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Abstract  The Affordable Care Act recognizes 
Community Health Workers (CHWs) as lay health 
professionals that promote positive health behaviors and 
outcomes for patients in medically underserved communities. 
Despite this validation, there remains a lack of awareness, 
and some controversy, about the role of CHWs, the value of 
their work, and ultimately how their roles relate to primary 
care. The purpose of this feature article is to increase 
awareness about the contributions of community health 
workers to primary prevention and to report several key 
issues identified in the literature and from organizations 
working with CHWS about their evolving and multifaceted 
role in improving primary care and population health. 
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1. Introduction 
Community Health Workers (CHWs) play a distinct and 

valuable role in improving the health of individuals and 
communities. In the United States, CHWs serve on the front 
lines of health promotion and primary care. They work to 
improve health literacy by delivering health messages in 
culturally relevant ways. By navigating people to health 
services and resources, they reduce health disparities in 
vulnerable and marginalized communities. They often serve 
as a connectors and cultural liaisons to ethnic non-majority 
groups and health systems. The body of research relating to 
CHWs and lay health promotion spans over fifty years and 
includes thousands of publications. CHWs, also known as 
Lay Health Advisors (or promotoras or promotores in 
Latino/a communities), have rich histories and a 
longstanding place in population and global health. However, 
the role of the Community Health Worker in the U.S. health 
system is still evolving. The 2010 Affordable Care Act 
described CHWs as "health care professionals," and 
highlighted their work in promoting "positive health 

behaviors and outcomes for patients in medically 
underserved communities."[1] Despite this validation, there 
remains a lack of awareness, and some controversy, about 
the role of CHWs, the value of their work, and ultimately 
how they contribute and operate within the broader context 
of the U.S. health system. 

The purpose of this feature article is to increase health 
professionals’ awareness about the contributions of 
community health workers to primary prevention, and to 
highlight several key issues in CHWs’ evolving role, 
including: common descriptive characteristics of community 
health workers as found in the literature; CHWs’ role as 
community liaisons to organizations and healthcare systems; 
outcomes associated with CHW-assisted health interventions; 
the impact of lay health promotion on communities and self; 
challenges in recruiting, training and supporting CHWs; and 
finally, recommendations for future research. 

2. Descriptive Characteristics of CHWs 
The role of Community Health Worker varies by 

community, and national studies that contribute to a 
comprehensive CHW “profile” are few. The largest U.S. 
survey to date of CHWs was conducted by the Arizona 
Prevention Research Center (AzPRC) at the University of 
Arizona in 2014. The National Community Health Worker 
Advocacy Survey (NCHWAS) was developed to assess the 
state of CHWs as a profession and the impact of CHW 
community advocacy to address health disparities [2]. The 
survey was distributed online and through local, state, and 
national CHW professional organizations, and included over 
1,767 self-identified CHWs. The participants represented 45 
of 50 states and 4 of 14 U.S. territories. Demographic data 
indicated from the 2014 NCHWAS revealed that 89% of 
CHWs completing the survey item on gender self-identified 
as female and the average age in years was 45, with a range 
of 20 years to 77 years. In addition, most of the CHWs 
participating in the survey were Hispanic/Latina/o (45%), 
followed by non-Hispanic White (23%), Black/African 
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American (20%), American Indian/Alaska Native (10%), 
Other (4%), and Asian/Pacific Islander (2%).2 These findings 
were similar to findings from an earlier version of NCHWAS 
survey as reported by Ingram and colleagues in 2012 [3]. In 
their article, Ingram et al. (2012) provided descriptive 
information relating to CHW roles, activities and training. 
Like findings from the 2014 NCHWAS survey, Ingram et al. 
(2012) found that most CHWs were female (92%), and 
self-identified as Hispanic/Latina/o (72.8%) [3]. 

Regarding education level, findings from both studies2,3 
indicated that most CHWs had at least a high school 
education or equivalent (GED). In the AzPRC (2014) article, 
less than 1% of the 1,194 CHWs completing this item on the 
NCHWAS survey, reported they had less than a high school 
degree, while 6% indicated “other,” and 12% indicated their 
highest level of education was high school or equivalent 
(GED) [2]. Sixty-eight percent of the CHWs in this same 
study indicated they had some college or a college degree 
while 14% indicated they had a graduate degree [2]. 

In terms of income, most of the CHWs in the latest AzPRC 
(2014) study who answered the question about income (69%) 
reported they worked for pay, and the majority of those 
CHWs (81%) reported earning less than $50,000 per year 
(which could include mix of CHW work and other jobs). 
CHWs that worked as volunteers and who were unpaid (47%) 
worked an average of 12 hours [2]. 

