health equity interventions.
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Effectiveness of Interventions Led by Community Health Workers
and Peer Providers Across Different Health Issues
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1. Can People Who Have Experience with Serious Mental Illness Help Peers Manage Their Health Care? (Brekke et al.)
Participants

Interventions Tested

Patients with SMI who
received care through a large
community mental health
agency in Southern California.

• Group 1: Usual mental
health care plus the Bridge
intervention. Patients
worked with a peer navigator
for six months to develop
a health care plan and set
health goals. Peer navigators
accompanied patients to
medical appointments, the
lab, and pharmacy; assisted
with securing appointments;
and coached patients on
health care management
skills.

• 60% Latinx, 25% white,
8% Black, and 8% other or
multiracial
• 54% female
• Average age was 47
• 97% received insurance
coverage through Medicaid;
3% received insurance
coverage through CalWORKS

• Group 2: Usual mental
health care while on
a six-month wait list;
patients received the
Bridge intervention after six
months.

Outcomes Measured
• Health service use
• Global satisfaction with care
• Quality of relationship with
primary care provider
• Patient self-management
• Health screenings
• Medical diagnoses
• Health symptoms
• Pain
• Global health ratings
• Interference with daily
activities
• Prescribed physical health
medications
• Mental health and functional
status
• Psychiatric medications
• Health habits
• Internalized stigma
• Provider-level stigma
• General life satisfaction

Results
• Participants in the Bridge
intervention increased their
use of primary care health
services.
• After six months, Bridge
intervention participants
reported improved
relationships with primary
care providers, increased
preference for primary care,
and decreased preference
for emergency or urgent care
or avoiding health services
altogether.
• Bridge intervention
participants were no more
likely than patients who
received usual care to visit
urgent care and the ED after
six months. However, after 12
months, Bridge intervention
participants increased routine
screenings and decreased ED
and urgent care visits.
• Bridge intervention
participants also reported
a better understanding of
current health problems,
greater confidence in health
care self-management, and
less physical pain.

Limitations
• Subgroup analysis was
limited to female/male
and Latinx/non-Latinx due
to the small participant
population.
• English fluency was a
criterion for participation,
which limits the
generalizability of findings
for patients with limited
English proficiency.
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2. Peer-Navigator Support for Latinx Patients With Serious Mental Illness (Corrigan et al.)
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Participants
Latinx patients with SMI living
in Chicago, Illinois.
• 58% female
• Average age was 46
• 72% born outside
continental U.S.
• 63% preferred to speak
Spanish

Interventions Tested
• Group 1: One-year trial of
integrated usual care plus
a peer navigator who met
with participants at least
once weekly to identify
and address their health
concerns.
• Group 2: Integrated usual
care.

Outcomes Measured
• Scheduled and achieved
appointments
• Recovery
• Empowerment
• Quality of life

Results
• Participants in the peer
navigator program
intervention scheduled
and attended more doctor
appointments.
• Peer navigator program
intervention participants
reported improved
recovery, more personal
empowerment, and better
quality of life.

Limitations
• Researchers did
not follow up with
participants to measure
outcomes after the
intervention ended, so
it is not known whether
patients continued to
experience improved
outcomes after they
stopped working with a
peer navigator.
• Participants in the
two groups differed in
characteristics such as
gender, place of birth,
preferred language, and
education level.
• Although participants
were ethnically
homogenous, no
subgroup analysis
considered other
characteristics, such as
gender, age, preferred
language, or place of
birth.
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3. Working with Bilingual Community Health Worker Promotoras to Improve Depression
and Self-Care Among Latino Patients With Long-Term Health Problems (Ell et al.)
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Participants

Interventions Tested

Latinx patients with depression
and concurrent diabetes and/
or heart disease from three
safety net community clinics in
Los Angeles, California.

• Group 1: Usual care plus the
A Helping Hand intervention.
Patients received depression
and care self-management
support from a bilingual,
community-based
promotora once a week
for six weeks. Sessions
were primarily face-to-face
in the patient’s home,
or by telephone. These
were followed by three
monthly booster sessions.
Promotoras also assisted
patients with food and
health clinic transportation
needs.

