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Policy Points:

� Effectively implemented community health worker (CHW) programs improve pa-
tient health outcomes and quality of care, reduce health care costs, and are a key
strategy for addressing social and structural drivers of health.

� As policymakers consider funding mechanisms for CHW programs, it is crucial to
tie funding to evidence-based best practices while also allowing for innovation and
context-specific adaptations.

Context: Community health worker (CHW) programs represent a key strategy for address-
ing social and structural drivers of health and have the potential to improve patient health
outcomes and enhance quality of care while reducing health care costs. However, challenges
such as high staff turnover, lack of program infrastructure, and inadequate CHW support and
supervision can hinder implementation and sustainment of effective CHW programs. Fur-
thermore, few CHW programs have been successfully scaled across multiple organizations
and communities. Individualized Management for Person-Centered Targets (IMPaCT) is an
evidence-based CHW model designed to address these challenges by standardizing processes
for CHW hiring, training, support, and supervision while still allowing for context-specific
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adaptation and tailoring. In this dissemination and implementation project, we evaluated
implementation of IMPaCT across five geographically and structurally distinct sites serving
diverse and varied patient populations.

Methods: Model fidelity was assessed across seven best practice domains via structured vir-
tual observations with CHWs, supervisors, and program directors at each implementation
site. Acute care use was evaluated using difference-in-differences regression modeling for pa-
tients enrolled in IMPaCT compared with a propensity score-matched control group. All
implementation sites examined total hospital days per patient, and several sites chose to in-
corporate additional measures of acute care use such as the number of hospitalizations and
emergency department visits.

Findings: We found that core program components were implemented consistently across
sites, and three of five sites were able to both sustain implementation over a three-year period
and demonstrate significant reductions in acute care use, consistent with previous randomized
controlled trials of this program.

Conclusions: Health systems may be able to address social drivers of health and improve
population health for patients who are low-income and patients of color by implementing
evidence-based CHW programs with fidelity.

Keywords: community health workers, social drivers of health, implementation science.

Community health workers (CHWs) are frontline public health
workers who are trusted members of the communities they serve.1 CHWs
provide a critical link betweenmarginalized communities and health care and

public health services, improving access to care, cultural and linguistic competence of
care, and health outcomes.2 CHWs can perform various functions and roles, includ-
ing care coordination and system navigation support, coaching and social support,
advocacy, and individual and community capacity building.3

Evidence shows that CHW programs can improve population health,4–7 enhance
patients’ experience of care,4,8,9 reduce health care costs,10–15 and promote health
equity.16–18 However, many CHW programs face challenges that hinder their long-
term sustainability and effectiveness. Implementation science studies19–21 have iden-
tified five key challenges to implementing and sustaining effective CHW programs:
high staff turnover, lack of standardized program infrastructure, fragmented and
disease-specific approaches to services provided by CHWs, lack of effective clinical
integration, and insufficient evaluation. Few evidence-based CHWmodels have been
scaled effectively across settings and patient populations, and fewer have been assessed
for fidelity and effectiveness after being scaled.
The Individualized Management for Person-Centered Targets (IMPaCT) model

is a standardized theory- and evidence-based CHW intervention. In three prior
randomized controlled trials conducted in Philadelphia, IMPaCT was shown to
improve health outcomes, increase quality of care, and reduce hospitalizations, while
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Scaling an Evidence-Based CHW Program 3

demonstrating a $2.47 to one return on investment.4,8–10 The IMPaCT model has
since been implemented by approximately 70 organizations across 20 states includ-
ing health systems, public health departments, and community-based organizations.
However, implementation fidelity and effectiveness have not been assessed across this
wider network. In this project, we aimed to evaluate the implementation of IMPaCT
at five diverse health care institutions assessing (1) implementation outcomes includ-
ing intervention fidelity, sustainment, and expansion, and (2) effects on acute care use.