Ingram et al. (2012) also reported that most U.S. CHWs in 
their sample (n= 371) indicated that they served along border 
regions (62.6%), and in the West (42.9%), and South (34.4%) 
[3]. CHWs in the sample were also more likely to work with 
a non-profit or grassroots organization (36.7%) or 
community health center (27.2%) compared to clinics or 
hospitals (19.1%), the health department (8.5%) or “other” 
(8.5%) [3]. 

Regarding CHW activities and roles, findings from both 
the 2014 and 2012 NCHWAS surveys demonstrated that 
CHWs typically participate in a range of activities, inside 
and outside of clinical settings. CHWs conduct outreach 
work, linking individuals to health systems, health care, and 
social services, and may serve as peer counselors and lay 
health educators. CHWs also reported disseminating health 
information to a wide variety of audiences and addressing 
both chronic and infectious disease, with a focus on 
prevention. Topic most commonly reported, included: 
accessing health services, diabetes, behavioral/mental health, 
nutrition, cancer, alcohol and substance abuse, maternal and 
child health, tuberculosis, HIV, and the management of 
chronic diseases [2,3]. Recent studies indicate that more 
experienced CHWs are becoming involved with research and 
evaluation activities [4].  

3. CHWs as Trusted Liaisons between 
Health Organizations and 
Communities 

The unique role of the CHW in the U.S. healthcare system 
provides real advantages. CHWs can leverage their 

knowledge, relationships and trust within the community to 
forward prevention efforts with the goal of improving 
healthy behaviors among those they serve.3 Studies generally 
recognize that CHWs are more likely to have effective skills 
for engaging patients that help to facilitate lifestyle 
improvements, including modifications in diet and exercise 
[5,6]. Cultural understanding and community trust-building 
are essential skills required when working with any 
community, but especially within marginalized and high-risk 
populations. In Australia, for example, CHWs with a history 
of injection drug use, successfully worked with patients who 
also injected illegal drugs [7]. Results indicated CHWs’ 
personal experience of drug use became an asset, enabling 
them to build trust with clients, and creating non-judgmental 
interactions that helped clients become active participants in 
the management of their healthcare.  

It is common and necessary that social and personal 
characteristics strongly shape CHW roles and their work. 
According to Ileana Ponce-Gonzalez of Migrant Clinician’s 
Network (2016), an organization that trains and supports 
CHWs throughout the Pacific Northwest: 

“CHWs are particularly valuable in communities that 
serve marginalized populations such as immigrants 
and seasonal migrants, since those communities often 
lack enough adequately-trained staff to reach this 
hidden community and a dearth of interventions that 
appropriately address the social determinants of health 
that most strongly impact the population [8]." 

4. Outcomes Associated with 
CHW-assisted Health Interventions 

CHWs are uniquely positioned to facilitate change in 
non-majority, vulnerable, and marginalized communities 
experiencing inequitable access to health services. Several 
studies indicate that CHW-led programs and interventions 
achieve better health outcomes than approaches that do not 
[9,10,11,12,13,14,15,16,17,18,19]. The literature 
consistently demonstrates that CHW’s roles in primary 
prevention are substantial in ways that are more often 
documented using qualitative measures, such as: increasing 
self-efficacy and feelings of social connectivity; 
[19,20,21,22,23] improving trust between vulnerable 
populations and healthcare providers [20]; improving 
motivation of participants to participate and remain in health 
programs and activities [10,23], and promoting and 
enhancing cultural understanding [2,5,7,19, 24]—all factors 
that are associated with positive health outcomes [25,24]. 

In a study conducted in Los Angeles, CHWs worked 
alongside health professionals in a low-income, largely 
Latino community. They implemented a culturally tailored 
intervention that involved group education (8 classes) 
followed by 4 months of individual teaching and coaching 
(home visits and telephone calls), with the goal of improving 
lifestyle behaviors related to smoking, diet, and exercise. 
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Latina CHWs (promotoras) motivated behavioral change 
through videos, role play (skits), and culturally-appropriate 
brochures. They achieved better attendance at classes than 
the control group and influenced greater more positive 
behavioral responses to individual coaching—factors cited 
as vital for improving outcomes in dietary habits, waist 
circumference, and physical activity [26]. 

