Health

The Role of Non-Traditional Health Workers in
Oregon’s Health Care System

DRAFT Recommendations for Core Competencies and
Education and Training Requirements for
Community Health Workers, Peer Wellness Specialists and Personal Health
Navigators

Developed by
Oregon Health Policy Board
Workforce Committee
Non-Traditional Health Worker Subcommittee

Report prepared by
Lisa Angus, MPH, OHA Office for Health Policy and Research
Carol Cheney, OHA Office of Equity and Inclusion
Shawn Clark, OHA Addictions and Mental Health Division
Rachel Gilmer, OHA Office of Equity and Inclusion
Emily Wang, MPH, OHA Office of Equity and Inclusion



Table of Contents

EXeCUtive SUMMALY...cccuiiiiiiiiiiiiiiiiiiieciiiecccine e cssasrscesssse s sssssss s sssssssssessssnessssssnnees 1
L. Background.......ueecuiiieiiiieiiiecieecieccteeste e ee e ae et ae e s ae e e e ae e e ae e e aae e eas 2
H0#156 BIll 3650ttt s 2

The Non-Traditional Health Worker (NTHW) Subcomnittee ...........cecevevevcvenvccvrinicenrinaes 3

PrOCESS oot s 3
Non-Traditional Health Worker Definitions ................cwvieviiviniicninineiisisesisssssssssnons 3
Evidence of Effectiveness of Service Delivery and Cost SQUINGS...ovucveencucuveveeeciviiicieiniccericcnenn. 4
Community Health WOrRers........cvccccceeeuciiiseeeisieieisiesisisses s eecsseesenesesesesesesesens 4

Peer Wellness SPeCiaists.............vvuuviiiiiiviiiviiiiiiiciiviiinsiccsie s 5

Personal Health INGUIGALOrs ..............c.c.ccivvvivinininicinisisiiiistscitceeeee s 6

II. The Role of Non-Traditional Health Workers in O1egon ..........ceeviueeiieeeinneennneecnneen. 9
ITL. RecOmMmMENdAations ....ccueiiieiieiiuiieniieeiitenniteenrtessite st ees e e st e e s ae e e s saa e s s sanesssaaeessaeeas 10
Roles, Competencies and Education and Training Requirements ..........ccceuuueeee. 10

Role I: Outreach and NMobDliZation..................ccovveiivenicucuninioeiisisiinnesnices st essnens 10
Definition and PUIDOSe...............ccuecuvinieiucivisiiiiiinnnciciiiicicisisieee st 10

@7 o, . Y A 11

Reguired Core Curriculum: Outreach and Mobiliation.................c.cccuvevecccuvnecccunenennes 11

Additional Required Curriculum for specific worker types, practice settings or jobs .............. 11

Rote 2: Community and CHltnral LGaiSing........c.c.coveececuveneeueuninieeisiniceeeinieieseieesessseseesssnns 12
Definition and PUIPOSe...............cc.cucuviviceiiuniniiiiiiiiiiciiisiicieisisics st 12

COMIPCLENCIES ..oovuviervnneisiviiiisiici s 12

Required Core Curriculum: Community and Cultural Liaising...............cvecevevvincncininnnnnes 13

Additional Required Curriculum for specific worker types, practice settings or jobs .............. 13

Role 3: Case Management, Care Coordination, and System NGVIgation...................ccevevvvecvninnne. 13
Definition and PUIPOSe..............coccecuvevieueuviniiciririicieisiieeieieee st 13

COMIPCLENCIES ..t 13

Reguired Core Curriculum: Case Management, Care Coordination, and System Navigation 14

Role 4: Health Promotion and COAtDING ...........c.cvveveverevenireivceeeicieieieieieisisissesesssesestssceceeaenens 14
Definition and PUIPOSe................ccuevviiuiiiiiiiiiciiiiiciciciic s 14
COTIPELCHCIES ... 14
Reguired Core Curriculum: Health Promotion and Coaching....................cuwceuvinvcucunens. 15

Additional Required Curriculum for specific worker types, practice settings or jobs .............. 15



[T 4555 [o=1 5 o) s DU N 16

Certification COMCEPES ........vvvuiuiuimimiriiiiiiiiiiiieiisiss st 16
RECOMMENAATIONS ...t 16