Study Data and Methods

Intervention

The IMPaCT model was designed to address known implementation challenges
through theory-based hiring strategies, standardized program infrastructure includ-
ing detailed supervision and safety protocols, clinical integration strategies, collabo-
rative organizational change management tools, performance assessment, and adapt-
ability across diseases, settings, and populations.22,23 To implement the intervention,
CHWs use a semistructured interview guide to understand patients’ life histories,
priorities, and factors affecting their health and collaborate with patients to create
individualized goals and action plans. CHWs subsequently provide patients with
personalized support focused on executing those action plans via weekly telephone
and/or in-person contacts and monthly home visits.

Implementation

Implementation sites included one large urban public hospital system, two large inte-
grated health systems, one system of federally qualified health centers (FQHCs), and
one integrated payer-provider system (Table 1). Although all IMPaCT sites predom-
inantly serve people who were low-income, priority patient populations across these
five sites differed by race, ethnicity, urbanicity, and primary language. Each site was
encouraged to adapt the intervention to serve a priority population selected based on
their health systems’ needs. For example, sites A and B used health care use patterns
to identify their focus population, prioritizing patients with multiple emergency de-
partment (ED) visits within their health system. Site C identified patients based on
a risk algorithm, and sites D and E identified eligible patients based on their chronic
health conditions.

The IMPaCT implementation bundle included the following elements:
constituent-engaged planning and adaptation, guidance on CHW recruitment
and hiring, training for CHWs and their supervisors, workflow manuals and tools
for CHWs and supervisors, ongoing technical assistance, fidelity monitoring and
feedback, and continuing education.
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Scaling an Evidence-Based CHW Program 5

In the planning phase, the IMPaCT implementation team, including the chief op-
erating officer, assistant director of training and development, and experienced IM-
PaCT CHWs, met with constituents from each site—including health system leaders
and any current CHWs and supervisors—to develop a strategic plan for an optimized
CHW program, including identifying desired outcomes, assessing feasibility, and
supporting readiness planning. The team then adapted intervention materials based
on local needs and preferences including intervention duration, patient population,
setting (inpatient/ED/outpatient), and modality (e.g., telephonic/remote, in-person,
or hybrid). Core components, such as protocols for patient goal setting and clinical
integration, were preserved across sites, while site-specific tailoring promoted uptake
and efficacy in new settings.

In the preimplementation phase, the IMPaCT team supported sites in deploying
community-based recruitment strategies to hire CHWs. The two most important
qualities for a CHW—shared life experience with the individuals served and being
a “natural helper” —often cannot be communicated via a resume, and many organi-
zations struggle with hiring and retaining CHWs because they do not intentionally
assess or recruit for these qualities. The IMPaCT team worked with sites to iden-
tify strong candidates, including collaboration with human resources, job description
templates, recommendations for advertisements to reach nontraditional candidates,
and structured guides on conducting interviews, including scenario-based questions
and efficient assessments of interpersonal skills. All CHWs hired during this study
were full-time employees.

Once hired, CHWs completed a two-week IMPaCT training with a mix of discus-
sion, didactic presentation, and scenario-based role-play practice. Following training,
CHW trainees completed an assessment with a “standardized patient,” a professional
actor trained to play the part of a client struggling with unmet social and behav-
ioral needs. Each site had multiple CHW supervisors, typically with masters-level
social work training, and one program director. CHW supervisors and program di-
rectors received training in providing appropriate oversight and structured ongoing
performance assessment. All CHWs, supervisors, and directors received standardized
practice manuals tailored to each site.

Program launch was staggered across sites, beginning in August of 2019 with
site A and finishing with site D in July of 2020 (see Table 1). The implementation
team provided ongoing technical assistance postlaunch, including regular meetings
in which they analyzed performance reports, suggested program refinements, and
made recommendations to address performance issues. The implementation team also
convened quarterly cross-site continuing education sessions for CHWs and program
leadership that reinforced core competencies and supported skill building in emerg-
ing topics in patient care and public health. These sessions also allowed CHWs and
program leaders across multiple sites to discuss common challenges and brainstorm
solutions collaboratively.
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6 M. Knowles, et al.