• 85% female
• Average age was 57
• 91% born outside the U.S.,
68% born in Mexico
• 50% were monolingual
Spanish speakers
• 30%–35% of participants
received insurance coverage
through Medicaid

• Group 2: Usual care through
the Los Angeles County
Department of Health
Services’ Patient-Centered
Medical Home.
However, during the study,
the Patient-Centered
Medical Home made care
improvements, including
utilizing CHWs and
promotores in Department
of Health Services clinics.

Outcomes Measured
• Depression care and
treatment
• Depression symptom
improvement
• Psychological health
• Patient activation
• Physical condition
• Stress and social support
• HbA1C
• Clinic visits

Results

Limitations

Six months after the intervention
was implemented (1.5 months
after the intervention ended):

• The concurrent
implementation
of A Helping Hand
promotoras and PatientCentered Medical Home
CHWs limits the ability
to attribute positive
patient outcomes solely
to the A Helping Hand
intervention because
participants in both
groups had access to
CHWs.

• Both groups reported increased
activation and self-efficacy
in managing their chronic
conditions.
• Both groups were more likely
to seek professional help for
their depression, be prescribed
antidepressant medication,
and adhere to the treatment.
• Both groups reported slightly
improved psychological health.
• Both groups’ hospital and ED
admissions had increased
slightly.
Twelve months after the
intervention was implemented:
• Both groups maintained levels
of activation and self-efficacy
in managing their chronic
conditions.
• Both groups were even more
likely to seek professional
help for their depression and
be prescribed and adhere to
antidepressant medication.
• Both groups reported
significantly improved
psychological health.
• Both groups’ hospital and ED
admissions had decreased
significantly.

• Although participants
were ethnically
homogenous, no
subgroup analysis
considered other
characteristics such as
gender, age, preferred
language, or place of
birth.
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4. Impact of Community Health Representative-Led Patient Activation and
Engagement on Home-Based Kidney Care (Shah et al.)
Participants
Zuni Indians residing in the
Zuni Pueblo in rural New
Mexico with multiple risk
factors for chronic kidney
disease (CKD).
• 58% male
• Age ranged from 21–80
• Average age was 47

Interventions Tested
• Group 1: Usual care plus
the Home-based Kidney
Care (HBKC) intervention
for 12 months. CHRs visited
participants’ homes every
other week and engaged and
educated them on healthy
lifestyles and management of
CKD risk factors. Patients also
attended group sessions at
the clinic every three months.
• Group 2: Patients received
usual care provided by the
IHS.

Outcomes Measured
• Patient activation
• Body mass index (BMI)
• Blood pressure
• HbA1c
• Cholesterol
• Urine albumin/creatinine ratio
• High sensitivity C-reactive
protein level
• Short-form 12 health survey
mental score
• Sensitivity analyses
• Health-related quality of life

Results
• Compared to patients
who received usual care,
participants in the HBKC
intervention had lower BMI,
HbA1c levels, and highsensitivity C-reactive protein
after the intervention, which
translates to reduced risk of
CKD.
• HBKC intervention participants
had significantly improved
levels of patient activation,
which is associated with
lower ED utilization and
hospitalization and improved
health outcomes.
• Researchers identified
a statistically significant
correlation between improved
patient activation and lower
BMI. A reduction in other CKD
risk factors also coincided with
improved patient activation.
• HBKC participants were no
more likely than those in usual
care to stop participating in the
study, which indicates that the
intervention was well received
by patients.

Limitations
• Hospitalization and health
care utilization data was
not collected.
• Researchers did not follow
up with participants
to measure patient
activation outcomes after
the intervention ended.
• Although participants
were ethnically
homogenous, no
subgroup analysis
considered other
characteristics such as
gender and age.
• A subgroup analysis was
not published at the time
of this writing.

