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Abstract: The Northern Manhattan Community Voices Collaborative is committed to
improvinghealth care in Harlem, Washington Heights, Inwood, and low-income communities
in New York City; large parts of which are home to many immigrants to the U.S. The
Collaborative developed a program to train and integrate community health workers (CHWs)
into ongoing programs at partner community organizations. We report on our 20002005
experiences with CHWs for health insurance, child immunizations, and asthma management.
A total of 1,504 CHWSs were trained, with 16%-200% increase in CHW competency for
selected gkills. The CHW facilitated health insurance enrollment for about 30,000 individuals,
assisted 8,000 children to become completely immunized, and supported 4,000 famnilies
improving asthma management. Integration of CHW training into community programs
is effective for empowering health promotion in underserved communities.

Key words: Community health workers, community health worker training, community,
health promotion, health insurance facilitated enrollment, childhood asthma, childhood
immunizations, health collaborative.

ommunity health workers typically share racial and ethnic backgrounds, cultures,

Janguages, and life experiences with members of the communities in which they
live and serve; therefore, they are much better able than people from outside the
community to build the trust necessary to succeed and to provide a cost-effective
bridge within health care systems and social services.”* Numerous studies, reports,
and experiences in diverse settings show that having CHWs as part of the health
delivery system can produce a wide range of benefits,® including increased access to
care;” increased revenue and cost-savings through more effective use of primary care
services:*® decreased inappropriate utilization,"* increased appropriate utilization,"
and improved health outcomes;® ** ** increased trust between communities and
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health care providers;"**® and increased flexibility in the health care system.'® The
Institute of Medicine emphasizes the importance of CHWs, saying, “Community
health worlkers offer promise as a community-based resource to increase racial and
ethnic minorities’ access to heath care and to serve as a liaison between healthcare
providers and the communities they serve [p. 195].%

While much attention has been paid to what CHWs do, relatively little attention
has been paid to the situation of their employment, namely their relation to the
health care system and how they are expected to carry out their work. This paper
describes the rationale and programs used to create CHW programs based entirely
in the community setting, at the partner organizations of the Northern Manhattan
Community Voices collaborative. Descriptive and qualitative methods are used
to demonstrate the extent and impact of the training programs on CHWs, the
participating organizations, and community residents.

Community setting, This program was implemented in northern Manhattan,
which includes the communities of Harlem, Washington Heights, and Inwood in
New York City. These neighborhoods are rich in ethnic and cultural diversity. As of
the year 2000, the total population of northern Manhattan was 451,482, of whom
51% are Latino, 36% are African American, and another 4% report two or more
racial/ethnic identities. Nearly twice as many people live at or below the povertyline
as in the city at large (33% vs. 19%)."® Prior to launching the facilitated enrollment
program described below, there were an estimated 127,000 to 160,000 uninsured
residents in northern Manhattan.”® In 1999, the community had an estimated 48,000
persons who were uninsured but eligible for insurance, and among them were 18,000
children under 18 years of age who were eligible for Child Health Plus or Medicaid.
Twenty-nine percent of Harlem residents and 59% of Washington Heights and
Inwood residents are foreign born.*® Although northern Manhattan is served by
four major hospitals and multiple community health clinics, these communities
have one of highest rates of preventable admissions, the highest all-cause mortality
rate,” and the highest prevalence of chronic conditions such as asthma and obesity
in the city.* Compared with other communities in New York City, the residents of
northern Manhattan have poorer child, maternal, and general health, higher rates of
infectious and chronic diseases, and below average access to medical care.?® Recent
studies have estimated that one in four children living in Harlem has been diagnosed
with asthma.” The rate of asthma hospitalizations per 100,000 children between
the ages of 10 and 17 years was 2.2 times higher in northern Manhattan than in
the city at large.”® One of the most well-known markers of adequate primary care
for children, the child immunization. rate, was only 57% for children in northern
Manbhattan in 2000, compared with 66% for the city and 72% for the nation.” These
statistics point to a need to re-orient primary care strategies in ways that will more
effectively reach and engage families and the community for the sake of the health
of their children. The Northern Manhattan Community Voices Collaborative has
turned fo community health workers (CHWs) as a centerpiece of its strategy to
reduce health care disparities.

