[image: ][image: ][image: C:\Users\rgewirtz\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\HJIJ8L05\health care for all 240.jpg]	

[bookmark: _GoBack]Andy Slavitt, Acting Administrator
Center for Medicare & Medicaid Services
7500 Security Boulevard
Baltimore, Maryland 21244

September 2, 2016
RE: Massachusetts Section 1115 Demonstration Project Amendment 

Dear Mr. Slavitt,
We appreciate the opportunity to offer concrete proposals for how MassHealth can explicitly include community health workers as part of their redesigned health care delivery and payment systems. There is strong convergence between the evidence for what community health workers can help healthcare providers and patients to achieve in terms of improved healthcare services, health and cost outcomes, and the goals of the MassHealth redesign and CMS’ goals for system reform.  We believe it would benefit transforming practices and emerging systems if there is guidance for and acknowledgement of how this workforce can be effectively integrated into multi-disciplinary care teams and partnerships.
Please find below detailed descriptions of three evidence-based community health worker intervention models. These were developed by a team of providers, trainers, and researchers highly experienced in community health worker programs, models, implementation and effectiveness research to create these descriptions. The models include the following:
· Model  1: High Risk Healthcare Transitions, Care Coordination & Chronic Disease Prevention and Management
· Model  2: High Risk Pediatric CHW-led Asthma Home Visiting 
· Model 3:  High Risk Maternal and Child Health
Each of the included models is described with several categories of guidance:
1) Brief summary of focus and goals
2) Population for which the intervention has been designed and implemented
3) Description of intervention, including location of CHW in system; supervision, training, supervisor to CHW ratio, and caseloads; CHW activities
4) Outcomes achieved by the intervention, along with citations of evidence 
We believe these categories describe the key elements and evidence to guide MassHealth and in turn the Commonwealth’s ACO systems in integrating CHWs into healthcare and community partner care teams 
We recognize that it is common in requiring healthcare contractors to include a particular workforce to provide standards on the established patient to health worker ratio.  We address this element in this cover letter, as it is at this point an uncommon calculation for the CHW workforce.  In part this is because CHWs have not been widely covered by healthcare payers in the past. The more common ratio based on published research evidence and gleaned from provider experience is the ‘caseload’ or number of people that CHWs as part of an intervention model can effectively serve at any given point in time.  That figure, combined with the average anticipated time period that CHWs can be expected to work with someone, can yield an estimate of the number of patients that can be seen by the CHW over the period of a year. We include such figures in the model descriptions.
To calculate an estimate of patient/CHW ratios for each of the described interventions, we recommend using the following guidelines provided by Dr. Pano Yeracaris, MD, MPH, in his paper Community-Based Integrated Care: A Model for 21st Century Medicine. Revised, November, 2014.  You can access the paper by contacting him at pyeracaris@gmail.com
Dr. Yeracaris MD, MPH, is currently Co-Director Care Transformation Collaborative of RI, Formerly Chief Medical Officer, Network Health in Massachusetts, offers the following formula for the calculations:

“The targeting objective for a Medicaid population is to identify and engage the top 5-10% of the population with the highest risk and utilization levels that drives up to 67% of the total spending. For a commercial population it is reasonable to target the top 2-3% higher-risk population.  This population has multiple chronic conditions often with high levels of compounding psychological and social needs. The top 5-10% of the high-risk population with impactable chronic disease can be identified through claims analysis using proven filters and flags.” 
We hope that MassHealth would require staffing ratios of CHWs commiserate with the published evidence and consistent with the covered lives and high risk profiles within the ACO populations.
Finally, we want to stress the point that for each of the following CHW intervention models, caseloads will vary based on the complexity of patient conditions, type and location of employer (e.g. rural vs. urban) and by intervention (e.g. inclusion of home visits vs. services mainly provided inside the clinic). For example, uncontrolled asthma pediatric patients may require weekly home visits, whereas other chronic conditions or adult patients whose symptoms are more under control may only need brief telephone conversations. In addition, the caseload and needs of each patient can change as the patient progresses.
These intervention model descriptions are grounded on in-depth familiarity with and review of the published research literature and the seasoned experience of the healthcare, public health, and community health providers and experts we assembled or consulted to develop the descriptions. Best practices information on all facets of implementation of CHW models is available by contacting the Office of Community Health Workers at the Massachusetts Department of Public Health: chwinfo@state.ma.us. Additional technical assistance resources are available through the Massachusetts Association of CHWs: www.machw.org.   
The Massachusetts Department of Public Health definition of community health workers can be found at this link:  www.mass.gov/dph/chw. Core competencies for CHWs in Massachusetts, as described by the Board of Certification of CHWs, are aligned with national evidence-based core roles and skills articulated in the recently released report of the CHW Common Core Consensus Project (C3), found here: http://c3report.chwsurvey.com/. 
Thank you again for the opportunity to provide this information and please let us know if you have any additional request for clarification or additional information.
Best regards,  
Rebekah Gewirtz, MPA, Executive Director, Massachusetts Public Health Association

Terry Mason, PhD, Senior Independent Policy Consultant

Suzanne Curry, Senior Health Policy Manager, Health Care for All

Lissette Blondet, Director, Massachusetts Association of Community Health Workers

Megan Sandel, MD, MPH, Principal Investigator Children's HealthWatch, Associate Professor, Boston University School of Medicine

Russell Phillips, MD, Harvard Medical School Center for Primary Care, Director, Harvard Center for Primary Care

Pano Yeracaris, MD, MPH, Co-Director Care Transformation Collaborative of RI, Formerly Chief Medical Officer, Network Health




Evidence-based Community Health Worker Intervention Models
Recommendations to Mass Health in ACO Model Development
Sept 1, 2016
Model 1: Community Health Worker Intervention
High Risk Healthcare Transitions, Care Coordination and
Chronic Disease Prevention and Management

Intervention Focus:
In this model, the focus of the  community health worker is to facilitate high risk patient access to and engagement with a primary care medical home and with behavioral health or other specialty care, and to provide culturally sensitive care coordination for patients’ service needs  within and outside the healthcare system. The CHW also provides education and support for chronic disease self-care and management and assists with care management at varied levels of intensity, depending on patient and care team needs. The CHW is fully integrated into the multi-disciplinary primary care team and supports patients to remain connected to their medical home, helping them to identify and address psycho-social strengths and barriers to care and management of chronic conditions, and to connect families to community-based health and social initiatives as needed.  
Goals for Intervention:
1. Improve patient’s use of appropriate health care resources: 
a. Build ties to a primary care home for those who over-utilize the E.D.
b. Assist patients with transitions from one healthcare provider to another
c. Improve use of preventive screenings
d. Reduce no shows
e. Re-engage in primary care

2. Prevent over-utilization of urgent care, E.D., and hospitalization, including readmissions
a. Educate about how to best use the health care system
b. Build and strengthen ties with primary care home

3. Improve control over risks and/or symptoms of chronic conditions such as diabetes, obesity, hypertension, and cardio-vascular disease
a. Motivational and health education, coaching, logistical support for
lifestyle changes, medication adherence

4. Activate and engage patient in their care by engagement in:
a. Patient-centered action plan
b. Identification of patient priorities for goal setting
5. Improve two-way communication between clinical providers and patients/clients:       
a. Cultural and linguistic liaison work
b. Convey patient circumstances to care team 
c. Help patient to understand and engage actively in their care plan

6. Identify and help to reduce barriers to care and self-care
7. Help patients identify and address social-economic barriers to care

Population for Intervention 
1. Low-income Medicaid patients from diverse ethnic/racial/linguistic backgrounds
2. Identified patient members of a primary care practice or part of ACO system and/or MCO Plan, with infrequent or inappropriate use of system health services (missed appointments, lost to care or high utilization of emergency department, hospitalization) 

3. Identified patients with one or more uncontrolled or poorly controlled chronic conditions, including behavioral health and/or challenging social, environmental circumstances

