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Understanding and building organizational capacity for system change and the

integration of the Community Health Worker (CHW) workforce within the health scare

sector requires a supportive organizational culture among sector leaders and providers.

The aim of this mixed-methods study was to assess organizational readiness for

CHW workforce integration into Arizona Medicaid health systems and care teams. This

collaborative effort was in direct response to emergent state and national CHWworkforce

policy opportunities, and the shifting health care landscape in Arizona – which merged

behavior and physical health. Specifically, and in collaboration with a broad-based,

statewide CHW workforce coalition, led by the CHW professional association, we

assessed 245 licensed health care professionals with experience working with CHWs

and 16 Medicaid-contracted health plan leadership. Our goal was to generate a baseline

understanding of the knowledge, attitudes and beliefs these stakeholders held about the

integration of CHWs into systems and teams. Our findings demonstrate a high level of

organizational readiness and action toward integration of CHWs within the Arizona health

care system and care teams. CHWs have emerged as a health care workforce able to

enhance the patient experience of care, improve population health, reduce cost of care,

and improve the experience of providing care among clinicians and staff.
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INTRODUCTION

The national expansion of health plans and health-plan contracted provider groups that promote
the use of the Community Health Worker (CHW) workforce within clinical care has increased in
the last decade. More markedly with the proliferation of the Quadruple Aim framework, which
acknowledges the critical role of the health care team in healthcare transformation (1), CHWs
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have emerged as a health care workforce able to enhance the
patient experience of care, improve population health, reduce
cost of care, and improve the experience of providing care
among clinicians and staff (2, 3). The inclusion of CHWs
in multidisciplinary care teams contributes to the efficacy of
Patient-Centered Medical Homes (PCMH), Accountable Care
Organizations (ACO) and Community Health Teams (4–6).
In addition to coordinated care, both ACOs and PCMHs
are required to provide routine preventive care and patient
education. CHWs are documented to be well-positioned to
support these entities and effectively meet health reform
mandates for prevention, education and coordination of care
(4, 5). Movement toward Medicaid financing for value-based
purchasing, or health plan reimbursement for patient population
outcomes rather than per capita health services, offers yet another
opportunity for the integration of CHWs into health systems and
as members of the care team.

Medicaid health plans have also begun to act on
opportunities presented by population-driven, value-based
provider contracting to expand and promote CHW activities.
Several state Medicaid programs, including Alaska, Minnesota
(7) and Oregon, have specifically named CHWs as core
participants in health care delivery reform. Oregon’s Medicaid
administered Coordinated Care Organization (CCO) payer-
provider partnerships require the integration of CHWs in the
healthcare team and train several 100 CHWs to support its CCOs
(8). These actions come after the monumental 2014 decision
by the Centers for Medicaid and Medicare (CMS) to issue
guidance to allow states to reimburse for preventive services
offered by non-licensed professionals such as CHWs (9). Yet, few
states have taken advantage of policy opportunities to establish
permanent financing systems to integrate CHWs formally into
the health care delivery system.

Understanding and building organizational capacity for
systems change and integration of CHWs within the health care
sector requires attention to the organizational culture of the
health care sector and the actors operating within in it (10).
Organizational culture is most often defined by the collective
behaviors, values, beliefs, attitudes and norms of the system and
its actors (10). Often, leadership is at the core of organizational
cultural. Here, in response to this special research topic on
integration of CHWs within systems and teams, we aim to
address the topic of organizational readiness to ensure successful
integration of CHWs into health care systems and teams.

Arizona Context
Arizona’s Medicaid health care delivery system has a growing
interest in the potential for the CHWworkforce to impact health
outcomes and costs, motivated at least in part by considerable
policy shifts in the delivery of health care. In October 2018,
Arizona’s Medicaid system, known as Arizona Health Care Cost
Containment System or AHCCCS, implemented the Arizona
Complete Care (ACC). ACC requires Medicaid-contracted
health plans to integrate behavioral and physical health services
within one delivery mode, affecting ∼1.5 million or ∼80%
of Medicaid members in Arizona (11). In the same year,
Arizona’s CHW workforce gained a substantial policy win

through the passage of HB2324, providing the pathway and
infrastructure for CHW voluntary certification and mandating
CHW-driven workforce standards in training, supervision and
career progression (12). While the current policy environment
in Arizona is conducive to the integration of CHWs into health
systems and clinical care teams, individual and systems-level
barriers may hinder the potential for CHW integration to
positively impact health outcomes (13–15).

In direct response to emergent state and national CHW
workforce policy opportunities, and the shifting health care
landscape in Arizona, we aimed to engage the Medicaid-focused
health care sector of Arizona. Specifically, we assessed health
care sector actors critical to organizational readiness and systems
change: licensed health care professionals with experience
working with CHWs and Medicaid-contracted health plan
leadership. Our goal was to generate a baseline understanding of
the knowledge, attitudes and beliefs these stakeholders held about
the integration of CHWs into systems and teams.

MATERIALS AND METHODS

This study was guided by members of the Arizona Community
Health Worker Coalition inclusive of more than 100 CHW
stakeholders, including the Arizona Community Health Worker
Association, CHW employers, the Arizona Department Health
Services, Universities and health policy experts among many
others. As a partnership, we have been engaged in several
CHW workforce assessments with a focus on systems and
environmental change that benefit the workforce as a whole.
Between 2015 and 2019, we implemented a mixed-methods
study with multiple aims: assessing organizational readiness,
onboarding processes and integration of CHWs into Arizona
Medicaid health systems and teams, as well as the perceived
impact of CHW integration on health outcomes and cost of care
among licensed providers in the state. This collaborative study
took place during a period of a fast-moving CHW workforce
policy landscape in the state.