Community Voices. Northern Manhattan Community Voices Collaborative
(hereafter Community Voices) is a partnership of more than 35 institutions,
community-based organizations, and local health care providers. It was founded
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jointly by Alianza Dominicana, Inc., Columbia University, Harlem Hospital, and New
York Presbyterian Hospital to create community-based solutions to the community’s
glaring problems of un-insurance, lack of access to primary care, and high rates of
preventable illnesses. The collaborative began its activities with a community dialogue
on health care problems, needs, and assets. Based on this dialogue, the collaborative
determined that the priority health concerns of the community were asthma,
carly childhood immunizations and primary care, heart disease and hypertension,
nutrition and obesity, vision care, domestic violence prevention, mental health and
depression, and dental problems. Cutting across these issues were the overriding
problems of access to health care and insurance, particularly for young children.
Therefore, in 2000, the collaborative launched a program to integrate CHW training
and CHW-centered health promotion initjatives into partnering organizations.

Community leadership. Alianza Dominicana (hereafter Alianza) has been thelead
community organization in developing the Community Voices community health
worlker initiative, based on its history and experience in serving the community.
Alianza, the largest multi-service, community-based organization in Washington
Heights, is a non-profit community development organization that works with
youth, families, and public and private institutions to revitalize economically
distressed neighborhoods. With the establishment of Community Voices, Alianza
created the Center for Health Promotion and Education to serve as a community
hub for insurance outreach and enrollment and numerous health care initiatives.
Under the stewardship of Alianza, Community Voices staff formed a working group
cornisisting of other agencies, community leaders, CHWs, university faculty, and health
care providers. The CHW initiative, including development of training materials,
training workshops, and structure of program, was developed under the guidance
of the working group.

Description of the CHW programs. In the initial years, the Community Voices
collaborative focused on three priority health areas: facilitated enrollment for health
insurance, child immunization promotion, and asthma management. These three
programs became the pilots for the CHW initiative described here.

Health insurance facilitated enrollment. The insurance enrollment program was
Jaunched at Alianza, with additional support from the New York State Department of
Health through the Child Health Plus program. The organization led alocal networlk,
stbcontracting with two other organizations to collaborate and serve insurance
needs in other parts of the community. All people inquiring about a program or
service at the agency are asked about their health insurance status and referred to the
facilitated enrollers if uninsured, This internal referral is complemented by major
street outreach and door-to-door campaigns throughout the year. The program
seeks to enroll 6,000 individuals per year. The program is only evaluated on an
aggregate basis, using monthly activity reports, therefore no internal review board
(IRB) approval was required.

Immumization program. The immunization program is the Start Right Coalition,
which receives support from the Centers for Disease Control and Prevention. The
Community Voices coalition is lead by Mailman School of Public Health of Columbia
University, Alianza Dominicana, and Harlem Congregations for Community
Improvement. The coalition has 23 member programs, including early childhood
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education programs, parenting programs, faith-based organizations, housing

advocacy groups, health care providers, and the New York City Department of
Health Bureau of Immunizations. During the planning phase, the coalition identified
five programs through which childhood immunizations could be promoted,
and staff from each organization work through these programs to incorporate
immunization promotion activities. Parents give informed consent to participate in
the immunization program, and once enrolled they receive regular reminders and
advice until their child has all immunizations due by age three. Immunizations are
tracked through two immunization registries and review of the child’s immunization
card. Each orgapization has an annual recruitment target, and the coalition seeks
to bring 2,000 children up-to-date with immunizations per year. The Start Right
coalition protocol was approved by the Columbia University Medical Center TRB.