Each site adapted the intervention to serve their priority populations (e.g., pa-
tients with diabetes, patients with frequent ED use) and clinical settings (e.g., pri-
mary care practices, EDs). Since this dissemination and implementation study began
in 2019, several sites implemented the IMPaCT intervention during the COVID-19
pandemic, which required additional context-specific model adaptations. The imple-
mentation team conducted regular meetings with all partner sites in the first months
of the pandemic to understand their shifting needs and priorities and subsequently
developed adapted protocols and trainings for virtual operations, including work-
flows for CHWs to conduct COVID-19 prevention messaging and contact tracing.
The team also engaged in a rapid-cycle redesign to help partners make site-specific
adaptations while retaining core components of the IMPaCTmodel. For instance, one
site followed standard IMPaCT workflows for individual work with patients but also
began collective organizing efforts (e.g., gathering safety supplies for a nearby food
bank). The IMPaCT implementation team advised another site, which faced chal-
lenges with remote patient outreach, on using text messaging to connect patients
with CHW support.

Evaluation

Fidelity, Sustainment, and Expansion. We developed a systematic process for mea-
suring CHW intervention fidelity with input from experts in implementation sci-
ence. At 12 months post-program launch, the IMPaCT implementation team con-
ducted virtual observations of and interviews with CHWs, supervisors, and directors
at each site. Because COVID-19 related restrictions hindered our ability to conduct
direct observations on-site, we modified our fidelity assessment to be virtual. Ob-
servers scored interviews and observations in each of seven best practice domains cor-
responding to IMPaCT core components: patient-centered CHW workflows, hiring,
supervision, safety, clinical integration, organizational change management, and per-
formance management. For example, to assess patient-centered CHWworkflows, the
observer asked CHWs to describe their most recent patient enrollment using their
encounter documentation as a guide. Assessment prompts included how CHWs used
the semistructured patient assessment, patient-centered goals, and action steps. To
assess the supervision domain, observers sat in on meetings between supervisors and
CHWs and reviewed supervisors’ use, interpretation, and communication of results
from CHW performance reports that included metrics such as engagement rates and
proportion of patient-centered goals resolved. Each best practice domain was scored
on a seven-point scale (0-6). Individual observation scores were averaged to generate
a program-level score for each domain, and domain scores were averaged to create a
global fidelity score for each implementation site. We also assessed sustainment, de-
fined as whether sites were able to continue implementation of the IMPaCT CHW
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Scaling an Evidence-Based CHW Program 7

model throughout the study period (2019-2022), and expansion, defined as whether
sites expanded use of the model to new geographic and/or clinical areas.
Health Care Use. To evaluate the effectiveness of the IMPaCT intervention, we

examined acute care use for patients who received IMPaCT as compared with eligi-
ble patients who did not enroll, using difference-in-differences regression modeling
to control for secular trends in use during our study period. Patients were identified
based on predetermined eligibility criteria via manual chart review or automated re-
ports of electronic health record data. Criteria for each site are identified in Table 1.
Health care use data were abstracted from electronic health records at each implemen-
tation site. Sites assessed use over a six- or nine-month period pre and post enrollment
for intervention patients and pre- and post-eligibility determination for control pa-
tients (Table 3). Three sites (A, B, D) used a propensity score-matched cohort design,
and one site (C) used a randomized prospective design with continuous recruitment.
Site E discontinued implementation during year one and therefore was unable to
share health care use data with the study team. Among sites using the propensity
score-matched cohort design, matching variables included age, gender, race, ethnic-
ity, primary language, zip code poverty rate, Elixhauser comorbidity index, baseline
number of hospitalizations, and baseline total hospital days, differing slightly across
sites. In site C’s prospective randomized design, patients who met eligibility criteria
and indicated interest were randomly assigned to either receive the CHW interven-
tion immediately or receive usual care and then be offered the intervention with a
12-month delay, using an allocation sequence in a two to one ratio. Patients assigned
to the delayed intervention served as the control group for this site’s health care use
analysis. All sites examined total hospital days per patient, and several sites chose to
incorporate additional measures of acute care use, such as the number of hospital-
izations and ED visits. The University of Pennsylvania Institutional Review Board
reviewed this study and determined that it was exempt from review under the revised
common rule.

