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This report reviews select health services research findings on Community Health Worker 
(CHW) utilization that are relevant to U.S. policymakers and considers the key challenges to 
fully realizing the potential for CHWs to improve health care delivery. 
 
Main Findings  
x Community Health Workers (CHWs) are an emerging group of health professionals that have 

recently drawn increased national attention because of their potential to deliver cost-
effective, high quality, and culturally competent health services within team-based care 
models.   

x The apparent benefits of integrating CHWs into health care teams seem to depend on context.  
The strongest evidence of these benefits supports utilizing CHWs to deliver certain specific, 
high-value, preventive services – focused on reducing risk factors for cardiovascular disease 
and other chronic conditions – to low-income, minority, or other underserved populations.   

x Despite growing interest in engaging CHWs in national delivery system reform efforts, there 
are several uncertainties about how to best proceed with this.  Questions remain around 
standardizing CHW training, certification, and licensure; establishing strong economic and 
other evidence to support their use; and securing reimbursement for their services to ensure 
financial sustainability of CHW programs. 

 
 

Introduction 

Health care reform activities since the 2010 passage of the Affordable Care Act have resulted in 
significant and innovative shifts in health service delivery and reimbursement – with an overall 
movement towards increased value, coordination, and accountability in care.  Accompanying 
these changes, many of the traditional roles and services of providers such as physicians, nurses, 
and other health care workers have expanded and evolved.  In addition, some emerging, new 
occupations are playing an increasing role in patient-centered medical homes (PCMHs) and other 
team-based models for health care delivery.1  Although community health workers (CHWs) have 
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been embedded in community-based outreach programs for decades, significant national policy 
interest is emerging for this the occupation due to the potential ability of CHWs to improve 
health care access, service delivery, and care coordination, and to provide enhanced value in 
health care investments.2   

Although there is some variability in how the U.S. Department of Labor3 and other 
organizations4  define a “Community Health Worker,” a CHW is typically 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 worker to serve as a link between 
community members and needed health and social services within their community.  CHWs hold 
a unique position within an often rigid health care system in that they can be flexible and creative 
in responding to specific individual and community needs.  Their focus is often on the social, 
rather than the medical, determinants of health – addressing the socioeconomic, cultural 
practices, and organizational barriers affecting wellness and access to care.5  CHWs are known 
by numerous names in their communities and in the health literature, including Promotores de 
Salud, Community Health Advisors, and related titles,6,7,8 reflecting their widely variable roles 
and responsibilities.  This variability can present a challenge for demonstrating their value 
through outcomes research and for attempts to standardize CHW educational pathways, 
certification, and reimbursement.9,10    

This report reviews select health services research findings on CHW utilization that are relevant 
to U.S. policymakers and considers the key challenges to fully realizing and quantifying the 
potential for CHWs to improve health care delivery.  Although not intended to be a 
comprehensive and critical analysis of the full body of research around CHWs, this paper builds 
on information from a number of recent reports from across the Department of Health and 
Human Services (HHS) – including a 2009 systematic review by the Agency for Healthcare 
Research and Quality (AHRQ),11 a 2014 evidence assessment published by the Centers for 
Disease Control and Prevention (CDC),12 a 2015 CDC policy brief on CHW interventions for 
chronic disease management,13 and a 2015 summary of findings by the CDC-supported 
Community Preventive Services Task Force on cardiovascular disease interventions.14 This 
material is supplemented with select additions from the primary health literature and reports by 
health policy research organizations. 
 
Roles in health care delivery  

The primary goals for deploying CHWs in health care teams are to increase access, deliver 
screening and preventive services, and improve system navigation, care coordination, and 
disease management outcomes through education and other approaches (Table 1).  The unique 
strength of CHWs is their ability to develop rapport with patients and other community members 
due to shared culture, community residence, and life experiences.  They are also able to enhance 
the cultural and linguistic appropriateness of care and help to counteract factors such as social 
exclusion, poverty, and marginalization.15,16  As such, and aside from the objectives for 
deploying them from the health system perspective, an important component of the CHW 
occupational identity can be to advocate for the socioeconomic, environmental, and political 
rights of their communities.17   
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The ability of CHWs to relate to 
patients can enable them to elicit 
candid information and collect more 
accurate clinical data than other 
health care workers.18  Additionally, 
their patient- and family-centered 
approaches can improve the 
comprehension of and adherence to 
provider  

instructions.19,20  Expertise in 
conducting outreach positions some 
CHWs as a resource for navigating 
health insurance options and 
successfully enrolling people in 
Medicaid or Marketplace plans.21,22   
CHW work at the interface between 
health systems and the community 
has the potential to reduce the 
inappropriate use of high-cost health 
services, such as emergency room 
visits for primary care health needs 
and unnecessary hospital 
readmissions.23  

CHWs are most often deployed to 
improve outcomes in communities 
with high levels of health disparities 
or a disproportionate prevalence of 
chronic disease.24 One major goal of 
delivery system reform is to respond 
strategically to the growing national 
prevalence of multiple chronic 
conditions by improving care 
coordination.  By 2020, 157 million 
people in the U.S. are anticipated to 
have one chronic condition and 81 million to have multiple chronic conditions.25  The growing 
national burden of chronic illness is borne to a greater extent by minority and low-income 
populations, who experience poorer health outcomes.26  For example, the likelihood that non-
Hispanic black adults in the U.S. will die prematurely of cardiovascular or cerebrovascular 
disease is at least 50 percent greater than for non-Hispanic white adults,27 and infant mortality 
rates for non-Hispanic blacks are more than double those of non-Hispanic whites.28  Diabetes is 
more prevalent in non-Hispanic black adults, those with Hispanic ethnicity, adults with lower 
incomes, and those without a college education than in other segments of the population.29   
 
Such health inequities have large individual, community, and economic impacts.  According to a 
2009 study by the Joint Center for Political and Economic Studies, the combined additional costs 

Table 1.  Major Roles for Community Health Workers in the 
U.S. Health System. 
Model Function Examples of goals/activities 
Lay Health 
Worker/ 
Promotora 
de Salud 

Address social 
determinants of 
health and risk 
factors for 
chronic diseases 

x screening for behavioral and other 
risk factors (e.g., hypertension) for 
chronic conditions (e.g.,  
cardiovascular disease) 

x encouraging  self-reporting and  
facilitating self-management around 
health behaviors (e.g., smoking 
cessation, exercise) 

x offering social support and informal 
counseling 

Health 
Educator 

Provide 
education 
services 

x delivering individual or group 
education 

x encouraging adherence and 
compliance with treatments and 
medications 

Outreach 
and 
Enrollment 
Agent 

Increase care 
access  

x identifying individuals and families 
eligible for medical services 

x assisting in the application for 
medical services 

Team-Based 
Care 
Member 

Collaboratively 
provide direct 
health services 
with medical 
professionals 

x improving care coordination  
x providing patient support when 

paired with licensed health care 
providers (physicians, nurses) 

Care 
Coordinator 
and 
Navigator 

Assist in care 
coordination for 
those with 
complex health 
conditions  

x monitoring and follow-up 
(appointment reminders, home 
visits) 

x assisting individuals and families in 
navigating complex medical service 
systems and processes 

Community 
Organizer 
and 
Capacity 
Builder 

Share social, 
cultural, and 
economic 
characteristics 
with  
community 

x supporting community development 
x serving as liaisons between the 

community and health care systems 
x advocating for patients and 

communities, promoting 
community action  

x building community support for 
new activities 

Sources:  Community Preventive Services Task Force 
(http://www.thecommunityguide.org/cvd/CHW.html); Rural Assistance 
Center (https://www.raconline.org/communityhealth) 
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to the national economy of health inequalities and 
premature death of minority groups in the U.S. were 
estimated to be total approximately $1.24 trillion 
from 2003–2006.30  This is likely due to a 
combination of both direct expenses from 
delivering health care to a sicker and more 
disadvantaged population and indirect costs 
attributed to employment-related factors and 
premature mortality (e.g., lower productivity, lost 
wages and tax revenues, leave to deal with 
avoidable family illnesses). Strategies that can 
effectively address social determinants of health 
and counteract health inequities experienced by 
vulnerable patient populations will have significant 
societal and economic benefits for the nation.  
Given their strong bonds with communities and 
ability to facilitate access, coordination, capacity 
building, and service delivery, CHWs are seen as 
one potential solution for achieving these aims. 
 
CHW Training and Credentialing  

CHWs are distinct from the other members of health care teams in that they are hired primarily 
for their understanding of the populations and communities they serve rather than for expertise or 
credentials obtained through formal health education.31  As such, they are traditionally trained 
after hiring to use their personal perspectives and experiences to link patients within their 
communities to services.  According to one 2014 survey, up to 40 percent of all CHWs 
nationally may work as unpaid volunteers (Table 2)32.  Thus CHWs differ from most other health 
care workers who usually have prolonged training in clinical care and formal qualifications prior 
to employment and who are generally paid for their services.   

