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Building Capacity for Community Health Worker Integration: Three Key Steps
State Policymakers Should Take during the COVID-19 Crisis and Beyond
Over the last several months, the pandemic has been a sobering reminder of the lack
of strong community connections in much of our health care delivery and public health
systems. The inequitable distribution of resources, unhealthy community conditions, and
disproportionate burden of chronic illnesses have contributed to major racial and ethnic
disparities in COVID-19 infections and deaths. And state contact tracing and COVID-19
testing efforts have failed to reach many vulnerable communities.1, 2
Community health workers (CHWs) have a record
of success in addressing health disparities and
improving health outcomes and they can play
an important role in responding to public health
crises.3, 4 This invaluable workforce is needed now
more than ever. In the immediate term, CHWs can
play an essential role in states’ COVID-19 response
efforts, connecting health systems and public health
agencies to the at-risk communities in which they are
based.5 They can take part in surveillance and contact
tracing, provide community-level education, connect
patients to health and social resources, and provide
home-based services and supports to people who are
in social isolation and quarantine.
Over the longer term, CHWs can reduce the burden of
chronic illness and address the social determinants
that have increased communities’ vulnerability to
COVID-19. CHWs can build communities’ resilience
to future infectious disease outbreaks by connecting
patients to primary and specialty care and improving
the overall quality of that care, particularly in remote
and underserved areas where the capacity of the
health care workforce and patients’ access to the
health system are limited.6
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However, the lack of sustainable funding is a major
barrier to expanding CHW programs and integrating
CHWs into the health care system. Without sustainable
funding, CHW programs are often limited both in
longevity and in scope. In addition to short-term
public health funding for COVID-19 response, Medicaid
funding can address these challenges, especially within
managed care or similar delivery systems where CHWs
are funded using value-based payment mechanisms
that reduce the financial risk for state agencies.
This report focuses on three key implementation steps
for integrating CHWs into Medicaid and other state
programs: 1. defining the workforce, 2. creating pathways
for sustainable financing, and 3. maximizing impact.
As discussed below, states like Minnesota, New
Mexico, and Oregon have experienced both challenges
and successes in these three steps. Using these
states as examples, this report proposes several key
considerations for states at different stages of CHW
integration. These considerations are intended to
help them identify and overcome common barriers
associated with integrating and operationalizing CHWs
in Medicaid and other state health programs.
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Medicaid and public health agencies that are looking to
successfully integrate and sustainably fund CHWs must
first accurately define this workforce for the purposes of
recruitment and financing. In defining this workforce, states
must recognize CHWs’ expertise and unique capabilities.

Step 1: Defining the Workforce

health department or Medicaid agency. For Medicaid
managed care organizations (MCOs), a standardized
definition and scope of services for CHWs can facilitate
recruitment and contracting.

What makes CHWs successful is their inherent
experience, their unique role within the health care
system, the broad scope of services they provide,
and their expertise in identifying the needs of and
connecting with at-risk communities. Because CHWs
are trusted members of the communities they serve,
they are able to bridge the gaps among the health
care system, social services, and the people in their
community, and they can help address the social
factors that influence health. Medicaid and public
health agencies that are looking to successfully
integrate and sustainably fund CHWs must first
accurately define this workforce for the purposes of
recruitment and financing. In defining this workforce,
states must recognize CHWs’ expertise and unique
capabilities.

As of this writing, at least 19 states have voluntary or
mandatory certification processes for CHWs.7 While
certification is rarely a requirement for employment
as a CHW in these states, it is often a prerequisite
for direct Medicaid reimbursement or inclusion in
Medicaid managed care networks.
States now have new flexibilities in the procurement
and licensing of health care providers to expand their
workforce in response to the pandemic.8 States can
take advantage of these new flexibilities to temporarily
enroll CHWs as qualified Medicaid providers for
COVID-19 response. For example, CMS is allowing
states to use Section 1135 waivers to eliminate fees
and in-state licensure requirements to streamline
temporary provider enrollment in Medicaid.9
Additionally, at the state level, Massachusetts has
explicitly included CHWs in its definition of “health
care providers” whose licensure (or certification) in
another state qualifies them to provide services within
their scope of practice in the state and is employing
CHWs in its COVID-19 contact tracing program.10, 11

One approach for identifying CHWs for recruitment
and financing is to create a standardized process,
such as certification, that clearly defines the
workforce and recognizes their capabilities. In
a Medicaid context, certification clearly defines
which types of providers and services are Medicaidreimbursable. These parameters for certification are
often codified in state legislation and administered by
a board or other partnership convened by the state
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State Examples
MINNESOTA
Certification Process: Minnesota created a standard
scope of practice that defines the roles of CHWs,12
and then a statewide standardized curriculum for
certification of CHWs through the Minnesota State
College and Universities system. After developing this
curriculum, Minnesota passed legislation that allowed
for direct Medicaid reimbursement of certified CHWs.13
CHWs must be certified to be reimbursed as qualified
Medicaid providers.14, 15

anywhere from 30 days to six months.19 Certified CHWs
enroll as “non-pay to providers” and must operate under
the supervision of a billing provider (such as doctors,
dentists, advanced practice registered nurses [APRNs],
clinics, Federally Qualified Health Centers [FQHCs], tribal
health facilities, or hospitals) who submits the claim for
Medicaid reimbursement either directly to the Medicaid
agency or to their managed care organization (MCO).

OREGON

Advantages: Early development of a CHW
certification process created the infrastructure for
Medicaid reimbursement of CHWs right after the state
passed legislation for reimbursement of certified
CHWs. The standardized certification program
clearly lays out the roles and scope of practice of
CHWs, which can help billing providers and MCOs
understand the value of CHWs and what to expect
when supervising and contracting them.

