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FROM: 
Laura Bahena, CHW Network Coordinator, Chicago Community Health Workers Local Network 

Dr. Heidi Behforouz, Executive Director, PACT Project, Boston, MA and Assistant Professor, Harvard Medical School 

Jewel L. Bell, President, Ohio Community Health Workers Association, Lead Community Health Worker, City of Middletown Health Department, Middletown, OH

Dr. Ron Cookston, Executive Director, Gateway to Care, Houston, TX

Dr. Sally E. Findley, Professor of Population and Family Health, Mailman School of Public Health, Columbia University

Dr. Karen Hahn, Executive Director, Center for Faith and Health Initiatives, Houston, TX

Gail Hirsch, Director, Office of Community Health Workers, Massachusetts Department of Public Health

Lisa Renee Holderby, founding member and outgoing Executive Director, Massachusetts Association of Community Health Workers, Co-Chair, Community Health Worker National Workforce Study Technical Advisory Group.  

Cindy Marti, Policy Director, Massachusetts Association of Community Health Workers

Sergio Matos, Executive Director, Community Health Worker Network of New York City and Director for CHW Development, Columbia University, Mailman School of Public Health


Dr. Mariano Rey, Director, New York University Institute of Community Health and Research, Senior Associate Dean for Community Health Affairs, NYU School of Medicine and Medical Center, and Director, Community Engagement Core, Clinical and Translational Sciences Institute (CTSI) 

Carl Rush, Community Resources LLC, San Antonio, TX

Dr. E. Lee Rosenthal, Co-Director, Mesa Public Health Associates, LLC, El Paso, TX

Dr. Susan L. Mayfield-Johnson, Director, Center for Sustainable Health Outreach, University of Southern Mississippi 

Romelia Rodriguez, CHW Supervisor, Department of Family Medicine, CHW Program, Bronx Lebanon Hospital, Bronx, NY

Anne Willaert, Director of Project Design and Development, Healthcare Education Industry Partnership (HEIP) and Director, Minnesota Community Health Worker Alliance   

DATE: 
Wednesday, November 25, 2009

RE: 
Provisions in the “Patient Protection and Affordable Care Act’’ related to Community Health Workers

First, let us thank you for your tireless efforts to pass national health reform for all Americans. As frontline community health workers (CHWs), and stakeholders representing CHWs, we see the repercussions of a broken system each and every day – in our urban neighborhoods and our rural districts. Deficient social and environmental conditions and limited access to affordable health care result in poor health outcomes for our most vulnerable populations. We recognize the imperative of improving health and access to care in our nation; the integration of CHWs can make a significant contribution to this common goal of all Americans. Community health workers have been shown to improve health outcomes, increase the use of non-emergency health care services, decrease the use of acute care resources and lower the cost of health care. Community health workers focus on prevention and education, and on improving access to the most appropriate care settings, keeping people in the community whenever possible. That means lower hospitalization rates, better adherence to drug regimens, better preventive care and decreased health inequities. 

In the memo below, we have (1) identified sections of the latest House and Senate bills that we believe will strengthen this effort and ought to be maintained as the chambers negotiate a final bill. We also have (2) outlined some provisions in the bills in which we recommend adding language that will specifically allow community health workers to play a greater role in improving health outcomes and lessening health inequities. We do not oppose any current elements of these bills. We hope you will consider these minor adjustments in your final draft of this important legislation. 

We are also including data on the efficiency and impact of some select community health worker initiatives around the country. Full citations and related publications are available upon request. Please feel free to contact any of the individuals listed above for more information. 

Primary Contacts: 
Anne Willaert, (507) 389-2590, anne.willaert@mnsu.edu
Jewel Bell, (513) 464-8404, jewelb@cityofmiddletown.org.
I: Definitions

Both within the United States and beyond its borders, community health workers are playing an increasingly active role in improving health and access to care.  The following definition was submitted by members of the American Public Health Association to the United States Department of Labor when it created a classification code for CHWs (2009):

A Community Health Worker (CHW) is 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 CHW 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 such as outreach, community education, informal counseling, social support and advocacy.

CHWs play a variety of roles in different communities.  This diversity of functions allows them to maximize the assets and address the needs of the local setting.  As CHWs become institutionalized it is important to ensure support for the full scope of their practice and to protect their diverse approaches to community-based services.