The extent to which CHWs are trained to perform their roles and whether or how they become 
certified or licensed to deliver care varies greatly from state to state, based on state and 
organizational licensure requirements.  Several states have passed legislation identifying CHW 
training that could eventually be used as a prerequisite for reimbursement, while many other 
states are at various stages of the policy development process.  For example, in Minnesota, a 
CHW state-standardized curriculum is offered through the postsecondary educational system.33  
CHWs receive a certificate on completion of this curriculum that qualifies them to enroll for 
reimbursement under the state Medicaid program, one of only two established reimbursement 
models for CHWs within public insurance programs to date in which CHWs are reimbursed 
directly.34  By contrast, the state of New Mexico has no statute regarding CHWs but their 
Department of Health maintains a robust CHW advisory board that recommends certification 
standards and training, and which has disciplinary authority.35   

Legislative tracking of CHW training and certification requirements is performed by the 
Association of State and Territorial Health Officials (ASTHO).   As of October 2015, ASTHO 
reports36 that: 

Table 2.  Community Health Worker 
employment – facts and figures. 
Number of CHWs in the 
U.S., 2012 

99,400 

Projected percent 
change in employment 
from 2012 to 2022 
(average for all 
occupations is 11%) 

21% 

Paid versus volunteer Up to 40% may 
work as unpaid 
volunteers 

Median pay, 2012 $41,830 annually or 
$21.11 per hour 

States with the highest 
CHW employment level 

x California 
x Illinois 
x Texas 
x New York 
x Florida 

Sources: Bureau of Labor Statistics (2012) and  
National Community Health Worker Advocacy 
Survey (2014) 
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x Six states (FL, MA, NM, OH, OR, TX) have laws or regulations which establish CHW 
certification program requirements. 

x Two states (IL, MD) have statutes creating a CHW advisory board, taskforce, or 
workgroup to establish certification program requirements. 

x Seven states (IN, MS, NE, NV, NY, SC, WA) have no laws in place but have state-led 
training or certification programs. 

x Two states (AK, MN) have established Medicaid payments for services provided by a 
certified CHW. 

x One state (FL), which already provides some CHW credentialing guidelines, has 
reintroduced legislation (that did not move forward in the prior legislative session) to 
define the duties of a CHW and establish a voluntary process by which a department‐
approved third‐party credentialing entity may grant a credential to an eligible individual. 

x The remaining 33 states and the District of Columbia have not taken or introduced 
regulatory or legislative action around CHW education, certification requirements, or 
establishing Medicaid payments for CHW-provided services. 

Although flexibility in responding to specific individual and community needs is considered to 
be a key strength of CHWs, the lack of consistent, standardized CHW educational pathways and 
the varying scopes of practice observed across different CHW roles are likely reasons why more 
universal credentialing standards have not been developed. 37  This is a well-recognized barrier 
for CHWs in achieving greater respect among the other health care professions, improving their 
compensation and working conditions, increasing their job stability and portability, and better 
integrating them into the U.S. health system.38,39,40  In addition, as credentialing is often a critical 
component for insurance reimbursement, this lack of standardization may limit the potential for 
CHW service reimbursement by both public and private insurance plans.41  To this end, the focus 
of the Community Health Worker Core Consensus (C3) Project is to help advance consensus in 
the CHW field around local, state, and national training curricula and practice guidelines for the 
occupation.42  On the other hand, many CHWs have expressed concerns that standardized 
credentialing could create job entry barriers for the best-suited CHW candidates, such as 
members of diverse, low-income communities who may additionally have language barriers.43      
 
A National Profile of CHWs 

In 2014, the Arizona Prevention Research Center of the University of Arizona, working through 
a cooperative agreement with the CDC, collected information from 1,767 CHWs from 45 states 
and four U.S. territories through the online National Community Health Worker Advocacy 
Survey.44  This research project examined demographic information, training, work environment, 
job-related roles and activities, and target populations served.  The voluntary, and potentially 
non-representative survey was distributed online to CHWs through local, state, and national 
organizations and was available in three different languages (English, Spanish, and Korean).   

Results of the survey showed that CHWs were more likely to be female (89 percent) with an 
average age of 45.  The range of self-reported race and ethnicity roughly matched the 
composition of the communities served.  The most common self-identified race was white (23 
percent), and 45 percent of CHWs identified their ethnicity as Hispanic. Almost all had a high 
school diploma or equivalent, 13 percent had no college, approximately two-thirds reported at 
least some college education, and 14 percent held a graduate degree.  
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Paid CHWs (60 percent of the sample) tended to be full-time workers, whereas volunteers 
worked an average of 12 hours per week.  Excluding volunteers, income varied but mostly 
ranged between $10-50,000 per year, and 78 percent reported having employer-sponsored health 
insurance.  Site of employment varied greatly, with community-based sites (37 percent) the most 
common, followed by federally-qualified health centers (17 percent), hospitals (14 percent), local 
health departments (12 percent), and other clinics (10 percent).  Consistent with medical 
literature and case studies, the survey found that most CHWs worked to deliver or promote 
preventive services (67 percent) although 36 percent reported working to increase access to 
health care services, and 24 percent reported working in areas related to mental and behavioral 
health.  Many reported roles managing various common chronic diseases, such as cancer, 
cardiovascular disease, HIV infection, and diabetes.  

Although known by a slightly different term, Community Health Representatives (CHRs) have 
served American Indian/Alaska Native communities in a manner similar to CHWs for several 
decades, and are supported by HHS through Indian Health Service (IHS) funds.45  There are 
currently more than 1,700 CHRs representing 264 tribes.46,47,48  The National Association of 
Community Health Representatives (NACHR) has representatives from twelve service areas who 
help to shape national policies for CHRs and to identify and disseminate promising practices.49  
A 2013 NACHR survey, similar to that performed by the Arizona Prevention Research Center, 
collected data on CHRs, with a subsequent report50 describing many characteristics of the CHR 
workforce.  The IHS provides training and technical assistance to the Indian, Tribal, and Urban 
Facilities who utilize CHR’s across the twelve service areas.  In the IHS publication Trends in 
Indian Health (2014 edition),51 the three leading activities since 2007 for CHRs were case 
management (23 percent), health education (14 percent), and patient care services (15 percent).  
CHRs received over 1.7 million referrals from community contacts and providers during that 
period, providing about 5.7 million client contacts to address health concerns related to diabetes 
mellitus (15 percent), hypertension (10 percent), other health promotion/disease prevention (10 
percent), heart problems (5 percent), nutrition (4 percent), dialysis (4 percent), and other health 
care needs.   

It is notable that utilization of CHWs within health care systems has been far more extensive 
internationally than it has been in the United States.52,53  In many other countries, CHWs are 
increasingly being integrated into community-based health care systems as paid, full-time health 
care workers.  For example, the One Million Community Health Workers Campaign is training 
and deploying CHWs into the health systems of sub-Saharan Africa, and as many as 600,000 
CHWs in India currently provide certain primary care services, such as vaccination, and are 
reimbursed for their work through a fee-for-service system.  In parts of Europe and in Brazil, 
CHWs are integrated into health care teams providing maternal and child health care, mental 
health services, and chronic disease management.   
 
Evidence on the Clinical Impact of CHWs 

In line with the far greater extent of CHW deployment seen in other countries, much of the 
evidence base demonstrating CHW effectiveness in improving health care outcomes has been 
established internationally.54  HHS has conducted several reviews of the literature on the 
achieved outcomes, cost-effectiveness, and regulation of CHWs in the United States. These 
literature summaries and systematic reviews, performed or supported by CDC and AHRQ, seem 
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to suggest that CHWs provide highly context-dependent benefits – with the greatest advantages 
seen when CHWs deliver certain specific preventive services to low-income, minority, or other 
underserved populations. The findings from these efforts are briefly summarized below. 

In 2009, AHRQ commissioned the RTI International–University of North Carolina Evidence-
based Practice Center to perform a systematic review of the health literature on the outcomes, 
costs, and cost-effectiveness of CHW interventions.55  This review concluded that, while large-
scale evidence on CHW effectiveness in the U.S. is lacking, there are numerous smaller studies 
in the literature from state and local programs or that focused on specific patient populations.  
From the 68 identified studies, limited evidence favored CHW interventions over control groups 
or alternative approaches.  However the clinical context of individual studies was deemed to be 
important, since the most encouraging findings were from interventions focusing on low-income, 
minority, or other underserved populations.  Relatively positive outcomes were seen when 
CHWs facilitated delivery of certain specific preventive services (e.g., disease prevention, 
asthma management, cervical cancer screening with Pap smears, and mammography screening) 
but not others (e.g., clinical breast examination, breast self-examination, colorectal cancer 
screening, chronic disease management, and most maternal and child health interventions).      
Such studies commonly focused on specific health or cost-effectiveness outcomes related to 
integrating CHWs onto health care teams to help manage chronic diseases or to deliver 
preventive services.  This review noted that the identified studies can be limited by inadequate 
power and a lack of rigorous research methodology.  They often use non-quantitative 
approaches, have null findings, may be influenced by a Hawthorne effect, or are not easily 
comparable to each other due to differing approaches.  Therefore, this review concluded that, 
without further research, methodological limitations make it difficult to draw definitive 
conclusions from the existing body of literature in order to inform policy decisions at a national 
level.   

A CDC report in 2014 assessed and summarized the strengths and limitations of the evidence 
base behind a number of chronic disease policy interventions that included CHWs.  From this, 
the CDC determined the potential for these interventions to inform future chronic disease policy 
decision-making (Appendix A).56  The greatest potential was seen for CHW deployment onto 
interprofessional teams under provider supervision (nurse practitioners or physicians)  for 
interventions focused on access, patient self-management, chronic disease management, cost 
reduction, and improved social outcomes.  This was particularly true if CHWs were assisting 
patient groups with significant health disparities – such as those who were low-income, 
uninsured, or belonging to certain racial and ethnic minority groups (e.g., African American, 
Asian, Filipino, Bangladeshi, Vietnamese, and Hispanic populations).   