Location of CHW 
In the effectiveness research literature and in providers’ experience, there are multiple options for where the CHW can be located and be effective in this and other intervention models:
1. Option 1: CHW on staff and located in primary care practice, whether a community health center or a large practice within integrated ACO system and supervised on site by member of clinical healthcare or social work team; CHW works with patients in clinical setting and conducts home visits some of the time

2. Option 2: CHW on staff at a community health center but stationed at a hospital that is part of the same ACO or health system; with chief clinical supervisor at hospital, in close coordination with health center CHW program supervisor

3. Option 3: CHW is staff at health plan, MCO, centrally supervised and coordinated, and can see patients in hospital or in community organization or in home

4. Option 4: CHW is staff at a Community Based Organization (CBO) that is part of the same ACO; CHW is supervised by a staff member at the CBO, in close communication with clinical care team; may attend case-based team meetings at the clinical setting; may see patient in the CBO, clinical setting, or in the patient’s home 
Supervision, training and caseloads
1. Manager Ratio: One program manager/supervisor for six to eight full-time CHWs; nurse care manager or social work care manager, depending on the complexity of patients in case load
2. Caseload: 30- 50 patients per CHW (at any given time), depending on level of acuity of patients’ needs; total for year, 60—100 patients in a year, depending on average length of contact with patients. Period of contact between CHW and patient varies according to patient needs, but on average ranges from three months to twelve months
3. Training: 
a. CHW: CHW completes the Core Competency CHW Training at a local CHW training center; additional intervention or condition specific training offered by CHW training centers and/or by employer
b. Supervisor: All supervisors should attend the CHW Supervisor training offered by one of the Massachusetts CHW Core Competency Training Centers
4. Multi-disciplinary Team Integration: Strong communication between CHWs, if stationed at CBO, their CBO supervisor, and patients’ clinical team  via regular monthly multi-disciplinary team meetings; weekly case -based meetings with CHW clinical supervisor, entry of CHW activities into electronic medical record, and telephone and texting access by CHW to supervisor and member of care team
CHW Activities
1. Outreach: 
a. Provide outreach to identified patient/family via telephone, letter, and/or in the clinic, hospital or home 

2. Assessment: 
a. CHW, under supervision of and/or together with a nurse or licensed social worker, does psychosocial assessment, including  social determinants of health
3. Identify and Address Social Determinants of Health:
a. Link patient to community resources to address their social needs

4. Goal Setting/Action Plan: 
a. Promote patient engagement by helping them develop patient-centered action steps plan with short term and longer term goals for meeting health and social needs and monitor progress
5. Health Care Navigation: 
a. Provide logistical and social support, health system navigation and advocacy in the medical system (make sure patient’s needs are understood and met)
b. Help patient set up appointments with primary care or other health resources
c. Accompany patient to appointments if needed
d. Educate about appropriate utilization of healthcare, help with insurance enrollment 
6. Education: 
a. Educate patients one-on-one or in groups on the importance of lifestyle changes, adherence to plans and medications, and offer social and logistical support for making these changes (accompanying to grocery store, locate exercise programs)
b. Assist diabetes educator, nutritionist in co- facilitating self-management support and education groups using evidence-based curricula such as Chronic Disease Self-Management Program, provide evidence-based motivational coaching, emotional, social support


7. Social Support: 
a. Provide regular check-ins via phone, text, or home visit with patient to address progress, goals in action plan, social needs, and barriers to improved health
8. Manage Health Care Transitions: 
a. Support patient as they transition from hospital/ED to primary care or other health care settings
Quality And Health Outcomes Supported By Evidence
1. Increased Use Of Primary Care, Increased Appointment Keeping, Reduced Hospital Readmissions, Reduced E.D. Use
a. Kangovi S et al. Patient-centered community health worker intervention to improve posthospital outcomes: a randomized clinical trial. JAMA Intern Med 2014;174 (4):535-543.
b. Johnson D et al. Community health workers and Medicaid Managed Care in New Mexico. J Community Health. 2011;37:563-575.
c. Liebman J, Heffernan D, Sarvela P. Establishing diabetes self-management in a community health center serving low-income Latinos. The Diabetes Educator. June, 2007;33 (Supplement6): 132s-138s
d. Norris  S et al. Effectiveness of community health workers in the care of persons with diabetes. Diabetic Medicine 2006; 23 (5): 544-556
e. Institute for Clinical and Economic Review.Community Health Workers: A Review ofProgram Evolution, Evidence of Effectiveness and Value, and Status of Workforce Development in New England. The New England Comparative Effectiveness Advisory Council. Boston, Massachusetts: July, 2013