Health Provider Survey
In 2015, to assess organizational readiness for system change and
actual integration of CHWs, we implemented a cross-sectional,
on-line survey with Arizona licensed health providers Table 1.
Our aim was to engage Arizona licensed providers to assess
their knowledge, beliefs, attitudes and professional experience
with the CHW workforce, the perceived influence of CHWs
on patient outcomes and the quality and cost of care, and
the mechanisms for CHW integration within the health care
team. Our brief survey was adapted from and developed in
collaboration with national CHW workforce policy experts with
experience in surveying health care providers and systems leaders
in Massachusetts, Texas and Wisconsin. Our survey was piloted
with local, busy primary care providers employed in Federally
Qualified Community Health Centers (FQHC) and adjusted to
take no more than 5min. We disseminated the survey by email
and face-to-face to the universe of licensed providers in Arizona
serving the Medicaid population and or employed within health
systems that commonly employ CHWs in Arizona. This universe
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TABLE 1 | Health plan interview domain and licensed provider survey questions.

Instrument Topic areas

Health plan leadership

interview guide (N = 16)

Semi-structured, qualitative

small group phone

interviews with 2-3

members of the health plan

leadership team.

I. Familiarity and involvement with CHWs

II. Utilization of CHWs in the Health Plan and

contracted provider network

1. Roles for CHWs

2. Motivation for using CHWs

3. Qualifications/Identification/Recruitment

4. Training CHWs

5. Length of time using CHWs

6. Challenges in hiring and/or integrating CHWs

into Health Plan workforce

III. Determining the value of CHWs in

care management

1. Importance of CHWs in improving quality of

care

2. Importance of CHWs in improving cost of care

3. Most valuable contribution of CHWs to health

plan/networks

4. Evaluation of cost savings or quality of care

improvement

5. Timeframe for demonstrating impact of CHWs

6. CHW influence in designation of High

Value/Center of Excellence

IV. Payment models to support CHWs

1. Financing/How health plans pay to use CHWs

as part of health care team

2. How provider networks are using CHWs to

achieve value-based incentives

3. Interest in and financing of CHWs in

community-based positions

V. Current Arizona law/policies relating to CHWs

1. Value of CHW Voluntary Certification

(HB2324) to health plans

2. Impact of AHCCCS Complete Care (ACC) on

use of CHWs

Licensed health provider

survey (N = 364)

Cross-sectional online

survey

5-point Likert scale ranging

from strongly agree to

strongly disagree

I. Familiarity and involvement with CHWs

II. As a result of working with CHWs, patients are

more likely to:

1. Follow my recommendations

2. Show up for scheduled appointments

3. Maintain regular care

4. Better manage their chronic disease

5. Have good birth outcomes

6. Have more effective communication during

office visits

7. Have better access to care

III. In my experience, CHWs have contributed to:

1. Reduction in the cost of care for high risk or

high-cost patients

2. Reduction in the cost of care for NON-high

risk or high-cost patients

3. Improved health outcomes for high risk or

high-cost patients

4. Improved health outcomes for NON-high risk

or high-cost patients

5. Prevention of high risk or high-cost

health conditions

IV. In my experience, CHWs have saved me time:

1. Arranging clinical referrals and follow-up

for patients

2. Arranging social service referrals for patients

3. Educating patients on disease management

4. Educating patients on health promotion (i.e.,

nutrition and physical activity)

(Continued)

TABLE 1 | Continued

Instrument Topic areas

5. Educating patients on healthy childbirth

V. Overall, how do CHWs in your organization work

with the primary care team:

1. Meeting regularly with primary care staff

2. Regularly receiving patient referrals or

assignments from primary care staff (for

needed education sessions or home visits)

3. Providing interpreting services

VI. What would make you more likely to utilize

CHWs as part of the health care team:

1. More evidence that CHWs improve

health outcomes

2. If CHWs services were reimbursed (i.e., By

Center for Medicare and Medicaid Services

(CMS), AHCCCS, third party payers)

Authors’ description of survey and interview guide domains.

of providers included all 22 FQHCs, the three Indian Health
Service (IHS) Areas of Arizona and all tribal health centers
and clinics, as well as various behavioral health centers, local
and state health provider professional associations and networks
(i.e. family medicine, nursing, social work, pharmacists). Survey
questions are detailed in Table 1 and followed a 5-point Likert
scale ranging from strongly agree to strongly disagree. Variables
were collapsed into three categories: Agree, Unsure and Disagree.
Due to very low percentages within the Disagree category,
data is presented as Agree and the remaining proportions are
Unsure. Analysis was performed using Stata Statistical Software.
Descriptive statistics were generated to characterize patient
demographics and stratify by provider practice type, including
(1) Federally Qualified Community Health Center, (2) Indian
Health Service/638 Clinic/Hospital, (3) Health Practice and (4)
Other Health Practice (inclusive providers employed in solo
practice, group practice, managed care organization, and or
hospital-based practice.