Another CDC report summarized evidence around CHW interventions designed to prevent 
chronic diseases, particularly those which tend to be influenced heavily by socioeconomic 
factors – such as hypertension, diabetes, cancer, and asthma.57  The clearest results were 
observed for patient education interventions focused on improving treatment adherence and self-
management among specific patient groups based on age, race, or ethnicity.  For example, there 
was some evidence that working with CHWs could be a cost-effective way to reduce symptoms 
of asthma in adolescents, for certain cancer patients to achieve more timely diagnosis and 
treatment, or for hypertensive patients to better adhere to medical appointments and prescribed 
medications.  
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In 2015, the CDC-supported Community Preventive Services Task Force systematically 
reviewed evidence from 31 research publications on prevention-focused CHW interventions 
targeting cardiovascular disease (CVD) risk factors, such as hypertension and dyslipidemia, in 
certain minority groups and underserved communities.58  The Task Force determined that there 
was strong evidence across the literature base supporting the effectiveness of integrating CHWs 
into team-based care models, alongside physicians and nurses, to improve patient blood pressure 
and cholesterol levels.  Some benefits were also observed for interventions focusing on health 
education, insurance outreach and enrollment activities, and in increasing patient health 
behaviors involving diet, exercise, and tobacco cessation.  Little evidence was identified for 
CHWs improving outcomes related to health system navigation, decreasing costs, reducing 
hospital length of stay or readmissions, decreasing emergency room visits, or improving 
mortality.   
 
Reimbursement 

Providing reimbursement for CHW services is an evolving and important policy area since lack 
of sustainable funding remains a significant challenge to the CHW occupation.59  The short-term 
grants and contracts that currently support most CHW programs potentially create unstable work 
prospects because funding streams are vulnerable to changes in economics, politics, and agency 
strategies.  Reimbursement for CHW services might additionally incentivize health care systems, 
provider groups, and health plans to recruit, use, and retain effective CHWs to improve the 
quality of care delivered to their served populations.  Medicaid reimbursement for CHW services 
is currently possible through a few different mechanisms – including leverage of the January 
2014 Centers for Medicare & Medicaid Services (CMS) final rule (CMS-2334-F) on Essential 
Health Benefits.60,61  This rule gives states the new option to provide Medicaid reimbursement 
for preventive services recommended by, rather than provided directly by, a physician or other 
licensed practitioner.  Hence, direct patient medical services can be furnished at the 
recommendation of a licensed provider by another health worker, such as a CHW, who may or 
may not be formally licensed by the state.  As of November 2015, no states have completed this 
state plan amendment process to tap into this new reimbursement stream. 

Additional Medicaid reimbursement mechanisms include capitation, direct reimbursement 
arrangements, waivers, and state support of administrative costs (see Appendix B for a more 
detailed discussion of this).  Of these, capitation is likely the most promising as per-member, per-
month payments to managed care health plans can be used to pay CHW salaries so long as this 
option is in accordance with the contract and both federal and state regulations.62  Through direct 
reimbursement arrangements with a provider, community, or tribal organization, state Medicaid 
offices may opt to make CHWs a billable provider.63   Such arrangements specify allowable 
reimbursement rates as well as the education, training, and certification requirements for 
providers.  The CMS Center for Medicaid and CHIP Services (CMCS) may also match a percent 
of staffing and administrative expenses for state Medicaid offices and clinics to better achieve 
cost control, improve information technology infrastructure, and provide interpreter, outreach, 
and coordination services.64  Some of these activities may include using CHWs.  State-initiated 
waivers, such as those allowed under Section 1115 of the Social Security Act, provide 
opportunities for a state Medicaid program to pilot innovative, budget-neutral demonstration 
projects which include CHW and other services not traditionally covered by the program.65  
Many states are taking advantage of funding through “Delivery System Reform Incentive 
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Payment” (DSRIP) initiatives, a type of Section 1115 Waiver tied to performance metrics, to 
promote payment and system redesign which helps them achieve statewide population health 
goals.66  Complementing this, CMS launched the Medicaid Innovation Accelerator Program in 
2014 with the goal of supporting states’ efforts to fast-track reforms aimed at improving health 
care for Medicaid beneficiaries.67  As opportunities such as DSRIP waivers and the Medicaid 
Innovation Accelerator Program help states move towards more integrated care for safety net 
populations across all delivery settings, this can be an impetus for states to consider 
incorporating CHWs into their health programs.  And as new payment models continue to evolve 
toward capitated mechanisms for reimbursement or global payments, it is may be less important 
for CHWs to be reimbursable as a provider type or as someone who provides a specified service.  
 
Opportunities through the CMS Innovation Center 

The mission of the CMS Innovation Center is to foster health care transformation by developing 
and testing new models to pay for and deliver health services that can lower costs and improve 
care – and encouraging widespread adoption of models that achieve this.68  As the focus of CHW 
services is often to help better manage chronic disease, improve care quality and outcomes, and 
decrease the overall cost of care, many care models being tested within the CMS Innovation 
Center demonstrations seek to leverage the strengths of CHWs.  These workers are included in a 
number of State Innovation Model strategies (in CO, CT, DE, HI, IA, IL, MD, ME, MI, MN, 
OH, OR, and PA – see Appendix C) and in many of the demonstration projects that have been 
funded under the Center’s Health Care Innovation Awards (Appendix D).69,70,71,72   It will be 
important to follow the outcomes of these funded initiatives to determine if CHW interventions 
help achieve the CMS Innovation Center’s goals, and if these health system strategies should be 
more widely disseminated across the nation.  
 
Conclusions 

Health care delivery system reform efforts are stimulating movement away from traditional, fee 
for service-based reimbursement towards newer payment models that focus on value, quality, 
care coordination, and accountability.  Integrating CHWs into care teams may be one potential 
strategy to further facilitate this transformation.73  The literature suggests that CHWs may be 
helpful in achieving specific patient and population health goals in underserved communities 
with high rates of chronic disease and complex health needs. The integration of CHWs into a 
comprehensive care model shows some promise for improving health outcomes, particularly for 
interventions targeting vulnerable populations, by addressing health disparities concurrently with 
chronic disease prevention and management strategies.  Although existing research remains 
limited, some evidence also suggests that using CHWs to provide health care services can be 
cost-effective.  In addition, the patient navigation services that CHWs provide may make 
integration of these workers into care teams an appealing strategy for organizations and 
practices.  Although the literature is promising overall, the variable and context-dependent 
outcomes seen in the U.S. to date make it difficult currently to justify broad, national policies to 
deploy CHWs into the health workforce and provide reimbursement for all of their services.  
Additional research is still needed to test and identify the most effective and economical ways 
that CHWs can be deployed, particularly where existing evidence is lacking or contradictory.  
Initiatives funded through the CMS Innovation Center may provide prototypic models for how to 
successfully deploy CHWs to achieve national public health aims.  As promising practices for 
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CHW training and deployment are further identified, optimal approaches for integrating CHWs 
into the national health care workforce should become more evident, and CHWs may take on a 
more clearly defined role in health care delivery reform efforts.  
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erican, Filipino, and H

ispanic populations).  Low
er level evidence 

suggested this is a low
-cost approach. 

 
Supervision by a health 
care provider 

B
est 

potential 
C

H
W

s practicing under provider supervision (nurse practitioner or physician) resulted in cost savings and im
provem

ent in som
e 

health, patient self-m
anagem

ent, chronic disease, and social outcom
es—

especially in com
m

unity-based settings, an em
ergency 

departm
ent, and for patient groups w

ith health disparities (low
-incom

e, uninsured, A
frican A

m
erican populations).  H

ow
ever, 

supervision requirem
ents could lim

it the benefit of M
edicaid reim

bursem
ent for C

H
W

 interventions. 
Training and C

ertification 
B

est 
potential 

Som
e support from

 practice/theory and from
 peer-review

ed literature suggested that standardized core com
petency curricula and 

certification for C
H

W
s, such as the various m

odels at the state level, could cost-effectively im
prove chronic disease outcom

es and 
prom

ote a com
m

on base of professional know
ledge am

ong C
H

W
s.  H

ow
ever, other evidence suggested that this approach could lim

it 
C

H
W

 adaptability and potential to assist diverse populations.  
R

eim
bursem

ent by M
edicaid 

B
est 

potential 
Evidence suggested im

provem
ents in health and health equity-related outcom

es w
hen M

edicaid reim
bursed for C

H
W

 services, and 
im

proved health care access and reduced resource utilization and costs for high-level health care consum
ers in a regional M

edicaid 
m

anaged care intervention (N
ew

 M
exico). 

Scope of Practice 
 

Prom
ising 

Three studies supported using certification standards for providing specialty health care services (e.g., for the treatm
ent of specific 

diseases such as hypertension), show
ing that these im

proved health-related outcom
es.  These studies w

ere run in various settings and 
focused on patient groups w

ith health disparities (low
-incom

e and A
frican A

m
erican populations).  O

ne intervention resulted in a large 
cost savings.   

R
eim

bursem
ent by Private 

Insurance 
Em

erging 
Evidence suggested that som

e private insurers cover and reim
burse C

H
W

 services, w
hich could help support C

H
W

 interventions, 
although little evidence suggested this im

proved health-related outcom
es. 

Educational C
am

paigns to 
Support Integration 

Em
erging 

Lim
ited evidence from

 practice and theory, largely by nonprofit and governm
ent organizations, supported use of educational 

cam
paigns to prom

ote integration of C
H

W
s and increase acceptance into the health care system

.   
G

rants to Support Integration 
Em

erging 
Lim

ited evidence suggested grants and other financial incentives to prom
ote the C

H
W

 w
orkforce and support its developm

ent could 
lead to enhanced C

H
W

 interventions, broadening of their reach, and im
proving health outcom

es. 
*The C

D
C

 assessed strength of the evidence base by using the Q
uality and Im

pact of C
om

ponent (Q
uIC

) Evidence A
ssessm

ent m
ethod, 75 w

hich categorizes research and practice sources 
of both em

pirical and non-em
pirical support for a policy area on a continuum

 of Em
erging, Prom

ising Im
pact, Prom

ising Q
uality, and B

est to suggest potential im
pact. 