L 1 T RN 18
V. APPENAICES cuuunnniiiiiiiiiiiiiiiitiiiieetcciiree et e s aa s s e s e s e s sannes 20
Appendix A: Non-Traditional Health Worker Subcommittee.........coueecuvviicrvnicicnnnenes 20
Appendix B: Existing NTHW Certification Programs in Ofegon .......c.cccvuvuvieinicirincnnes 21
Appendix C: State Comparison of NTHW Certification..........cccocvvvviviiciriniciciniinicinnns 25

Appendix D NTHW SULVEY ....ciiiiiiiciicc it nees 56



Executive Summary

In 2011, the Oregon Legislature passed landmark legislation defining Oregon’s approach to health care
reform. The Oregon Health Authority (OHA), under House Bill 3650, Section 13, established a public
process to inform the development of an Oregon Integrated and Coordinated Health Care Delivery
System. This system will deliver integrated health care and services to Oregonians through a Coordinated
Care Organization (CCO) model of care, beginning with Oregon Health Plan enrollees and with special
attention to coordinating care and services for Medicare beneficiaries who are also on the Oregon Health
Plan.

Additionally, the legislation mandated the OHA, in consultation with the appropriate health professional
regulatory boards and advocacy groups, to develop and establish with respect to community health
workers, personal health navigators, peer wellness specialists and other health care workers who are not
regulated or certified by the state of Oregon.
(a) The criteria and descriptions of such individuals that may be utilized by coordinated care
organizations; and
(b) Education and training requirements for such individuals.

For ease of documentation, the state grouped these workers under the title “non-traditional health
workers.”

The Oregon Health Policy Board (OHPB) established and convened the Health Care Workforce
Committee’s Non-Traditional Health Worker (NTHW) Subcommittee, staffed by the Office of Equity
and Inclusion, in September 2011. Key to its success was the high level of expertise and diversity of
representation on the Subcommittee.

The Non-Traditional Health Worker (NTHW) Subcommittee embarked on a process to develop
recommendations on core competencies and education and training requirements for NTHWSs, as well as
to advise on additional concepts regarding the role of NTHWs. Briefly, the Subcommittee defined the
scope of work under the following four roles:

Outreach and Mobilization
Community and Cultural Liaising

Case Management, Care Coordination and System Navigation

-

Health Promotion and Coaching

In addition to providing specific competencies and education and training recommendations for each of
these roles, this report provides an overview of the national and Oregon-specific role of non-traditional
health workers; evidence of the effectiveness of the service model, including cost savings; and a
description of current practices and certification models in Oregon.

We acknowledge and sincerely thank the members of the NTHW Subcommittee for providing their
diverse perspectives, expertise, and wise counsel in the development of these recommendations.
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I. Background

House Bill 3650

In 2011, the Oregon Legislature passed landmark legislation defining Oregon’s approach to health care
reform. The Oregon Health Authority (OHA), under House Bill 3650, Section 13, established a public
process to inform the development of an Oregon Integrated and Coordinated Health Care Delivery
System. This system will deliver integrated health care and services to Oregonians through a Coordinated
Care Organization (CCO) model of care, beginning with Oregon Health Plan enrollees and with special
attention to coordinating care and services for Medicare beneficiaries who are also on the Oregon Health
Plan.

The goal is a health care system where Coordinated Care Organizations (CCOs) are accountable for care
management and providing integrated and coordinated health care for each organization’s members.
CCOs will be managed within fixed global budgets and will provide efficient, high quality, culturally
competent care aimed at reducing medical cost inflation. Additionally, Oregon’s health care system will
maintain the regulatory controls necessary to ensure affordable, quality health care for all Oregonians by
supporting the development of regional and community accountability for health and health care equity.

Oregon is experiencing a widespread shortage of its health care workforce and an increasingly diverse
population. Building and fostering the role of the workforce of community health workers, peer wellness
specialists, and personal health navigators by more fully integrating them into health care teams will help
to assure high-quality, culturally competent care to traditionally underserved populations within an
integrated and coordinated health care system. In addition, these “non-traditional health workers” are
uniquely placed to work with community members to identify and resolve their own most pressing
health issues by addressing the social determinants of health, thus contributing to reducing and
eliminating health inequities.

Section 11 of HB 3650 directed the Oregon Health Authority, in consultation with the appropriate
health professional regulatory boards and advocacy groups, to develop and establish with respect to
community health workers, personal health navigators, peer wellness specialists and other health care
workers who are not regulated or certified by the state of Oregon:

(a) The criteria and descriptions of such individuals that may be utilized by coordinated care
organizations; and
(b) Education and training requirements for such individuals.

