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Joint Policy Statement on Achieving Health 

and Fair Access to Care by Addressing 

Community-Based Challenges 
 

Through the Value & Access Collaborative facilitated by the National Forum for Heart Disease & 

Stroke Prevention, diverse stakeholders work together to improve people’s access to evidence-

based care that is right for them. Community Health Workers (CHWs) play a vital role in 

expanding access to care, particularly in areas where healthcare services are limited. Their 

contributions help bridge gaps in care, improve health outcomes, and reduce costs—benefiting 

both individuals and the healthcare system as a whole.  

  

A coalition of patients, physicians, pharmacists, physician assistants, nurses, nurse practitioners, 

dieticians, public health practitioners, and community health workers (CHWs) has developed 

and recommended policy changes that could eliminate barriers to healthcare, improve fairness 

in health opportunities, and expand access to quality care for people nationwide. Systemic 

changes to fully integrate CHWs into the healthcare system are key to reaching these goals.   

  

There is strong evidence that CHWs, as members of multidisciplinary teams, improve health 

and reduce healthcare costs1. However, barriers to the provision of and reimbursement for 

CHW services limit their positive impact on health in underserved communities. Healthcare 

providers, health systems, clinics and community-based organizations may not be able to 

maximize CHWs’ full potential due to fragmented, insufficient funding for CHW positions, 

programs, and workforce capacity-building initiatives. Additionally, high attrition rates 

undermine CHW programs’ effectiveness. Many programs lack sustainable designs that support 

and empower the workforce.  

  

CHWs, including promotores de salud, are uniquely positioned to address many of the obstacles 

that underserved patients face in achieving health. The American Public Health Association 

defines a CHW as “a frontline public health worker who is a trusted member of and/or has an 

unusually close understanding of the community served. This trusting relationship enables the 

worker to serve as a liaison/link/intermediary between health/social services and the 

community to facilitate access to services and improve the quality and cultural competence of 

service delivery. A CHW also builds individual and community capacity by increasing health 

knowledge and self-sufficiency through a range of activities” including outreach, community 

education, informal counseling, and social support.2    
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CHWs provide numerous forms of support to underserved communities. The range of services 

includes but is not limited to the following3,4 :  

• patient education  

• access to vaccinations  

• connection to basic needs (e.g., housing and food)  

• facilitating and providing social and emotional support  

• patient-centered assessment  

• care coordination  

• health care access/health system navigation.  

  

Substantial evidence shows that team-based care involving CHWs leads to numerous benefits 

to the general population5,6, such as:  

• increased uptake of recommended healthcare services  

• improved adherence to health recommendations  

• better communication between patients and healthcare providers  

• reduced visits to urgent care and emergency departments  

• reductions in hospitalizations and readmissions  

  

CHWs also play a key role in advancing the healthcare system’s Triple Aim7—improving patient 

experience, reducing healthcare costs, and enhancing population health. In many cases, they 

also support the Quadruple Aim8 by improving care team well-being and provider satisfaction.  

  

CHWs serve a wide range of patients and support primary healthcare interventions, such as 

health screenings, informal counseling, and facilitating connections to supportive services. 

Positive patient outcomes have been observed across multiple health conditions and in those 

with multiple chronic conditions9,10,11, including:  

• Cardiovascular disease  

• Type 2 Diabetes   

• Cancer  

• Vaccinations  

• Asthma  

• Mental health  

• Violence prevention  

• Perinatal care  

• Infectious disease  

  

The CHW workforce contributes to significant healthcare savings across multiple studies, 

including returns on investment (ROIs) ranging from $1.35 to $2.47 for every dollar invested in 

a CHW program1,12. Lowered healthcare costs resulting from CHW programs could reduce the 

financial burden on employers, federal and state healthcare systems, payers, and individual 
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patients. (Businesses routinely invest in equipment and strategies with projected annual ROIs of 

$0.15.)   

  

Although the many benefits of CHW services have been well-documented, CHWs face 

challenges that potentially hinder their ability to perform a full range of core roles as members 

of interdisciplinary teams. CHW positions, programs, and capacity-building initiatives are 

consistently unsustainably financed, with many institutions relying on grant funding to support 

CHW positions13. Another major barrier is the lack of standards that outline best practices for 

critical elements of CHW programs, including hiring, compensation, workflows, and integration 

of CHWs into healthcare teams14,15. Furthermore, quality guardrails are necessary to maximize 

and protect the CHW workforce by ensuring that roles are not taken by individuals who do not 

meet the qualifications or embody the mission of true, authentic CHWs.   