 



ASPE Issue Brief 
                                                                                             

                       Page 12 

 ASPE O
ffice of H

ealth Policy 
 

     
 

             January 2016 

A
ppendix B: O

pportunities for C
H

W
 Service R

eim
bursem

ent through M
edicaid 

M
echanism

 
A

pproach 
State Exam

ple 
Essential H

ealth 
Benefits – 
Preventive 
Services R

ule 

In January 2014, CM
S issued a final rule (CM

S-2334-F) 76,77  giving states a new
 option 

to provide M
edicaid reim

bursem
ent for preventive services recom

m
ended by, rather than 

provided directly by, a physician or other licensed practitioner.  H
ence, direct patient 

services can be furnished at the recom
m

endation of a licensed provider by another health 
w

orker, such as a C
H

W
, w

ho m
ay or m

ay not be form
ally licensed by the state. The 

preventive benefit at 42 C
FR 440.130(c) requires providers to furnish direct m

edical care 
for the express purpose of diagnosing, treating or preventing illness, injury or other 
im

pairm
ents to an individual’s physical or m

ental health, and that is directed at the 
patient rather than at the patient’s environm

ent. 

States electing this option m
ust subm

it a State Plan A
m

endm
ent (SPA

) to the 
C

enter for M
edicaid and C

H
IP Services (C

M
C

S) specifying w
hat direct m

edical 
patient services they propose to cover; w

hat providers w
ill furnish these services; 

the required education/training, credentialing, and licensure of these providers; 
and the reim

bursem
ent m

ethodology.  A
s of N

ovem
ber 2, 2015, no state had 

subm
itted an SPA

 to reim
burse for C

H
W

 services. 78   

D
irect 

R
eim

bursem
ent 

A
rrangem

ents 

A
lthough som

e private insurance policies m
ay directly reim

burse for C
H

W
 services, this 

is uncom
m

on in M
edicaid.  H

ow
ever, state M

edicaid offices m
ay opt to develop a direct 

reim
bursem

ent arrangem
ent w

ith a provider, com
m

unity, or tribal organization, m
aking a 

C
H

W
 a billable provider. 79  Such arrangem

ents specify allow
able reim

bursem
ent rates as 

w
ell as the education, training, and certification requirem

ents for providers.    

The M
innesota legislature passed a law

 in 2007 allow
ing M

edicaid reim
bursem

ent 
for C

H
W

 health education services provided under supervision of a M
edicaid-

approved physician or advanced practice nurse. 80,81  C
H

W
s m

ust first earn a 
certificate from

 an accredited post-secondary school offering the state-approved 
curriculum

.  C
M

C
S approved an SPA

 authorizing these paym
ents.  M

innesota 
later expanded supervisory requirem

ents to include governm
ent public health 

nurses and dentists. C
M

C
S approved both changes.  

C
apitation 

A
 state M

edicaid office, through a M
edicaid M

anaged C
are O

rganization (M
C

O
), m

ay 
pay a capitated (per-m

em
ber/per-m

onth) am
ount to a health plan em

ploying C
H

W
s 

directly, or a contracted am
ount to a com

m
unity-based organization em

ploying C
H

W
s, 

w
ho in turn pay the C

H
W

s’ salaries so long as this is in accordance w
ith the contract and 

both federal and state regulations. 82  Federal regulations don’t allow
 C

M
S to recognize 

C
H

W
s as a provider qualifying for direct service reim

bursem
ent, but also don’t prohibit 

C
H

W
 em

ploym
ent. 83    

M
edicaid M

anaged C
are serves up to 70 percent of all M

edicaid enrollees 
nationally and aim

s to m
anage costs, utilization, and quality by delivering health 

services through contracted arrangem
ents. 84  H

ealth Plus, a large M
C

O
 in N

ew
 

Y
ork C

ity, utilizes C
H

W
s to deliver targeted outreach, provide com

m
unity-based 

education, perform
 health risk assessm

ents, m
ake referrals to case m

anagers, 
schedule/facilitate appointm

ents (e.g., prenatal and w
ell-child visits), assist in 

targeted clinical interventions, and offer hom
e visits and em

ergency departm
ent 

follow
-up. 85,86  

W
aivers and 

O
ther Statutory 

A
uthorities 

U
nder Section 1115 of the Social Security A

ct, the H
H

S Secretary can approve a state 
M

edicaid program
 pilot for an innovative, budget-neutral dem

onstration project 
prom

oting C
M

C
S objectives but providing services not traditionally covered, expanding 

coverage eligibility, or able to im
prove care or low

er costs. 87  O
ther M

edicaid w
aiver 

options and statutory authorities include D
elivery System

 R
eform

 Incentive Paym
ent 

(D
SR

IP) w
aivers 88, Section 1915(b) M

anaged C
are W

aivers, Section1915(c) H
om

e- and 
C

om
m

unity-B
ased Services W

aivers, 89 the Enhanced Prenatal B
enefit (42 C

FR
 

§440.250), Targeted C
ase M

anagem
ent (42 CFR

 §440.169 and 42 C
FR

 §441.18),  90 and 
Section 1945 of the A

ffordable C
are A

ct (H
ealth H

om
e State Plan O

ption).  91 

Through a Section 1115 w
aiver initially approved by C

M
C

S in 1999 and after 
three years of already functioning through state program

 funding, California 
expanded M

edicaid services statew
ide through the Fam

ily PA
C

T (Planning, 
A

ccess, C
are and Treatm

ent) Program
.  Though this program

, C
H

W
s provide 

fam
ily planning services to 1.8 m

illion low
-incom

e C
alifornians today. 92,93 

State Support of 
A

dm
inistrative 

C
osts 

Since 2005 C
M

C
S has m

atched 50-75 percent of state M
edicaid adm

inistrative expenses 
related to staffing/operating state M

edicaid offices and clinics to better achieve cost 
control, im

prove inform
ation technology infrastructure, and provide interpreter, outreach, 

and coordination services – som
e activities m

ay include using C
H

W
s. 94 

The B
lue R

idge A
rea H

ealth Education C
enter (A

H
EC

) in V
irginia’s Shenandoah 

V
alley em

ploys bilingual C
H

W
s as health care interpreters, w

ith up to 40 percent 
of adm

inistrative costs (i.e., w
orker salaries but not interpreter costs) reim

bursable 
by state M

edicaid.  Their Prom
otores de Salud program

 has trained over 200 
Spanish-speaking lay health prom

oters to w
ork w

ith m
em

bers of the local 
com

m
unity. 95,96 
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A
ppendix C

: C
M

S Innovation C
enter – State Innovation M

odel Test A
w

ards 

State Innovation M
odel Test A

w
ards: R

ound O
ne (6 states: A

R
, M

E, M
A

, M
N

, O
R

, V
T) 

O
ver $250 m

illion in M
odel Test aw

ards is supporting six states to im
plem

ent their State H
ealth C

are Innovation Plans: proposals that describe a state’s strategy to use all of the levers available to it to transform
 its 

health care delivery system
 through m

ulti-payer paym
ent reform

 and other state-led initiatives.  
Source: http://innovation.cm

s.gov/initiatives/State-Innovations-M
odel-Testing/index.htm

l    

SIM
 state 

C
H

W
 com

ponent of dem
onstration project 

A
rkansas  

A
rkansas has a health w

orkforce goal of defining requirem
ents for care coordinators, including the num

ber and geographic distribution, skills and training curricula.  The state 
is focusing on five core characteristics of successful population-based care, including team

-based care coordination. M
ulti-disciplinary team

s, including prim
ary care 

providers, care coordinators, and support services providers, w
ill collaborate to im

prove care planning, diagnosis, treatm
ent, patient coaching to ensure treatm

ent adherence, 
and m

anagem
ent through transitions of care. Team

s w
ill extend their reach beyond the w

alls of the hospital or physician’s office to include pharm
acists, social w

orkers, and 
others. 

M
aine  

M
aine w

ill pilot a com
m

unity health w
orker (C

H
W

) m
odel designed to leverage existing com

m
unity connections to address the population health needs of underserved 

populations. 

M
assachusetts  

M
assachusetts w

ill use a C
om

prehensive Prim
ary C

are Paym
ent (C

PCP) m
odel that w

ould give practices added flexibility to provide the right kind of care at the right tim
e 

and in the right setting. This paym
ent m

odel m
ay support expanding the care team

, offering phone and em
ail consultations, allow

ing group appointm
ents, targeting 

appointm
ent length to patient com

plexity, leveraging com
m

unity health w
orkers, etc., w

hile allow
ing a range of prim

ary care practice types and sizes to participate and to 
operationalize behavioral health integration. 

M
innesota 

M
innesota w

ill be piloting the concept of A
ccountable C

om
m

unities for H
ealth (A

C
H

s) – and w
ill im

plem
ent population-based prevention strategies and integrate care across 

the spectrum
 of health care and social services through developm

ent of m
ulti-disciplinary team

s, w
hich m

ay include em
erging professions such as com

m
unity health w

orkers, 
com

m
unity param

edics, and dental therapists. A
C

H
s w

ill em
pow

er and involve citizens to set m
easurable and m

easured com
m

unity-based goals for im
proved population 

health, health care and cost m
anagem

ent, and take specific steps to achieve those goals. 