Certification Process: The state passed legislation20
and implemented a Section 1115 waiver21 to transform its
Medicaid managed care delivery system by establishing
community care organizations (CCOs). This legislation
also requires that beneficiaries in CCOs have access
to CHWs and requires the Oregon Health Authority
to develop competency standards and training and
education requirements for CHWs.22
Additional state legislation23 established the Traditional
Health Worker Commission within the Oregon Health
Authority, which created a certification process for CHWs
and the other traditional health workers in Oregon’s
CCOs.24

Limitations: Extensive training and its associated
cost can prevent CHWs from becoming certified. For
example, certification through qualified educational
institutions is a 14 credit hour curriculum, which can
span multiple semesters for part-time students.16 The
cost for prospective CHWs depends on the availability
of financial aid and may be as high as $4,000.17 In
addition to the high costs, depending on colleges and
universities for certification can be an especially high
barrier for many CHWs who come from communities
that have historically been denied access to higher
education. CHWs must also pass a provider screening
process and complete an enrollment application for
reimbursement.18 Processing enrollment can take

Advantages: The process for certification and the
resulting defined scope of services can create a shared
understanding of CHW capabilities and competencies to
facilitate inclusion and compensation of CHWs in CCOs.
Limitations: The long and costly certification process
can be a barrier to CHW participation. A lack of
appropriate resources and staff to process certifications
can cause delays.
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NEW MEXICO

community assessment and mobilization; and clinical
support.

Certification Process: The New Mexico Department of
Health’s Office of Community Health Workers developed
and now administers the state’s certification process.25
The state’s Community Health Worker’s Act26 created a
voluntary program for certification of CHWs, established
in statute27 and code28 a definition of CHWs, created a
board of certification that must include CHWs, and set
requirements for certification.

Certification is voluntary, which means CHWs do not have
to be certified for employment, including within MCOs.
The Office of Community Health Workers allows for
a diversity of training programs, some of which offer
financial aid. The office has also developed an online
application and a no-cost online training.29

Advantages: The scope of work is relatively broad
and includes services related to community outreach;
community and cultural liaison; system navigation,
care coordination, and case management; homebased support; health promotion and health coaching;

Limitations: Certified CHWs must provide services
within the defined scope of work.30 Requirements for
CHW certification include a criminal history screening
and an application fee, both of which may be barriers to
participation.

Key Considerations for All States

»

»

The standardized process for defining the CHW
workforce should be a way for purchasers and
payers to recognize and further develop the
nationally recognized core competencies31 that
make CHWs effective in their unique clinical roles.
This process should not limit CHWs’ effectiveness by
establishing a narrow scope of reimbursable services.
Certification should account for the effective work
CHWs are already doing in their communities and
what they could be doing if they were sustainably
funded. In other words, certification should be a formal
recognition of CHWs’ existing abilities.
The certification process should facilitate CHW
employment, not impede it. Therefore, it should be
affordable and not overly complex or time-consuming.
There should be flexibility for CHWs with skills and
previous experience to be certified without completing
an unnecessary or costly certification course. And CHWs
should be able to complete certification courses both
online and in person and should be able to attend on a
flexible, part-time basis.
4

»

CHWs should not be held responsible for the cost
of certification, given the barrier that the cost of
certification has posed for CHW program development
in some states. Financial assistance should be readily
available, and costs associated with certification
should be covered by the CHW’s employer or the
certifying entity.

»

CHWs should play a lead role in developing
certification processes and other workforce standards.
Entities that administer CHW certification should
be comprised mainly of CHWs to ensure that the
certification process appropriately defines and
strengthens the CHW workforce. When setting up
boards, commissions, or other certification entities,
states should require that a substantial portion of
members of these entities be CHWs. For example, the
American Public Health Association recommends that
at least half of the members of a governing board for
CHW training standards and credentialing be made up
of CHWs.32
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Step 2: Creating Pathways for
Sustainable Financing

typically allow more flexibility to cover additional
providers and services, which can include CHWs. These
arrangements also provide a more predictable budget
structure for a state agency that is considering CHWs.
In a fee-for-service delivery system, Medicaid spending
may increase to reimburse newly eligible providers
and cover new benefits. But in a managed care
delivery system, there are incentives to shift rather
than increase spending to cover new providers and
services that improve health outcomes and generate
savings over time. CHWs can help managed care plans
take advantage of these value-based incentives and
generate savings for state Medicaid programs.

A central question for states looking to integrate
CHWs into their health systems is how to use
Medicaid funds to support CHWs, and how to make
that funding sustainable. As noted in Families USA’s
earlier analyses, most CHW programs that have been
run by community health centers and communitybased organizations have historically relied on either
their own operating budgets or specific grants to fund
CHW programs.33 These sources of funding can be
unpredictable, time-limited, and generally insufficient
to sustain the full breadth of services and supports
that CHWs can provide.34

As noted on page 2, in response to the COVID-19
pandemic, CMS has made a number of disaster
response flexibilities available to states, such as
Medicaid state plan amendments, Section 1115
waivers, and Section 1135 waivers.37, 38 States can use
these new flexibilities to expeditiously allow CHWs
to enroll as qualified Medicaid providers and expand
their scope of Medicaid-reimbursable services, which
include contact tracing, community outreach and
education, care coordination, telehealth, home-based
supports, and other activities.

There are multiple pathways for states to secure
Medicaid funding for CHWs. States can pursue direct
fee-for-service Medicaid reimbursement for CHWs,
which requires states to designate CHWs as qualified
providers for specific services. States can also use
Medicaid managed care contracts to incentivize the
inclusion of CHWs in a value-based payment and
delivery system.35, 36
Compared to fee-for-service reimbursement, Medicaid
managed care or value-based payment arrangements

There are multiple pathways for states to secure Medicaid funding for
CHWs. States can pursue direct fee-for-service Medicaid reimbursement or
use Medicaid managed care contracts to incentivize the inclusion of CHWs
in a value-based payment and delivery system.
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State Examples
MINNESOTA

OREGON

Medicaid Funding Mechanisms: State legislation
and a Medicaid state plan amendment40 allow for direct
Medicaid reimbursement of certified CHWs for care
coordination and patient education services.41 MCOs
that are established via Section 1115 waiver authority42
are contractually required to cover CHW services.43
CHWs are indirectly reimbursed for the select services
defined in state law. The state pays MCOs a permember, per-month capitated payment, which is used
to pay CHWs who serve members of that MCO.