Asthina management, The asthma initiative, the Community Voices’ Asthma
Basics for Children (ABC), also a coalition, is now fully supported by the Centers for
Disease Control and Prevention, includes community development organizations,
early childhood education centers, schools, faith-based organizations, health
care providers, and the New York City Department of Health Childhood Asthma
Initiative. The lead organizations are Mailman School of Public Health, Northern
Manhattan Improvement Corporation, and Northern Manhattan Perinatal
Partnership. Progressively, the coalition provides asthma education and support first
to staff within each member organization and then to each organization’s program
participants, both parents and children. The coalition developed a handbook that
guides each phase of these activities, including games and activities for the children.
The program links families to primary care providers through referrals to providers
who have been identified as well trained to address asthma in the environment in
which the families live. The coalition aims to provide these services to 1,700 children,
per year. Because the ABC coalition tracks individual outcomes, parents are asked
to give consent to participate in the tracking of their child’s asthma management.
Institutional review board approval for the protocol was obtained from Colimbia
University Medical Center.

Evaluation Methods

This report uses both quantitative and qualitative information from the annual
evaluations for each program, focusing on the outcomes of the CHW training
program regarding health promotion competency and demonstration of this
competence through enrollments of community residents. The quantitative
evaluations include aggregate statistics regarding CHWs trained, pre- and post-test
assessment of the change in their competency through the training, and program
statistics from monthly reports, The program statistics include attendance at outreach
events and informational sessions organized by the CHWs and individuals enrolled
into the program. Enrollment statistics for the insurance program are the number
of individuals for whom insurance enrollment was successfully completed, while
for the immunization and asthma management programs, the enrollments are the
number of parents beginning participation in the health initiative.

Summary details about the three programs are given in Table 1,
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Community Voices CHW Program

The conceptual basis for the Community Voices CHW training program is the
Paclo Freire model for community education and mobilization. According to -
Freire, educational programs can only be effective if they respond to the self-
identified priorities of community residents. This implies that the curriculum must
be developed from within the community, so that it is fully consonant with the
experience of the participants. If people are concerned about their jobs, then the
window of opportunity for education about health or other issues is around jobs,
starting with issues related to jobs. In addition, Freire advocates education that is
applied to solve problems in people’s lives. The ultimate educational goal is to support
the development of leaders of community change. When applied to the Community
Voices collaborative, we concluded that CHWs must be an integral part of the
community leadership development strategies. Their role as community advocates
and organizers, coupled with their role in program development would ensure the
successful implementation and sustainability of vital programs, including the full
range of basic programs helping families with their basic needs: health insurance, day
care and schools, pregnancy, parenting, housing, immigrant rights, WIC (Women,
Infants, and Children) nutrition, and income maintenance programs. Community
health workers are uniquely positioned to work, not with patients in need of care,
but participants who are in control and seeking to improve their lives.

Based on the Friere model, the Community Voices CHW training program
provides the CHW with the skills necessary to address health education topics
through the relevant social service and community development programs. This
reinforces the holistic nature of health promotion. Rather than referring families
to the health care system and then withdrawing, the Community Voices-CHW is
expected to continue to work with families to facilitate follow-through and to link
families to community assets for improved health. The CHWs are trained to assist
families and the community through the diverse activities of community organizing,
outreach, intake and assessment, referrals and case management, social support,
informal counseling, provision of specialized education, follow-up, and system
navigation.»3&2-30

CHW curriculum. The curriculum developed by Community Voices partners
equips CHW3s to manage these tasks in the context of community-wide health
promotion. The modules were designed to be interactive, culturally relevant,
bilingual, and experiential. Because the Community Voices-CHWs work from
within the particular programs of their organization, the training shows them
how to identify opportunities within the program and organization to add on to
existing health promotion activities. They learn how to introduce health topics and
incorporate the specific activities needed to support families in accomplishing the
goals of their particular health initiative (i.e., insurance enrollment, immunization
promotion, or asthma management).