O
regon 

O
regon‘s C

oordinated C
are M

odel is expressly intended to change how
 health care services are delivered w

ith a strong focus on prim
ary and preventive care and m

ore 
effective care m

anagem
ent, especially across transitions of care, and on integration of physical and behavioral health services, as w

ell as better coordination w
ith non-

coordinated care organization services such as long-term
 support services and intellectually and developm

entally disabled services. Patient-centered prim
ary care hom

es; 
proactive, collaborative care planning; ongoing com

m
unity health needs assessm

ents; evidence-based practices; health inform
ation technology and broader use of non-

traditional health care w
orkers (e.g., com

m
unity health w

orkers, peer w
ellness specialists) are key strategies that O

regon‘s m
odel are expected to use to im

prove health and 
reduce health disparities. The state plans to establish system

s for training certifying non-traditional health w
orkers, and plans to certify 300 new

 com
m

unity health w
orkers by 

D
ecem

ber 2015.  

V
erm

ont  
V

erm
ont has developed and im

plem
ented the nationally recognized m

ulti‐payer B
lueprint for H

ealth, w
hich is supported in part by the C

enter for M
edicare and M

edicaid 
Innovation’s M

ulti‐payer A
dvanced Prim

ary C
are Practice (M

PA
PC

P) dem
onstration project.  This includes extended com

m
unity health team

s, including the M
edicaid care 

coordinators that are part of the V
erm

ont C
hronic C

are Initiative, Support and Services at H
om

e (SA
SH

).  These initiatives w
ill continue to be advanced to reach specific 

state-defined care coordination targets. 

State Innovation M
odel Test A

w
ards: R

ound Tw
o (11 states: C

O
, C

T, D
E, ID

, IA
, M

I, N
Y

, R
I, O

H
, TN

, W
A

) 
The State Innovation M

odels Initiative M
odel Test A

w
ards w

ill provide financial and technical support over a four-year period for states to test and evaluate m
ulti-payer health system

 
transform

ation m
odels. States m

ust produce and im
plem

ent a detailed and fully developed proposal capable of creating state-w
ide health transform

ation for the m
ajority of care w

ithin the state.  
Source: http://innovation.cm

s.gov/initiatives/State-Innovations-M
odel-Testing-R

ound-Tw
o/index.htm

l    

SIM
 state 

C
H

W
 com

ponent of dem
onstration project 



ASPE Issue Brief 
                                                                                             

                       Page 14 

 
ASPE O

ffice of H
ealth Policy 

 
     

 
             January 2016 

C
olorado 

C
olorado is developing standard, consensus-based criteria for com

m
unity health w

orkers and patient navigators that w
ill support both professionals and training program

s.  
The C

olorado D
epartm

ent of Public H
ealth and Environm

ent w
ill require funds to support initiatives and infrastructure related to population health. These 

funds w
ill cover personnel w

ho w
ill be tasked w

ith overseeing the establishm
ent of a state certification program

 for com
m

unity health w
orkers and patient navigators. 

C
onnecticut  

C
onnecticut plans to develop training and certification standards for C

om
m

unity H
ealth W

orkers to help ensure that C
H

W
s w

ith com
m

on core com
petencies becom

e an 
integral part of the health care w

orkforce. 

D
elaw

are  
D

elaw
are w

ill com
plem

ent the care delivery and paym
ent innovations w

ith a new
 approach to population health that puts D

elaw
are on a path to be one of the top five 

healthiest states in the nation. The core innovation is the “H
ealthy N

eighborhoods” m
odel, w

hich integrates com
m

unities w
ith their local care delivery system

s, and better 
connects com

m
unity resources w

ith each other.  Integration w
ill be achieved through dedicated staff and a N

eighborhood C
ouncil of com

m
unity organizations, em

ployers, 
and providers (including care coordinators and com

m
unity health w

orkers w
ho lead care coordination in the com

m
unity and across clinical settings). These connections w

ill 
be reinforced w

ith a set of com
m

on goals to ensure providers and com
m

unity organizations share a focus on health, w
ellness, prevention, and prim

ary care.  

Idaho  
 

Idaho’s m
odel m

axim
izes the use of the existing health care w

orkforce by adopting a team
-based m

odel of care that allow
s each practitioner to practice at the top of their 

licensure. U
sing this approach, PC

M
H

s w
ill be led by physicians, nurse practitioners, or physician assistants under the supervision of a physician. Som

e Idaho com
m

unities 
are so severely under-resourced that they are unable to provide team

-based care w
ithin the prim

ary care setting. In these underserved areas, tw
o practitioner types —

 
com

m
unity health w

orkers (C
H

W
s) and com

m
unity health em

ergency m
edical services (EM

S) personnel —
 w

ill be developed and advanced as key com
ponents of PCM

H
 

team
-based care. Idaho’s unique PCM

H
s w

ill be “virtual PC
M

H
s,” as the team

 w
orking together to provide coordinated prim

ary care w
ill be staffed across m

ultiple agencies 
in the com

m
unity or region. 

Iow
a 

In Iow
a, local public health agencies w

ill provide resources and collaborate w
ith the delivery system

 through a com
m

unity health w
orker/care coordination m

odel.  Iow
a 

proposes to “leverage and spread existing com
m

unity transform
ation initiatives focused on the social determ

inants of health,” w
hich w

ill include the utilization of C
H

W
s to 

increase access to care and to im
prove care coordination.  C

om
m

unity C
are Team

s w
ill act as a platform

 to connect the delivery system
 to resources available in the 

com
m

unity and m
itigate access to care challenges resulting from

 m
edical provider shortages.  Team

s w
ill include social w

orkers, pharm
acists, com

m
unity health w

orkers, 
nurses, and others. 

M
ichigan 

A
 M

ichigan advisory com
m

ittee, including State innovation leadership, assem
bled in 2013 to conduct a system

atic review
 of M

ichigan’s Public H
ealth C

ode. A
 prim

ary 
objective of updating the C

ode is to verify that health care professionals practice at the top of their training and licensure, and to review
 the overall licensing schem

e for 
em

erging health professions w
hile being attentive to the goal of avoiding unnecessary regulation. A

 policy objective is to incorporate non-traditional professions, such as 
C

om
m

unity H
ealth W

orkers, into service coordination w
hile also supporting standards for the training and skill sets of these occupational groups so that their outcom

es can 
be m

easured. 

N
ew

 Y
ork 

N
ew

 Y
ork’s A

dvanced Prim
ary C

are m
odel w

ill be structured to support integrated delivery system
s that link w

ith N
Y

’s m
odel health hom

e program
 and w

ith com
m

unity-
based providers that support health through services such as housing, transportation and em

ploym
ent.   

O
hio 

O
hio currently participates in H

om
e and C

om
m

unity B
ased Services w

aiver program
s to prom

ote com
m

unity based care.  Specific w
aivers focus on the aged, individuals 

w
ith disabilities, and those w

ith developm
ental disabilities. These segm

ents are am
ong the m

ost in need of specialized care coordination. O
hio w

ill tailor PC
M

H
 and episode-

based paym
ents design to transform

 care for these populations, coordinating m
odel design w

ith existing program
s w

here appropriate.  O
hio w

ill align incentives, loans, and 
loan repaym

ent policies to encourage prim
ary care and PC

M
H

 participation and also align w
orkforce priorities. For exam

ple, licensure boards in eligible disciplines provide 
m

atching funds for the State Loan R
epaym

ent Program
 grant in order to support additional prim

ary team
 m

em
bers. These disciplines include physician assistants, nurse 

practitioners, certified nurse m
idw

ives, psychiatric nurse specialists, health service psychologists, licensed professional counselors, licensed clinical social w
orkers, m

arriage 
and fam

ily therapists and registered dental hygienists, pharm
acists, and com

m
unity health w

orkers. 

R
hode Island 

R
hode Island’s Com

m
unity H

ealth W
orker definition is unclear and aw

areness of their existence and function is low
 am

ong providers.  The state plans to develop uniform
 

credentials and license requirem
ents for C

H
W

s, integrate services w
ithin the PCM

H
 m

odel, include C
H

W
s in provider directories, ensure aw

areness around C
H

W
s am

ong 
care team

s, develop a clear career path and opportunities for people w
ith this credential, and create a pool of w

orkers to support the expansion of value-based care. 

Tennessee 
In Tennessee, practices w

ill prom
ote better population health by shifting the focus of care tow

ards prevention, health m
aintenance, and proactive m

anagem
ent of chronic 
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conditions. Patient C
entered M

edical H
om

es (PC
M

H
s) w

ill rew
ard providers for addressing the social and behavioral determ

inants of health such as discussing environm
ental 

asthm
a triggers w

ith parents, connecting tobacco users to the Tennessee Tobacco Q
uitline, and connecting patients to com

m
unity social services.  C

H
W

s are not directly 
referred to in the state’s innovation plan. 