Medicaid Funding Mechanisms: There is no
mechanism for direct Medicaid reimbursement of
CHWs. Some CCOs, which are financed through a
capitated payment structure, have managed care
contracts that promote inclusion of CHWs.

39

CCOs can develop their own payment policies
for CHWs. The Eastern Oregon Coordinated Care
Organization created its own policy to reimburse
certified CHWs on a fee-for-service basis.
As part of Oregon’s Advanced Payment and Care
Model, Federally Qualified Health Centers (FQHCs) and
Rural Health Clinics (RHCs) receive a value-based, permember, per-month payment from Medicaid, which
can be used to support CHWs on staff.

Successes: Legislation and the corresponding state
plan amendment have enabled certified and supervised
CHWs to be directly reimbursed for select services.
Challenges: Services such as case management,
advocacy, and enrollment assistance are not
Medicaid-reimbursable in the state, which
significantly limits the capacity for sustainable
financing. The limited scope of Medicaid-reimbursable
services means fee-for-service reimbursement can
be only a supplementary financing mechanism for
CHWs. Most employers continue to rely on piecemeal
funding, and the state continues to pursue other
more comprehensive financing mechanisms, such as
value-based payments.

Successes: CCOs such as Jackson Care Connect,44 the
Eastern Oregon Coordinated Care Organization,45 and
Allcare46 reportedly include CHWs in their networks.
The Oregon Health Authority requires CCOs to have
a plan for integrating and sustainably paying CHWs
and requires CCOs to hire a traditional health worker
liaison.47 There is an opportunity to ensure inclusion
and sustainable financing of CHWs within these CCOs,
assuming the traditional health worker liaisons have
expertise and decision-making powers.
Challenges: Deployment of CHWs in Oregon CCOs
remains limited, and no single payment mechanism
described above is sufficient to sustainably support
CHWs as a significant part of care delivery.48
Additionally, the scope of services CHWs provide
within CCOs is limited.49 CHWs within the Eastern
Oregon Coordinated Care Organization are reimbursed
only for patient education and self-management
6
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training services and can only bill for up to two hours
in a 24-hour period.

and case management services. Molina also negotiated
contracts with primary care providers in its network,
including UNM HSC, that created a per-member, permonth payment for services provided by CHWs within its
network.54, 55, 56

To address this challenge, advocates are pursuing
value-based payment for CHWs, such as a per-member,
per-month payment that covers a comprehensive scope
of services and the associated costs of integration.
Success will require buy-in and administrative capacity
from both CCOs and state agencies.

More recently, a newer MCO in New Mexico, Western
Sky, has developed a set fee-per-encounter payment
for members connected to CHWs in the University of
New Mexico’s emergency department. Western Sky’s
managed care contract with the New Mexico Human
Services Department requires the MCO to make CHWs
available to members for a variety of services and to
ensure CHWs receive training.57

As to the Advanced Payment and Care Model, using
value-based payments to support CHWs is voluntary
for both FQHCs and RHCs. While some health centers
use these payments to support CHWs on staff, others
use them minimally or not at all. Additionally, the
Advanced Payment and Care Model’s value-based
payment methodology is designed only to finance
CHWs as a modest extension of clinic staff, if at all.

Successes: The per-member, per-month arrangement
that Molina developed allowed CHWs to be paid for
specialized services related to navigation and access,
chronic disease management, and health literacy.
Molina reported a $4 return on every $1 invested in
CHW services.58, 59 Evidence of this positive return on
investment prompted the Medicaid agency to invest in
developing and expanding this model, and to eventually
require all Medicaid MCOs to hire CHWs to help manage
high-risk patients, either directly or by contractual
arrangements with providers in their networks.60

New Mexico
Medicaid Funding Mechanisms: MCOs that are
established via Section 1115 waiver authority are
required to connect their members with CHWs and
incorporate CHW integration costs into their capitated
payments. MCOs in New Mexico have used their
capitated payments to pay CHWs, either through an
upfront per-member, per-month payment or through
fee-for-service reimbursement.50, 51 MCOs are required
to annually increase the number of CHWs within their
delivery systems and to increase the services they
provide to members.52, 53

All Medicaid MCOs in New Mexico now include
CHWs, and the number of CHWs included has
increased annually. These successes resulted from
the commitment and collaboration of three key
stakeholder groups: MCOs (like Molina and Western
Sky); community-based organizations and providers
(like UNM HSC; and the state Medicaid agency.

One of New Mexico’s MCOs, Molina Health Care of New
Mexico, negotiated with the state’s Medicaid agency to
establish a billing code for reimbursing CHWs as part
of its capitated payment structure. Molina partnered
with the University of New Mexico Health Sciences
Center (UNM HSC), a major provider within its network,
to recruit and train CHWs to provide care coordination

Challenges: Molina is no longer operating a Medicaid
managed care plan in New Mexico. However, it has
expanded its successful CHW model to the other states
where it is still operating Medicaid managed care plans.
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Step 3: Maximizing Impact

Key Considerations for All States

»

»

»

States have taken the approach of both
requesting federal authorities for direct
reimbursement and including provisions in
their managed care contracts to require or
incentivize the inclusion of CHWs. In practice,
direct reimbursement for CHWs is often limited
to a narrow scope of reimbursable services,
whereas managed care contracts can use valuebased payment arrangements to support CHWs
in a more broadly defined role.

Even in states that have mechanisms for financing
CHWs, CHWs often have an overly narrow scope
of practice or are limited in the billable services
they can provide. This narrow role does not fit the
interdisciplinary and community-based nature
of CHWs, which is precisely what makes them so
effective. A narrow scope of services can essentially
undermine the progress of creating a CHW program in
the first place.
Based on state experiences, because there are tight
limits on what CHWs can bill for, there is a major risk
of CHW programs never growing enough to improve
population health or generate savings. This risk far
outweighs any perceived risk of a “gold rush” of new
CHWs taking advantage of a broad CHW scope of
practice or billing framework and threatening Medicaid
budgets. To maximize the impact of CHW programs,
states should recognize and envision CHWs’ many roles
within the health system and broaden the scope of
reimbursable services they provide.