II: Policy Positions

House Bill: 

MEDICAL HOME - We feel FAVORABLE about the inclusion of “community health workers” in medical home pilot projects, but suggest the following EDITS to clarify who qualifies as a CHW: 

1) Sec. 1866F (d)(1)(B)(iii)] - Definition of “Community-based Medical Home”

STRIKE “including” from the following sentence: [in that The organization employs community health workers, including nurses or other non-physician practitioners, lay health workers, or other persons as determined appropriate by the Secretary...]

2) Sec. 1722 (c)(2) – Medical Home Pilot Project

CHANGE “community care workers” to “community health workers” in the following sentence: “increase to up to 90 percent (for the first 2 years of the pilot program) or 75 percent (for the next 3 years) the matching percentage for administrative expenditures (such as those for community care workers).”

HOME VISITATION PROGRAMS FOR FAMILIES – We feel that this language should include an EDIT that includes community health workers (CHWs) among the “well-trained and competent staff” to provide home visits for families with young children and expecting children.

1) Sec. 440 (f)(1)(A)(ii) – Home Visitation Programs for Families with Young Children and Families Expecting Young Children
INSERT “community health workers” into the following sentence so that it reads: “(ii) employ well-trained and competent community health workers and other staff, maintain high quality supervision, provide for ongoing training and professional development, and show strong organizational capacity to implement such a program;”

GRANTS TO PROMOTE POSITIVE BEHAVIOR AND OUTCOMES – We SUPPORT the creation of grants to entities that employ community health workers to promote positive health in medically underserved areas. 
1) SEC. 2531 - Part P of title III (42 U.S.C. 280g et seq.) amendment adding at the end the following: `SEC. 399V. GRANTS TO PROMOTE POSITIVE HEALTH BEHAVIORS AND OUTCOMES.

MAINTAIN the existing language as is in the following paragraph: 

“The Secretary, in collaboration with the Director of the Centers for Disease Control and Prevention and other Federal officials determined appropriate by the Secretary, is authorized to award grants to eligible entities to promote positive health behaviors for populations in medically underserved communities through the use of community health workers. b) Use of Funds- Grants awarded under subsection (a) shall be used to support community health workers—(1) to educate, guide, and provide outreach in a community setting regarding health problems prevalent in medically underserved communities, especially racial and ethnic minority populations; (2) to educate, guide, and provide experiential learning opportunities that target behavioral risk factors including—(A) poor nutrition;(B) physical inactivity;(C) being overweight or obese;(D) tobacco use;(E) alcohol and substance use;(F) injury and violence;(G) risky sexual behavior;(H) untreated mental health problems;(I) untreated dental and oral health problems; and (J) understanding informed consent;(3) to educate and provide guidance regarding effective strategies to promote positive health behaviors within the family; (4) to educate and provide outreach regarding enrollment in health insurance including the State Children's Health Insurance Program under title XXI of the Social Security Act, Medicare under title XVIII of such Act, and Medicaid under title XIX of such Act; (5) to educate and refer underserved populations to appropriate health care agencies and community-based programs and organizations in order to increase access to quality health care services, including preventive health services, and to eliminate duplicative care; or (6) to educate, guide, and provide home visitation services regarding maternal health and prenatal care.

ADD an item #7 to read, “or (7) to help health and social service providers and institutions become more responsive to community needs by improving their own cultural and linguistic appropriateness.”
SENATE BILL

GRANTS TO PROMOTE POSITIVE BEHAVIOR AND OUTCOMES: We SUPPORT the intent and substance of language to entities that employ community health workers to promote positive health in medically underserved areas, but SUGGEST ADOPTING THE HOUSE LANGUAGE instead, which further delineates qualifying risk factors. 

1) SEC. 2531. `SEC. 399V. GRANTS TO PROMOTE POSITIVE HEALTH BEHAVIORS AND OUTCOMES.
To adopt the House language, INSERT at (b)(2) the following items: “including--
(A) poor nutrition;
(B) physical inactivity;
(C) being overweight or obese;
(D) tobacco use;
(E) alcohol and substance use;
(F) injury and violence;
(G) risky sexual behavior;
(H) untreated mental health problems;
(I) untreated dental and oral health problems; and
(J) understanding informed consent;”

NATIONAL HEALTH CARE WORKFORCE COMMISSION – We SUPPORT the inclusion of community health workers within the health care workforce that this newly created commission will examine.
1) Sec. 5101(i)(1): “The term ‘health care workforce’ includes … community health workers …”

MAINTAIN the existing language in this section. 