2. Increased Preventive Screenings, Knowledge, Self-Efficacy Adherence To Care Plans And Medications
a. Kim K et al. The effect of a community-based health worker interventions to improve chronic disease management and care among vulnerable populations: a systematic review. A JPH; April 2016 Vol 106, No 4: e3-e28
b. Brownstein N et al. Effectiveness of community health workers in the care of people with hypertension. Am J Prev Med 2007; 32 (5): 435-447
c. Megha Shah & Elizabeth Kaselitz & Michele Heisler The role of community health workers in diabetes: update on current literature. Current Diabetes Report, Vol. 13(2):163-71 (April 2013)
d. Wells KJ, Luque JS Miladinovic B et al. Do community health worker interventions improve rates of mammography screening in the United States?: a systematic review. Cancer Epidemiol Biomarkers Prev: 2011; 20 (8):1580-159
e.  Institute for Clinical and Economic Review. Community Health Workers: A Review of Program Evolution, Evidence of Effectiveness and Value, and Status of Workforce Development in New England. The New England Comparative Effectiveness Advisory Council. Boston, Massachusetts: July 2013.

3. Improved Weight Control And Other Biomarkers For Chronic Conditions, Such As Blood Pressure, Cholesterol, Or Hba1ct
a. The Community Preventive Services Task Force  recommends interventions that engage community health workers to prevent cardiovascular disease (CVD). There is strong evidence of effectiveness for interventions that engage community health workers in a team-based care model to improve blood pressure and cholesterol in patients at increased risk for CVD. (http://www.thecommunityguide.org/cvd/CHW.html)  
b. The IOM and the American Association of Diabetes Educators have recommended engagement of CHWs as part of multidisciplinary teams (Institute of Medicine, Unequal Treatment, 2003, pp 17-18.) (American Association of Diabetes Educators. Position statement: diabetes community health workers. Diabetes Educ 2003; 29: 818–824.)
i. Cited in New England Comparative Effectiveness Advisory Council lit review report, 2013 
c. Brownstein N et al. Effectiveness of community health workers in the care of people with hypertension. Am J Prev Med 2007; 32 (5): 435-447
d. Allen JK, Dennison-Himmelfarb CR, Szanton SL, et al. Community Outreach and CardiovascularHealth (COACH) Trial: a randomized, controlled trial of nurse practitioner/community health worker cardiovascular disease risk reduction in urban community health centers. CircCardiovasc Qual Outcomes. 2011; 4 (6):595-602.

4. Cost Effectiveness, Savings, Positive Return on Investment
a. Kim K et al. The effect of a community-based health worker interventions to improve chronic disease management and care among vulnerable populations: a systematic review. A JPH; April 2016 Vol 106, No 4: e3-e28
b. Johnson D et al. Community health workers and Medicaid Managed Care in New Mexico. J Community Health. 2011; 37:563-575.
c. Allen J et al. Cost-effectiveness of nurse practitioner/ community health worker care to reduce cardiovascular health disparities. Journal of Cardiovascular Nursing.2013:00(0):00.
a. Institute for Clinical and Economic Review. Community Health Workers: A Review of Program Evolution, Evidence of Effectiveness and Value, and Status of Workforce Development in New England. The New England Comparative Effectiveness Advisory Council. Boston, Massachusetts: July, 2013