Medicaid MCO contracts can play a key role in
securing sustainable funding for CHWs within a
predictable fiscal framework for a state’s Medicaid
budget. In states that are implementing CHW
programs through Medicaid managed care,
MCOs operationalize the inclusion of CHWs and
supervising providers in their networks and can
design their own payment methodologies to
finance these providers. Demonstrating the value
of CHWs in terms of the return on investment they
generate for MCOs is one way to facilitate the
development of a CHW program at scale.

One urgent setting for CHWs is in preparing for
and responding to public health emergencies like
COVID-19. For example, CHWs in West Africa played
a key role in responding to the Ebola outbreak by
providing community-level outreach, education, and
surveillance related to the disease.61, 62 In the United
States, health systems should include CHWs in their
emergency preparedness and response plans as
outreach workers who can act at the community level
to connect patients with services and to staff contact
tracing and quarantining efforts.63

In several states, CHW programs have not
gotten traction because of narrow service
definitions and limited reimbursability. As
described in detail below, to fulfill the potential
impact of a robust CHW program on population
health, Medicaid reimbursement for CHW
services should encompass the full range of
services that CHWs provide, including clinical
services and nonclinical services that address
social determinants of health.
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State Examples

Minnesota
Activation of CHWs: Fewer employers directly
billed Medicaid for CHW services than expected
following passage of the state legislation for Medicaid
reimbursement. This slow uptake is possibly due to
billing issues and the limited scope of reimbursable
services. The state plan amendment to cover
CHW services did not include a definition of care
coordination that delineated these services from
patient education in terms of procedure codes to use
when billing Medicaid.64 In addition, state guidance
on submitting claims for reimbursement does not
include specific codes for care coordination, only
for self-management education and training.65 And
Medicaid reimbursement for CHW services is limited
to patient education and therefore cannot cover all
program costs or support full-time CHW employment.

Federally Qualified Health Centers were unable to take
advantage of the new opportunity to bill Medicaid
directly for CHW services because their upfront
encounter rate was not adjusted to account for newly
reimbursable CHW services, and FQHCs are prohibited
from billing Medicaid directly for these CHW services.70
Recommendations: Using an alternative payment
model, such as a per-member, per-month
arrangement, could alleviate the long delays between
claim submission and reimbursement that providers
have reported.71
To improve fee-for-service reimbursement of CHWs,
Minnesota’s Medicaid program should expand the list of
billing codes to include codes that can be submitted by
certified CHWs for reimbursement of care coordination
services, as intended in state law. These could include
codes for health promotion, patient and family support,
referral to social services, and transitional and chronic
care management, among others.72

Some CHW employers report that their return on
investment from Medicaid reimbursement is high
enough to hire CHWs only part-time. Other employers
hire CHWs full-time but pay them out of their
operating budgets to cover more comprehensive
services, thereby avoiding the Medicaid billing
procedures that provide only limited reimbursement.66

The state should maximize the duration and scope
of reimbursable services for CHWs to include clinical
support (such as screening and treatment for
substance use disorders or infectious diseases like
COVID-19), home-based services, and community-level
interventions that address the social determinants of
health. The state should pursue the necessary state
plan amendments to make this possible.

Billing for patient education services is limited to four
half-hour units per day, and no more than 24 units
per calendar month per recipient.67 Early on, CHWs
were unable to bill for patient education in large
group settings,68 which prompted the state to make
available a new billing code for patient education in
groups of more than eight people.69
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Oregon

New Mexico

Activation of CHWs: CCOs are encouraged to
provide flexible, health-related services such as care
coordination, education, and housing and nutritional
services.73 But funding for these nonclinical healthrelated services remains a challenge due to CCOs’
confusion about how to cover services not included in
their capitation rates and for which there are no billing
codes for fee-for-service reimbursement.74 Existing
billing codes do not capture the full range of services
CHWs can provide, particularly nonclinical services for
which no applicable codes exist.75 However, current
use of billing codes has been a good starting point
for fee-for-service reimbursement of CHWs, and these
codes may ultimately be helpful in developing a more
comprehensive value-based payment model for CHWs.

Activation of CHWs: The requirement that CHWs be
included in MCOs and the positive return on investment
in CHWs have allowed providers like UNM HSC to
develop more initiatives to integrate and fund CHWs
within New Mexico’s Medicaid managed care system.76
In alignment with the relatively broad scope of work
defined by the Department of Health,77 CHWs in
these initiatives could provide a variety of services
that address patients’ health and social needs. For
example, in the CHW LEADs program, Medicaid MCOs
refer high-risk patients to CHWs, who are paid on a
per-member, per-month basis to assess and address
these patients’ health and social needs and connect
them with additional services.78, 79 Similarly, CHWs
in the Community Access to Resources & Education
(CARE NM) program receive a per-member, per-month
payment from MCOs to locate hard-to-reach members,
complete needs assessments, develop care plans to
address health and social needs, connect members
with primary care physicians, and educate members
about appropriate utilization of the health system.80

Federally Qualified Health Centers and Rural Health
Clinics that use value-based payments to employ CHWs
do not pay CHWs for a comprehensive or standardized
scope of services, which can result in limited roles for
CHWs that do not align with their core competencies.
Recommendations: A value-based alternative
payment model with a per-member, per-month
payment could allow CHWs to provide all services
within their capabilities. CCOs need guidance and
support from the Oregon Health Authority to develop
this payment model. The Oregon Health Authority,
in coordination with the traditional health worker
commission and CHW organizations such as the
Oregon Community Health Workers Association,
should provide appropriate resources (including
applicable billing codes) and technical assistance to
help CCOs create a payment model that allows CHWs
to be paid for the full scope of services.

Recommendations: Providers like the University
of New Mexico Health Sciences Center, MCOs, and
the state Medicaid agency should continue to share
results of their CHW initiatives so other states can
learn and replicate.
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After securing Medicaid funding, states must continue to ensure
that CHWs are fully integrated into care teams in roles that
allow them to do the work that makes them so effective.

Key Considerations for All States

»

»

natural fit with CHW services and can support
the comprehensive scope of services CHWs have
the potential to provide.