W
ashington 

B
uilding on W

ashington’s broad scope and authority for its w
orkforce, the state’s innovation project w

ill specifically focus on non-traditional w
orkforce grow

th for 
com

m
unity health w

orkers including peer support specialists. O
ver the duration of the project, regulatory and legislative action also w

ill be pursued to norm
alize and expand 

the reach of tele-m
edicine into health professional shortage areas. Finally, real-tim

e, rapid assessm
ent and dissem

ination of key health care em
ployer and labor projections 

w
ill inform

 w
orkforce supply planning. 
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A
ppendix D

: C
M

S Innovation C
enter – H

ealth C
are Innovation A

w
ards 

H
ealth C

are Innovation A
w

ards R
ound O

ne: A
w

arded Projects 
The C

M
S Innovation C

enter announced the first batch of aw
ardees for the H

ealth C
are Innovation A

w
ards on M

ay 8, 2012 and the second (final) batch on June 15, 2012. These 
organizations w

ill im
plem

ent projects that aim
 to deliver better health, im

proved care, and low
er costs to people enrolled in M

edicare, M
edicaid, and the C

hildren’s H
ealth Insurance 

Program
 (C

H
IP), particularly those w

ith the highest health care needs. Funding for these projects is for three years. The proposed/estim
ated 3 Y

ear Savings should be view
ed w

ith caution 
as this is based on aw

ard recipients’ initial applications, and the actual savings realized from
 finalized projects has not yet been determ

ined. 
Source: http://innovation.cm

s.gov/initiatives/H
ealth-C

are-Innovation-A
w

ards/Project-Profiles.htm
l   

G
rant recipient 

C
H

W
 com

ponent of project 
BEN

 A
R

C
H

ER
 H

EA
LTH

 C
EN

TER
  

Project Title: “A
 hom

e visitation program
 for rural populations in N

orthern D
ona 

A
na C

ounty, N
ew

 M
exico”  

G
eographic R

each: N
ew

 M
exico  

Funding A
m

ount: $1,270,845  
Proposed/Estim

ated 3-Y
ear Savings: $6,352,888  

U
sing nurse health educators and com

m
unity health w

orkers to bridge the gap betw
een patients and 

m
edical providers, aid patient navigation of the health care system

, and offer services including case 
m

anagem
ent, m

edication m
anagem

ent, chronic disease m
anagem

ent, preventive care, hom
e safety 

assessm
ents, and health education, thereby preventing the onset and progression of diseases and 

reducing com
plications. 

C
H

IL
D

R
E

N
’S H

O
SPIT

A
L

 A
N

D
 H

E
A

L
TH

 SY
ST

E
M

, IN
C

. 
Project Title: “C

C
H

P A
dvanced W

rap N
etw

ork” 
G

eographic R
each: W

isconsin 
Funding A

m
ount: $2,796,255 

Estim
ated 3-Y

ear Savings: $2,851,266 

C
hildren’s H

ospital and H
ealth System

 received an aw
ard to create C

are Links, w
hich w

ill support 
m

em
bers of C

hildren’s C
om

m
unity H

ealth Plan (C
C

H
P), the system

’s M
edicaid H

M
O

 in Southeast 
W

isconsin, as they navigate the health care system
. C

are Links w
ill allow

 com
m

unity health 
navigators to educate and em

pow
er health plan m

em
bers to navigate the health care system

, connect 
w

ith a prim
ary care doctor and receive preventive care and appropriate screenings. C

om
m

unity 
health navigators w

ill offer services to individuals and fam
ilies w

ho have had tw
o ER

 visits w
ithin 

six m
onths. A

 nurse navigator w
ill w

ork w
ith health plan m

em
bers diagnosed w

ith asthm
a w

ho have 
had one ER

 or one inpatient stay related to asthm
a. B

oth the com
m

unity navigators and the nurse 
navigator w

ill reinforce the availability of urgent care and C
C

H
P’s 24/7 nurse advice line. The goal 

of C
are Links is to reduce avoidable ER

 visits, im
prove health outcom

es (specific H
ED

IS m
easures) 

and reduce cost. O
ver the three year period, C

hildren’s H
ospital and H

ealth System
 w

ill create nine 
jobs, including a program

 m
anager, com

m
unity health navigators and nurse navigators. 

C
O

O
PER

 U
N

IV
ER

SITY
 H

O
SPITA

L  
Project Title: N

/A
  

G
eographic R

each: N
ew

 Jersey  
Funding A

m
ount: $2,788,457  

Estim
ated 3-Y

ear Savings: $6.2 m
illion 

W
ill train an estim

ated 22 health care w
orkers, w

hile creating an estim
ated 16 new

 jobs. These 
w

orkers w
ill include non-clinical staff, like A

m
eriC

orps volunteers and com
m

unity health w
orkers, 

w
ho w

ill serve as part of the m
ultidisciplinary team

s to support care coordination activities. 

D
U

K
E U

N
IV

ER
SITY

/SO
U

TH
 EA

ST D
IA

BETES IN
ITIA

TIV
E 

Project Title: From
 clinic to com

m
unity: achieving health equity in the southern 

U
nited States 

Funding A
m

ount: $9,773,499 
Estim

ated 3 Y
ear Savings: $20.8M

 

U
ses risk algorithm

s (social and clinical) and geospatial softw
are to target “hot spot” com

m
unities 

w
ithin 4 counties in N

C
, M

S, and W
V

 in need of intensive Type 2 D
iabetes care; delivers enhanced, 

coordinated, patient-centered team
 care (including hom

e visits) to H
igh risk, telephonic interventions 

to M
edium

 and com
m

unity based program
s to Low

 risk groups) provided by local care team
s, 

including extensive use of C
H

W
s. 

 
EA

U
 C

LA
IR

E C
O

O
PER

A
TIV

E H
EA

LTH
 C

EN
TER

S, IN
C

. 
Project Title: “H

ealthy C
olum

bia: recruiting, training, organizing, deploying, and 
supporting com

m
unity health team

s in low
 incom

e area of C
olum

bia, South 
C

arolina” 
G

eographic R
each: South C

arolina 

Eau C
laire C

ooperative H
ealth Centers, Inc., in partnership w

ith the Select H
ealth and B

lueC
hoice 

M
edicaid M

anaged C
are O

rganizations, is receiving an aw
ard for a project aim

ed at im
proving 

health outcom
es for populations in underserved, low

-incom
e areas of C

olum
bia, South C

arolina. Eau 
C

laire w
ill use health care team

s of nurse practitioners, registered nurses, and com
m

unity health 
w

orkers affiliated w
ith a Federally Q

ualified H
ealth C

enter to provide patient education, hom
e visits, 
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Funding A
m

ount: $2,330,000 
Estim

ated 3-Y
ear Savings: $14,817,600  

and care coordination, leading to reduced use of high cost health care services, including em
ergency 

room
 visits and hospitalizations, im

proved self-m
anagem

ent for patients w
ith chronic conditions, a 

decrease in low
 birth w

eight infant care, and im
proved health outcom

es in general. Payers have 
agreed to reim

burse a portion of cost savings. O
ver a three-year period, Eau C

laire Cooperative 
H

ealth C
enters w

ill create an estim
ated 22 health care-related jobs, including positions for peer 

health w
orkers, registered nurses, N

urse Practitioners, and a project director. 
FIN

ITY
 C

O
M

M
U

N
IC

A
TIO

N
S, IN

C
.  

Project Title: “EveryB
O

D
Y

 G
et H

ealthy”  
G

eographic R
each: Pennsylvania Funding A

m
ount: $4,967,962 Estim

ated 3-Y
ear 

Savings: $8.7 m
illion 

The Finity C
om

m
unications, Inc. m

odel is designed to im
prove health care for over 120,000 high-

need M
edicaid beneficiaries in the G

reater Philadelphia area. The innovation uses health analytics 
technology to track risk criteria and update integrated health profiles, and to deploy targeted alerts, 
outreach, w

ellness, and support services in a closed-loop environm
ent that evolves w

ith successful 
behavioral change. The innovation includes providing Peer M

entors to support ongoing engagem
ent 

and healthy behavioral change. This integrated approach to health care is expected to reduce the gaps 
in care and lead to im

proved health care, better health, and reduced costs for individuals w
ith 

diabetes, heart disease, hypertension, asthm
a, and high-risk pregnancy. 

FIR
STV

ITA
LS H

EA
LTH

 A
N

D
 W

ELLN
ESS IN

C
. 

Project Title: Im
proving the health and care of low

-incom
e diabetics at reduced 

costs  
3 Y

ear Funding A
m

ount: $3,999,713    
Estim

ated 3 Y
ear Savings: $4,829,955                      

Partnering w
ith A

lohaC
are, a large health plan in H

aw
aii w

ith 70,000 M
edicaid m

em
bers, FirstV

itals 
reaches out and engaging hard to reach patients w

ith diabetes w
ho already have neuropathy 

(determ
ined through a device know

n as a D
PN

-C
heck,) w

hich indicates poor control. U
ses 

technology, such as  a w
ireless glucom

eter to m
onitor patients w

ith diabetes, tablets to keep them
 

inform
ed and socially netw

orked  and deploys Integrated C
are C

oordinators (sim
ilar to C

H
W

s) to 
im

prove diabetes m
anagem

ent  for target population.  
FO

U
N

D
A

TIO
N

 FO
R

 C
A

LIFO
R

N
IA

 C
O

M
M

U
N

ITY
 C

O
LLEG

ES  
Project Title: “Transitions clinic netw

ork: linking high-risk M
edicaid patients from

 
prison to com

m
unity prim

ary care”  
G

eographic R
each: A

labam
a, C

alifornia, C
onnecticut, D

istrict of Colum
bia, 

M
aryland, M

assachusetts, N
ew

 Y
ork, Puerto R

ico  
Funding A

m
ount: $6,852,153  

Estim
ated 3-Y

ear Savings: $8,115,855 

Targeting eleven com
m

unity health centers (in six states, the D
istrict of C

olum
bia, and Puerto R

ico), 
and w

orking w
ith the D

epartm
ent of C

orrections to identify patients w
ith chronic m

edical conditions 
prior to release.  W

ill use com
m

unity health w
orkers trained by the C

ity C
ollege of San Francisco to 

help these individuals navigate the health care system
, find prim

ary care and other m
edical and 

social services, and coach them
 in chronic disease m

anagem
ent. The outcom

es w
ill include reduced 

reliance on em
ergency room

 care, few
er hospital adm

issions, and low
er cost, w

ith im
proved patient 

health and better access to appropriate care. 
H

EA
LTH

 R
ESO

U
R

C
ES IN

 A
C

TIO
N

  
Project Title: “N

ew
 England asthm

a innovations collaborative”  
G

eographic R
each: C

onnecticut, M
assachusetts, R

hode Island, V
erm

ont  
Funding A

m
ount: $4,040,657  

Estim
ated 3-Y

ear Savings: $4.1 m
illion 

R
apid service delivery expansion for over 1300 high-risk children w

ith asthm
a in C

onnecticut, 
R

hode Island, M
assachusetts, and V

erm
ont. N

EA
IC

 em
ploys the follow

ing com
ponents of care: 1) 

A
sthm

a self-m
anagem

ent education 2) H
om

e environm
ental assessm

ent w
ith the provision of m

inor-
to-m

oderate environm
ental intervention supplies to reduce asthm

a triggers; and 3) U
se of non-

physician providers show
n to be cost-effective deliverers of this level of care, particularly 

com
m

unity health w
orkers (C

H
W

s) and certified asthm
a educators (A

E-C
s). 