The criteria and requirements zst be broad enough to encompass the potential unique needs of any
coordinated care organization and must meet requirements of the Centers for Medicare and Medicaid

Services in order that their services are reimbursable under Medicaid.

As the policy-making and oversight body for OHA, the Oregon Health Policy Board (OHPB)
established the Health Care Workforce Committee’s Non-Traditional Health Worker (NTHW)
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Subcommittee to provide recommendations to the Board that meet the direction of Section 11 of HB
3650. The Subcommittee is staffed by the Office for Equity and Inclusion within OHA.

The NTHW Subcommittee has been guided by House Bill 3650, the Board’s 2010 report Oregon’s Action
Plan for Health, and by OHA’s Triple Aim:

e improving the lifelong health of all Oregonians;
e improving the quality, availability and reliability of care for all Oregonians, and;

e lowering or containing the cost of health care so that it is affordable for everyone.
g g Ty

The NTHW Subcommittee
Process

The NTHW Subcommittee was convened by the Oregon Health Policy Boatd as a subcommittee of the
OHPB Workforce Committee. Committee members were appointed to represent a broad spectrum of
stakeholder organizations, including health systems, insurers, educational institutions, behavioral health
and addictions recovery programs, community clinics, social service and advocacy organizations, and
practicing non-traditional health workers from the field. A list of the Subcommittee members is provided
in Appendix A.

The Subcommittee, convened in September 2011, met over a four-month period to develop their
recommendations. The process included conducting a scan of state and national research, existing
legislation, published recommendations, and programs currently utilizing NTHWs. The NTHW
Subcommittee also disseminated a survey of currently practicing NTHWSs in Oregon, resulting in 620
responses. Using this background research, the Subcommittee then identified commonalities and
differences among the defined worker types which provided a basis for establishing a scope of work that
crosses all worker types and the core competencies necessary to effectively fulfill that scope. From there,
education and training requirement recommendations were developed to align with the competencies.
Additionally, recommendations were provided for specialized training for specific worker types.

Non-Traditional Health Worker Definitions

House Bill 3650 defines community health workers, peer wellness specialists and personal health
navigators. For ease of translation, we have used “non-traditional health workers” to encompass all three

worker types:

Community Health Worker means an individual who promotes health or nutrition within the
community in which the individual resides, by:
a) Serving as a liaison between communities, individuals and coordinated care organizations;
b) Providing health or nutrition guidance and social assistance to community residents;
¢) Enhancing community residents’ ability to effectively communicate with health care providers;
d) Providing culturally and linguistically appropriate health or nutrition education;
e) Advocating for individual and community health;
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f) Conducting home visitations to monitor health needs and reinforce treatment regimens;

@) Identifying and resolving issues that create barriers to care for specific individuals;

h) Providing referral and follow-up services or otherwise coordinating health and social service
options; and,

i)  Proactively identifying and enrolling eligible individuals in federal, state, local, private or
nonprofit health and human services programs.

Peer Wellness Specialists
For peer workers providing services in the field of behavioral health and addictions recovery, the State
currently provides a definition for Peer Support Specialists only. Peer Support Specialists are those who
provide peer delivered services to an individual or family member with similar life experience, under the
supervision of a qualified Clinical Supervisor. A Peer Support Specialist must complete an Addictions
and Mental Health-approved training program and be:
(a) A self-identified person currently or formerly receiving mental health services; or
(b) A self-identified person in recovery from a substance use disorder, who meets the abstinence
requirements for recovering staff in alcohol and other drug treatment programs; or
(c) A family member of an individual who is a current or former recipient of addictions or mental
health services.

The terminology “peer wellness specialist” is defined by peer support specialists who seck to expand the role
from services focused on behavioral health and addictions recovery to include physical health
promotion, and disease prevention and intervention activities for individuals and their families who
experience mental health and substance abuse challenges. Peer wellness specialists receive training
focused specifically reducing the levels of co-morbidity and shortened lifespan that are endemic among
persons with behavioral health issues, and be active participants on primary care health teams.

Personal Health Navigator means an individual who provides information, assistance, tools and
support to enable a patient to make the best health care decisions in the person’s particular
circumstances and in light of the patient’s needs, lifestyle, combination of conditions and desired

outcomes.
Evidence of Effectiveness of Service Delivery and Cost Savings

As trusted community members who also understand health issues and the health care system, NTHWs
are uniquely positioned to work with communities to identify and address the underlying causes of
health problems. Resolving persistent health inequities requires addressing these underlying causes. The
need to address health inequities must also drive development of the NTHW model.