The curriculum consists of seven core modules, with additional material for each
program focus area. The first CHW curriculum was developed for the facilitated
enrollment program. The core training modules included Community Mobilization
and Organizing {The Paolo Freire Approach); Communication Strategies & Active
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Listening; Outreach; Team work; Time Management; Tracking and Follow-up; and
Fyaluation. Thus, these modules equip CHWS for their role in the three specific
programs and for their participation as community advocates atid organizers. Add-on
modules were developed for immunization promotion and asthma management by
teamns from each coalition. Table 2 summarizes the menu approach of the Community
Voices training modules.

The training is offered through the coalition members and is spaced out over
a period of 2-3 months to allow experiential learning between sessions. Training
programs have included evaluation/feedback forms and pre- and post-tests of
competency and kmowledge changes. Training is conducted by teams comprising
trained staff from the coalition organizations, School of Public Health faculty of
the Community Voices program, and representatives from the NYC Department
of Health.

Training is complemented by monthly coalition meetings where CHWs have the
opportunity to discuss their work with other members of the coalition. This provides
on-the-job learning experience to all members. CHWSs have the opportunity to share
their innovative solutions for implementing specific components of the program,
exchange lessons learned, and gain problem-solving skills, At the meeting, they
participate both as residents of the community and as CHW health advocates.

CHW recruitment and hiring. With a community-based CHW program, each
community organization is responsible for job descriptions, recruiting and hiring for
CHW positions. The coalitions and CHW working group at Alianza have recommended
the following qualities for CHWSs in these programs: {a) live in the community
or a nearby neighborbood, (b) share coltural and ethnic traditions with program
participants, {c) bave experience with the programs offered by the organization, (d)
have good people skills, and (e) be committed to community development. All the
organizations have incorporated these basic criteria into their recruitment of CHWs.
Approximately one-third of the CHWs have been beneficiaries of the program. A
successful recruitment strategy for Alianza has been the inclusion of New York City’s
Welfare Employment Prograim (WEP) participants as CHWSs. To gether with the fact
that the Community Voices health initiatives focus on mothers of young children,
this has resulted in heavy recruitment of young women.

While all CHWs are paid employees of the organization, their employment
situation varies across programs and organizations. At half the partner organizations,
the CHWs are hired full-time, but at half of these organizations, a CHW divides the
health program responsibilities with other work, such as family support worker fora
Head Start program, case manager in aparenting program, or a 50-50 time split with
another health program (such as lead control). At the remaining organizations, the
CHWs are hired part-time, again with half of them hiring CHWs only for a specific
program and half hiring the individual for dual responsibilities.

What attracted the individuals we interviewed to being a community health
worker? Qualitative interviews were conducted with the CHWs about the training
program. These in-depth interviews uncovered four reasons as the most common:
(1) desire to help people (48%), (2) desire to inform or educate people about health
(27%), (3) familiarity with the agency and its work (14%}), and (4) desire to work
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Table 3.
CHW TRAINED BY HEALTH PROMOTION FOCUS, 2000-2005
Healtl: Problem Focus Trained Annual Trained Annual Workforce
Health insurance .

facilitated enroller 88 15 30
Tmmunization promotion 792 132 128
Asthma management promotion 624 104 292

Total 1,504 251 450

with people (11%). The following quotation from one CHW illustrates what draws
people to this work:

The community, That's why I want to do this work. I love working with the community.
About five years ago I worked with [another agency) in this community. Once you start,
you don’t stop. Whenever you see somebody in need and you know the agency can help,
you find a way. I love 11ty community. I love doing my job.