Another study described how promotoras provided 
education that was specific and appropriate to the people 
they served—Spanish-speaking farmworkers in North 
Carolina [24]. Sharing a common culture, these CHWs 
understood community needs, language, and barriers, 
enabling them to better share information and facilitate 
lifestyle changes that resulted in improved outcomes. 
Similarly, in an Oregon study, CHWs who utilized popular 
education methods (participatory methods used by Paolo 
Freire to engage poor communities) within their Latino and 
African-American communities were able to promote 
wellness and self-efficacy [27]. CHWs introduced 
experiential methods such as dinámicas (games with an 
educational purpose), socio-dramas (short skits illustrating a 
problem), small group work and other techniques to improve 
the acquisition and retention of healthcare knowledge. 
Community members acquired a stronger belief in their 
ability to create and effect changes in their health. 

CHW-led activities have positive results in the 
management of chronic diseases, most notably diabetes, 
which in many cases involves lifestyle changes as well as 
medication management [26,28,29]. Otero-Sabogal and 
Arretz (2010) reported that team-led disease management 
programs involving CHWs resulted in improved glycemic 
control among patients vs. at baseline. Results also indicated 
higher satisfaction with overall care among these patients 
and their physicians [28]. Empirical outcomes from 
additional studies show that CHWs are effective in helping 
patients manage glycemic levels, cholesterol, and 
hemoglobin (A1c) [6,23]. However, the Rothschild study 
found no effect on blood pressure control, adherence to 
medications, or glucose self-monitoring. In another study, 
promotoras demonstrated RN-level accuracy when using 
non-invasive tools to screen for diabetes and cardio-vascular 
disease in a Latino migrant farmworker population [29]. 

These interventions show that CHWs increase the 
cost-effectiveness of traditional healthcare delivery systems. 
However, the entire notion of effectiveness may be changing, 
with less focus on precise financial return on investment 
(ROI), and more emphasis on general health outcomes and 
reduction in disparities [30]. Relative to this perspective, 
CHWS have proven they can achieve both and are essential 
partners in supporting primary prevention. Laura Flores 
Cantrell, Senior Program Officer for the Washington Dental 
Services Foundation, provided the following example of 
how CHWs are helping to improve oral health disparities 
among communities in Washington State: 

“To reduce oral health disparities in the state of 
Washington, [we are] investing in engaging, training 
and expanding CHW programs. In only the first several 
months of this effort, over 250 CHWs were trained to 
address oral health. As a result, CHWs are playing a 
critical role in building individuals’ understanding of 
the interrelationship between oral health and overall 
health, identifying risk and protective factors that 
influence oral health in specific communities, and 
sharing oral health knowledge, tools and resources 
available in communities to connect people to care” 
[31]. 

5. Transforming Self and Community 
Playing a vital role in improving outcomes in the 

communities they serve has led to positive effects on CHWs 
themselves. In North Carolina, CHWs (referred to as Lay 
Health Advisors in the study) conducted a pesticide safety 
education program targeting farmworker families. After the 
program, in-depth interviews with the CHWs revealed an 
increase in self-efficacy and perceived empowerment, 
resulting in improved ability to teach and impact their 
community [24]. CHWs have grown in their work as 
advocates, promoting the idea that they are leaders in the 
community, and able to influence community decisions [32]. 
For promotoras in another study, the role was transformative, 
nurturing a stronger sense of self-efficacy and confidence, 
which in turn led to greater effectiveness as they interacted 
with healthcare consumers in their community [33]. 

Looking more broadly at the effectiveness of CHWs, 
evidence points toward significant impacts on communities 
as a whole [24,34]. As CHWs are increasingly integrated 
into health systems, and part of health teams serving 
vulnerable and marginalized populations of which they are a 
part, we see reductions in health disparities, increased 
use of health services and improved health outcomes
 [9,35,36,37,38,39]. Ponce-Gonzalez (2016b) explains, 
“CHWs’ non-judgmental nature, their ability to listen and 
work well with patience over time, fosters meaningful use of 
the health and social service system and improves health and 
well-being in communities with complex needs.”39 These 
community-level improvements increase general awareness 
of health issues in communities facing the challenges of 
poverty, language barriers, and poor access to healthcare 
services [37,27]. 

Other studies show how CHWs’ work may lead them to 
increase their level of civic engagement and community 
health advocacy. Farquhar and co-authors (2008) found that 
using a community-engaged (e.g. popular education) 
approach to health promotion increased the number of 
CHWs/promotores who participated at community events, 
the number holding leadership positions, and CHWs’ 
reported sense of community solidarity [40]. Sabo and 
colleagues (2013) surveyed a U.S. sample of 371 CHWs 
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(53% Latina/o) and found that over 75% of them were 
participating in some form of advocacy, ranging from 
promoting change within their organizations (77%) to 
participating in civic efforts (57%) to engaging in political 
advocacy (46%) [41]. 