15

5. Does a Program that Focuses on Lifestyle Changes Reduce Heart Disease Risk Factors
in a Rural Community in Appalachian Kentucky? (Moser et al.)
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Participants

Interventions Tested

Outcomes Measured

Results

Limitations

Patients from Appalachian
Kentucky who were at risk for
cardiovascular disease (CVD)
and did not have a regular
primary care provider.

• Group 1: CVD risk factor
screening, primary care
physician referral, plus
HeartHealth intervention.
Patients attended six
interactive group sessions
taught by CHWs dedicated
to managing CVD risk factors
and promoting self-care.

• CVD risk factors: tobacco use,
blood pressure, lipid profile,
BMI, depressive symptoms,
physical activity

• Both groups showed
improvements in patient
satisfaction, adherence to
recommendations, and quality
of life.

• 96.9% of participants
were white, so the results
of the study may have
limited applicability
to non-whites who
experience disparities in
CVD.

• 96.9% white
• 76.9% female
• Average age was 43

• Group 2: Only CVD risk factor
screening and primary care
provider referral.

• Quality of life
• Participant satisfaction
• Adherence to the intervention

• HeartHealth participants were
more likely to meet their CVD
risk reduction goals related to
reducing lipid levels, HbA1c,
blood pressure, and body
weight, and increasing number
of steps walked.
• For HeartHealth participants,
improvements in blood
pressure, cholesterol, and
number of steps walked
continued from four months
to 12 months after the
intervention was implemented.
• HeartHealth participants’
mental and physical quality
of life, adherence to lifestyle
change recommendations,
and satisfaction with their
health care and providers was
highest 12 months after the
intervention was implemented.
• Subgroup analysis proved
the HeartHealth intervention
was effective regardless
of participants’ gender,
depressive symptoms, or level
of health literacy. Participants’
race/ethnic background was
not factored into the analysis,
as most study participants
were white.
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6. Collaborative Goal Setting With or Without Community Health Worker Support
for Patients with Multiple Chronic Conditions (Long et al.)
Participants

Interventions Tested

Outcomes Measured

Results

Patients from three primary
care facilities in Philadelphia,
Pennsylvania. Patients lived in
high-poverty zip codes, were
uninsured or publicly insured,
and had multiple chronic
conditions.

• Group 1: Patients set chronic
disease management goals
and then participated in a
standardized intervention
known as Individualized
Management for PatientCentered Targets (IMPaCT)
in which CHWs provided
tailored support such as
navigation, coaching, social
support, and advocacy.
CHWs then connected
participants with long-term
support as the intervention
ended.

• Patient-rated physical health

• Compared to patients
who received usual care,
participants in the IMPaCT
intervention reported better
quality of primary care, spent
fewer days in the hospital,
and had fewer hospital
readmissions.

• 94.3% Black
• 62.5% female
• Average age was 53

• Group 2: Patients
set chronic disease
management goals without
CHW support.

• Patient-rated mental health
• Patient activation
• Chronic disease control
• Quality of patient-centered
care
• Hospital admissions

• The IMPaCT intervention
lasted six months, and
researchers measured
outcomes at the end of
the intervention and three
months later. For some
measures, including patient
activation and chronic
disease control, patients’
outcomes continued to
improve in the three months
after the intervention ended.
• There was no difference in
self-rated physical health
between participants in the
IMPaCT intervention and
those who received usual
care, but ratings improved for
patients in both groups after
nine months.
• The intervention was
proven effective for patients
regardless of age, gender, or
specific chronic disease.

Limitations
• Limited follow-up to
measure persistent
effect of intervention
after it ended.
• The IMPaCT intervention
was proven effective
in three primary care
settings: a veterans’
hospital, a federally
qualified health center,
and an academic family
practice clinic. However,
the small sample size
limited researchers’
ability to detect
differences across sites.
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7. Using One-on-One Peer Mentors to Help Patients with a Spinal Cord Injury Transition
From Rehabilitation to Home (Jones et al.)
Participants
Patients from the spinal cord
injury program at a private,
not-for-profit specialty
inpatient rehabilitation
hospital in Atlanta, Georgia.
• 73% were white
• 77% were male
• Average age was 37.5

Interventions Tested
• Group 1: Patients were
connected with peer
mentors who met with
them weekly throughout
their inpatient stay and
phoned them weekly for
90 days post-discharge
to discuss and address
patient concerns. Peer
mentors provided patients
with information on other
community resources and
strongly encouraged them
to participate in monthly
activities sponsored by the
peer team.
• Group 2: Patients were not
assigned peer mentors.
They were connected with
peer mentors and peer
team–sponsored activities
only upon request.