1ike recruitment and hiring, the retention of CHWs varies widely across programs.
Nearly half of the CHWs trained have remained in the positions throughout the
duration of the program (up to seven years for the longest-running program). Some
are upwardly mobile in their organizations, having been offered positions with
more responsibility and/or pay. Very rarely, CHWS are asked to leave due to poor
performance (4 reported cases out of the annual workforce of 450). While we do
not have job retention statistics across all programs, the frequency of re-training for
staff replacement has been highest in the immunization promotion program, where
three member organizations have had annual staff turnover. In the other programs,
staffing has been fairly stable.

CHW Training and Deployment

Since 2000, across all organizations and program foci, 1,504 CHWSs have been
trained. The majority (98%) of those trained have been women, predominately
between 20 and 29 years old. Most have been Latina (67%), and the balance African
American. Seventy-three percent live in the community while the rest live in nearby
neighborhoods in the Bronx. The CHWs work at 52 different programs or locations.
The programs include child care centers, Head Start programs, parenting programs,
foster care prevention programs, Healthy Start, Healthy Families, community
advocacy programs, housing advocacy, environmental justice and advocacy,
jmmigrant rights advocacy, community school, teen advocacy programs, welfare
to work programs, health advocacy programs, facilitated enrollment programs for
health insurance, WIC programs, and teen parenting programs. On average, across
all programs, the collaborative trains 251 CHWs per year and, in any given yeat,
there are 450 CHWs working within their organizations to promote jimprovements
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in health regarding one of the three health problem foci. Al CHWs complete the
basic core training modules. The programs offer at least one refresher training per
year and sponsor additional modules as needed, The training outcomes for each
program are summarized in Table 3.

Impact of Training on Competency and Performance

Evaluation of training was one specific component for each of the three programs.
Pre- and post-tests were administered before and after the training sequence. Each
test contained 7-10 items covered in the training sessions. Responses were both
multiple choice and open-ended, and tested not only content but skills (such as
how to engage a parent in conversation). Between 2000 and 2005, 69% of the CHWSs
trained (n=1,032) completed pre- and post-tests of health promotion competency.
Time constraints prevented completion of post-tests at all training sessions.

There were large gains in knowledge and competence for addressing health
concerns. (See Table 4.) The largest gains were shown for the insurance enrollers,
who had a 200% increase in their knowledge about how to talk to parents, the child
health insurance program, and how to determine eligibility. Those trained for the
asthma management program had a 32% increase in their knowledge of asthma
basics and the role of parents in managing asthma. The immunization promotion
program had a 16% gain in immunization knowledge and vaccination card reading
skills, and these results were used to increase the pace of refresher training and on-
the-job supervision, particularly of vaccination card-reading accuracy. .

Direct feedback from the CHWs about the adequacy of their training was a
critically important component of the Community Voices evaluation. The qualitative
interviews with the CHWs about the training program assessed the attributes of
the work that attracted community members to the role of CHWs, determined the
adequacy of the training as defined by the CHW, and identified the most satisfying
parts of the wotk. As part of the annual review and feedback process, trained
research assistants from Columbia University’s Mailman School of Public Health
conducted in-depth interviews (n=132) with the most active CHW in the programs.
Interviews were conducted in English or Spanish, as preferred by the respondent.
The interview generally lasted 30-45 minutes, and was conducted either in person
(at the organization or CHW’s home} or by telephone.

Most of the trainees (97%;) felt that the training had prepared them to do their
jobs, and virtually all (98%) had used skills from the training in their work. Almost
all of those interviewed (94%) said the training gave them confidence in doing the
required CHW tasks. Only those in the asthma management program expressed
doubt about actually being able to properly manage an asthma attack, though they
did not doubt their ability to educate parents. The skills that respondents find most
important in their work are the ability to respond to specific health questions (409%),
communication skills (15%), and skills of working with families (13%). Insurance
enroller CHWs reported the most empowering skill to be knowing the eligibility
criteria and being able to help families successfully complete the applications, while
for the immunization CHWs the most important skill is knowing how to read and
explain the child’s vaccination card to the parents. These quotations reflect how
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Table 4.