Model 2: Community Health Worker Intervention 
Pediatric CHW-led High-Risk Asthma Home Visiting Model
Intervention Focus
Asthma home visits for high-risk pediatric patients with uncontrolled or poorly controlled asthma and recent history of ER use, led by a community health worker (CHW) have been shown to be effective in improving asthma outcomes, as well as quality of life for pediatric participants and their caregivers and has offered positive return on investment.
Goals for Intervention
1. Improve asthma health outcomes: reduce ER use, urgent care use and hospitalization, reduce asthma symptom days, improve medication adherence, and improve caregiver quality of life.
2. Increase cost efficacy: positive return on investment
3. Improve communication among patients, their families and the clinical team: improved medication adherence and self-management, patient-centered asthma action plan.
4. Engage, support patients and their families: reinforcement of asthma action plan, reduction of environmental triggers found in the home environment, connection to social services
5. Reduce asthma outcome disparities among pediatric population 
Population for Intervention 
1. Pediatric (ages 2-18) low-income, often Medicaid patients from diverse ethnic/racial/linguistic backgrounds
2. High-risk pediatric patients.  A sample high-risk definition is included below:
a. Not well or very poorly controlled asthma as assessed by standardized asthma control test OR
b. Hospitalized for asthma in the last 12 months OR
c. Emergency room visit for asthma in the last 12 months OR
d. Unscheduled office visit for asthma in the last 12 months OR
e. One or more episodes/year of oral corticosteroids because of worsening asthma in the last 12 months.
Location of CHW 
Clinical or Community Settings: CHWs can be located in diverse clinical settings where CHW is closely integrated into the primary or specialty care clinical team or may work in a community based program that has more limited contact with the clinicians serving their clients. Clinical settings can include community health centers, hospital-based clinics, private pediatric offices, and clinical provider groups. CHW’s can be centrally managed for multiple practices. Regardless of where CHW is located, strong communication with primary care providers is a key component to the model’s success
Supervision, Training Caseload, and Staffing Ratio
Literature on implementation structure varies by program.  Recommendations below reflect a reasonable average over range of programs (see references below).
1. Manager ratio: Preferred CHW supervisors are part of the clinical care team (e.g. RNs, SWs, AE-Cs employed in a clinical setting). 
2. Team Integration: CHWs should be directly supervised by a clinical team member, have easy access to and be in regular communication with clinical team through meetings and potentially through access to patient EMRs.
3. Caseload: CHW caseload is, on average, 40-60 patients at a time and 80-100 annually. Period of contact between CHW and patient and their families is dependent on number of home visits conducted but typically lasts between 6 months and a year.

4. Training: 
a. CHW Training – 4 day training on asthma intervention protocol that includes home visit, environmental assessment and education on modifiable factors to reduce asthma triggers.  Motivational interviewing techniques are also taught as well as educating adolescents with asthma. Training includes field-based mentoring program for CHWs and observation-based skills assessment of CHWs at the completion of the training/mentoring program. CHWs are also encouraged to attend the Core Competency CHW training.

b. Supervisor Training – 1.5 day training to review the CHW home visitor protocol/model and the role of the CHWs. Motivational interviewing is also discussed. 

5. Multi-disciplinary Team Integration Activities: CHWs should be directly supervised by a clinical team member, have easy access to and be in regular communication with clinical team through meetings and potentially through access to patient EMRs.

CHW Activities
1. Asthma Management Education and Trigger Remediation: Conduct a minimum of 3 home visits that address asthma management and environmental trigger remediation education according to standardized protocols. 