Outcomes Measured
• Self-efficacy
• Rehospitalization

Results

Limitations

• Although participants in the
peer mentor intervention and
patients who received usual
care had a similar number
of unplanned hospital visits,
patients in the peer mentor
program spent less time in
the hospital during these
visits.

• Patients were assigned
peer mentors based on
injury level, age, sex, and
interests, but not on race/
ethnicity.

• Compared to patients
who received usual care,
participants in the peer
mentor intervention had a
greater increase in selfefficacy.
• Although peer navigators
ceased working with patients
90 days after their discharge
into community settings, the
largest increase in patient
self-efficacy was recorded six
months after discharge.
• Greater self-efficacy was
associated with improved
health outcomes and less
avoidable utilization.

• Most patients were
young white males,
and subgroup analysis
focused only on the level
of injury, which limits the
applicability of results.
• The PCORI final research
report was not published
at the time of this writing.
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8. Using Home Coaching to Support Older Adults With Chronic Illness After an Emergency Room Visit (Carden et al.)
Participants

Interventions Tested

Patients age 60 or older
from two EDs in northern
Florida. Patients were
insured by Medicare and
were considered to have low
health literacy.

• Group 1: Following
discharge from the ED,
trained coaches from two
community agencies on
aging helped patients
schedule follow-up doctor
visits, recognize disease
worsening, reconcile
medications, communicate
with providers, and set
achievable goals. Coaches
visited patients’ homes
within three days of ED
discharge and called three
times within one month of
discharge.

• 77% of patients were nonwhite
• 57% female

• Group 2: Usual care for
patients leaving the ED,
which consisted of written
and verbal discharge
instructions and advice to
follow up with a provider.

Outcomes Measured
• Patient activation
• Follow-up doctor visits

Results

Limitations

• Compared to patients who
received usual care, patients
who received coaching were
more likely to attend a followup appointment within four
weeks of an ED visit.

• Although the study
focused on patients
recently discharged from
ED, it did not measure ED
utilization post-discharge.

• For all patients, patient
activation levels decreased
following discharge, but they
decreased less for patients
who participated in the
intervention.
• Follow-up visits did not
increase for coached patients.
• Qualitative data from
interviews with Black
participants detailed their
reasons for seeking care in
the ED, including the belief
that they would receive
comprehensive care and a
need for urgent or same-day
treatment. This demonstrates
a need to address barriers
that may prevent Black
patients from receiving quality
care in appropriate facilities.

• Small sample size of
69 patients and limited
participation in in-person
interviews following the
intervention.
• Limited demographic
information on study
participant population
and no subgroup analysis.
• PCORI final research
report was not published
at the time of this writing.
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9. Is a Patient Navigation Program More Helpful than a Referral Program for Reducing Depression and
Improving Quality of Life Among Women Living in Neighborhoods With Few Resources? (Poleshuck et al.)
Participants
Women with depressive
symptoms receiving care in
women’s health clinics in
Rochester, New York.
• 57% Black, 21% white, and
19% Latinx
• Average age was 30
• 73% had household income
of less than $20,000 per
year
• 30% of women were
pregnant at the start of the
study

Interventions Tested
• Group 1: Patients met
with patient navigators
who guided them through
a computer-based tool
designed to identify and
prioritize their concerns.
Each patient’s responses on
the tool were used to create
a personalized care plan.
Navigators provided up to
four months of outreach
and support to implement
the personal care plan. After
four months, the patient
and navigator reviewed
the personalized care plan,
determined next steps,
and considered additional
supports and resources to
sustain progress.
• Group 2: Patients used a
screening tool to identify
and prioritize their
concerns. Patients were
then offered information
about community
resources; assistance in
making appointments,
if needed; and an
appointment with an onsite
social worker.