AREA HEALTH EDUCATION CENTERS – We SUPPORT the inclusion of community health workers in this language.
1) Sec. 751 (c)1)(C) 
MAINTAIN the following language re: entities who receive health education center grants: ‘(D) Conduct and participate in interdisciplinary training that involves physicians, physician assistants, nurse practitioners, nurse midwives, dentists, psychologists, pharmacists, optometrists, community health workers, public and allied health professionals, or other health professionals, as practicable.”

MEDICAL HOME – We suggest you EDIT the language to INSERT “community health workers” as part of the “health team” members that may be part of the medical home model. 
1) SEC. 3502. ESTABLISHING COMMUNITY HEALTH TEAMS TO SUPPORT THE PATIENT-CENTERED MEDICAL HOME. (b)(4):

We suggest you add “community health workers” to the following paragraph: 

(4) ensure that the health team established by the entity includes an interdisciplinary, interprofessional team of health care providers, as determined by the Secretary; such team may include medical specialists, nurses, pharmacists, nutritionists, dieticians, social workers, behavioral and mental health providers (including substance use disorder prevention and treatment providers), community health workers, doctors of chiropractic, licensed complementary and alternative medicine practitioners, and physicians’ assistants;..”
STATE OPTION TO PROVIDE HEALTH HOMES FOR ENROLLEES WITH CHRONIC CONDITIONS:  We SUPPORT this model but suggest the INSERTION of “community health workers” as part of the “team of health care professionals.” 

1) Section 2703, new Sec. 1945(h)(6)(A)

We suggest you INSERT “community health workers” in the following paragraph: ‘‘(6) TEAM OF HEALTH CARE PROFESSIONALS.—The term ‘team of health care professionals’ means a team of health professionals (as described in the State plan amendment) that may—‘‘(A) include physicians and other professionals, such as a nurse care coordinator, nutritionist, social worker, behavioral health professional, or any professionals deemed appropriate by the State; and…”

NATIONAL COMMUNITY PREVENTIVE SERVICES TASK FORCE: We SUPPORT the efforts of the Community Preventive Services Task Force and ask that “community health workers” be added to the list of individuals eligible for technical assistance under the program.

1) Section 4001 – Sec. 399U - COMMUNITY PREVENTIVE SERVICES TASK FORCE.—(1) IN GENERAL.—Part P of title III of the Public Health Service Act, as amended by paragraph(2), is amended by adding at the end the following: Sec. 399U. (b)(5) 
We suggest you INSERT “community health workers” in the following list of recipients eligible for technical assistance from the Community Prevention Task Force: ‘‘(5) the provision of technical assistance to those health care professionals, agencies, and organizations that request help in implementing the Guide recommendations; and…”

III: Evidence
According to the 2007 Community Health Worker National Workforce Study conducted by HRSA, there were more than 121,000 CHWs working in the United States in 2005, up over 40% from the start of the decade. Activities ranged from efforts at general improvement of community health status to targeted outreach among those living with diabetes or HIV/AIDS. CHWs have been used to bridge cultural gaps between communities and health and social service systems; to provide culturally and linguistically appropriate health education and information; to ensure that people get needed services in a complex and often-forbidding health care system; to provide informal counseling and social support; to advocate for individual and community needs; to build individual and community capacity to respond to urgent health and social problems; and to provide direct services.   CHWs were found to represent five to 40 percent of all personnel engaged in counseling, substance abuse counseling, educational-vocational counseling, health education, and other health and community services (Rosenthal, Brownstein, Wiggins, et al, 1998).

One compelling example of CHWs in action is provided by the AIDS Institute of the New York State Department of Health, which has long employed them as integral members of their COBRA case management teams.  These teams address the medical and psychosocial needs of people living with HIV/AIDS by providing family-centered case management that fosters self-reliance, economic independence and optimal health, including food, housing, employment, job training, social support and connection to healthcare and social services. The programs improve access by clients and their families to a full range of health and support services, and make sure the “system” is responsive to their needs. Case management teams act as client advocates—monitoring progress in obtaining services and making necessary adjustments to the service plan as clients’ resources and needs change over time. 
Research on CHW interventions is slowly increasing in quantity and rigor, but has been found to suffer from small sample sizes, poor research designs, and lack of control groups. In the absence of stable support for CHW programs, most of which continue to be sustained by “soft” grant funding, documenting their consistent anecdotal reports of their utility has been a challenge. More funding for longitudinal studies is needed to clearly isolate CHW interventions and measure outcomes and cost effectiveness associated with their contributions. For community health worker support to move ahead in Minnesota’s Medicaid program, it was necessary to present the argument based on other national studies and local documentation which demonstrated the effectiveness and cost effectiveness of CHWs.   It would be more efficient for states to use existing studies and models to inform their policies.