2. Asthma Action Plan Support:  Promote adherence to asthma action plan devised by patient’s clinical team.

3. Collaborate with Clinical Team: Report data collected from home visits to the clinical team to improve patient care and provide communication bridge between provider and patient
4. Social Support: Provide low-cost supplies to families including cleaning supplies, food storage, anti-pest supplies and pillow and mattress encasements to reduce trigger exposure in the home. 
5. Education: Educate patient and family about the importance of environmental trigger reduction
6. Identify and Address Social Determinants of Health : Serve as family advocate for housing improvements and provide referrals for social services (e.g. Legal Aid, WIC etc.)
Quality and Health Outcomes Supported By Evidence
1. The Pediatric CHW-led Asthma Home Visiting Model supports clinical care best practices for asthma as detailed in the National Asthma Education and Prevention Program Expert Panel Report 3 http://www.nhlbi.nih.gov/files/docs/guidelines/asthsumm.pdf 

2. Quality and Health Outcomes
a. Reduction in urgent care utilization
b. Reduction in emergency room utilization 
c. Reduction in hospital admissions 
d. Positive return on investment (ROI)or reduction in cost 
e. Reduction in asthma symptoms/symptom days
f. Improvements in asthma control by NAEPP standards (e.g. movement from not well to well controlled)
g. Increased use of asthma controller medication (medication adherence)
h. Decrease in missed school and work days due to asthma

3. Additional Evidence
a.  Reducing Racial and Ethnic Asthma Disparities in Youth (READY) Study (Outcomes 1,5, 6, 7,)
Smith LA, Sandel MT, Sadof M, Zotter JM. National Institutes of Health. Reducing Ethnic/ Racial Asthma Disparities in Youth (READY) Study – Final Report. Unpublished final grant report, Massachusetts Department of Public Health, 2012

b. New England Asthma Innovation Collaborative (NEAIC) (Outcomes1, 2, 3, 6)
New England Asthma Innovation Collaborative (NEAIC), Department of Health and Human Services, Centers for Medicare & Medicaid Services, Grant Number 1C1CMS331039, March 31, 2016. 

c. Boston Children’s Hospital Community Asthma Initiative (Outcomes2, 3, 4, 5, 8) 
Woods ER, Bhaumik U, Sommer SJ, Ziniel SI, Kessler AJ, Chan E, Wilkinson RB, Sesma M, Burack AB, Klements EM, Queenin LM, Dickerson DU, Nethersole S. Community Asthma Initiative: Evaluation of a Quality Improvement Program for Comprehensive Asthma Care. Pediatrics. 2012; 129:465-472.

d. Seattle-King County Healthy Homes Project  (Outcomes 1,2 ,3, 4, 5, 6, 7) 
Krieger, J. W., Takaro, T. K., Song, L., & Weaver, M. (2005). The Seattle-King County Healthy Homes Project: a randomized, controlled trial of a community health worker intervention to decrease exposure to indoor asthma triggers. American Journal of Public Health, 95(4), 652-659.
e. CDC Community Guide Systematic Review of Home-Based Multi-Trigger, Multi-component Interventions (Outcomes 1, 2, 3, 5)
Crocker, D.D., et al., (2011) Effectiveness of home-based, multi-trigger, multi-component interventions with an environmental focus for reducing asthma morbidity: a community guide systematic review. Am J Prev Med, 41(2 Suppl 1): p. S5-32.

f. Sinai Children’s Hospital and Sinai Center for Urban Health (Outcomes 1,2,3, 5)
Margellos-Anast H, Gutierrez MA, Whitman S. Improving Asthma Management among African-American Children via a Community Health Worker Model: Findings from a Chicago-Based Pilot Intervention. Journal of Asthma 2012; May 49(4): 380–389.

g. Home-Based Environmental Intervention among Urban Children with Asthma (Outcome 5)
Morgan WJ, Crain EF, Gruchalla RS, O’Connor GT, Kattan M, Evans R III, Stout J, Malindzak G, Smartt E, Plaut M, Walter M, Vaughn B, Mitchell H. Results of a home-based environmental intervention among urban children with asthma. N Engl J Med 2004; 351(11):1068–1080

h. Community Health Workers and Environmental Interventions for Children With Asthma: A Systematic Review (Outcomes 1, 2, 5)
Postma, J., Karr, C. Kieckhefer, G. (2009). Community health workers and environmental interventions for children with asthma: A systematic review. The Journal of Asthma, 46(6), 564- 576.