Health Plan Leadership Interviews
In 2018, we assessed organizational readiness for system change
and actual integration of CHWs, including the recruitment,
training and onboarding process among Medicaid-contracted
health plans. We collaborated with health policy experts from
the Arizona Association of Health Plans (AAHP), an alliance
of Arizona Medicaid-contracted health plans that represents the
policy interests of these plans, and the Arizona Department
Health Services Table 1. Together we engaged leadership of all
six Medicaid-contracted health plans through 60–75-min, semi-
structured qualitative interviews. Through purposive sampling
of health plan leadership teams, which often included the
chief medical officer (CMO), chief operating officer (COO)
and the chief financial officer (CFO), we explored current and
projected utilization, recruitment, training, and financing of
the CHW workforce among other topics described in Table 1.
Purposive sampling and inclusion of various leadership team
members in the single interview was recommended by our
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health policy expert partners to ensure comprehensive responses
to the domains of the interview guide that may or may not
have been known by any one individual leader. Questions were
piloted with one health plan leadership team, inclusive of a
team of CMO, CEO and CFO, and adjusted to strengthen
interview flow and timing, reflect key areas of focus and adapt
for changes in Arizona health policy affecting CHWs and health
plans. Recruitment occurred through the AAHP partner, who
explained the project to health plan leadership during regularly
scheduled meetings. Leaders were provided the interview guide
and asked to identify members of their team with adequate
knowledge to answer the questions. Researchers worked directly
with designated health plan liaisons to schedule the interviews,
which were facilitated by the same primary interviewer trained
in qualitative research methods. Interviews were audio recorded
and transcribed verbatim. A team of two research staff, inclusive
of the primary interviewer and the primary study lead, used
a collaborative analysis approach to first, discuss and identify
common themes for the major domains of the interview guide
and then to develop a code book, later confirmed by study
partners (16). The Community Health Worker Core Consensus
(C3) Project’s 10 CHW core competencies definitions were
used to code for CHW core competencies. Using Atlasti eight
qualitative research software, the primary interviewer coded the
interviews using the agreed upon codebook. Through a process
of consensus, the two researchers met face to face over a series
of meetings to interpret the findings, address discrepancies in
coding and prepare coding memos which were shared with study
partners for final interpretation of results (16, 17). Triangulation
of the complementary data sources (survey and interviews)
occurred in two phases: (1) first, we created a comprehensive
description of the characteristics and other emergent themes
found in the provider survey results and the health plan
leadership interviews; and then we (2) compared and contrasted
the relationships and identified commonalities and differences in
knowledge, beliefs, attitudes and professional experience with the
CHW workforce, the perceived influence of CHWs on patient
outcomes and the quality and cost of care, and the mechanisms
for CHW integration within the health care team. These
interpretations were again shared back with research partners for
interpretation recommendations.

RESULTS

Results will be presented by selected survey and interview
guide topics outlined in Table 1. A total of 364 Arizona
licensed providers completed the survey in its entirety. Given
our focus on licensed providers with experience with CHWs,
our analysis includes only the 245 (70%) providers who
reported direct or indirect involvement with a CHW. Among
these providers, 91% (N = 223) were somewhat to extremely
familiar with CHWs. Physicians, Physicians’ Assistants and
Nurse Practitioners accounted for 65% (N = 160) of the sample.
Approximately 56% (N = 137) of the sample were currently
employed in a clinical setting designated as a patient center
medical home model (PCMH). Participants represented the

breadth of health care contexts: 39% (N = 88) of participants
were employed in a FQHC, 29% (N = 66) in Indian Health
Service/638 Clinic/Hospital, and 32% (N = 74) in a group,
solo practice, managed care, or hospital-based practice. We
coupled this survey with interviews with 16 (N = 16) individuals
representing leadership roles within six AHCCCS Complete
Care (ACC) contracted health plans, as of October 1, 2018.
Participants held positions of chief management, medical,
financial and quality assurance officers. Over half of health
plan leaders interviewed were employed with the health plan
for at least 5 years. Approximately 90% of health plan leaders
interviewed were moderately to extremely familiar with CHWs;
those with less familiarity with CHWs were those in financial
management roles.

Integration Within Systems and Teams
Among licensed providers, we assessed ways in which they
believed CHWs were integrated into the clinical care team
Table 2. Respectively, 48, 68, and 52% of providers surveyed
reported CHW integration, taking one or more of the following
forms: CHWs receive ongoing referrals or assignments by
provider staff (N = 166); CHWs have regular meetings with
clinical care team staff (N = 107); and or CHWs provide
translational or language interpretation services for patients
(N = 126). We assessed CHW integration within health plans by
first asking participants to describe the known roles CHWs play
within their organization and within their contracted provider
networks. Health plan leaders interviewed described nearly all
of the 10 CHW core competencies in their descriptions of
CHW integration Table 3. Most often, leaders described CHW
integration within health plan systems and within care teams as
connecting members to community resources, providing health
behavior education, assisting in health system navigation, and
conducting outreach to hard-to-reach health plan members.
Health plan leaders emphasized the importance of CHWs’ ability
to address social determinants of health by connecting members
to community and health resources. In one instance, leaders from
Health Plan A described expanding the role of the CHWs from a
limited, telephone-based, patient navigation role — to a broader
role focused on the social determinants of health within the home
and clinic. According to leadership, CHWs are now employed
as part of an interdisciplinary care team that works with high-
need members. CHWs on this team are highly integrated into the
health care team and have a variety of roles including connecting
members to community resources to address social determinants
of health and provide health behavior support and education.
Leaders described in detail:

“They [CHWs] do a lot of resource finding [. . . ] a lot of the social

determinants they are focused on, but also chronic disease support

and management, goal setting, SMART goal setting with patients

around their medication adherence, their disease management,

their wellness and making sure they make their appointments,

making sure they know how to use the medical system, they might

accompany people to a medical or behavioral health appointment

and then they support the other roles of the team. They are the

support system for the nurse practitioner, the clinical pharmacist,

the behavioral health specialist and the nurse. . . ”
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TABLE 2 | Forms of CHW integration and licensed health care provider attitudes and beliefs about the impact of CHW integration patient health outcomes, provider time

and cost of care.

Agree/Strongly agree

Total FQHC/Clinic Health practicea IHS/Tribal clinic Otherb

Forms of CHW integration with clinical care team

Meeting regularly with primary care staff 44 (107/245) 53 (49) 56 (35) 21 (14) 43 (9)

Regularly receiving patient referrals or assignments from primary care staffc 68 (166/245) 75 (70) 71 (45) 56 (38) 62 (13)

Provide interpreting services 52 (126/243) 50 (46) 60 (37) 46 (31) 57 (12)

As a result of working with a CHW, CHWs have contributed to:

Good birth outcomes 52 (123/237) 50 (43) 55 (33) 49 (34) 59 (13)

Prevention of high risk or high-cost health conditions 65 (160/247) 73 (68) 65 (41) 54 (37) 64 (14)

Improved health outcomes for high risk or high-cost patients 69 (170/247) 75 (70) 67 (42) 64 (44) 64 (14)

Improved health outcomes for NON-high risk or high-cost patientsc 61 (151/247) 73 (68) 54 (34) 56 (39) 45 (10)