Billing codes for CHW services are central to
securing direct fee-for-service reimbursement
for CHW services, even under managed care
contracting arrangements. Therefore, state
regulations and Medicaid state plan amendments
must clearly detail the services that are Medicaidreimbursable so that the billing codes associated
with these services can be easily identified and
used to pay for these services.

»

At the same time, not all services and supports
that CHWs provide can be captured in these
billing codes. Indeed, for some services that
CHWs provide in the field, no appropriate billing
codes exist. One possible solution within a
fee-for-service payment system is to create a
relatively flexible billing category specifically for
CHW services.

»

Billing codes can also be useful outside the
fee-for-service system for developing more
global rates for value-based payment, such as
per-member, per-month rates. Unlike fee-forservice reimbursement, which makes payment
contingent on the volume of select services
provided, global payment can give CHWs the
flexibility to provide a broader scope of services
that best meets their patients’ needs.

»

Alternative payment models, such as capitated
payments to primary care providers, are a

It is also important to account for the inclusion
and financing of CHWs in FQHCs which are
dedicated to serving low-income patients,
most of whom are Medicaid-eligible. Medicaid
payment for these health centers involves a
unique prospective payment system that can
complicate efforts to secure sustainable funding.

Lessons Learned
Medicaid can help states to fully fund and develop
their CHW workforces during the COVID-19 response
and beyond, but integrating CHWs in Medicaid
is not without its challenges. States can begin by
developing a process for defining the CHW workforce
that recognizes CHWs’ broad, flexible skillsets and
facilitates their employment. CHWs should be at the
center of states’ certification processes, as is the
case with other medical professionals. To secure
sustainable financing for CHWs, state Medicaid
departments can leverage state plan amendments,
Section 1115 waivers, and/or managed care contracts
to build payment methodologies that ensure that
Medicaid funds a broad, fiscally predictable, clearly
defined scope of services. After securing Medicaid
funding, states must continue to ensure that CHWs
are fully integrated into care teams in roles that allow
them to do the work that makes them so effective.

11

FAMILIESUSA.ORG

Endnotes

2020), https://www.cms.gov/files/document/covid19-emergencydeclaration-health-care-providers-fact-sheet.pdf.

Amber Hewitt, Eliot Fishman, Winne Luo, and Lee TaylorPenn, The Fierce Urgency of Now: Federal and State Policy
Recommendations to Address Health Inequities in the Era of
COVID-19 (Families USA, May 2020), https://www.familiesusa.
org/wp-content/uploads/2020/05/HE_COVID-and-Equity_
Report_Final.pdf.
1

ORDER RESCINDING AND REPLACING THE MARCH 29, 2020
ORDER OF THE COMMISSIONER OF PUBLIC HEALTH MAXIMIZING
HEALTH CARE PROVIDER AVAILABILITY (Massachusetts Executive
Office of Health and Human Services, April 2020), https://www.
mass.gov/doc/order-maximizing-available-healthcare-providers/
download.
10

Rashawn Ray, Why are Blacks dying at higher rates from
COVID-19? (Brookings, April 2020), https://www.brookings.edu/
blog/fixgov/2020/04/09/why-are-blacks-dying-at-higher-ratesfrom-covid-19/.
2

COVID-19 Community Tracing Collaborative Media and Outreach
Approach (Massachusetts Executive Office of Health and Human
Services, April 2020), https://www.mass.gov/info-details/covid-19community-tracing-collaborative-media-and-outreach-approach.
11

Integrating Community Health Workers on Clinical Care
Teams and in the Community (Centers for Disease Control and
Prevention, June 2020), https://www.cdc.gov/dhdsp/pubs/
guides/best-practices/chw.htm.
3

Who Are CHWs: Roles (Minnesota Community Health Worker
Alliance, 2018), http://mnchwalliance.org/who-are-chws/roles/.
12

HF 1078 Third Engrossment (State of Minnesota House of
Representatives, 2009), https://www.revisor.mn.gov/bills/text.
php?number=HF1078&type=bill&version=3&session=ls85&
session_year=2007&session_number=0.
13

Emmett Ruff, Denisse Sanchez, Sinsi Hernandez-Cancio, Eliot
Fishman, and Raven Gomez, Advancing Health Equity through
Community Health Workers and Peer Providers: Mounting
Evidence and Policy Recommendations (Families USA , November
2019), https://familiesusa.org/resources/advancing-healthequity-through-community-health-workers-and-peer-providersmounting-evidence-and-policy-recommendations/.
4

Emerging Health Professions: Community Health Workers
(Minnesota Department of Health, May 2020), https://www.health.
state.mn.us/facilities/ruralhealth/emerging/chw/index.html.
14

CHW Toolkit: Summary of Payment and Regulatory Processes
(Minnesota Department of Health, 2016), https://www.health.state.
mn.us/facilities/ruralhealth/emerging/docs/chwreg2016c.pdf.
15

Emmett Ruff and Kelly Murphy, Community Health
Workers are Essential to States’ COVID-19 Contact
Tracing Efforts (Families USA, June 2020), https://
familiesusa.org/wp-content/uploads/2020/06/
HE_CommunityHealthWorkersEssentialCovidTracking_
IssueBrief_061520.pdf.
5

Minnesota CHW Competency-Based Curriculum Frequently Asked
Questions (Minnesota Community Health Worker Alliance, May
2013), http://mnchwalliance.org/wp-content/uploads/2013/05/
ScopeOfPracticeCurriculum-.pdf.