Community Health Workers
Many studies show that CHWs contribute to improved health outcomes and overall health system
savings through their impact on:

(1) Improved prevention and chronic disease management, which reduces costly inpatient and

urgent care costs;
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(2) Cost-shifting, with increased utilization of lower cost health services; and
(3) Indirect savings associated with reallocation of expenditures within the health care system, e.g.,
by appropriate team allocations within the patient centered medical home.! i i

The return on investment method has been used to assess the contribution of CHW' to a reduction in
Medicaid charges or health system total costs. CHW programs for which the return on investment has
been calculated fall in the range of savings or returns of $2.28 to $4.80 for every dollar spent on CHWs.v
vvi For example, CHWs working with underserved men in the Denver Health system were able to shift
the costs of care from costly inpatient and urgent care to primary care, achieving a $2.28 return on
investment for every $1.00 spent and an annual savings of $95,941.vi

Several studies have documented the reduction in emergency care or inpatient services associated with a
CHW intervention, with savings ranging from $1,200 to $9,300 per participant in programs with
CHWs.viil ix x xi xii xiit [n Baltimore, African-American Medicaid patients with diabetes who participated in
a CHW intervention had a 40% decrease in emergency room (ER) visits, a 33% decrease in ER
admissions, a 33% decrease in total hospital admissions, and a 27% decrease in Medicaid
reimbursements. The CHW program produced an average savings of $2,245 per patient per year and a
total savings of $262,080 for 117 patients.xv

In New York, New York-Presbyterian Hospital (NYP) has been using CHWs in their childhood asthma
program. Over a 12-month period of care coordination, CHWs reduced asthma-related ER visits and
hospitalization rates by more than 50%. Hospital lengths of stay were also reduced. Based on these
tindings, NYP incorporated the costs of CHWs into their operating budget and CHWSs are now a
permanent part of the community-hospital partnership childhood asthma program.xv

The scope of CHW work typically includes a social justice and community organizing component. A
variety of studies have suggested that CHWs’ role as agents of social change is, in fact, their most
important role (Eng & Young, 1992; Farquhar et al., 2008), and that “the true ‘value-added’ in the CHW
model comes when [CHWSs] are allowed and encouraged” to play this role (Wiggins and Borb “on, 1998,
p. 45)

Peer Wellness Specialists
There is ample evidence that a gap exists in the quality of services available for people with mental
illnesses.xvii This is intricately linked to the overall quality of health services, and the failure to coordinate
care across the spectrum of general and mental health care.xii A research base has been established that
demonstrates that peer-delivered services are an effective component of mental health carex* and that as
part of a treatment team have been shown to have a range of favorable results in regards to both patient
health outcomes and cost savings.* Studies show:
(1) When peers are part of hospital-based care, the results indicate shortened lengths of stays,
decreased frequency of admissions, and a subsequent reduction in overall treatment costs™
(2) Other studies also suggest that the use of peer support can help improve treatment adherencex~i
and reduce the overall need and use for mental health services over timexsiixiv
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Decrease in Hospitalization

Several studies have documented the reduction of days spent in inpatient hospitalization for consumers
with serious and persistent mental illness. Peerlink, a peer support initiative in Tennessee and Wisconsin,
was able to decrease the number of hospitalization days for program participants from 7.42 to 1.9, a
decrease of 73.32 percent in Tennessee. In Wisconsin, the average number of days per month of
hospitalization for PeerLink participants was 0.86 or less than a day, according to the report. After
involvement in the pilot program, the number of days dropped to 0.48 or by 44.19 percent.

Cost Savings
In 2000, the Georgia Department of Behavioral Health and Developmental Disabilities compared
consumers using certified peer specialists as a part of their treatment, versus consumers who received the
normal services in day treatment. Consumers using the services of certified peer specialists showed
improvement as compared to the control group in each three outcomes over an average of 260 days
between assessments in all three areas:

e Reduction of current symptoms/behaviors

e Increase in skills/abilities

e Ability to access resources/ and meet their own needs
In comparing the costs of services, those using the certified peer specialists cost the state $997 per year
on average, compared to the average cost of $6,491 in day treatment, a difference of $5,494 per
person. v