Model 3: Community Health Worker Intervention
Maternal and Child Health
Intervention Focus:
This model is focused on improving the use of maternity and early pediatric care resources and other social services that have impact on outcomes in the perinatal and infancy period, with the end goal of improved health outcomes at decreased costs. The protocols used by CHWs in educating and supporting women follow state (Massachusetts Perinatal Care Guidelines, 2016) and national (AAP/ACOG Perinatal Care Guidelines, 7th edition) guidelines for best practice perinatal care.
Goals for Intervention
1. Increase utilization of prenatal, postpartum and preventive pediatric care
2. Increase utilization of social services that address social determinants of health as identified in individual needs assessment
3. Decrease costly, preventable labor interventions, including unnecessary cesarean births
4. Decrease low birth weight in babies  
5. Increase breastfeeding initiation, exclusivity and duration (for patients of doula and breastfeeding support CHWs)
6. Decrease postpartum depression
Population for Intervention 
1. Low-income Medicaid patients from diverse ethnic/racial/linguistic backgrounds
2. Pregnant and postpartum women and infants up to 1 year of age
3. Social and medical risk factors for poor perinatal, infant or childhood outcomes and/or high cost of care
a. Over- or under-utilization of health care services in pregnancy, the postpartum period, infancy or early childhood, and/or
b. Medical and/or behavioral comorbidities or complex care needs, and/or
c. Social determinants of poor perinatal, infant and child health, including housing instability, food insecurity, unmet basic material need, domestic violence, parental drug or alcohol addiction, prior or actual preterm birth/low birth weight, poor social support and/or other factors
Location of CHW 
1. Option 1: CHWs located in clinical setting (community health centers or hospitals) and supervised on site; CHWs can see patients in clinical or community settings, such as home visits or at social service organizations.
2.  Option 2: CHWs on staff and supervised at community-based organizations but stationed at hospital or community health center; CHWs can see patients in clinical or community settings, as in Option 1 above. 
3. Option 3: CHWs on staff and supervised at community-based organization (for example, multiservice agencies or doula or breastfeeding support organizations) and linked with ACO, with clear communication and coordination systems with clinical teams; CHW’s can see patients in clinical or community settings as in Option 1 above. 
4. Option 4: CHWs on staff at health plan, MCO, centrally supervised and coordinated with clinical team; CHWs can see patients in clinical or community settings, as in Option 1 above. 
Supervision, Training Caseload, and Staffing Ratio
Literature on implementation structure varies by program.  Recommendations below reflect a reasonable average over range of programs (see references below).
1. Manger-Staff Ratio: 1.0 FTE program manager/supervisor per eight full-time CHWs 

2. Supervisor: Supervisor should have content expertise.  Clinical training as RN or Social Worker preferred. Senior CHW with significant relevant experience considered. Master’s level education recommended. 

3. Caseload: 15-40 clients at a time per 1.0 CHW FTE depending on scope of tasks in job description and location of client visits.  Tasks limited to the clinical setting, such as phone navigation and clinic/hospital-based education can accommodate a caseload of 40-50 clients.  Longer term home-visiting CHW’s, including breastfeeding peers, can accommodate 30 clients per CHW.  The caseload for a full-time doula is 4 clients in each pregnancy due date month, for a caseload of approximately 15-25 clients per full time doula depending on the home visiting and other navigation tasks required. 

4. Training: 
a. CHW: CHW training depends on the scope of the job description.  Typical programs include initial trainings, covering some core competencies and some specialized health topics, ranging from several days to a week. Topics covered may include healthy pregnancy behaviors, information about childbirth, breastfeeding benefits, substance use in pregnancy, domestic violence and family planning information.  Job-specific topics may include labor support techniques for doulas, strategies for home visiting, and breastfeeding support techniques.  All MCH CHWs are encouraged to complete the entire CHW core competency training.  Ongoing and continuing education training should be included in regular staff meetings.
b. Supervisor: All CHW supervisors should attend the CHW Supervisor Training at one of the CHW Core Competency training Centers in Massachusetts

5. Team Integration Activities: Strong communication between CHWs and practice clinical teams via regular team meetings, entry of CHW activities into electronic medical record, and telephone or texting. 