16

Matthew R. Boyce and Rebecca Katz, Community Health Workers
and Pandemic Preparedness: Current and Prospective Roles
(Frontiers in Public Health, March 2019), https://www.frontiersin.
org/articles/10.3389/fpubh.2019.00062/full.
6

Information and Resources for Community Health Workers
Services, Billing and Care Models (CHW Financial Sustainability
Work Group, Healthy Communities Task Force, December 2018),
https://chwsolutions.com/////wp-content/uploads/2018/12/
HCTF-CHW-Billing-Education-Information-and-ResourcesDecember-2018.pdf.
17

State Community Health Worker Models (National Academy for
State Health Policy, 2019), https://nashp.org/state-communityhealth-worker-models/.
7

Provider Screening Requirements (Minnesota Department
of Health, January 2020), https://www.dhs.state.mn.us/main/
idcplg?IdcService=GET_DYNAMIC_CONVERSION
&RevisionSelectionMethod=LatestReleased&
dDocName=dhs16_160862.
18

Trump Administration Makes Sweeping Regulatory Changes to
Help U.S. Healthcare System Address COVID-19 Patient Surge
(Centers for Medicare & Medicaid Services, March 2020), https://
www.cms.gov/newsroom/press-releases/trump-administrationmakes-sweeping-regulatory-changes-help-us-healthcare-systemaddress-covid-19.
8

CHW Toolkit: Summary of Payment and Regulatory Processes
(Minnesota Department of Health, 2016), https://www.health.state.
mn.us/facilities/ruralhealth/emerging/docs/chwreg2016c.pdf
19

COVID-19 Emergency Declaration Blanket Waivers for Health
Care Providers (Centers for Medicare & Medicaid Services, March
9

20

12

HB 3650 (76th Oregon Legislative Assembly, 2011 Regular

FAMILIESUSA.ORG

Session), https://olis.leg.state.or.us/liz/2011R1/Downloads/
MeasureDocument/HB3650/Enrolled

statements/policy-database/2015/01/28/14/15/support-forcommunity-health-worker-leadership.

Oregon Health Plan (Centers for Medicare & Medicaid Services,
January 2017), https://www.medicaid.gov/Medicaid-CHIPProgram-Information/By-Topics/Waivers/1115/downloads/or/
or-health-plan2-ca.pdf

33

Ellen Albritton, How States Can Fund Community Health Workers
through Medicaid to Improve People’s Health, Decrease Costs, and
Reduce Disparities (Families USA, July 2016), https://familiesusa.
org/wp-content/uploads/2019/09/HE_HST_Community_Health_
Workers_Brief_v4.pdf.

21

Lisa Angus, Carol Cheney, Shawn Clark, Rachel Gilmer, and
Emily Wang, The Role of Non-Traditional Health Workers in
Oregon’s Health Care System (Oregon Health Authority Office of
Equity and Inclusion, 2012), https://www.oregon.gov/oha/oei/
Documents/nthw-report-120106.pdf
22

Mary-Beth Malcarney, Patricia Pittman, Leo Quigley, Naomi
Seiler, and Katie Horton, Community Health Workers: Health
System Integration, Financing Opportunities, and the Evolving
Role of the Community Health Worker in a Post‐Health Reform
Landscape (George Washington University Health Workforce
Research Center, October 2015), https://hsrc.himmelfarb.gwu.
edu/cgi/viewcontent.cgi?article=1004&context=sphhs_policy_
workforce_facpubs.
34

HB 3407, (77th Oregon Legislative Assembly, 2013 Regular
Session), https://www.oregon.gov/oha/OEI/Documents/HB-3407.
pdf
23

Community Health Worker Certification (Oregon Department
of Human Services), https://www.oregon.gov/DHS/SENIORSDISABILITIES/HCC/PSW-HCW/Pages/Community-Health-Worker.
aspx..
24

Raven Gomez, Ellen Albritton, and Sinsi Hernández-Cancio, How
States Can Use Medicaid Managed Care Contracts to Support
Community Health Workers (Families USA, June 2018), https://
familiesusa.org/wp-content/uploads/2019/09/How-States-CanUse-Medicaid-Managed-Care-Contracts-to-Support-CHWs_1.pdf.
35

Office of Community Health Workers (New Mexico Department
of Health, 2020), https://nmhealth.org/about/phd/pchb/ochw/.
25

Ellen Albritton and Denisse Sanchez, Community Health Workers
in Delivery and Payment Transformation: How New Delivery and
Payment Models Can Incentivize and Support the Use of CHWs
(Families USA, October 2018) https://familiesusa.org/wp-content/
uploads/2019/09/HEV_CHEs-Alt-Payment-Models_Case-Study.pdf
36

Community Health Workers Act (New Mexico Legislature, 2014
Regular Session), https://www.nmlegis.gov/Sessions/14%20
Regular/final/SB0058.pdf.
26

2018 New Mexico Statutes, Chapter 24 - Health and Safety,
Article 30 - Community Health Workers (New Mexico Courts,
2018), https://law.justia.com/codes/new-mexico/2018/
chapter-24/article-30/.
27

Disaster Response Toolkit: Coronavirus Disease 2019 (COVID-19)
(The Centers for Medicare & Medicaid Services, June 2020), https://
www.medicaid.gov/resources-for-states/disaster-response-toolkit/
coronavirus-disease-2019-covid-19/index.html.
37

CERTIFICATION OF COMMUNITY HEALTH WORKERS (New Mexico
Department of Health, January 2015), http://164.64.110.134/
parts/title07/07.029.0005.html.
28

Coronavirus Waivers & Flexibilities (The Centers for Medicare
& Medicaid Services, July 2020), https://www.cms.gov/aboutcms/emergency-preparedness-response-operations/currentemergencies/coronavirus-waivers.
38

Office of Community Health Workers (New Mexico Department
of Health, 2020), https://nmhealth.org/about/phd/pchb/ochw/.
29

2019 Minnesota Statutes: 256B.0625 Covered Services (Office
of the Revisor of Statutes, State of Minnesota, 2019) https://www.
revisor.mn.gov/statutes/cite/256B.0625.

30

CHW Scope of Work: Roles and Related Tasks (New Mexico
Department of Health Office of Community Health Workers, April
2015), https://nmhealth.org/publication/view/general/3730/.

39

C3 Project Findings: Roles & Competencies (The Community
Health Worker Core Consensus Project, 2018), https://www.
c3project.org/roles-competencies.

40

Minnesota State Plan Amendment (SPA) #14-017 (The Centers
for Medicare & Medicaid Services, August 2015), https://www.
medicaid.gov/sites/default/files/State-resource-center/MedicaidState-Plan-Amendments/Downloads/MN/MN-14-017.pdf.