  

As financial models evolve to offer better pay for CHW positions, an unintended consequence is 

that these roles may attract applicants with higher education and clinical alignment but lack the 

necessary cultural or linguistic understanding of the communities they serve. Clear, 

standardized hiring criteria are needed to ensure CHW candidates possess the lived experiences 

and community connections essential for effectively serving their populations.  Policy changes 

that align with such standards can help address key challenges, strengthen the CHW workforce, 

and ultimately improve healthcare outcomes for the broader population.  

  

For these reasons, the signatory organizations representing patients, healthcare professionals, 

public health, payers, and purchasers urge policymakers to implement the following policy 

recommendations. Doing so will improve people’s access to care, reduce health and care 

disparities and inequities, strengthen families, and produce cost-savings for federal, state, and 

private payers, and communities.  

  

POLICY GOALS TO INCREASE ACCESS TO 

QUALITY HEALTH CARE AND FAIR 

OPPORTUNITIES TO MAKE HEALTHY 

CHOICES  

 
• Incentivize state Medicaid programs to reimburse the full range of services that CHWs 

provide, including those addressing non-medical determinants of health and health 
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promotion. This policy should encourage or incentivize states to align coverage with 

the list of services CHWs can provide under Medicare's Community Health Integration 

(CHI) code and enact the following financing options to ensure that payment is 

sufficient to support sustainable access to high-quality, evidence-based CHW 

programs.  

o Since January 1, 2014, the Centers for Medicare and Medicaid Services (CMS) has 

allowed for reimbursement of services by nonlicensed practitioners such as CHWs. To 

take advantage of this rule change, states can submit a State Plan Amendment (SPA) to 

obtain authorization from CMS to allow for reimbursement of services provided by 

CHWs. Alternatively, states can submit an 1115 waiver to evaluate and demonstrate the 

benefits of CHW-related policy changes and resultant benefits to Medicaid populations.  

o Sustainable financial support for CHWs is also available through contracts with 

Medicaid managed care organizations (MCOs). Managed care contracts may provide 

more flexibility for coverage of services provided by CHWs than traditional Medicaid. 

Moreover, CHWs may be instrumental in meeting the MCO requirements for care 

coordination and patient engagement.   

o To build a sustainable workforce, CHW positions should offer full-time employment with 

benefits. Adopting a workforce development approach ensures that CHWs have stable 

roles with career growth opportunities.   

o Additionally, payment models should evolve from fee-for-service structures toward 

value-based care models that recognize the long-term impact of CHW services on 

population health and healthcare system costs.  

o Federal legislation could provide an enhanced federal matching percentage as an 

incentive to provide these services in accordance with the best evidence.  

• Expand access to Community Health Integration (CHI) services for Medicare 

beneficiaries. Policies should support billing for CHI codes to ensure that CHWs can 

deliver and be reimbursed for essential services that address health-related social 

needs. Expanding access to CHI services across both Medicare Fee-For-Service (FFS) and 

Medicare Advantage plans would facilitate better care coordination and improve health 

outcomes, particularly for underserved populations.  

  

• Use American Rescue Plan Act (ARPA) funds for training and employment for CHWs . 

Building and expanding the workforce of qualified CHWs would yield positive health and 

economic outcomes for communities with the worst health outcomes by increasing 

access to social and medical resources while creating jobs with thriving wages. ARPA 

funds must be obligated by December 31, 2024, and spent by December 31, 2026, 

ensuring a continued opportunity to enhance CHW capacity and impact.  

o The Centers for Disease Control and Prevention should provide guidance on its 

Infrastructure Grant Program, encouraging states to invest in CHW programs.  

https://www.cdc.gov/infrastructure/program-overview.html
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o The CDC should also continue to include CHW funding opportunities into programs like 

the National Cardiovascular Health Program, the Innovative Cardiovascular Health 

Programs, and Overdose Data to Action.  

  

• Effectively integrate CHWs into multidisciplinary teams across sectors. Encourage or 

incentivize employers to support CHWs to lead the development, implementation, 

management, and evaluation of CHW programs.   

o Quality guardrails, such as those developed by the CHW Common Indicators Project14, 

National Committee for Quality Assurance in conjunction with the Penn Center for 

Community Health Workers, or the Community-Based Workforce Alliance, should be 

required to preserve the identity of community health workers and the quality of 

services they provide.   

o Promote wider adoption of common process and outcome indicators to evaluate CHW 

programs and workforce capacity-building initiatives.   

o Providing targeted training for employers and supervisors is essential to fostering an 

effective work environment that supports the unique contributions of CHWs. As many 

CHWs are employed by community-based organizations, such training should also 

address the specific needs and operational challenges faced by these organizations, 

ensuring the sustainability and effectiveness of CHW programs.  

o Analyze data from multiple programs to identify broader systemic issues and implement 

solutions that improve the well-being of patients, CHWs, and the community.   