Nevertheless, available evidence complements the overwhelming sense among public and private employers, as well as communities themselves, that community health workers are an indispensible piece of the health reform puzzle, particularly among poor, underprivileged, chronically ill and aging patients whose care dominates public health care expenditures. The Institute of Medicine of the National Academy of Sciences (2002) determined that CHWs are effective as “a strategy for improving care delivery, implementing secondary prevention strategies, and enhancing risk reduction.”  The American Dental Association concurs that Community Dental Health Advisors (an oral health specialist CHW) are a critical component of sound oral health and is moving aggressively to expand the use of CHWs in dental interventions (Ismail 2009). This resolution by the ADA builds upon positive outcomes in countries where use of CHWs for oral health has long been routine (Frazão and Marques 2009).  

Some states and Federal agencies are responding to the emerging scientific consensus. In Minnesota, the role of the CHW is being changed from an occasional add-on to the system to a formal component of the mainstream health care workforce. Minnesota has defined the CHW “scope of practice,” developed a statewide standardized curriculum, and identified standards and competencies related to protocols for CHW reimbursement. In 2007, the state legislature authorized policy to support the direct reimbursement of CHWs. In 2008, the Centers for Medicare and Medicaid Services (CMS) approved an amendment authorizing Medicaid payments for CHWs. In January 2009, the Executive Office of the President published the revised listing of Standard Occupational Classifications (SOC) for use in the 2010 Census. This newly revised listing includes a unique SOC for CHWs (21-1094).

The studies cited here represent a selection from published and unpublished research supporting the contribution of CHWs.

Cost-Effectiveness

Fedder and colleagues (2003) sampled Medicaid-covered diabetes patients discharged from the University of Maryland hospital who received a minimum of five visits over a year from a CHW. The CHW linked patients with primary care providers, provided social support to patients and their caregivers, monitored patients' self-care, and helped patients keep appointments, monitor their own blood pressure and glucose, and sustain their Medicaid coverage. For patients who received five or more CHW visits, comparisons of their Medicaid claims data for one year prior to and one year after the CHW intervention showed that ER visits decreased by 38 percent and hospitalizations decreased by 30 percent.  The number of ER admissions also decreased by 53 percent. All of these differences were statistically significant. For the study cohort, mean Medicaid expenditures one year after intervention were $8,266, representing a 27 percent decrease from before the intervention. Estimated gross savings per CHW were $80,000 to $90,000 per year (direct costs only).

Whitley and colleagues (2006) studied health system utilization rates for primary care among poor, underserved men in Denver.   Their study of 590 patients assisted by 12 CHWs showed that in only 18 months, care shifted from costly inpatient and urgent care services ($16,872/visit and $934/visit, respectively) to less costly primary care services ($237/visit). A total cost decrease of $300,000 was noted over study period, despite an increase in patient visits. The return on investment was estimated at $2.28 saved per $1 spent, which equals $95,941 saved/year. 

Unpublished program data from CHRISTUS Health further support the conclusion that CHWs are highly effective for combating under-utilization of primary care among the minority of poor people with chronic disease who represent a majority of Medicaid expenditures. The program covered a low-income, largely uninsured majority-Latino population in rural south Texas, subject to high rates of hospitalization and frequent emergency room visits, with high rates of chronic disease. A sample of 105 care management (CHW) clients was followed for minimum of 90 days by a team of 15 CHWs, who offered outreach, health education, system navigation, and advocacy services, as well as support for self-management of chronic diseases. Emergency Department utilization decreased 50%, in-patient admissions declined 30%. Average annual cost for care among program participants decreased by $10,000, or 58%. Over a three year period (April 2006-March 2009), the return on investment for each dollar invested in the program was $3.84.

The Prevention and Access to Care and Treatment (PACT) Project in Boston is an initiative co-sponsored by the Brigham and Women’s Hospital and the international nonprofit organization Partners in Health that targets the 10-15% of HIV/AIDS patients in the city who are ill and frequently hospitalized despite having access to medical care and medications. PACT clients have demonstrated clinically and statistically significant improvement in immune strength, improved adherence to medications and outpatient visits, and reduction in opportunistic illness, preventable emergency room visits, and hospitalizations.   PACT’s case-load represents one of the highest-cost populations served by state Medicaid. Unpublished internal analysis of Medicaid data shows a decrease of $10,000, or -2.4%, after the second year of PACT enrollment as compared to the 12 months before PACT enrollment, and that spending on inpatient services dropped by 40%, from $397,848 to $239,676. The cost-effectiveness of community health worker interventions as compared to hospitalization made it possible to finance complex clinical care for HIV/AIDS, including psychosocial support, with no additional public outlay.