31

Support for Community Health Worker Leadership in
Determining Workforce Standards for Training and Credentialing
(American Public Health Association, November 2014), https://
www.apha.org/policies-and-advocacy/public-health-policy32

Examples of Potentially Reimbursable Patient Education Services
Provided by Community Health Workers (Minnesota Community
Health Worker Alliance, March 2016), http://mnchwalliance.org/
41

13

FAMILIESUSA.ORG

Managed Care: A Strategy To Address Social Determinants Of
Health (Health Affairs, July 2017) https://www.healthaffairs.org/
do/10.1377/hblog20170725.061194/full/.

wp-content/uploads/2012/12/6-5_CHWReimbursablePatientEdu
cationServices-Mar2016_C3-MVNA-UnitedWay.pdf.
Minnesota Prepaid Medical Assistance Project Plus (The Centers
for Medicare & Medicaid Services, February 2016), https://www.
medicaid.gov/medicaid/section-1115-demo/demonstration-andwaiver-list/82151.
42

Centennial Care Waiver Demonstration Section 1115 Annual
Report Demonstration Year: 4 (1/1/2017 – 12/31/2017) (New
Mexico Human Services Department, April 2018) https://www.
medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/nm/Centennial-Care/nm-centennialcare-dy4-annl-rpt.pdf.
52

Managed care contracts (Minnesota Department of Human
Services, January 2020), https://mn.gov/dhs/partners-andproviders/news-initiatives-reports-workgroups/minnesota-healthcare-programs/managed-care-reporting/contracts.jsp#2.
43

Sarah Klein, Martha Hostetter, Roosa Tikkanen, and Douglas
McCarthy, How New Mexico’s Community Health Workers
Are Helping to Meet Patients’ Needs (The Commonwealth
Fund, February 2020), https://www.commonwealthfund.org/
publications/case-study/2020/feb/new-mexico-communityhealth-workers.
53

Amy Milshtein, Medicaid, Heal Thyself (Oregon Business, July
2019), https://www.oregonbusiness.com/article/health-care/
item/18802-medicaid-heal-thyself.
44

Community Health Worker Policy (Eastern Oregon Coordinated
Care Organization, March 2016), https://www.eocco.com/
eocco/~/media/eocco/pdfs/chw_policy.pdf.
45

Diane Johnson, Patricia Saavedra, Eugene Sun, Ann Stageman,
Dodie Grovet, Charles Alfero, Carmen Maynes, Betty Skipper,
Wayne Powell, and Arthur Kaufman, Community Health Workers
and Medicaid Managed Care in New Mexico (Journal of Community
Health, September 2011), https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC3343233/pdf/10900_2011_Article_9484.pdf.
54

Traditional Health Workers (AllCare Coordinated Care
Organization), https://www.allcarehealth.com/medicaid/services/
care-coordination/traditional-health-workers?question=xaurlttsal.
46

CCO 2.0 RFA Appendix C: Administrative Rule Concepts (Oregon
Health Authority, 2019), https://www.oregon.gov/oha/OHPB/
CCODocuments/04-CCO-RFA-4690-0-Appendix-C-AdministrativeRule-Concepts-Final.pdf. THW-Resources-Policies-Laws (Oregon
Health Authority Office of Equity and Inclusion), https://www.
oregon.gov/OHA/OEI/Pages/THW-Resources-Policies-Laws.aspx.
47

Catherine Dower, Melissa Knox, Vanessa Lindler, and Edward
O’Neil, Advancing Community Health Worker Practice and
Utilization: The Focus on Financing (National Fund for Medical
Education and UCSF Center for the Health Professions, December
2006), https://healthforce.ucsf.edu/sites/healthforce.ucsf.edu/
files/publication-pdf/6.%202006-12_Advancing_Community_
Health_Worker_Practice_and_Utilization_The_Focus_on_
Financing.pdf.
55

Recommendations for Traditional Health Worker Payment
Models (Core Principles) (Oregon Health Authority Office of
Equity and Inclusion, September 2019) https://www.oregon.gov/
oha/OEI/THW%20Documents/CHW-Payment-Models-Grid-withRecommendations-Disclaimer-9.25.19.pdf.
48

Katharine London, Kelly Love, and Roosa Tikkanen, Sustainable
Financing Models for Community Health Worker Services in
Connecticut: Translating Science into Practice (Connecticut Health
Foundation, June 2017), https://www.cthealth.org/wp-content/
uploads/2017/06/CHF-CHW-Report-June-2017.pdf.
56

Ignatious Bau, Opportunities for Oregon’s Coordinated Care
Organizations to Advance Health Equity (Oregon Health Authority
Transformation Center, June 2017), https://www.oregon.gov/oha/
HPA/DSI-TC/Documents/CCO-Opportunities-to-Advance-HealthEquity.pdf.
49

State of New Mexico Human Services Department Medicaid
Managed Care Services Agreement Among New Mexico Human
Services Department, New Mexico Behavioral Health Purchasing
Collaborative, and Western Sky Community Care, Inc. (New
Mexico Human Services Department, 2018), https://www.hsd.
state.nm.us/uploads/files/Looking%20For%20Information/
General%20Information/Contracts/Medical%20Assistance%20
Division/MCO’s%20Centennial%20Care%202.0/WSCC_A2%20
Completed%20signed.pdf.
57

University of New Mexico Community Health Worker Model:
CHW LEADS (The Commonwealth Fund, November 2018), https://
www.commonwealthfund.org/publications/internationalinnovation/2018/nov/university-new-mexico-community-healthworker-model.
50

Carolina Nkouaga, Arthur Kaufman, Charlie Alfero, and Claudia
Medina, Diffusion Of Community Health Workers Within Medicaid
51

14

FAMILIESUSA.ORG

58

Jim Lloyd, Kathy Moses, and Rachel Davis, Recognizing
and Sustaining the Value of Community Health Workers and
Promotores (Centers for Health Care Strategies, January 2020),
https://www.chcs.org/media/CHCS-CHCF-CHWP-Brief_010920_
FINAL.pdf.