Reduction in the cost of care of high risk or high-cost patients 55 (135/247) 60 (56) 59 (37) 43 (30) 55 (12)

Reduction in the cost of care of NON-high risk or high-cost patientszc 47 (115/247) 57 (53) 46 (29) 33 (23) 45 (10)

CHWs have saved provider time in:

Arranging clinical referrals and follow-up for patients 65 (161/247) 69 (64) 73 (46) 55 (38) 59 (13)

Arranging social service referrals for patients c 69 (171/247) 71 (66) 81 (51) 52 (36) 82 (18)

Educating patients on disease management 70 (174/247) 70 (65) 67 (42) 74 (51) 73 (16)

Educating patients on health promotion 77 (190/247) 80 (74) 70 (44) 80 (55) 77 (17)

Educating patients on healthy childbirth c 52 (122/236) 55 (48) 53 (32) 42 (28) 64 (14)

As a result of working with a CHW, patients are more likely to:

Follow my recommendations 76 (186/246) 78 (72) 76 (48) 71 (49) 77 (17)

Show up for scheduled appointments 74 (184/247) 73 (68) 75 (47) 74 (51) 82 (18)

Maintain regular care 76 (187/247) 80 (74) 76 (48) 70 (48) 77 (17)

Better manage their chronic disease 72 (178/246) 78 (72) 68 (43) 68 (47) 73 (16)

Have more effective communication during office visits 64 (158/246) 73 (68) 61 (38) 55 (38) 64 (14)

Have better access to care 80 (196/246) 85 (79) 73 (45) 77 (53) 86 (19)

aHealth Practice include solo practice, group practice, managed care organization and behavioral health.
bOther includes items were sites that did not fit into any other pre-defined category.
cStatistically significant at the 0.05 level.

TABLE 3 | Community health worker core competencies and roles utilized within arizona medicaid-contracted health plans.

Rolesa Health Health Health Health Health Health

Plan A Plan B Plan C Plan D Plan Eb Plan F

Cultural Mediation among individuals, Communities, and Health and Social Service Systems ✓ ✓ ✓ ✓ ✓

Providing Culturally Appropriate Health Education and Information ✓ ✓ ✓ ✓ ✓

Care Coordination, Case Management, and System Navigation ✓ ✓ ✓ ✓

Providing Coaching and Social Support ✓ ✓ ✓ ✓

Advocating for Individuals and Communities ✓ ✓ ✓

Building Individual and Community Capacity ✓ ✓ ✓ ✓

Providing Direct Service ✓ ✓ ✓ ✓ ✓

Implementing Individual and Community Assessments ✓

Conducting Outreach ✓ ✓ ✓ ✓ ✓

Participating in Evaluation and Research

Community Health Worker Core Consensus (C3) Project: 2016. Recommendations on CHW Roles, Skills, and Qualities. Access at http://bit.ly/2wzz2oe; Authors’ analysis of data from

the Integration and Financing of Community Health Worker. Workforce in AHCCCS Health Plans interviews, 2018.
aThe Community Health Worker Core Consensus (C3) Project: A report on the C3 Project Phase 1 and 2. Together Leaning Toward the Sky; 2019. https://www.c3project.org/.
bHealth Plan utilizes peer support workers only.

A ✓ indicates that the given role (identified as a core CHW role by the C3 Project) is performed by CHWs employed by the health plan.
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Participating leaders from Health Plan B further described
how they employ CHWs in a variety of roles including
patient navigation, patient advocacy, health education, as
members of the interdisciplinary health care team, and
in conducting outreach. Much of their work involves in-
person interactions with members, connecting them with
community and health resources to address social barriers
to health. In Health Plan F, CHWs were described to act as
integrated members of their care management and member
engagement teams and support addressing social determinants
of health including transportation, housing, food insecurity,
and employment. It is notable that only one health plan
leader described the CHW core competency of implementing
individual and community assessments. This core competency
could help plans identify and address population level
determinants of health.

CHW Identification, Recruitment and
Training
Health plan leaders described in detail the ways in which they
identify and recruit CHW team members. Recruitment was
generally described as occurring through referrals from current
employees and from partner organizations or training programs.
The most commonly required qualifications included a health-
related degree or certification, computer skills, communication
skills, experience in a health care setting, and familiarity with
community resources. Health Plan A leadership identified a
variety of skills they look for in a CHW, including customer
care experience, computer skills, basic familiarity with medical
records, communication skills, and being both bilingual and
bicultural. In terms of recruitment, the plan specifically
mentioned FQHCs that often identify outstanding existing
employees and provide them with the training to become CHWs.
Health Plan F leaders also identified several key skill areas they
look for in CHWs, including a degree or certification related
to health or social services (e.g., CNA, or BA in social work),
some experience in the health care setting, familiarity with the
culture and resources of the community served, and knowledge
of or desire to learn about both motivational interviewing
and trauma informed approaches. The recruitment process for
CHWs started with internal job postings, as well as external
sites connected to the health plan, and taking referrals from
current CHWs. Health Plan B sought CHW applicants who
had lived experience in the areas of health care navigation,
care giving, or community services. The plan preferred to
hire CHWs with CHW certification (12), and emphasized
their willingness to support an employee to become certified.
Recruitment primarily happened through community partners,
word of mouth, and certification programs that used their plan
as a practicum site.

Leaders at Health Plan E, which at the time did not
employ CHWs, described the basic qualifications for Peer
Support Specialists (PSS), a type of CHW workforce currently
recognized by the Arizona Department of Behavioral Health
Services (DBHS) and whose services are reimbursable by Arizona
Medicaid. They described the qualifications for PSS as having

“lived experience,” meaning personal experience – as opposed
to formal training – with the criminal justice system, with
alcohol or substance use and or history of mental illness; being
over the age of 21; and having a fingerprint clearance card.
Similarly, Health Plan C leaders spoke specifically about PSS,
and required these same qualifications, in addition to good
computer and communication skills. They identified potential
PSS mainly through current PSS or case managers. FQHCs in
Health Plan C provide network identifies CHWs by their active
role in the community. The health plan also described their
recent contractual relationship with a third-party agency that
hires, trains, and pays for CHWs serving members in one of
their service areas. Health Plan D, which also does not currently
utilize CHWs but planned to do so in the future, stated that they
would look to a community partner that specializes in CHWs,
such as the Arizona CHW professional association, to take the
lead on determining the specific qualifications for CHWs. In
addition, they would prefer for all CHWs to have certification,
for liability reasons.