Utilization 

Flores and colleagues (2005) conducted a randomized controlled trial of a CHW intervention to increase insurance among Latino children in Boston found that children in the CHW intervention group were significantly more likely to be insured and to be insured continuously, compared to children in the control group. Anderson and colleagues (2000), Crump and colleagues (2008), Mock and colleagues (2007), and Weber and Reilly (1997) all found that CHW programs have shown significant improvements in patients’ use of prevention services, such as mammography and cervical cancer screenings among low-income and immigrant women. 

Matiz and colleagues (2009) conducted a study of a CHW intervention to reduce serious asthma exacerbations among Latino children in New York City.  They showed that the families who worked with a community health worker for a period of 6 months had significant reductions in their Emergency Department visits and hospitalizations related to asthma.  Comparing the 12-month  period  prior to enrollment in the program against the 12 months following enrollment, the  proportion of children with any Emergency Department visits for asthma in the previous year declined from 80% to 43%, while the proportion with any asthma-related hospitalizations dropped from 37% to 12%. 

Disease management

 CHWs also have proven positive effects on chronic disease management and treatment adherence, including significant impact on healthy food choices and increased physical activity among patients with diabetes, and clinical outcomes for diabetes, such as decreased HbA1c levels. In a randomized controlled trial of the effectiveness of CHW interventions for diabetes care, Babamoto and colleagues (2009) found that 57% of participants in the CHW group reported at least “very good” health, up from 5%; no significant changes were detected in the control groups. The CHW group showed no significant increase in ER visits or changes in medication adherence, while both of these indicators significantly worsened in the control groups. Finally, self-report of eating fruits and vegetables significantly increased in CHW group, and reports of eating fatty foods significantly decreased. Patients in the CHW group were 2.9 times more likely to decrease their body mass index. 

In a 2005 review, Brownstein found that CHW interventions for heart and circulatory disorders were associated with “significant improvements in participants’ blood pressure care and control.” Home visits by CHWs “to mobilize the patient’s support system” were more effective in hypertension control than group education sessions. CHWs providing blood pressure (BP) monitoring, education and follow-up (working with nurse practitioners) produced significant increases in appointment keeping and continuity of care. The study concludes that CHWs offer important contributions that have the potential to enhance the quality of care and health status of the U.S. population and to eliminate heart disease and stroke disparities. Meanwhile, in a Medicaid population with diabetes and hypertension, CHW care management produced significant reductions in ER visits, hospital admissions, and total patient costs to the Medicaid program.

Roman and colleagues (2009) found that teams of nurses and CHWs operating with partial Medicaid funding could significantly reduce depressive symptoms and stress and improve psychosocial resources (mastery, self-esteem, social support) compared to standard interventions. Greatest program benefits were found for women who reported low psychosocial resources, high stress, or both, at the time of enrollment. 

Laura Bahena is the CHW Network Coordinator for the Chicago Community Health Workers Local Network. She has twelve years experience as a community health worker. The Chicago Community Health Workers Local Network aims to support the progress of health promoters and the diverse communities they serve through group education, provision of information and resources, health promotion and disease prevention. Contact: 312-243-4772, lbahena@healthconnectone.org. 

Dr. Heidi Behforouz is Medical and Executive Director of the Prevention and Access to Care and Treatment (PACT) Project, a community-based health care initiative serving HIV/AIDS clients and the marginalized of Boston’s inner-city communities.  An Assistant Professor at Harvard Medical School, she is also an Associate Physician in the Women’s Health Associates at Brigham and Women’s Hospital (BWH).  Contact: 617-474-8541, hbehforouz@pchi.partners.org.

Jewel L. Bell is President of the Ohio Community Health Workers Association and Lead Community Health Worker at the City of Middletown Health Department (Middletown Ohio). A Public Health Scholar through the Ohio Public Health Leadership Institute, Ms. Bell also serves on Governor Ted Strickland's Infant Mortality Task Force. Contact: 513-425-7856, 513-464-8404 (cell), jewelb@cityofmiddletown.org.