CHW Activities
CHW meets woman in early prenatal period and follows her through pregnancy and the first 6-8 weeks postpartum using a structured assessment and intervention pathway (see below).  Dose of the intervention is determined by client need. Doula CHWs also follow the client during labor and birth. Breastfeeding support and doula CHWs provide breastfeeding education and support prenatally, in the hospital and at home. 
1. Assessment: Standardized tools assess for social and medical needs at regular intervals (often in each trimester and the postpartum period). The CHW promotes the activation and engagement of the client through a woman- and family-centered action plan to accomplish patient-identified priorities and goals.
 
2. Navigation: phone calls or in-person assessments in coordination with clinical team; assess barriers to care, provide health systems education, accompany client to appointments when needed to connect patient to:
a. Health Services: 
· Prenatal care, pediatric care and possible specialty care needed during the perinatal period, including behavioral health and dental cleaning
· Improve two-way communication between clinical providers and patients/clients by serving as bridge (cultural, linguistic, health literacy)
b. Social Services Addressing Social Determinants of Health: 
· Health insurance, WIC, food resources, DTA, utilities assistance, SNAP, housing, immigration, employment, education, transportation, domestic violence resources, tobacco cessation, addiction services and other material resources such as diapers, crib, and baby clothes.

3. Social Support: Includes support during delivery, which involves physical and emotional comfort measures throughout labor and birth, serving as a cultural bridge between the laboring woman and health care team, promotion of breastfeeding and maternal-infant bonding in the immediate postpartum period.

4. Client Education: Topics include healthy pregnancy behaviors, benefits of smoking cessation, stress reduction techniques, childbirth and breastfeeding information, baby care and SIDS prevention, the importance of immunizations and other public health topics. 
Quality and Health Outcomes Supported By Evidence
1. Reduction In Low Birth Weight (for highly structured interventions)
a. Redding, S., Conrey, E., Porter, K., Paulson, J., Hughes, K., & Redding, M. (2015). Pathways Community Care Coordination in Low Birth Weight Prevention. Maternal and child health journal, 19(3), 643-650.
b. Lee, E., Mitchell-Herzfeld, S. D., Lowenfels, A. A., Greene, R., Dorabawila, V., & DuMont, K. A. (2009). Reducing low birth weight through home visitation: a randomized controlled trial. American journal of preventive medicine, 36(2), 154-160.

2. Improved Breastfeeding Outcomes: Increased initiation, duration and exclusivity of breastfeeding (For infants, breastfeeding reduces risks of infant hospitalization, childhood asthma, diabetes and obesity; For women, breastfeeding reduces risk of diabetes and breast cancer)
a. Chapman, D. J., Damio, G., Young, S., & Pérez-Escamilla, R. (2004). Effectiveness of breastfeeding peer counseling in a low-income, predominantly Latina population: a randomized controlled trial. Archives of pediatrics & adolescent medicine, 158(9), 897-902.
b. Chung, Mei, et al. "Interventions in primary care to promote breastfeeding: an evidence review for the US Preventive Services Task Force." Annals of Internal Medicine 149.8 (2008): 565-582
c. Chapman, D. J., Morel, K., Anderson, A. K., Damio, G., & Pérez-Escamilla, R. (2010). Review: breastfeeding peer counseling: from efficacy through scale-up. Journal of Human Lactation, 26(3), 314-326.
d. Newton, K. N., Chaudhuri, J., Grossman, X., & Merewood, A. (2009). Factors associated with exclusive breastfeeding among Latina women giving birth at an inner-city baby-friendly hospital. Journal of Human Lactation, 25(1), 28-33.)

3. Improved Labor Outcomes, Including Reduction In Unnecessary Cesarean Birth: Includes reduction operative vaginal delivery,  more positive patient experience of childbirth
a. Hodnett, E. D., Gates, S., Hofmeyr, G. J., Sakala, C., & Weston, J. (2013). Continuous support for women during childbirth. Cochrane Database Syst Rev, 7(7).
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