Study Results

Fidelity, Sustainment, and Expansion

Four of the five sites (A-D) achieved global fidelity scores greater than 4.0 (Table 2).
Sites had the highest fidelity scores for patient-centered workflows with CHWs con-
sistently implementing concepts from training. The four sites with global fidelity
scores above 4.0 all sustained implementation beyond year one and expanded to new
clinical and geographic areas. Site E health system leadership discontinued program
funding during year one, and this site was therefore unable to sustain implementa-
tion. Site D sustained and expanded implementation through year three, at which
point they experienced leadership changes and discontinued program implementa-
tion. The remaining three sites (A, B, C) sustained implementation at year three.
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Scaling an Evidence-Based CHW Program 9

Health Care Use

Baseline characteristics of intervention participants and matched or randomized con-
trol patients are included as a Supplement. For sites using propensity score matching,
intervention and control patients were similar with respect to most baseline charac-
teristics. At site C, which used prospective randomization, the patients assigned to
immediately receive IMPaCT were younger, less likely to speak English as their pri-
mary language, more likely to be non-White, and had higher baseline rates of ED use.

Difference-in-differences estimates for the relative change in total hospital days,
hospital admissions, and ED visits are presented in Table 3. Three sites demonstrated
statistically significant reductions in acute care use. At site A, intervention patients
had a significant decrease in ED use (−0.35 visits, 95% CI −0.67 to −0.03, P =
.034) in the six months following enrollment in the IMPaCT intervention with no
significant change in total hospital days (−0.96 days, 95% CI −2.71 to 0.79, P =
.282) or hospitalizations (−0.13 admissions, 95% CI −0.30 to 0.05, P = .150).

At site B, intervention patients had significantly fewer hospitalizations (−0.33 ad-
missions, 95% CI −0.59 to −0.07, P = .012) in the nine months following enroll-
ment with no significant change in total hospital days (−1.35 days, 95% CI −3.08
to 0.38, P = .126).

At site C, intervention patients had a significant reduction in total hospital days
(−1.03 days, 95% CI −1.92 to −0.13, P = .024) in the six months following en-
rollment with no significant change in ED use (−0.09 visits, 95% CI −0.40 to 0.20,
P = .587).

At site D, intervention patients did not have statistically significant changes in
either total hospital days (1.31 days, 95% CI −0.37 to 2.99, P = .127) or number
of hospital admissions (0.111 admissions, 95% CI −0.07 to 0.29, P = 0.230) in the
nine months following enrollment.

Discussion

We evaluated dissemination and implementation of the IMPaCT CHWmodel across
five geographically and structurally distinct health system partners serving diverse
and varied patient populations. We found that it was feasible to implement a stan-
dardized CHWprogram that both retained fidelity to the original model and demon-
strated effectiveness in reducing acute care use across sites that differed substantially
by region, care setting (ED, primary care, inpatient), and population served.

Our results provide a model for how health systems and organizations can evaluate
the implementation and effectiveness of CHW programs as they are implemented
in a growing number of health care settings. By conducting direct observations to
evaluate program fidelity, we were able to assess whether each site was able to preserve
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Scaling an Evidence-Based CHW Program 11

the patient-centered CHW workflows and approaches to hiring, supervision, safety,
clinical integration, and organizational change management that are integral to the
IMPaCT intervention. By evaluating expansion and continued implementation, we
were able to assess whether and how health systems were able to maintain their
commitment to this CHW intervention. Lastly, by conducting a rigorous evaluation
examining the impact of the intervention on acute care use, we were able to demon-
strate significant reductions in acute care use among intervention patients at three
of our five sites. These findings are in line with our previous studies, showing that
the IMPaCT intervention led to significant reductions in acute care use. Three sites
both demonstrated high initial fidelity and maintained engagement with IMPaCT
beyond year three. All three also saw significant reductions in acute care use, which
likely helped build the business case for program sustainment.