GAINS IN COMPETENCY AND KNOWLEDGE FROM TRAINING
(PRE/POST TEST)

Type of Worker Pre-test Post-Test Gaim %change =n tested
Tnsurance enroller 24% 72% 48% 200 61
Immunization promotion ~ 83% 96% 13% 16 472
Asthma management 63% 83% 20% 32 499

CHWs view the benefits from their training:

For someone who came with no knowledge, I left with knowledge. I understood
what they were saying. Whenever there was any doubt they (the instructors) would clear
it up.

Basically it tatigltt us how 1o communicate with people, not to talk down to them.
Ifthey come for Medicaid, we learned effective listening skills, how to listen for key words
to identify what other needs they might have.

I didr’t know anything about asthma. I learned a lot. I learned about triggers
and how to avoid the triggers, to have the children get tested to see if they are allergic to
certain triggers, and to see which symptoms they have. And how to work with the child
who has asthma and recommend fo parents that they go to the doctor and get medications.
Sometimes I look at their [medical] form and I see asthma symptoms, but the doctor didn’t
say that the child has asthma. I work with them to figure out questions to ask the doctor
in their next visit.

CHW Program Qutcomes

The training has enabled the CHWSs to achieve high levels of program participation
and positive outcomes for all three programs. As shown in ‘Table 5, between 2000
and 2005, these CHWSs have facilitated access to health improvements for 40,654
people. Most of these (29,732) have been assisted adults and children to obtain
health insurance. The immunization program has already brought enrolled children’s
immunization rate up to 80%, closing the gap with national immunization rates.”
Fvaluation of the asthma program outcomes regarding asthma management has
yet to be completed.

Although there are only 450 CHWs in the annual workforce of the Northern
Manhattan Community Voices collaborative, each year they average over 20,000
contacts with residents, This is possible through the integration of the CHW tasks into
programs at multipurpose organizations. The health initiatives are not stand-alone
programs, and recruitment for the health initiative is incorporated directly into the
organization’s program. Programs refer clients to the CHWs, and the CHWs refer
clients to other programs. This is how one CHW sees her worl: Alianza offers marny



PSo0Y 895/ 1678 00502 sy TE1aL,

0£8°s [§ZAl! 5% 008 762 UoRow0d JUOWSFRUEN RINT)SY
760°L 055°T 00Z°T 00L% 8zl UoROo1d BOHRZIINTIT]
TEL6T LITY GEYS 00021 0c JUST][OIUR 25UBINSUL YI[ESE]
SMo0 uonowoLy yIesy
JusTIjoITy JORUIJOIN]  WOISS3G OJu] [enuuy SIOBII0)) DIOPTIOM
dATIR[IIUN]) [enuwy Je DUepUIY [Enuoy Tenuoy

S00T-000T ‘SWVID0Ud MHD SADIOA ALINOWIWOD HHI, 404 SHNODLOO WVID0Ud
"G I[qEL



38 The impact of community health worker training and programs

different things. They have programs for domestic violence, for pregnant women. We
coordinate with the other programs. I know the other programs so I can send people if
they need another service. Internal recruitment from the organization’s OWI Programis
accounted for 31% of the insurance enrollees, 53% of those in the immunization
program, and 94% of those in the asthma programs.

Recruitment outside the organization is also facilitated by the CHWSs, who live in
the communities in which they work. The in-depth interviews show that they make
outreach part of their daily lives.

TPye lived in Harlem all my life. African American and Latino communities dor’t
get information on programs 0ut there unless it’s on the news or by word of mouth. I
am always working, always with my business card, I inform people of what's out there
for them.

I always tell people whenever I have the opportunity, with a friend, for example. We
might be talking and she tells me her problems, so I tell her about this place, where she
can get help.