Outcomes Measured
• Patient satisfaction
• Depression
• Quality of life
• Social barriers
• Physiological barriers
• Health comorbidities
(anxiety, alcohol abuse,
pain, physical health
function)

Results
• Participants in both groups
experienced improvement in
symptoms of depression.
• Both groups reported
increased patient satisfaction,
but the patient navigator
intervention was more
effective for the subgroup of
patients with lower perceived
financial resources.
• The patient navigator
intervention was more
effective in improving social
quality of life for the subgroup
of patients with higher levels
of pain and anxiety.
• Although each intervention
lasted only four months,
some patients reported less
depression and improved
quality of life three months
or even six months after the
interventions ended.

Limitations
• Subgroup analysis
accounts for
heterogeneity of patients’
social and psychological
barriers, but not for
characteristics such as
race/ethnicity and age.
• English fluency was a
criterion for participation,
which limits the
generalizability of findings
for patients with limited
English proficiency.

PCORI’s Community Health Worker
and Peer Provider Portfolio: Policy
Implications

A. Payers and providers should include
CHWs and PPs to improve outcomes while
reducing costs.

As Families USA has previously noted,22 the use of
CHWs serves as a powerful intervention to address
inequities. These studies provide valuable evidence
that CHW- and PP-related interventions are effective
in a variety of settings across health conditions and
in diverse communities. To address health inequities,
policymakers, industry decision-makers, and other
health care stakeholders must prioritize the effective
inclusion of CHWs and PPs into health care delivery
teams broadly and ensure sustainable financing for
their valuable services. To support these objectives, we
translated our findings into 12 policy recommendations
to guide advocates and decision-makers in achieving
these goals, and four research recommendations to
strengthen the evidence base for CHWs and PPs as
providers of valuable equity interventions.

Four of the research studies (Brekke et al., Ell et al.,
Jones et al., Long et al.) measured the effects of CHW
and PP interventions on hospital and ED utilization. In
all four studies, the CHW and PP interventions reduced
avoidable utilization. For some (Brekke et al., Ell et al.),
the reduction in the number of hospital and ED visits
was observed 12 months after the intervention was
implemented, demonstrating the lasting impact of the
intervention. Successful CHW and PP interventions
that reduce avoidable utilization can produce net
savings for health systems and payers,23, 24, 25 resulting
in a positive return on investment.iii, iv In addition,
CHWs can improve patients’ perception of primary
care, which can benefit providers and health systems
that are incentivized to report on and improve patient
experience.

To address health inequities,
policymakers, industry decisionmakers, and other health care
stakeholders must prioritize the
effective inclusion of CHWs and
PPs into health care delivery teams
broadly and ensure sustainable
financing for their valuable services.

States should explore alternative payment models
(especially those that reward reduced utilization) and
Medicaid reimbursement pathways to finance CHWs
and PPs to generate savings or, at least, contain cost
growth. For example, state Medicaid programs should
use the rehabilitation services option to reimburse
PPs for post-acute care. State Medicaid agencies have
the option of covering remedial services in a facility or
in the home to reduce physical disability and restore
function.26 These services can be provided by a PP
rather than a physician.27

iii
Families USA, in collaboration with the Center for Health Law and Economics of the University of Massachusetts Medical School,
published two tools for estimating the impact of two specific CHW programs—one for diabetes and one for childhood asthma—in
specific geographies. These tools allow users to apply local data and measure return on investment and social impact to help make the
business case for paying for CHW services and including CHWs in care teams. To view these tools, see Community Health Worker Impact
Estimator Tools: Asthma and Diabetes on our website.