JO
H

N
S H

O
PK

IN
S U

N
IV

ER
SITY

  
Project Title: "Johns H

opkins Com
m

unity H
ealth Partnership (J-CH

iP)"  
G

eographic R
each: M

aryland  
Funding A

m
ount: $19,920,338  

Estim
ated 3-Y

ear Savings: $52,600,000 

O
ver a three-year period, w

ill train and hire m
ore than 75 new

 health care w
orkers, including nurse 

educators, nurse transition guides, case m
anagers, com

m
unity health w

orkers, and health behavior 
specialists (and w

ill retrain care coordinators, patient access line case m
anagers, clinical pharm

acy 
specialists, com

m
unity health w

orkers, and physicians already on staff) to increase access to services 
for high-risk adults in East B

altim
ore, M

D
 – especially those w

ith chronic illness, m
ental illness, 

and/or substance abuse conditions. The intervention im
proves care coordination across the 

continuum
 and com

prises early risk screening, interdisciplinary care planning, enhanced m
edication 

m
anagem

ent, patient/fam
ily education, provider com

m
unication, post-discharge support and hom

e 
care services, including self-m

anagem
ent coaching, and im

proved access to prim
ary care. 

JO
SLIN

 D
IA

BETES C
EN

TER
, IN

C
.  

Expands a diabetes education program
, know

n as “O
n the R

oad” delivered by C
om

m
unity H

ealth 
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Project Title: “Pathw
ays to better health through a new

 health care w
orkforce and 

com
m

unity”  
G

eographic R
each: D

istrict of C
olum

bia, N
ew

 M
exico, Pennsylvania 

Funding A
m

ount: $4,967,276  
Estim

ated 3-Y
ear Savings: $7.4 m

illion 
 

A
dvocates (sim

ilar to C
H

W
s) and health educators, w

orking w
ith C

ooperative Extension Services in 
PA

, N
M

, and testing this approach w
ith an urban population, through an inner city hospital in D

C
. 

They m
et their target goal of 5100 participants w

ith diabetes, pre-diabetes or fam
ily m

em
bers 

(prim
arily M

edicare and M
edicaid beneficiaries), w

ith goal of preventing or better m
anaging 

diabetes. 
 

LE BO
N

H
EU

R
 C

O
M

M
U

N
ITY

 H
EA

LTH
 A

N
D

 W
ELL BEIN

G
  

Project Title: "Le B
onheur's C

H
A

M
P Program

: C
hanging H

igh-risk A
sthm

a in 
M

em
phis through Partnership"  

G
eographic R

each: M
em

phis and Shelby C
ounty, Tennessee  

Funding A
m

ount: $2,896,416  
Estim

ated 3-Y
ear Savings: $4,003,397 

The C
om

m
unity C

oordination team
, com

prised of tw
o A

sthm
a C

are C
oordinators and 4 Com

m
unity 

H
ealth W

orkers w
ho are supervised by a Licensed C

linical Social W
orker, provides asthm

a 
education; environm

ental assessm
ent; coordination w

ith schools and child care; and provides help 
w

ith barriers to asthm
a m

anagem
ent. 

M
IC

H
IG

A
N

 PU
BLIC

 H
EA

LTH
 IN

STITU
TE  

Project Title: “M
ichigan pathw

ays to better health”  
G

eographic R
each: M

ichigan  
Funding A

m
ount: $14,145,784  

Estim
ated 3-Y

ear Savings: $17,498,641 

Im
plem

ents the Pathw
ays Innovation through the “Pathw

ays C
om

m
unity H

ub” and elem
ents of the 

C
ollective Im

pact m
odels (e.g., backbone organizations;) integrating com

m
unity health w

orkers 
(C

H
W

s) into prim
ary care team

s in M
I, (Ingham

, Saginaw
  and M

uskegon C
ounties) by assessing at 

risk adults w
ith 2 or m

ore chronic diseases; designing a value based paym
ent m

odel for C
H

W
s. 

C
H

W
s coach patients on chronic disease self-m

anagem
ent and connect at-risk populations w

ith care 
and support services that address social determ

inants of health, such as prim
ary care, housing, food, 

and transportation, as w
ell as their clinical and m

ental health needs. 
 

TH
E N

A
TIO

N
A

L H
EA

LTH
 C

A
R

E FO
R

 TH
E H

O
M

ELESS C
O

U
N

C
IL  

Project Title: “C
om

m
unity health w

orkers and H
C

H
: a partnership to prom

ote 
prim

ary care”  
G

eographic R
each: C

alifornia, Illinois, M
assachusetts, N

ebraska, N
ew

 H
am

pshire, 
N

orth C
arolina, O

hio, Texas Funding A
m

ount: $2,681,877  
Estim

ated 3-Y
ear Savings: $1.5 m

illion 

W
orking w

ith tw
elve com

m
unities across various regions in the U

.S. to reduce the num
ber of 

em
ergency departm

ent visits and lack of prim
ary care services for over 500 hom

eless individuals.  
The intervention integrates com

m
unity health w

orkers into Federally Q
ualified H

ealth C
enters to 

conduct outreach and case coordination for transitioning this population from
 the em

ergency 
departm

ent to a health center, thus reducing unnecessary em
ergency departm

ent visits and im
proving 

quality of care for the hom
eless population. 

N
EM

O
U

R
S A

LFR
ED

 I. D
U

PO
N

T H
O

SPITA
L FO

R
 C

H
ILD

R
EN

  
Project Title: "O

ptim
izing health outcom

es for children w
ith asthm

a in D
elaw

are"  
G

eographic R
each: D

elaw
are  

Funding A
m

ount: $3,697,300  
Estim

ated 3-Y
ear Savings: $4,743,184 

The intervention w
ill increase coordination of services by integrating care w

ith com
m

unity support 
services and local governm

ent initiatives to provide healthier environm
ents for children w

ith asthm
a 

in schools, child care centers, and housing, and by deploying com
m

unity health w
orkers to serve as 

patient navigators and provide case m
anagem

ent services to fam
ilies w

ith high needs. 

R
U

TG
ER

S, TH
E STA

TE U
N

IV
ER

SITY
 O

F N
EW

 JER
SEY

 (TH
E C

EN
TER

 
FO

R
 STA

TE H
EA

LTH
 PO

LIC
Y

)  
Project Title: “Sustainable high-utilization team

 m
odel”  

G
eographic R

each: C
alifornia, Colorado, M

issouri, Pennsylvania  
Funding A

m
ount: $14,347,808  

Estim
ated 3-Y

ear Savings: $67,719,052 

W
ill expand and test a team

-based care m
anagem

ent strategy for high-cost, high-need, low
-incom

e 
populations served by safety-net provider organizations in A

llentow
n, PA

, A
urora, C

O
, K

ansas C
ity, 

M
O

, and San D
iego, C

A
.  The project w

ill use integrated care m
anagem

ent team
s (including nurses, 

social w
orkers, and com

m
unity health w

orkers) to provide clients w
ith patient-centered support that 

addresses both health care needs and the underlying determ
inants of health. Team

s w
ill assist 

patients in m
anaging chronic illness, including filling prescriptions and coordinating appropriate 

specialty care, in addition to addressing social service needs such as identifying stable housing, 
applying for health coverage or disability benefits and facilitating transportation arrangem

ents. 
U

N
IV

ER
SITY

 EM
ER

G
EN

C
Y

 M
ED

IC
A

L SER
V

IC
ES  

Project Title: “B
etter health through social and health care linkages beyond the 

em
ergency departm

ent” G
eographic R

each: N
ew

 Y
ork  

Funding A
m

ount: $2,570,749  

Is deploying com
m

unity health w
orkers to w

ork w
ith frequent em

ergency departm
ent (ED

) utilizers 
and m

eaningfully link them
 to prim

ary care, social and health services, education, and provide health 
coaching. The program