T share the information in the street, in the supermarket, with my family, in beauty
salons, in waiting areas at doctor’s offices, wherever there are people.

The involvement of many organizational programs in the outreach process
generates a funnel effect, pulling people into the program. In the health insurance
enrollment program, for example, referral pathways were tracked for a sample of
enrollees, 2000-2002. For the 714 enrollees tracked during this period, CHW street
outreach was responsible for 40% of the actual insurance enrollments. (See Figure
1.) '

After initial contact with CHWs, people are invited to informational sessions,
sometimes on the same day but often later In the week. As shown in Table 5, 40% of
those initially contacted participate in one of these information sessions. Once the
individual learns more about the program, they are likely to enroll and then begin
working with the CHW to improve their family’s health. Across all programs 91%
of those who participate in information sessions entoll in the program (including
some individuals who go straight from initial contact to insurance erirollment).

In the in-depth feedback interviews, CHWSs report many advantages from
being members of the community. Residing in and understanding the history of
the neighborhood is enormously advantageous in establishing rapport, trust, and
confidence with potential and current program participants. In this community, with
many immigrants from the Caribbean and West Africa, one of the most important
areas for establishing trust concerns documentation status, and the leadership of
Alianza Dominicana, well known for its advocacy on behalf of immigrants, goes a
long way to dispelling fears. This is how one CHW develops trust: You have to be
friendly, in a good mood and explain things well to people. Once you speak to people
for a minute they are comfortable to talk about their legal status. You have to know
how to talk to people. :

The training equips CHW with skills to communicate their own experiences with
participants. Among the insurance enrollment clients, the most active and effective
enrollers are the individuals who became acquainted with the organization when they
sought insurance for their families. The following comment by one of the insurance
enrollment CHWs illustrates how she builds trust with participants.
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Figure 1. Sonrces of Health Insurance Enrollment, 2000-2002.

Respect is very important, You have to make them feel comfortable. You need to make
them feel equal to you, which they are. If you don’t know the answer to something, you
need to take their number and investigate and make sure to call them back. Even if you
don’t have the answer. There have been times that I haven't been able to find something,
but often, nine times out of ten, I can. I just always remember to treat others like you
would like to be treated.

Feedback at coalition meetings and from the in-depth interviews shows that many of
the immunization GHWSs use examples from their own experiences getting their own
children immunized in their work with participants. They understand what made a
difference for their decision-making process, and they include that information in
their work with parents. For example, the immunization CHWs were so impressed
in their training by the pictures of children with vaccine-preventable diseases that
they designed a flyer featuring these pictures, which is now the single most important
piece of immunization promotion literature used by the CHWs.

The majority of the CHWs interviewed (84%) indicated that helping families
meet needs and resolve problems was a major reward for their work. The following
excerpts from interviews illustrate how the CHWs sce this aspect of their work:

First, you have to know what you are talking about, You need lots of information, lots
of resources. You iave to be able to tell them what the options are regarding neighborhood
resources, for any situation that might come up. You have 1o know as much information
as possible. I took everyone’s Rolodex off their desk when I got here, and copied down all
the important phone numbers, Little by little you learn the surroundings, what's out there
that can help people, you learn the environment. And then you are able to send them to
the right place, either right here or at another agency.

People come through the doors and you never know what their problems are going
to be. Did they lose their job, are they getting evicted, is their husband abusing them? You
Just never know. You need to take time with each person. You car’t do it fast. Sometimes
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you get frustrated, but you need to be patient. It makes it easier to know that whatever
happens you know someone or somewhere who can help them. And even if we don’s,
know [name of the agency} will help me help them.