  

Current best practices for CHW programs include hiring CHWs based on their lived experience, 

person-centered workflows, reasonable caseloads, fair compensation, career ladders, and 

processes for protecting CHW safety. The Community Health Worker Association of Virginia was 

an early innovator in this area, proposing CHW program standards in 2021 that address hiring 

and compensation, training and professional development, and work practice, among 

others.  Additionally, the Utilization Review Accreditation Commission recently released 

Community Health Worker Program Accreditation standards that consider programmatic 

elements critical to the CHW workforce (e.g., work environment, hiring and training practices, 

supervision and career advancement, and infrastructure support). Also, the Tennessee 

Community Health Worker Association (TNCHWA), Tennessee Medicaid (TennCare), and the 

National Committee for Quality Assurance developed Tennessee Community Health Worker 

(CHW) Program Accreditation Standards for organizations that employ CHWs.   

  

Additionally, CHW workforce development should address workplace readiness and training 

needs. Some effective CHWs may lack technical skills for tasks like documentation, including 

typing or using software systems. Others may encounter challenges with standard background 

checks, despite having the necessary community trust and cultural competence to serve 

effectively.  

https://www.chwva.org/_files/ugd/fd36e6_91ab13cdf6aa4b1f8f155dea98cfa4b3.pdf
https://www.urac.org/accreditation-cert/community-health-worker-program/
https://tnchwa.org/tennessee-program-accreditation-standards/
https://tnchwa.org/tennessee-program-accreditation-standards/
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• Include and explicitly name community health workers (CHWs) as care team members 

in legislation, regulations, funding announcements, and models. Ensure that CHWs are 

represented and actively involved in policy development processes to reflect their 

expertise and lived experiences. Invest in partnerships with state and national CHW 

organizations to support CHW capacity building. CHWs have played and continue to 

play a crucial role in delivering care to communities that have historically faced barriers 

to healthcare and social resources. While some CHWs are employed in clinical settings, 

many work in community-based organizations (CBOs) or non-clinical environments, 

addressing a broad range of health and social needs. CHW interventions can reduce the 

risk of cardiovascular disease in marginalized and medically underserved populations15. 

CHWs directly address health-related social needs and use a variety of methods to 

promote fair health opportunities among individuals and communities. As members of 

multidisciplinary teams, CHWs enhance other professionals’ ability to authentically 

partner with patients to meet their varied, complex needs and improve health 

outcomes for the population.  

CONCLUSION  

 
Strong scientific evidence demonstrates improvements in chronic disease control, mental 

health, health disparities, and promotion of healthy behaviors through team-based care that 

includes CHWs. Advancing policies to support the development of a sustainable, qualified 

workforce of CHWs offers the opportunity to simultaneously gain significant health and 

economic benefits to the overall population.   
  

Because CHWs have first-hand experience with many of the challenges facing the individuals 

and communities they serve, they have a unique ability to help participants overcome barriers 

to optimal health outcomes.   

  

Training authentic, qualified CHWs and integrating them into multidisciplinary teams and 

incorporating them in decision-making spaces—whether working in clinical, community-based, 

or other non-clinical settings—would create jobs with thriving wages, supporting economic 

development in areas where it is greatly needed. Moreover, the significant return on 

investment of up to $2.47 for every $1.001 invested in a CHW program would result in 

significant healthcare savings.  

  

While ROI is an important measure of success, assessing the full value of CHW programs 

requires considering their broader social impact. CHWs help ensure fair access to care, improve 

quality of life, and foster community resilience—outcomes that may not always be captured in 
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traditional financial metrics. Incorporating both ROI and social impact metrics provides a more 

comprehensive evaluation of CHW programs.  

  

Given the compelling evidence in support of a qualified, intentionally integrated workforce of 

CHWs, we, the signatory organizations, strongly encourage you to take action on the proposed 

policy recommendations.  

  

SIGNATORIES  

The following Value & Access Collaborative members and partner organizations support the 

tenets outlined above:  

National Forum for Heart Disease & Stroke Prevention (convener)  

American Foundation for Women’s Health/StopAfib.org  

American Pharmacists Association  

Anticoagulation Forum  

Association of Black Cardiologists  

BallengeRx Consulting  

Family Heart Foundation  

Global Healthy Living Foundation  

Global Liver Institute  

Independent Health  

National Alliance of State Pharmacy Associations  

Preventive Cardiovascular Nurses Association  

The Mended Hearts, Inc.  

WomenHeart  
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