Training requirements and opportunities for CHW
integration varied widely among health plans. Several plans
preferred to hire CHWs with formal certification, however it
was not required at the time of the interview. While one plan
provided extensive internal training for CHWs, others described
a more basic training (or retraining for current employees)
on health plan systems and community resources. Health
Plan F required extensive internal training for CHWs, using
evidence-based curricula developed by their national team.
CHWs took part in a 2-week training specifically on the roles
of a CHW, followed by a 3-week preceptor ship. Each month
the CHWs participated in grand rounds with the health plan’s
national medical director and received training on a specific
topic such as depression. CHWs received extensive workforce
safety training and trainings related to disease management,
health behavior, and community resources. The health plan
also used “field-based ride-alongs” to train new CHWs through
direct observation of experienced CHWs – an opportunity also
available to health plan leaders and management. Health Plan A
leaders described that within some of their contracted FQHCs
existing employees are often recruited and re-trained to become
CHWs. At the time, Health Plan E only employed PSS, who
were required to go through a state approved Peer Support
Employment Training Program, one of which was offered
internally at the health plan (Since 2012, the state has required
that all PSS pass the state-approved training in order to have
their services billed through Medicaid). Once credentialed, PSS
went through basic employee trainings in areas such as HIPAA.
Leaders from Health Plan C, which only employed PSS at the
time of the interview, discussed their efforts around creating
future CHW positions that would require CHW certification
as well as training on electronic health record systems. They
described working with several Arizona community colleges to
develop and improve their curriculum for CHW certification
to include behavioral and mental health components. In
addition, the health plan had financed the training of
more than 50 people to attend the CHW programs at these
community colleges.
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CHW Integration Contributions to Quality
of Care
We assessed howCHW integration contributed to the quality and
cost of care among providers and health plan leaders Table 2.
Among licensed health care providers surveyed, ∼87% (N =

214) believed CHWs have a positive impact on patient care. In
terms of quality and continuity of care, respondents reported
that patients who have CHW contact were more likely to follow
their recommendations (76%, N = 186), show up for scheduled
appointments (74%, N = 184), maintain regular care (76%,
N = 187), and better self-manage chronic disease (72%, N =

178). Respondents perceived CHWs to increase patient access to
care (80%,N = 197) and enhance the efficacy of patient-provider
communication (64%, N = 158) Table 2. Providers surveyed
believed CHWs saved them time specifically through arranging
clinical (65%,N = 161) and social referrals for patients (69%,N =

171), as well as educating patients on disease management (70%,
N = 174) and health promotion (77%, N = 190). These attitudes
and beliefs were consistent across all health care contexts.

Among health plan leaders, CHW integration was believed to
impact the quality of care in two main areas: medical and social.
In the first area, several health plan leaders described the positive
impact CHWs have on member outreach and engagement, as
well as on the utilization of preventative and primary care. The
reduction of emergency services was also cited as a major benefit
of CHW involvement. CHW impact on housing and justice
involvement was also described. Health plan leaders emphasized
that the value of CHWs was difficult to measure by standard
metrics and that their value was in part due to their unique
understanding of the community served.

Health Plan a noted two main areas of value in terms of
CHW integration: “member outreach” and the completion of
“certain preventative services.” However, they emphasized that
the positive impact that CHWs have on the quality of patient
care often did not align within the “metrics that CMS or other
large agencies have come up with.” Health Plan B had found
that CHWs had a significant impact on improving quality of care
for members, particularly in the area of preventative services.
They measured CHW integration impact on quality of care by
focusing on what happened when certain social barriers (e.g.,
unemployment, lack of transportation, housing insecurity) were
removed as a result of a CHWs efforts. Health Plan C leaders
explained how CHW integration helped to “normalize” the
utilization of health care among populations that traditionally
are reluctant to seek medical services. Health Plan D described
observing positive impacts in lowering emergency department
admissions, reducing involvement in the justice system, and
increasing housing for homeless plan members. Health Plan E,
D and F leaders believed CHW lived experience made them
extremely effective advocates for their clients within the health
system and the community.

CHW Integration Contributions to Cost of
Care
Approximately two-thirds of licensed health care providers
surveyed believed that CHW integration contributed to the

prevention of high risk or high-cost health conditions (65%,
N = 160), improved health outcomes for high risk and high-cost
patients (69%, N = 170) and saved them time with their patients
(66% across all provider categories). Table 2. Health plan leaders
concurred with this belief and described a significant reduction
in member costs due to increased utilization of primary and
preventative services and reduced utilization of emergency and
inpatient services. In addition, CHWs were believed to provide
high value, low-cost services as part of the health care team.

“As the price goes up then the value equation gets a little more

challenged, because in some ways you’re just trying to replace a

higher cost, you don’t need an RN or an LPN or someone with a

given license to do the work, it might be done more effectively by a

CHW, but part of that value equation is that they are a lower cost

staff member.”

Health Plan B found cost savings through the use of CHWs
in large part because CHW activities tend to reduce utilization
of expensive and sometimes unnecessary services such as
emergency room visits, hospital inpatient admissions, and rapid
readmissions. Leaders from Health Plan D had not formally
evaluated cost savings of CHWs, largely because their reasoning
behind CHW integration was focused on improving quality
of care rather than cost. With that said, Health Plan C,
D and E had observed a general reduction in cost around
emergency department utilization, treatment adherence and
hospital inpatient admissions, as members working with CHWs
were more likely to seek primary care and preventative services.
For Health Plan C, members involved with Peer Support
Services were shown to have fewer inpatient events, less
justice involvement, and reduced use of emergency services.
Health Plan E leaders described these impacts as a result of
CHWs preemptively reaching out to high needs members and
connecting them with preventative health care services and
addressing social barriers before a crisis occurs.