There is also evidence of a gradual shift in focus among 
CHWs over time: shifting away from the "micro" 
to the "macro" view. Alfaro-Truillo, Valles-Medina, and 
Vargas-Ojeda(2012) examined characteristics of CHWs / 
promotores serving communities on the Texas-Mexico 
border, and through mixed methods, observed a 
"transformation" from CHWs’ initial attention to individual 
and family health to concerns for the larger community.42 
Hence, providing additional training and programs to 
strengthen CHWs’ "collective efficacy" (e.g. ability to 
achieve a task or goal as a group) and advocacy skills may 
further enhance positive social change within their 
communities [41]. 

6. Improving Recruitment, Training and 
Retention of CHWs 

Examining the motivations of individuals, mostly women, 
for becoming CHWs can inform recruitment and retention 
efforts. Ramirez-Valles (1999) was one of the first to publish 
on the topic of motivators and facilitators for becoming a 
CHW.43 Personal development and self-actualization 
emerged as primary themes in the narratives of promotoras. 
Ramirez-Valles (2001) explored this topic further and 
determined that there are four categories that describe 
women's motives for becoming a CHW: getting out, serving, 
learning, and women’s betterment [44]. The story of Maria, 
who became a CHW after immigrating to New York from 
Puerto Rico illustrates this pattern. Becoming a CWH 
enabled her to serve her community, which she describes as a 
labor of love, and 'her passion'; it also enabled her to 
participate in work that she felt improved her own life [45]. 
These compelling personal narratives shed light on the 
nature and motivating factors that lead many people 
(primarily women) into community health work as well as 
factors that keep them engaged in it (e.g., providing ongoing 
opportunities for self and professional development; 
working with communities to initiate change, etc.). 

Research has also shown that a CHWs’ experiences with 
“success” also impact their motivation to continue as a CHW 
[38]. Programs and organizations that address social 
determinants are more likely to achieve improved health 
outcomes, and this can have a positive impact on a CHW’s 
feelings about their work and sense of fulfillment. For 
example, Cherrington et al. (2008) showed that interventions 
focused exclusively on diabetes achieved greater success 
when CHWs were more aware of non-medical issues that 
impacted health outcomes and lifestyle, such as one’s 
proximity to stores with fresh fruits and vegetables, one’s 
income level, and physical environment [38]. CHWs can be 
more successful when interventions account for these 

broader socio-ecological factors, and support CHWs efforts 
to address them.  

Additional factors, such as cross-cultural communication 
and cultural humility can impact CHW recruitment and 
retention. Health professionals and clinicians who display 
greater cultural humility and understanding are more likely 
to perceive CHWs as valuable contributors to a healthcare 
team [5]. Cultural humility is also a key factor to improving 
quality of healthcare for non-majority and marginalized 
populations [4,37.5]. 

Immigration status may serve as a barrier to recruitment 
and advancement of promotores/as. Eleanor Marsh, 
President of the Washington Hispanic Nurses Association, 
offers this explanation: 

“A person’s undocumented status is a double jeopardy 
for them. It is challenging to address the needs of their 
communities, while they, themselves, suffer daily stress 
due to laws preventing them from receiving 
compensation and certificates for their professional 
development. For example, a promotora leader who 
was given the opportunity to participate in a 
health-related training workshop confided in me that 
she could not accept the opportunity due to laws 
surrounding her immigration status. Yet, she still 
contributes directly to improving the health of those in 
her community while organizations and the larger 
society benefit from her efforts but turn a blind eye to 
her situation (Marsh, 2016)” [47]. 

Finally, despite strong commitment among CHWs, low 
pay remains a factor in retaining experienced CHWs [38]. 
Some CHWs are not paid and are expected to volunteer their 
time as an act of “service" [2]. Alfaro-Trujillo and colleagues 
(2012) found that for many CHWs, “the monetary 
compensation is a fee necessary to cover the expenses 
involved in community work” [42]. Furthermore, some 
CHWs who are paid indicate that the compensation they 
receive is not high enough; some are required to obtain 
additional work to help support their families [42]. Cantrell 
(2016b) argues, “For the CHW workforce to expand and 
thrive, it is important to secure a sustainable funding 
mechanism” [48]. With studies emerging showing the 
cost-effectiveness of CHW and lay health promotion 
programs, and the reimbursement for CHWs through the 
ACA, compensation should be a priority issue for 
organizations working with CHWs [49]. 