67

Community Health Worker (CHW) (Minnesota Department of
Human Services, August 2018), https://www.dhs.state.mn.us/
main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&
RevisionSelectionMethod=LatestReleased&dDocName
=dhs16_140357

Financing Community Health Workers: Why and How (National
Community Voices Initiative at the Center for Primary Care
at Morehouse School of Medicine, January 2017) https://
publicsectorconsultants.com/wp-content/uploads/2017/01/
ColumbiaUniv_Financing_CommHealthWrkrs_PolicyBrief.pdf.

68

Case Study: Minnesota Workforce Innovations (ASTHO), https://
www.astho.org/Health-Systems-Transformation/Medicaid-andPublic-Health-Partnerships/Case-Studies/Minnesota-WorkforceInnovations/

59

The State of the Community Health Worker Field in Minnesota
(Minnesota Community Health Worker Alliance, December
2018), http://mnchwalliance.org/wp-content/uploads/2019/01/
MNCHWA_State-of-the-CHW-Field_Dec_21_2018.pdf
69

Carolina Nkouaga, Arthur Kaufman, Charlie Alfero, and Claudia
Medina, Diffusion of Community Health Workers Within Medicaid
Managed Care: A Strategy To Address Social Determinants Of
Health (Health Affairs, July 2017) https://www.healthaffairs.org/
do/10.1377/hblog20170725.061194/full/.
60

Case Study: Minnesota Workforce Innovations (ASTHO), https://
www.astho.org/Health-Systems-Transformation/Medicaid-andPublic-Health-Partnerships/Case-Studies/Minnesota-WorkforceInnovations/
70

Eric Perakslis, Create a cadre of community health workers to
fight Covid-19 in the U.S. (Stat News, March 2020) https://www.
statnews.com/2020/03/31/community-health-workers-fightcovid-19-united-states/.
61

Information and Resources for Community Health Workers
Services, Billing and Care Models (CHW Financial Sustainability
Work Group, December 2018), https://chwsolutions.com/////
wp-content/uploads/2018/12/HCTF-CHW-Billing-EducationInformation-and-Resources-December-2018.pdf
71

Matthew Boyce and Rebecca Katz, Community Health Workers
and Pandemic Preparedness: Current and Prospective Roles
(Frontiers in Public Health, March 2019) https://www.frontiersin.
org/articles/10.3389/fpubh.2019.00062/full.
62

Reimbursement for Care Coordination Services (Rural Health
Information Hub)
72

Including Outreach Workers and Community Health Workers
in Health Center Emergency Preparedness and Management
(Health Outreach Partners and MHP Salud, September 2013)
http://2ow7t71bjuyu4dst8o28010f.wpengine.netdna-cdn.com/
wp-content/uploads/2013/11/Including-Outreach-Workersand-CHWs-in-Health-Center-Emergency-Preparedness-andManagement.pdf.
63

https://www.ruralhealthinfo.org/toolkits/care-coordination/4/
reimbursement-for-care-coordination-services
Health-Related Services Brief (Oregon Health Authority, March
2020) https://www.oregon.gov/oha/HPA/dsi-tc/Documents/OHAHealth-Related-Services-Brief.pdf
73

John McConnell, Oregon’s CCOs: what do we know so far?
(Oregon Health and Science University), https://www.orpca.org/
APCM/Oregons%20CCOs%20what%20do%20we%20know%20
so%20far%20_%20McConnell%20072718.pdf
74

Case Study: Minnesota Workforce Innovations (ASTHO, 2016),
https://www.astho.org/Health-Systems-Transformation/Medicaidand-Public-Health-Partnerships/Case-Studies/MinnesotaWorkforce-Innovations/.
64

Ben Sanford, Noelle Wiggins, Maria Elena Reyes, and Rani
George, Community Health Workers: Integral Members of
Oregon’s Health Workforce (Oregon Community Health Workers
Association, November 2018), https://www.oregon.gov/oha/OEI/
Documents/2018-11-29_ORCHWA%20CHW%20Statewide%20
Needs%20Assessment%20Report_FINAL.pdf
75

Community Health Worker (CHW) (Minnesota Department
of Human Services, August 2018) https://www.dhs.
state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_.
CONVERSION&RevisionSelectionMethod=LatestReleased
&dDocName=dhs16_140357.
65

The State of the Community Health Worker Field in Minnesota
(Minnesota Community Health Worker Alliance, December
2018) http://mnchwalliance.org/wp-content/uploads/2019/01/
MNCHWA_State-of-the-CHW-Field_Dec_21_2018.pdf
66

Community Health Worker Initiatives (UNM Health Sciences
Center), https://hsc.unm.edu/community/chwi/
76

77

15

CHW Scope of Work: Roles and Related Tasks (New Mexico

FAMILIESUSA.ORG

Department of Health Office of Community Health Workers, April
2015), https://nmhealth.org/publication/view/general/3730/
Carolina Nkouaga, CHW LEADS (UNM Health Sciences Center
Office for Community Health, 2018), https://www.nmlegis.gov/
handouts/LHHS%20070918%20Item%2011%20Community%20
Health%20Workers%20Leads%20Presentation.pdf
78

University of New Mexico Community Health Worker Model:
CHW LEADS (The Commonwealth Fund, November 2018), https://
www.commonwealthfund.org/publications/internationalinnovation/2018/nov/university-new-mexico-community-healthworker-model
79

CARE NM (UNM Health Sciences Center), https://hsc.unm.edu/
community/chwi/care-nm.html
80

This publication was written by:
Emmett Ruff, Policy Analyst, Families USA
Eliot Fishman, Senior Director of Health Policy, Families USA
The following Families USA staff contributed to the
preparation of this material (listed alphabetically):
Kimberly Alleyne, Senior Director, Communications
Justin Charles, Digital Media Associate
Nichole Edralin, Senior Manager, Design and Publications
Cheryl Fish-Parcham, Director of Access Initiatives
Amber Hewitt, Director of Health Equity
Frederick Isasi, Executive Director
Adina Marx, Communications Associate
Joe Weissfeld, Director of Medicaid Initiatives
Aaron Zhao, Health Equity Intern

1225 New York Avenue NW, Suite 800
Washington, DC 20005
202-628-3030
info@familiesusa.org
FamiliesUSA.org
facebook / FamiliesUSA
twitter / @FamiliesUSA
HE2020-267