Financing CHW Integration
Finally, we assessed how health plans financed CHW integration
within systems and teams. Health plans described four
models used to finance CHW integration; administrative or
operations budget/dollars, grant funding, value-based payment
arrangements and Arizona Medicaid billing codes (PSS only).
Health plan leaders indicated that their plan and provider
networks often used more than one of these finance models
depending on the CHW’s role and position in the health
care team. Several plans utilized administrative funds to
directly employ CHWs, noting however that this was not a
particularly sustainable model and would not be cost-effective for
providers. Administrative funds were used occasionally to pilot
programs, with the goal of ultimately moving toward value-based
purchasing. In Health Plans B and F, CHWs were employees
paid through operations or administrative budgets, while at the
provider network level, CHWs were paid through value-based
contracts. Leaders at Health Plans D and C described providers
in their networks had funded CHW positions through grant
funding, which one leader explained was often restrictive and

Frontiers in Public Health | www.frontiersin.org 7 June 2021 | Volume 9 | Article 601908

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Sabo et al. CHW Integration in Medicaid Systems

resulted in CHW positions that were short-term and frequently
narrow in scope. Many health plan leaders described the utility
of value-based purchasing to allow contracted providers to
achieve high quality outcomes through creative means, such
as hiring non-clinical team members like CHWs. One plan
leader explained their perspective on value-based purchasing,
which is focused on achieving health outcomes rather than
services provided:

“I think value-based arrangements allow for the use of CHWs

because we’re just giving a chunk of money and we don’t dictate how

you use it as long as you’re achieving good outcomes. As opposed

to the current system where you have to be a professional that can

bill for a given unit of service, which is this fee service system. [. . . ]

the reality of value based is about achieving value at high quality

outcomes so it’s not dictating the process by which you do that.”

Health plans employing PSS are able to fund those positions
through Medicaid billing codes for services, in addition to some
administrative or grant funding for specific community-based
projects. Several plans cited the lack of a similar dedicated
Arizona Medicaid billing code for CHWs as a challenge to
creating sustainable CHW integration systems that utilize the full
CHW scope of practice. One leader explained the benefits of a
CHW billing code this way:

“. . . if they (Arizona Medicaid and the Legislature) got CMS’s

approval to have a specific code that could only be billed by

community health workers then yeah, you would see a flood of

CHWs across the state. . . . but again, if that doesn’t happen then

really the only recourse is to come along side and shore it up as

a health plan with different focused grants. . . and that’s the thing

about those grants, you really have to figure out what are you

wanting to accomplish and what a community health worker is. . .

sometimes you lose a little bit of what a community health worker

is when you have it run through grants that are very focused on very

specific populations... Not to say it’s a bad thing but I guess it’s my

longwinded way of saying I support CMS or AHCCCS getting that

code, otherwise you get like CHW lite.”

All health plan leaders noted that it would be “very beneficial
to see CHWs to have their own billing code,” to support
development of future positions.

Challenges to Integration Within Systems
and Team
Among both Licensed health providers surveyed and health
plan leaders interviewed, all discussed several challenges around
hiring and integrating CHWs into the health care systems
and teams Table 4. They highlighted the lack of “consistent
understanding” at the plan and provider network level of CHW
competencies, roles and training needs, which impacts the
training, placement and supervision of potential CHWs. The
CMO of one plan described requiring the members of the care
team to “review the roles, the functions [of CHWs] and how
they would integrate and work together.” Leaders emphasized
the lack of recognition by the state Medicaid system and billing
codes as the major barrier for uptake and scale of CHWs.

Health plan leaders often emphasized the challenges in assessing
CHW integration impact through existing standard metrics set
forth by CMS (18).

DISCUSSION

Provider surveys and health plan leadership interviews
demonstrate that Medicaid-contracted health plans and
their provider networks are rapidly incorporating CHWs into
the health systems and clinical care teams. Both sets of health
care sector actors were knowledgeable of and highly valued
CHW expertise and activities as encompassed under the CHW
core competencies. Among health plan leaders, all understood
and prioritized the cultural, linguistic and lived experience
characteristic of the CHWworkforce and made efforts to actively
recruit, train and integrate CHWs into clinical and community-
based teams to benefit health plan members. CHWs were
considered to add value to patients care by conducting effective
and culturally salient health plan member outreach. For both
providers surveyed and health plan leaders interviewed, such
culturally informed outreach and education activities conducted
in the home, over the phone and in the clinic have resulted in
both anecdotal and empirical evidence of improved access to
health care, use of prevention screenings, appropriate use of
the health care system, including avoidance of emergency room
and hospitalization among members. CHW integration was
considered essential to increasing access to primary care, self-
management activities and behavioral health support for highly
vulnerable health plan members. Such perspectives are critical
as decisions about CHW integration is increasingly influenced
by internal calculations and demonstration projects, even in the
absence of rigorously designed peer-reviewed research (19).

Consistent with the literature, health care providers consider
CHWs to be valuable members of health teams who play a
vital role in addressing medical and social determinants of
health among underserved populations. Health plan leaders were
motivated to integrate CHWs in part by reforms in health
care financing in the United States which are incentivizing
the shift toward a value-based reimbursement structure that
reward evidence of favorable medical and social outcomes (20).
We found health care sector actors to be supportive of the
notion that by utilizing their unique position within their
community, coupled with core competency and disease specific
training, CHWs can play a significant role in improving patient
outcomes and reducing system costs of health care (4, 7, 21).
Also consistent with the existing evidence, CHWs embedded
within the health care team were described to facilitate patient
care coordination between social supports, primary care, and
collaboration with public health and social service agencies to
improve community outreach, wellness education, and chronic
disease management (6, 22). Health Plan leaders and providers
surveyed perceived CHW interventions to improve several
clinical indicators, (23–25) lower risk factors for chronic disease
and mental health (26, 27) and increase medication adherence
(25, 28). For many leaders, CHW interventions were thought
to contribute to a reduction in emergency department visits,

Frontiers in Public Health | www.frontiersin.org 8 June 2021 | Volume 9 | Article 601908

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Sabo et al. CHW Integration in Medicaid Systems

TABLE 4 | Health plan leaders attitudes, beliefs, and values regarding CHW health care systems change and integration.