Our results were especially notable given that program implementation at two of
these three sites spanned the first year of COVID-19 pandemic, a time of acute chal-
lenges and financial difficulties both for communities and health systems nationwide.
Reductions in acute care use were observed across sites with differing modalities for
delivery of CHW services, including fully in-person, fully remote, and hybrid CHW
support. We believe these sites were able to achieve implementation success through
(1) initial fidelity to evidence-based practices for CHW hiring, training, supervision,
and support, and (2) continued engagement with the intervention, including dynam-
ically adapting and innovating specific services delivered by CHWs based on shifting
institutional and patient needs.

Two major challenges to program implementation in this study were shifting in-
stitutional priorities and, relatedly, difficulty ensuring sustainable funding for the
CHWworkforce delivering the intervention. Changes in leadership and institutional
priorities affected stability of the CHW programs at two of our partner sites. All
five implementation sites faced unexpected uncertainty during the first year of the
pandemic, which coincided with intervention implementation. Although some sites
were able to effectively pivot their CHW program to address emerging needs in the
context of the pandemic, other sites found this more challenging. In particular, as an
FQHC, site E may have had fewer financial reserves as compared with other larger
health systems, which may have made it more challenging for them to sustain their
CHW program. Lack of sustainable funding continues to be a challenge for CHW
programs across the country, and lapses in funding can result in both interruption of
services for patients and lack of job stability for CHWs. Our findings highlight the
need for sustainable approaches to funding services provided by CHWs, for example,
through Medicare24 and Medicaid25 reimbursement, to allow organizations to retain
and support these important members of the public health workforce and ensure that
effective CHW interventions can reach all patients in need.
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12 M. Knowles, et al.

Limitations

This study had several limitations. Given the small number of observations conducted
to evaluate fidelity at each site, we were unable to determine whether differences in fi-
delity across sites were statistically significant. In our health care use analysis, despite
our use of propensity score matching to identify appropriate comparison patients at
sites A, B, and D, and our difference-in-differences regression modeling to minimize
the effect of secular trends in health care use during our study period, it is possible that
our results were affected by unmeasured differences between intervention and control
patients or by differing preexisting trends in health care use across intervention and
control group patients. At site A, baseline ED use among control group patients was
lower, which may have biased estimates of ED use reduction in the direction of a
larger estimate of effect. Similarly, at site C, lower baseline levels of health care use
among control patients may have biased results in the direction of a larger estimate
of effect; however, a sensitivity analysis that adjusted for baseline use and other char-
acteristics did not affect the directionality or significance of results. The follow-up
period, in which we assessed fidelity and health care use, was also relatively short and
varied across sites. Future implementation studies should consider assessing use and
fidelity over longer and more consistent periods, including multiple assessments to
determine whether fidelity and effectiveness are maintained over time. Incorporating
program cost information into future implementation studies will also allow for as-
sessments of cost effectiveness, building on a prior study indicating a $2.47 return
for every dollar invested in this CHW model.26

Conclusion

We found that core components of the IMPaCT CHW intervention were imple-
mented consistently across sites, and three of five sites were able to sustain imple-
mentation over a three-year period and demonstrate significant reductions in acute
care use. Success was characterized by implementation fidelity and responding dy-
namically to shifting health system needs and priorities. Health systems may be able
to address social drivers of health and improve population health for patients who have
low income and patients of color by implementing evidence-based CHW programs
with fidelity.
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