7. Discussion 
Given CHWs benefit to population health and to their own 

health and development, expanded and improved efforts to 
train and support CHWs are warranted. Evidence is clear that 
CHWs can benefit from specific training that improves skills, 
increases confidence, and promotes a more contextualized 
view of client needs [50]. Historically, specific training for 
CHWs has been inconsistent. However, Kash, May & 
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Tai-Seale (2007) indicated that valuable trends in CHW 
professional development are emerging, including formal 
schooling at the community college level, on-the-job training 
for improving standards of care, and certification at the state 
level.22 This uneven landscape may limit the recognition and 
perception of CHWs as valued members of health-care teams. 
In fact, a lack of state certification has been shown to impact 
RN's perception of CHWs' ability to deliver quality 
healthcare in a team setting [51]. RNs in the study showed 
more acceptance of working with CHWs in team-based care 
if the CHWs had completed state certification. This provides 
impetus for improved and/or expanded training and support 
for CHWs at the state level. States such as California, Texas, 
and Massachusetts provide individual certification and 
training for CHWs as well as for organizations that provide 
training for CHWs. 

However, what is meant by “training” can differ vastly 
from one state to the next due in large part to the ongoing 
debate about what constitutes a common core of 
competencies for CHWs [52,54]. In addition, certification, in 
some states, can cost over $1,000 and this is not affordable 
for prospective CHWs. In addition, access to certification 
training may be a problem for those living outside of urban 
areas and may also be inaccessible due to language barriers. 
For example, not all states, even those serving burgeoning 
Latino/Hispanic populations, offer trainings in Spanish. 
Moreover, since not all states require CHW certification, 
there may be a lack of incentive to complete it—especially in 
light of certification costs and other barriers previously 
mentioned. Finally, there is currently no published evidence 
that CHW certification increases employment opportunities, 
improves working conditions, and/or increases pay 
compared to CHWs that are not certified [54]. 

Overall, there is significant evidence that health programs 
involving CHWs report more favorable outcomes than those 
that do not, so efforts to further integrate and support the 
CHWs as contributors to the health system and into 
team-based approaches to healthcare delivery are warranted. 
Research has shown that team-based approaches to 
healthcare delivery that partner with CHWs enhance a 
patient’s self-management skills, feelings of trust, clinical 
outcomes, and satisfaction with overall care [28]. 

8. Conclusions 
The road ahead offers great opportunities for CHWs and 

their role in primary care, though in many cases, this will 
depend on effective policy changes and a continued effort to 
increase awareness of how CHWs play a valuable role in 
health promotion, prevention, advocacy and research. Most 
states are still trying to determine the best way forward. 
However, there is much to learn from states such as 
Massachusetts and Minnesota, which have modeled how 
CHWs can be engaged in authentic collaboration with allies 
in health care, public health, academia, non-profits and 
charitable organizations to lead policy change, advance 

health equity, and expand the role of CHWs [1]. In 
Massachusetts and Minnesota, policy changes and 
certification programs for CHWs were informed by 
organized assessments of the CHW workforce, establishing 
groups to respond to and review the assessment findings, and 
finally taking legislative action to support integration of 
CHWs into the healthcare system [55]. In Massachusetts, the 
following were identified as key elements in a successful 
campaign to enact legislation requiring the state to develop a 
CHW certification program: 1) nurturing CHW leadership 
and organizational capacity; 2) defining CHW workforce 
issues as linked to politically salient problems; 3) building 
viable policy proposals; and 4) pursuing an advocacy 
strategy.1 However, as mentioned previously, increasing 
certification programs alone does not result in increased 
employment opportunities for CHWs [54]. Effective 
advocacy to promote the role of CHWs is needed as well as 
increased public understanding of the vital role CHWs play 
within the broader healthcare system. 

Furthermore, creating opportunities for inter-professional 
education as part of certification programs, or offering CHW 
trainings in partnership with medical schools, hospitals, 
clinics, and community health centers, will help to enhance 
the integration of CHWs into team-based primary care 
models. Moving forward, there is a need to explore the 
impact of CHW certification on the integration of CHWs 
within organizations, especially within healthcare systems. 
There is also a need for researchers to further examine the 
complex (and sometimes competing) forces that support or 
inhibit the recognition and integration of CHWs as valuable 
contributors to primary care and community health. These 
will be the first steps to achieving a broader, deeper, and 
ultimately more effective team-based approach to population 
health and healthcare within the U.S. health system. 
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