Theme Thematic summary Direct participant quotes

CHW integration

contributions to quality of

care

Medical needs

-Meaningful outreach and engagement

-Increase utilization of primary care

-Increase utilization of preventative care

-Decrease utilization of emergency services

-Improve treatment adherence

-Supportive in meeting Healthcare

Effectiveness Data and Information Set (HEDIS)

Social determinants of health needs

-Trusting relationship with health plan member

-Normalize health care experience

-Decrease involvement with justice system

-Housing support -Health plan

member advocacy

-Identify and remove social barriers to care

-Save member lives -Encourage

behavior change

“We have all of these health outcomes that we hold our providers to as far as how

many of your members end up going to jail, how many of your members end up in the

ER regularly, that sort of thing and our providers know they can greatly reduce all of

those additional costs with a team of appropriately staffed peer or community health

workers.”

“We have found that for every social barrier that is removed through a community

health worker and tracked through the community impact model, we save $450 in

reduced emergency room visits, reduced length of stay in a hospital and reduced rapid

readmissions. At the same time, not only is there a cost savings but we have found that

there is a significant lift in quality scores when those same social barriers are removed.

Members are 1½ - 2½ times more likely to schedule and complete their primary care

physician visits, they are nearly 7 times more likely to have a better adult BMI score,

they remain more compliant with their diabetes treatment and so on. We have each

measure documented on what the list is by removing a social barrier, which is one of

the key roles that we ask the community health workers to play.”

“They are saving the lives of the people that they are working with in one way or

another. They either help them find a purpose like a job and they feel alive and they

want to be alive, reducing suicides, reducing overdoses, letting people know that they

are not alone that they too can make it through this, so I would say the most valuable

contribution is the lives of our members.”

“I think the idea that someone that is a little bit more of a lay person, a little bit more of

a peer from the community that is field based that actually sees people face to face

offers such a tremendous additional opportunity to the rest of the care team and I say

the rest I mean the nurses and the physicians which are more office and less field

based. You can’t account enough for the value that comes from the direct

intervention and seeing and meeting with people in their environment and in their

home or at their work to try to get a better handle on the needs that they may have

and to get a better understanding of what they are going through relative to the

healthcare that we are trying to deliver to them.”

CHW integration

contributions to cost of care

-CHWs are of high value at a low cost

-Improve adherence to treatment

-Reduce use of emergency services

-Reduce hospital inpatient admissions

-Enhance early identification of

high-cost members

“As the price goes up then the value equation gets a little more challenged, because

in some ways you’re just trying to replace a higher cost, you don’t need an RN or an

LPN or someone with a given license to do the work, it might be done more effectively

by a CHW, but part of that value equation is that they are a lower cost staff member.”

“So reaching out to them instead of waiting for them to come to us and so when I think

about cost, identifying people that are higher cost and those are the folks that these

teams are often times trying to identify and work with earlier rather than later. That’s how

they help reduce costs […] If they can positively influence and impact those individuals

in the ways we talked about earlier we can hopefully reduce that cycling through those

very high cost settings which are not the best or the most appropriate places of care.”

“It [CHW integration] definitely reduces cost for a number of reasons, number one

because it improves adherence and people tend to stay in treatment and follow

through with their treatment more, so that reduces relapse, that reduces maybe the

utilization of the ED [emergency department services].”

Financing CHW integration

via value-based contracts

-Flexible model that allows provider contractors

to achieve high quality outcomes through

creative means

-Payments to providers tied to patient health

outcomes, cost of care, and quality of care

(not fee-for-service).

-Health Plans support (but do not mandate)

CHW integration through value-based

agreements with provider.

-More sustainable than grant funding.

“Generally speaking most value-based contracting going forward is going to be tied to

outcomes rather than processes. … most health plans are moving away from funding

specific processes and dictating what those look like and more funding outcomes. But

I can see again agencies having better outcomes with CHWs that will be able to take

advantage of value-based payment arrangements because of that, because they are

making certain outcomes that they are looking for.”

“We have value-based payment models that are in place with a number of large groups

that are total-cost-to-care based, so if they have an impact on any aspect of cost to

an individual, they can potentially net benefit from that as part of those value-based

payment models. […] sometimes they’ll [the provider] say that CHWs are part of their

planned approach and if they don’t raise that, we usually raise that as a potential best

practice that they should be considering. If they do earn shared savings, we don’t

typically dictate how they can spend those savings but we encourage them to consider

the use of some of those savings that they earn and reinvest it back into their program

and CHWs are one of those areas we make recommendations that they consider.”

“I think value-based arrangements allow for the use of CHWs because we’re just

giving a chunk of money and we don’t dictate how you use it as long as you’re

achieving good outcomes. As opposed to the current system where you have to be a

professional that can bill for a given unit of service, which is this fee service system.

(Continued)

Frontiers in Public Health | www.frontiersin.org 9 June 2021 | Volume 9 | Article 601908

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Sabo et al. CHW Integration in Medicaid Systems

TABLE 4 | Continued

Theme Thematic summary Direct participant quotes

[…] the reality of value based is about achieving value at high quality outcomes so it’s

not dictating the process by which you do that.”