 targets 2,300 M
edicare and M

edicaid beneficiaries w
ho have had tw

o or 
m

ore em
ergency departm

ent visits over 12 m
onths in urban B

uffalo, N
ew

 Y
ork. 
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Estim
ated 3-Y

ear Savings: $6.1 m
illion  

U
N

IV
ER

SITY
 O

F C
H

IC
A

G
O

  
Project Title: “C

om
m

unityR
x system

: linking patients and com
m

unity-based 
service”  
G

eographic R
each: Illinois 

Funding A
m

ount: $5,862,027  
 

Estim
ated 3-Y

ear Savings: $6.4 m
illion 

The U
niversity of C

hicago U
rban H

ealth Initiative in partnership w
ith Chicago H

ealth Inform
ation 

Technology R
egional Extension C

enter (C
H

ITR
EC

) and the A
lliance of C

hicago C
om

m
unity H

ealth 
Services received an aw

ard to develop the C
om

m
unityR

x system
, a continuously updated electronic 

database of com
m

unity health resources that w
ill be linked to the Electronic H

ealth R
ecords of local 

safety net providers. In real tim
e, the system

 w
ill process patient data and print out a “H

ealtheR
x” for 

the patient, including referrals to com
m

unity resources relevant to the patient’s condition and status. 
A

ggregated data on patient diagnoses and referrals w
ill be used to generate C

om
m

unityR
x reports 

for com
m

unity-based service providers to use to inform
 program

m
ing. The program

 w
ill serve over 

200,000 patients on the South Side of C
hicago m

ost of w
hom

 are M
edicare, M

edicaid and C
H

IP 
beneficiaries. The C

om
m

unityR
x system

 w
ill train and create new

 jobs for a com
bined total of over 

200 individuals from
 this high-poverty, diverse com

m
unity. This includes high school youth w

ho 
w

ill collect data on com
m

unity health resources as part of the U
rban H

ealth Initiative’s M
A

PSCorps 
program

. It w
ill also include the creation of a new

 type of health w
orker, C

om
m

unity H
ealth 

Inform
ation Experts (C

H
IEs), w

ho w
ill assist patients in using the H

ealtheR
x and engage 

com
m

unity-based service providers in m
eaningful use of the C

om
m

unityR
x reports. The 

C
om

m
unityR

x builds on infrastructure supported by A
R

R
A

 funding from
 the N

ational Institute on 
A

ging. A
nticipated outcom

es include better population health, better use of appropriate services, 
increased com

pliance w
ith care, and few

er avoidable visits to the em
ergency room

 w
ith estim

ated 
savings of approxim

ately $6.4 m
illion. 

U
N

IV
ER

SITY
 O

F M
IA

M
I  

Project Title: “Expanded activities of school health initiative”  
G

eographic R
each: Florida  

Funding A
m

ount: $4,097,198  
Estim

ated 3-Y
ear Savings: $5,620,017 

G
oal to im

prove care and access to care for children in four com
m

unities in the M
iam

i-D
ade C

ounty 
area w

ho have health problem
s that include asthm

a, obesity, type II diabetes, and STD
s. This 

intervention has resulted in an expansion of services and utility of school-based health clinics, 
increased collaboration w

ith other care providers, services, and school-health stakeholders, and 
enhanced usage and sharing of health inform

ation technology. A
 team

-based approach is being 
utilized to im

prove care and quality of services. This approach incorporates com
m

unity health 
w

orkers, nursing assistants, and dental hygienists w
hile taking advantage of telehealth opportunities. 

The program
 w

ill low
er cost through preventive and m

ore appropriate care and increase access to 
care, services, and benefits. 

H
ealth C

are Innovation A
w

ards R
ound Tw

o: A
w

arded Projects 
The C

M
S Innovation C

enter announced the first batch of prospective recipients for the H
ealth C

are Innovation A
w

ards R
ound Tw

o on M
ay 22, 2014 and the second batch on July 9, 2014. 

The cum
ulative 39 aw

ards are being im
plem

ented in 27 states and the D
istrict of C

olum
bia spanning a w

ide range of patient populations, from
 children to the elderly, across the care 

continuum
. The H

ealth C
are Innovation A

w
ards R

ound Tw
o are funding up to $1 billion in aw

ards and evaluation to applicants across the country that test new
 paym

ent and service 
delivery m

odels that w
ill deliver better care and low

er costs for M
edicare, M

edicaid, and/or C
H

IP enrollees. 
Source: http://innovation.cm

s.gov/initiatives/H
ealth-C

are-Innovation-A
w

ards/R
ound-2.htm

l  
G

rant recipient 
C

H
W

 com
ponent of project 

C
H

IL
D

R
E

N
’S H

O
M

E
 SO

C
IE

T
Y

 O
F FL

O
R

ID
A

  
Project Title: Im

proving child w
ell-being through integrating care in a com

m
unity 

school setting  
G

eographic R
each: Florida  

Estim
ated Funding A

m
ount: $2,078,295 

 

W
ill im

plem
ent a m

edical hom
e for students, fam

ilies, teachers and the com
m

unity at the W
ellness 

C
ottage at Evans H

igh School, w
hich aim

s to reduce Em
ergency D

epartm
ent and inpatient 

utilization, increase sexually transm
itted disease aw

areness, and address food insecurities and 
traum

atic stress. Four com
m

unity partners including C
hildren’s H

om
e Society of Florida (child 

w
elfare/behavioral health), the U

niversity of C
entral Florida, O

range C
ounty Public Schools and 

C
entral Florida Fam

ily H
ealth C

enter w
ill operate the W

ellness C
ottage, a hub for health, social, 

behavioral health, parental support, and after-school activities. The C
entral Florida Fam

ily H
ealth 
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C
enter w

ill provide onsite prim
ary care. H

ealth risk assessm
ents w

ill inform
 health prom

otion 
activities. Student health am

bassadors w
ill prom

ote healthy lifestyles. C
om

m
unity health w

orkers 
w

ill help parents rem
ove barriers to care. The U

niversity of C
entral Florida w

ill provide social w
ork, 

nursing, and m
edical interns. Prim

ary H
ealth M

aintenance O
rganizations w

ill facilitate access to the 
clinic and assist in evaluating health costs. Program

s and services targeting w
ellness w

ill be available 
in the school and com

m
unity. 

C
LIFFO

R
D

 W
. BEER

S G
U

ID
A

N
C

E C
LIN

IC
, IN

C
.  

Project Title: N
ew

 H
aven W

rapA
round  

G
eographic R

each: C
onnecticut  

Estim
ated Funding A

m
ount: $9,739,427  

 

W
ill deliver evidence-based, culturally-appropriate integrated m

edical, behavioral health, and 
com

m
unity-based services coordinated by a m

ultidisciplinary W
raparound Team

. Services include: 
1) fam

ily engagem
ent, recruitm

ent, and education provided by trained com
m

unity health w
orkers in 

com
m

unity-based settings; 2) m
ultidisciplinary triage, screening, and assessm

ent conducted by the 
W

raparound Team
 and including assessm

ents of each fam
ily's physical, behavioral, and 

psychosocial risks, needs, and strengths; 3) fam
ily-focused care plans developed w

ith the fam
ily, 

fam
ily supports, and the W

raparound Team
 and used to guide care and interventions; 4) care 

coordination provided by a W
raparound Team

 and focused on coordinating the provision of 
appropriate care across m

ultiple care settings, m
anaging care transitions, reconciling and m

anaging 
m

edications, and coordinating access to crisis support and w
ellness and social support services; and 

5) w
ellness and social support services provided at the hubs and at com

m
unity-based organizations 

to address chronic and toxic stress (e.g., sm
oking cessation, parenting courses, diabetes prevention, 

m
editation). The m

odel focuses on high-need fam
ilies, addresses m

edical and behavioral health care 
needs, integrates services across m

ultiple health care institutions, and addresses the "chronic and 
toxic stress" experienced by the target population fam

ilies. 
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Technologies and Integrated C
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s to Im
prove H

IV
 Prevention and C

are 
W

hile Low
ering C

ost  
G

eographic R
each: W

ashington D
.C

.  
Estim

ated Funding A
m

ount: $23,808,617  
 

W
ill test a m

odel that w
ill utilize m

obile technologies and optim
ize the prevention and care 

continuum
 (early detection, treatm

ent adherence, retention in care, viral load suppression, decreased 
hospitalizations) for H

IV
+ individuals.  W

ill bring together a consortium
 of stakeholders including 

com
m

unity outreach organizations, clinical care system
s, a hospital, a m

anaged care organization, 
the D

C
 D

epartm
ent of H

ealth, and D
C

 M
edicaid to share integrated IT system

s. Together these 
system

s w
ill provide M

edicaid m
em

bers w
ith the ability to receive online education, the option of 

ordering hom
e testing and hom

e specim
en collection for sexually transm

itted infections and H
IV

, 
receive sexually transm

itted infection and viral load test results, receive e-prescriptions and support 
linking and relinking to care. A

dditionally, the system
s w

ill provide com
m

unity health w
orkers 

(C
H

W
) w

ith a m
obile tool to collect recruitm

ent data, to guide counseling, testing and linkage 
services, and w

ill provide C
H

W
 w

ith a list of active patients to provide care coordination w
ho have 

detectable viral load, m
issed clinic visits, m

issed m
edication refills, em

ergency room
 visits or 

hospitalizations. 
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Estim
ated Funding A

m
ount: $3,870,446  

W
ill test a m

odel that uses fam
ily-level, peer-counseled, and technology-assisted behavioral risk 

reduction strategies, aim
s to divert children w

ith early- and advanced-stage early childhood caries 
(EC

C
) from

 high-cost surgical dental rehabilitation (D
R

) to low
-cost non-surgical disease 

m
anagem

ent (N
SD

M
). Together, parents and com

m
unity health w

orkers (C
H

W
s) w

ill use 
M

ySm
ileB

uddy (M
SB

), a m
obile tablet-based health technology, to plan, im

plem
ent, and m

onitor 
positive oral health behaviors, including dietary control and use of fluorides, w

hich arrest EC
C

's 
progression. 
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