Penn Medicine calculated a positive return on investment for the CHW intervention tested in the study by Long et al. The savings
generated from reduced hospitalizations resulted in a return investment of $2 for every dollar spent on the intervention. For more
information, see https://www.pennmedicine.org/news/news-releases/2017/august/community-health-workers-lead-to-better-healthlower-costs-for-medicaid-patients and https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5055768/pdf/AJPH.2016.303366.pdf.
iv

20

Center on Health Equity Action at Families USA | Advancing Health Equity through Community Health Workers and Peer Providers

Recommendations
1. Payers and providers should include CHWs and
PPs in care teams to improve outcomes and
reduce hospital and emergency department
utilization to potentially generate savings.
2. Health systems should ensure effective
integration of peer mentors into health care
teams to maximize positive outcomes.
3. Payers and providers should take advantage
of different Medicaid reimbursement pathways
to provide an integrated, sustainable funding
mechanism for CHW and PP services.
4. Payers and providers should incorporate
CHW utilization into well-designed advanced
alternative payment models.

B. Payers and providers should include
CHWs and PPs to improve outcomes for a
variety of health conditions.
Several studies tested CHW and PP interventions to
treat a variety of health conditions, including SMI
(Brekke et al., Corrigan et al.), depression (Ell et al.,
Poleshuck et al.), spinal cord injury (Jones et al.), CKD
(Shah et al.), CVD (Moser et al.), and other chronic
conditions (Carden et al., Ell et al., Long et al.).
Patients with SMI and/or multiple chronic conditions
often struggle to access appropriate care in a
fragmented health care system in which mental
health, physical health, and social supports are
separate from one another, both in treatment
methodology and geography. This is particularly
challenging for people who have comorbid physical
and mental conditions and those with limited
English proficiency. PPs’ shared experiences with
similar diagnoses and treatment plans enhance
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their ability to connect and foster trust with patients
and improve outcomes, particularly for patients with
SMI. CHWs and PPs can help patients understand
the important role their primary care providers plays
in managing their chronic conditions; those with an
improved perception of primary care may rely on their
primary care provider instead of the hospital or ED to
manage their chronic conditions.
For example, Brekke et al. demonstrates that, for
patients with SMI, a peer navigator intervention
improves relationships with primary care providers,
enhances patients’ preference for primary care over
the ED, increases the number of routine screenings
they undergo, and decreases their visits to the ED
and for urgent care. Long et al. demonstrated that
CHWs improve patients’ perception of primary care,
which can play a role in reducing hospital admissions.
Corrigan et al. demonstrated that peer navigators help
patients understand and engage more efficiently with
the health care system, resulting in increased access
to preventive care and improved understanding of the
health system.

Recommendations
5. Payers and providers should use CHW and PP
services to improve outcomes for people with
either physical or mental health conditions.
6. Payers and providers serving people with SMI
should prioritize peer navigators’ ability to
leverage their shared experiences in recruitment
and patient assignments.
7. Payers and providers should use CHWs and PPs
to help patients with multiple chronic conditions
engage with primary care providers and prevent
their chronic disease symptoms from worsening,
thereby reducing the need for costly emergency
care.
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C. Payers and providers should include
CHWs and PPs in care teams serving diverse
communities affected by health inequities.
The studies we reviewed also measured the
effectiveness of CHWs and PPs among diverse
communities and patient populations, many of
whom experience disproportionate negative health
outcomes based on racial, geographic, linguistic, and
economic characteristics. Populations included Black,
Latinx, American Indian, Appalachian, limited English
proficient, and low-income participants. CHWs and
PPs leverage their shared experience to address the
health inequities within these communities.
CHWs serving as promotores de salud have a long
history of providing care, support, and education
across Latin America. The CHWs and PPs in three of
the studies discussed in this report (Brekke et al.,
Corrigan et al., Ell et al.) continue this tradition in
the U.S., working in Latinx communities to provide
culturally centered care that addresses social
determinants of health. These studies provide further
evidence that promotores and other CHWs and PPs
acting in similar roles can improve patients’ health
and help them navigate the health care system to get
the care they need.
For women with low socioeconomic status who
rely on women’s health clinics to address a variety
of health concerns, including depression, anxiety,
chronic pain, and intimate partner violence, peer
navigation interventions such as the one tested by
Poleshuck et al. can eliminate non-clinical barriers to
good health by providing care that addresses social
and environmental factors.
CHRs are a type of CHW who have worked for
decades in American Indian communities that
started receiving federal funding through the IHS in
1968, when Congress established the Community
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Health Representative Program. Today, more than
1,600 CHRs serve 250 tribes, but this program is
at risk because the president’s budget calls for the
elimination of funding. One study (Shah et al.) tested
a CHR intervention to reduce risk factors for CKD,
which disproportionately affects American Indians
(who also face barriers to accessing the national
transplant waiting list).28,29,30 In the early stages of CKD,
treatment options are available that can prevent the
need for dialysis and transplants. However, dialysis
and transplants are the only viable options for patients
with late stage CKD or end stage renal disease. This
study showed that CHRs improved patient activation
and reduced CKD risk factors such as high BMI and
HbA1c levels. By addressing risk factors and engaging
patients, CHRs can help prevent CKD from advancing
to a stage that, in addition to being increasingly hard
on patients, is more costly to treat.31
CHWs’ ability to improve risk reduction and self-care
is especially important in both rural and urban core
areas, given the high rate of hospital closures and
shrinking workforce.32, 33, 34, 35 Multiple studies showed
successful outcomes for patients in rural (Moser et al.,
Shah et al.) and urban settings (Corrigan et al., Long et
al., Poleshuck et al). In particular, CHW interventions
that leveraged the strengths of rural patients and their
communities can give patients the skills to reduce the
risk of chronic conditions while keeping them close to
home, preventing health complications that require
inpatient treatment.