“So I would not say we’re going to have value based payments and you should be

hiring community health workers, that’s not the point of value based. We’re doing

value-based payments and this [value-based payments] allows you all to get creative

with using whatever you need to get those best outcomes. “

Challenges in CHW

integration

-Lack of understanding among providers of

CHW competencies and training needs

-Reliable transportation among CHWs

-Needing to recraft CHW positions to

accommodate non-traditional candidates

-Lack of Medicaid billing codes

-Lack of understanding CHW competencies

and roles among health care team

-Locating individuals with the right combination

of CHW competency and confidence to

integrate into health care team

“Community health workers aren’t currently recognized in the state and so that honestly

causes a lot of challenges for us internally to really develop programs."

“I wouldn’t call them challenges, just things that we process through and we hire

individuals that represent the consumers that we provide services to. We have had to

recraft the position so that some of those positions are part time and many of the

individuals that we hire are non-traditional so we’ve had to adjust our employment

practices to be able to accommodate special needs in a much more highly

specialized fashion.”

Authors’ analysis of data from the Integration and Financing of Community Health Worker Workforce in AHCCCS.

Health Plans interviews, 2018.

(29–33) while CHW integration into the health care team was
consistently considered associated with reductions in health care
cost (29, 34–37), and for some health plans, either anecdotal or
measured, provided a return on investment per dollar invested in
CHW interventions (25, 29, 35, 36). Yet, and very consistent with
existing literature, inherent challenges exist within the health care
system to optimize CHW integration and financing (7).

Implications for Health Care Policy and
Research
In Arizona, the integration of physical and behavioral health
services Mandated by the AHCCCS Complete Care (ACC)
contract provides a policy window of opportunity to advance
and sustain the CHW workforce in contracted health plans (38).
Health plan leadership expect that the ACC will fundamentally
expand the need for CHWs and their core services, as plans
take on an expanded role in meeting membership medical
and non-medical needs. ACC contracted health plans with
experience in the delivery of behavioral health care through
peer supports can provide technical expertise and knowledge
transfer related to the process of developing state Medicaid
billing codes for non-clinical staff (39, 40). In this same time
frame, and partially in response to heightened interest in the
documented impacts of the CHW workforce on the U.S. health
care system, CHW stakeholders have also converged to more
clearly define CHWs’ core competencies and roles (41). To adjust
provider misunderstanding of CHW roles and competencies and
ensure the full range of patient outcomes associated with CHWs,
mechanisms to ensure the integrity of the workforce should be
cultivated and maintained, including organizational culture and
leadership promotive of these values and norms.

The Arizona Legislature recently passed HB2324, which
authorized the voluntary certification of community health
workers and mandated standardized training of the CHW
workforce (12). Arizona Department of Health has established a

9-person advisory council made up of at least 50% CHWs which
will be responsible for establishing CHW core competencies,
training standards, continuing education requirements and other
details related to CHW certification in the state. The Association
of Health Plans was strongly in favor of the legislation and
the organization’s support was pivotal in gaining legislative
support in a state that is largely anti-regulation. Arizona health
plans expressed the benefit of the HB2324 legislative efforts
for voluntary certification, specifically in the opportunity to
recruit and retain highly qualified CHW to meet member
medical and non-medical needs. Voluntary certification may
facilitate reimbursement mechanisms for CHWs, and thus
may be an important consideration for financing in other
states. In Arizona, certification was the avenue for workforce
standardization. Several statewide strategies exist to support the
health system’s capacity to integrate CHWs into systems of care
and clinical care teams, including; (1) Extend Arizona AHCCCS
(Medicaid) billing codes to reimburse for CHW services as in
the case of Peer Supports; (2) Designate CHWs as a provider
and enable CHWs to bill for the full array of CHW core
competency services; (3) Monitor CHW innovations emerging
from AHCCCS Complete Care (ACC) contracts and CHW
voluntary certification legislation; (4) Promote standardized
CHW training among health plans and contracted provider
networks; (5) Share CHW innovations in training, supervision,
hiring, financing and integration within health care teams.

Nationally, Medicaid administrators should leverage existing
channels of communication with CMS officials to advance the
development metrics that more accurately capture the CHW
process and outcomes participants. Health plan leaders in this
study identified a clear need for CMS policy change, to be
inclusive of metrics related to the social determinants of health,
appropriate methodology for measuring CHW integration
within systems and teams. The National CHW Common
Indicator Project could support with identification of CHW
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centered process and outcomes measures (42, 43). Without a
doubt, the attitudes, beliefs and values of the participants in this
research express a resounding call for action on the creation
of CHW-specific billing codes across the CMS system. In the
paraphrased words of the Institute of Medicine Report, CHWs
are effective, and “If these were the results of a clinical trial for
a drug, we would likely see pressure for fast tracking through the
FDA; if it was a medical device or a new technology, there would be
intense jockeying from a range of start-ups to bring it to market”
(44). This research adds to the mounting evidence of the need
for a national strategy toward the development of CHW covered
services, billing codes and metrics for CHW integration within
systems and teams within the health care sector and beyond.

Limitations
Our study has several strengths and limitations. The strength
of this study lies in the broad based CHW and CHW
ally stakeholder engagement to both conceptualize the study
and carry out the entirety of the research process. Through
our partnerships, we were able to interview the universe of
Medicaid health plans in the state. Our limitation includes a
non-representative convenience sample of licensed health care
providers. Although we engaged in an exhaustive sampling
methodology representative of major health care employers
of CHWs and several professional associations of licensed
providers, our sample was not randomized nor representative
of all licensed providers of Arizona. We therefore may be
underreporting the experiences of licensed providers with
experience with CHWs.

CONCLUSIONS

Our findings demonstrate a high level of organizational readiness
and capacity within the Arizona Medicaid system to integrate
CHWs in system and teams. Licensed health care providers and
health plan leaders demonstrated attitudes, beliefs and values
that align with tremendous organizational culture and capacity
to transform and innovate the systems and processes for CHW
integration and financing. As states move toward standardized
CHW certification and the demand for CHWs increases with
the transition to coordinated systems of care, health plans and
providers will benefit from sharing of best practices, challenges
and solutions.
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