The integration of CHWSs into community development organizations has
helped the collaborative’s partner organizations to deliberately create a cadre of
health conscious community residents. As one CHW said: Walking the streets of my |
neighborhood is no longer the same experience. I notice things I never noticed before. I
feel responsible. I I see a mom with a newborn I speak to them about breastfeeding and
whether they are engaged in health care. One is literally working 24/7. It is significant
that most CHWs trained through the Community Voices-CHW programs continue
to pursue education. At Alianza Dominicana, 100% of CHWs have returned to school
to complete graduate equivalency degrees (GEDs), Bachelors of Arts and Master
level degrees. Though not universal, similar career transformations are reported at
the other organizations. Once they set out on this path, the CHW¥ effectiveness as
professionals is anchored on their experience fostering community health.

Conclusions and Policy Implications

Our strategy of training CHW' for work within community organizations has been
effective in reaching the thousands of community residents living on the periphery
of the health care system, who otherwise have little or no access to its benefits. The
impact of the CHWS work in the community attests to their ability to communicate
effectively with others about health care options, and thereby enable many more
families to take charge of key areas of their health care, such as obtaining health
insurance or basic primary care services. In our programs, the 1,500 CHWs who
have ever been trained have facilitated health care changes for over 40,000 people.

We believe that one of the reasons our CHW program has been so effective has
been the integration of the CHW training and activities within the community
organizations. They are based in the community and actively reach out to all residents
needing the services. The number of CHWs trained in the past five years of the
Community Voices initiative is evidence of the eagerness of agencies to incorporate
the CHW model into their work, The integration of community health promotion
training and programs for primary social services or educational programs is also

- an efficient use of scarce health resources. Community health worker activities
can be linked to routine social service programs. Instead of segregating health
from other program activities, health content is incorporated directly into regular
outreach, intake, and other routine interactions. This is enormously beneficial for
health programs that require frequent, multiple contacts with families as the need
for special sessions and workshops is reduced.

The CHWs are involved with participants through different perspectives, and
this allows them to tailor their work to the individual’s sitnation and priority issues.
Their own experience with these or similar issues enables the CHW to build trust
and craft effective messages to pass their own lessons learned on to others.

It is important to note that the integration CHW program into each organization’s
programming has presented several limitations that affect the evaluation of the
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- programs. First, performance tracking is imited to the report of aggregate statistics,
and we do not have detailed performance records for all CHWs. Without specific
information from the organization’s program coordinator, we are unable to detect
problems with individual CHWS. Second, program implementation can be affected
by external organizational decisions, such as funding cutbacks that reduce access
of CHWs to program participants for any reason and may even cut the program in
which they are working. Third, the evaluation is based only on short-term outcomes,
directly after the training and after several months of participation in the program.
The value of the training program for the CHW may only be evident after a long
period of time, during which the CHW establishes a routine and finds a niche within
the organization. While the in-depth interviews captured the perspective for some
CHWs, they are not a random sample of all those trained and might reflect only
those who were more successful at this integration. Finally, the program outcomes
do not yet include participant outcomes for the asthma management program.

Based on our experience, we make the following recommendations:

CHWs integrated into community organizations. We recommend integrating
CHW training and programs into existing community organizations. The approach
builds on existing resources and maximizes community assets. The community-
based training embeds the capacity for health promotion in the community and
establishes regular links between the community organizations and the health care
system. Furthermore, CHW programs are more likely sustainable when the training
and program is integrated into the infrastructure of community.

CHW training. CHW training initiatives benefit from a team approach, with
input and participation of CHWS, corrnunity leaders, and health care providers.
This team approach ensures that the training remains relevant and responsive to
the everyday responsibilities of CHWSs and their organizations. We recommend a
modular approach, with some basic core modules complemented by add-on modules
for specific health topics. We also recommend that the training be offered through
the participating organizations, and where possible integrated into other training
provided to organizational staff. Finally, there should be regular feedback mechanisms
to allow CHW input to the updating and revision of training.

CHWs are essential in serving the underserved. CHWs play a critical role in
reaching immigrants, the uninsured, and marginalized groups who have limited
contact and may distrust the system. Their involvement can facilitate access to health
care for many who might not otherwise have it.
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