Recommendations
8. Payers and providers should use CHWs and PPs
to improve health outcomes in communities
and patient populations that experience health
inequities based on racial, sexual, geographic,
linguistic, and economic characteristics.
9. Payers and providers should prioritize recruiting
and training community members as CHWs or
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similar roles to serve as critical trust brokers
and bridges between communities and
health systems. This is especially important in
communities with shortages of licensed clinicians
and a need for chronic disease management.
10. The federal government should specifically invest
in the health and health care of American Indians
and Alaska Natives. It must honor its trust and
treaty obligations and increase funding for the
IHS, including dedicated funding for CHRs.
11. Payers and providers should implement CHW
interventions to mitigate the negative effects
of the shrinking safety net in urban and rural
communities.

D. Payers and providers should include
CHWs and PPs in care transition teams.
Transitions from inpatient to community settings
are points in care delivery where patients can be
especially vulnerable to negative outcomes.36 Two
of the research projects implemented CHW and
PP interventions in ED and inpatient settings that
focused on critical care transitions. In one study
(Jones et. al), peer mentors improved the self-efficacy
of patients with spinal cord injuries, increased their
use of primary care services, and reduced the number
of unplanned days they spent in the hospital after
leaving an inpatient rehabilitation center. In another
study (Carden et al.), health coaches helped patients
schedule and attend follow-up visits with primary care
providers and prevented sharp declines in patient
activation following discharge from the ED. Both
studies demonstrate how using CHWs and PPs in care
transition interventions can improve outcomes and
reduce costly avoidable health care utilization in postacute treatment settings.
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Recommendation
12. Payers and providers should include CHWs and
PPs in care teams to improve patients’ self-efficacy
and prevent avoidable hospital utilization as they
transition from inpatient to community settings.

E. Research on CHWs and PPs should be
improved to strengthen the evidence base
for equity.
Our review of these studies surfaced methodological
recommendations to make research more
representative and transparent and to help support
health equity-centered delivery and payment
transformation. These recommendations have the
potential to strengthen the evidence base so that
treatments, therapies, and interventions are optimally
effective for diverse patients and can accelerate
improvements in persistent health and health care
inequities.