Dr. Ron Cookston is executive Director of Gateway to Care, which introduced community health workers to the Houston/Harris County area in partnership with a collaborative of 165 member and affiliated organizations and now serves over 90,000 people to achieve and maintain access to healthy homes.  Contact: (713) 783-4616 ext 223, ron.cookston@gatewaytocare.org, www.gatewaytocare.org.

Dr. Sally E. Findley is Professor of Population and Family Health at the Mailman School of Public Health, Columbia University. Contact: 212-304-5790, sef5@columbia.edu.

Dr. Karen Hahn is Executive Director of the Center for Faith and Health Initiatives in Houston, TX. The Center for Faith and Health Initiatives develops networks of partnerships and volunteers to multiply health and human services for underserved communities, providing consultation, staff and technical support, free health and social services, volunteer management, and capacity-building for interfaith-based organizations in underserved communities. Contact: 832-567-8316.

Gail Hirsch is Director of the Office of Community Health Workers at the Massachusetts Department of Public Health. She authored the 2005 report, “Community Health Workers: Essential to Improving Health in Massachusetts.” She is a founding member of the Massachusetts Association of Community Health Workers. Contact: 617-624-6016, gail.hirsch@state.ma.us, www.mass.gov/dph/communityhealthworkers.

Lisa Renee Holderby is a founding member and former executive director of the Massachusetts Association of Community Health Workers. She also served as co-chair for the HRSA Community Health Worker National Workforce Study Technical Advisory Group.  Contact: 978-729-5379.

Cindy Marti is Policy Director of Massachusetts Association of Community Health Workers (MACHW). Contact: cmarti@mphaweb.org, www.machw.org.

Sergio Matos is the founder and Executive Director of the Community Health Worker Network of New York City, an independent, professional association of CHWs which serves as a policy and training institute for the CHW practice. He also serves as the Director for CHW Development at the Columbia University Mailman School of Public Health. Contact: 212-304-6415, sergio@chwnetwork.org.

Dr. Susan L. Mayfield-Johnson is Director for the Center for Sustainable Health Outreach (CSHO).   A collaborative project of the University of southern Mississippi and the Harrison Institute for Public Law at Georgetown University Law Center, CSHO was established to support the role of community health workers as a component of sustainable community wellness, and has become a national point-of-contact around issues related to community-based participatory research, rural health, and community outreach.  Contact: 601-266-6266,

Carl Rush, MRP is a consultant who has specialized in the field of CHWs for the past 13 years. He was a lead author on the CHW National Workforce Study for HRSA (2007) and has been coordinator of a community college CHW program and Director of the New Jersey CHW Institute.  He serves on CMS's national Health Disparities Technical Expert Panel for the Medicare program, and is a member of the Governing Council and Education Board of the American Public Health Association.  Contact: 210-775-2709, 210-241-3983 (cell), carl@chrllc.net.

Dr. E. Lee Rosenthal works as a researcher and educator in the area of public health and community development.  She was the director of the National Community Health Advisor Study and consultant to the Community Health Worker Evaluation Toolkit project, both funded by the Annie E. Casey Foundation at the University of Arizona. She was also the co-director of the U.S. Department of Education-funded Community Health Worker National Education Collaborative, also based at the University of Arizona.  Dr. Rosenthal is co-investigator on the National Institutes of Health funded HEART project examining Community Health Worker efficacy and integration in El Paso, Texas. Contact: 915-747-8233. elrosenthal@utep.edu.

Dr. Mariano Rey is Director of the Community Engagement Core, NYU-HHC Clinical Translational Sciences Institute (CTSI), an NIH-funded partnership between New York University (NYU), the New York City Health and Hospitals Corporation (HHC), and diverse community organizations.

Romelia Rodriguez is Supervisor of CHWs at the Department of Family Medicine, Bronx Lebanon Hospital. She has nine years experience working with disadvantaged families to create, develop and promote safe and healthy communities through education, action and research. Contact: 718-901-6372, romrodri@bronxleb.org.

Anne Willaert is Director of the Minnesota Community Health Worker Alliance and Director of Project Design and Development for Healthcare Education Industry Partnership (HEIP), an initiative under the Minnesota State Colleges and Universities. HEIP develops partnerships between higher education and healthcare industry to form solutions to meet the increased and critical needs in the healthcare workforce.  The Minnesota Community Health Worker Project developed and published an 11-credit core curriculum which is currently being implemented at community and technical colleges throughout Minnesota. It also secured passage of state legislation in Minnesota mandating Medicaid reimbursement for community health workers. Contact: 507-389-2590, 507-381-2541 (cell), anne.willaert@mnsu.edu.
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