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As we move forward in 2021, a moment 
to recognize the lives lost to current 
COVID-19 pandemic and the countless 
number of people affected in so many 
ways… hope is in!

CHWs/Promotores & Navigators have 
played a public health role in COVID-19 
vaccination outreach, education and 
support. 

Now they can continue to assist in 
chronic disease management and 
telehealth readiness/support.



Overview

Context

CHWs/Ps & Navigators in Service 
Delivery, Research and Clinical 
Interventions is US

Progress on health disparities 
research/interventions incorporating 
CHWs/Ps  & Navigators to address 
social determinants of health 



APHA Definition:

"A Community Health Worker (CHW) 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."    

https://www.apha.org/APHA-Communities/Member-
Sections/Community-Health-Workers



HHS Action Plan to Reduce Racial and Ethnic Health Disparities

The overriding intent of the goals, strategies and actions in this plan is to generate national 

momentum toward health equity by aligning resources of HHS in focused efforts.

Coordinated by OMH and available at:
http://minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS_Plan_complete.pdf

Strategy II.B: Promote the use of community health workers and 
Promotores. 

Actions II.B.1 Increase the use of Promotores to promote participation in 
health education, behavioral health education, prevention, and health insurance 
programs. 

Lead/Participating Agencies: OASH/OMH, CMS, HHS/OGHA, HRSA, CDC, ACF, 
AOA, NIH, and SAMHSA 



Towards 
Integration: 
Department of 
Labor

Recognition as health professionals with a 
unique standard occupational classification 
code (SOC) 21-1094 for CHWs/P

2010 with Affordable Care Act (ACA): CHWs 
promote health behaviors and outcomes, by 
increasing access to preventive services 
and management of chronic diseases 

State Innovation Models (SIMs) were 
developed to improve health outcomes and 
quality of care, and include CHWs in 
workplans



CHWs/P in 
Service Delivery, 
Research and 
Clinical 
Interventions in US

• CHWs integral link that connects 
disenfranchised and medically underserved 
populations to the health and social service 
systems intended to serve them. 

• “Natural researchers” who as a result of 
direct interaction with the populations
they serve can recount the realities and 
propose remedies for it. 

• Contribute to best practices while 
informing public policy with the 
information they can share. 

• CHWs also advocates for social justice as 
the voice of Patients and their carers.



Health Care Teams:
Health promotion and healthcare are a team effort! 
Each member of the team with a special role:

• Doctors
• Physician Assistants
• Nurses
• Pharmacists
• Dentists
• Technologists and technicians

• Therapists and rehabilitation 
specialists

• Emotional, social and spiritual 
support providers

• Administrative and support staff
• Connectors: Community 

health workers, promotores
and patient navigators



Bureau of Primary Health Care (BPHC)
2017 National Staffing & Utilization Data 

Reported by 1,373 Health Center Grantees

Personnel FTEs Clinical Visits Patients
Case Managers 8,496 4,632,073

Patient/Community Education 
Specialists 2,585 1,697,246

Outreach Workers 2,688

Transportation Staff 751

Eligibility Assistance Workers 4,455

Interpretation Staff 1,129

Community Health Workers 1,130

Other Enabling Services 497

Total Enabling Services 21,732 6,329,319 2,549,897
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https://bphc.hrsa.gov/uds/datacenter.aspx?q=t5&year=2017&state=
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Interventions and Research:
Challenges and Effective Practices 





Patient 
Segmentation 

and 
Implications 

for Care 
Delivery

Of particular relevance to the Medi-Cal Healthier California for All initiative, 
formerly known as California Advancing and Innovating Medi-Cal (CalAIM), a 
multi-year delivery system and payment reform initiative designed to 
improve the quality of life and health outcomes of the state’s Medicaid 
population.



State Innovation Models (SIM) grants aimed to improve health care 
while reducing costs.

• Colorado, Connecticut, Idaho, Maine, Massachusetts, Michigan, Minnesota, Rode 
Island, Vermont and Washington

CHWs was one of the approaches with solid outcomes.

Lessons Learned: Call for workforce development and more 
integration of CHWs into health care/systems.

Revisioning the Care Delivery Team: The Role of CHWs within State 
Innovation Models
Lapedis, J.; Kieffer, E.; and Udow-Phillips, M. Revisioning the Care Delivery Team: The Role 
of CHWs within State Innovation Models. Nov. 2017. Center for Healthcare Research & 
Transformation. Ann Arbor, MI.

November 2017



Resource: CHWs in Clinical Interventions

(CES4Health.info: Product ID# K6GJYM8G; 2014



Supported by NIH/NHLBI R01 HL083857 







CARIÑ0 Highlights

• 65% of participants were reached by the first phone call. 
• 85% of the visits were conducted in the home.
• 60% of visits took 1-2 hours. 
• 60% of our participants received blood pressure monitor. Others already had one.
• 50% of our participants received some form of mental health support. 
• The average blood pressure reading upon Exit was 125/80.
• An average of 4 health education sessions were conducted per participant per month.
• An average of 8 social services were provided per participant per year.
• The top 3 social service provided were: 

• Arranging medical appointments, followed by finding a PCP and providing medications support.

10/31/18



Neighborhood 
Navigator Model 
- San Diego

• Community Care Organizations 
• Chula Vista Community 

Collaborative (Network of five 
Family Resource Centers)

• Cover geographic areas of the 
County (3 CCOs)

• Hire CHWs/P as Care 
Coordinators/Neighborhood 
Navigators

• Supervise and train staff
• Provide support and resources to 

staff
• Work closely with Network 

manager
• Ensure deliverables are met





The power of integrating social 
determinants of health and patient values 
into patient care, such as health literacy and 
socioeconomic status to understand what 
might prevent them from showing up for 
follow-up visits, understanding how to 
manage their disease, or adhering to care 
plans. 

Nearly 100% of Insights Council members 
believe in the importance of using social 
determinants of health in patient care and 
they consider the top two benefits to be 
improving patient experience or 
satisfaction.

eBook, The Power of the Patient Voice, Pg 6



CHWs/P & Navigators make health equity happen 
addressing Social Determinants of Health

Equality sounds fair.

Equity IS fair.