Recommendations
13. Researchers should design CHW and PP
intervention studies to include follow-up with
patients to assess the longer-term impact of
these interventions on outcomes. Many of the
studies we reviewed followed up with patients to
measure changes in quality of life and engagement
in their health care. If an intervention improves
patients’ quality of life or activates them to pursue
effective treatment for their health conditions,
then patients have the potential to improve their
health outcomes long after the intervention ends.
However, this potential can only be understood
if researchers follow up with patients to measure
outcomes after the intervention ends.
14. Researchers should design studies that include
diverse populations with sufficiently large
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sample sizes to power subgroup analysis.
Instead of making assumptions based on
the aggregated results of research based on
homogenous populations that often excludes
certain communities, policymakers must have
transparent evidence to better tailor, target,
and fund strategies that address inequities
experienced by specific groups. Five studies
(Brekke et al., Jones et al., Long et al., Moser
et al., Poleshuck et al.) conducted subgroup
analyses, which were often limited to certain
patient characteristics. Other studies (Corrigan
et al., Ell et al., Shah et al.) focused on ethnically
homogenous populations and therefore did not
require subgroup analyses for race and ethnicity,
but also did not conduct subgroup analyses for
other patient characteristics. Many researchers
noted that they were unable to conduct subgroup
analyses given the small number of participants
in their studies.
15. Researchers should design studies that measure
not only whether patients were rehospitalized,
but also how many days they spent in the
hospital once readmitted. In addition to number
of rehospitalizations, the number of days spent
rehospitalized is an especially valuable measure.
In measuring health and quality of life, there is
a strong relationship between the severity of
a patient’s condition, recovery time, and the
number of days spent in the hospital due to that
condition.37 Moreover, the number of days spent
in the hospital has a direct relationship to the cost
of care.
16. Researchers should make efforts to design
studies that will not exclude participants with
limited English proficiency. Given the value
of CHW and PP interventions in addressing
communication barriers among linguistically
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diverse communities, studies should measure the
effect of CHW and PP interventions on patients
whose primary language is not English. Two
studies (Brekke et al., Poleshuck et al.) included
English fluency as participation criterion to avoid
the administrative burden and cost associated
with translating for participants with limited
English proficiency. Research funding must be
made available to account for costs associated
with including linguistically diverse participants
to ensure the evidence generated is more
representative.

Conclusion
The nine PCORI-funded studies reviewed in this report
expand the evidence base for policies and clinical
approaches that include CHWs and PPs as unique and
valuable members of the health workforce. Taken as
a group, the successes of the interventions tested in
these studies demonstrate that CHWs and PPs can
improve patient outcomes, increase access to primary
care, reduce avoidable hospital and ED utilization,
and generate savings for payers and providers across
a wide variety of patient populations, conditions, and
settings. By leveraging shared lived experiences and
enhancing trust, CHWs and PPs engage and activate
patients in their health and health care, which helps to
reduce their chronic disease risk and enable them to
remain healthy in their own communities. CHWs and
PPs can be funded sustainably through Medicare and
Medicaid and integrated effectively into health care
delivery models that incentivize value-based care.
Although these studies demonstrate that CHWs and
PPs improve outcomes for patients who experience
inequities based on their race and ethnicity, sex or
gender identity, language, location, and diagnoses,
there is room to improve the evidence base. Issues
with study design limit our understanding of these
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The successes of the interventions tested in these studies demonstrate
that CHWs and PPs can improve patient outcomes, increase access
to primary care, reduce avoidable hospital and ED utilization, and
generate savings for payers and providers across a wide variety of
patient populations, conditions, and settings.

successful interventions, particularly in terms of the
policy implications for addressing health inequities.
The lack of available disaggregate data in some of
the research studies limited evidence on how their
interventions addressed specific inequities. This
limitation highlights the need for an explicit focus
on equity that includes disaggregate outcomes
data as a central research objective. Additionally,
the lasting impact of these interventions cannot
be demonstrated unless researchers follow up to
measure patients’ outcomes after the intervention
ends. As the evidence base to support utilization of
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CHWs and PPs continues to grow, we hope to learn
more about the long-term effectiveness of their use for
certain subgroups that experience inequities.
Despite these limitations, this research adds to the
existing evidence of the power of CHWs and PPs as
valuable health equity change agents. Advocates,
decision-makers, and other health care stakeholders
must prioritize inclusion of this workforce in care
delivery teams as a standard practice that is fully
and sustainably supported by health care payment
systems.
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