Increased Treatment Adherence and Overall Improved Health and Mental Health Outcomes
In studies of persons dually diagnosed with serious mental illness and substance abuse, peer led
interventions were found to significantly reduce substance abuse, mental illness symptoms, and crisis.>vi
Consumers participating in peer programs had better adherence to medication regimensvi had better
healing outcomes, greater levels of empowerment, shorter hospital stays and fewer hospital admissions
(which resulted in lower costs than control group).xvii

Dr. John Rush, primary researcher on the NIMH STAR*D depression study -the largest and most
comprehensive study ever done in depression, conducted an evaluation of over 1,000 members
participating in peer run programs through the Depression and Bipolar Support Alliance (DBSA).
Ninety-five percent of those surveyed described their participation as helping them better communicate
with their doctor, 97% of those surveyed described their groups as helping with being motivated to
follow instructions, and being willing to take medication and cope with side effects. Those who had been
participating for more than a year were less likely to have been hospitalized in the same period.=x

Those who participate in peer delivered services build larger social support networksx and end up with
enhanced self-esteem and social functioning.»> Peer delivered service participants showed greater levels
of independence, empowerment and self- esteem. Over 60% indicated increased development of social

supports. it

Personal Health Navigators
Many studies show Personal Health Navigators contribute to improved health outcomes and overall
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health system savings through their impact on:
e Quality of care, patient experiences, care coordination, and access®ii,
e Reductions in emergency department visits and inpatient hospitalizations that produce
savings in total costs. These savings at a minimum offset the new investments in primary
care in a cost-neutral manner, and in many cases appear to produce a reduction in total costs

per patient.xxxiv

In Pennsylvania, The Geisinger Health System, a large integrated delivery system in Pennsylvania,
implemented a Patient Centered Medical Home redesign in 11 of its primary care practices beginning in
2007. Their Proven Health Navigator model focuses on Medicare beneficiaries, emphasizing primary
care-based care coordination with team models featuring nurse care coordinators, electronic health

record decision support, and performance incentives. Program evaluations show:

e Better quality care: Statistically significant improvements in quality of preventive (74.0%
improvement), coronary artery disease (22.0%) and diabetes care (34.5%) for Patient-
Centered Medical Home (PCMH) pilot practice sites.

e Reduction in costs: Statistically significant 14% reduction in total hospital admissions
relative to controls, and a trend towards a 9% reduction in total medical costs at 24 months.
Geisinger estimates a $3.7 million net savings, for a return on investment of greater than 2 to
1.

In Michigan, The Genesee Health developed a PCMH model for its health plan serving 25,000
uninsured adults. The Genesee PCMH model, called Genesys HealthWorks, invested in a team approach
to improve health and reduce costs, including a Health Navigator to work with primary care clinicians to
support individuals to adopt healthy behaviors, improve chronic and preventive care, and provide links

to community resources. Evaluations show:

e Improved access: 72% of the uninsured adults in Genesee County now identify a primary
care practice as their medical home

e Better quality: 137% increase in mammography screening rates; 36% reduction in smoking
and improvements in other healthy behaviors

¢ Reduction in ER and inpatient costs: 50% decrease in ER visits and 15% fewer inpatient
hospitalizations, with total hospital days per 1,000 enrollees now cited as 26.6 % lower than

competitors.

The following research matrix summarizes published studies of selected measures and costs savings,

related to specific heatlh issues impacts.
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Study Health Issue | Outcome Measures Cost Measures / Cost Savings
Barnes-Boyd, | Infant Mortality rates, Implied cost saving potential in that
(2001) mortality program retention, outcomes with nurse-CHW team at least
reduction health problems equal to those of nurse-only team (no
identified, calculations)
immunization rates
Beckham, Asthma Reported symptoms, Total per capita costs reduced from $310 to
(2004) management doctor visits, ED visits | $129; ED costs reduced from $1,119 per
participant to $188
Fedder, Diabetes ED visits, hospital Cost to Medicaid reduced an average of
(2003) management admissions, quality-of- | $2,245 per patient per year; 27% decrease in
life indicators mean expenditure
Krieger, Asthma Caregiver quality of Urgent care costs were $6,301 to $8,856 less
(2005) (indoor life; use of urgent in the comprehensive CHW services group
triggers) health services; than the minimal CHW intervention group;
symptom days Estimated decrease in costs over 2-mo
period within comprehensive CHW services
group was $201 to $334 per child
Liebman, Diabetes self- | Glycemic control — Annual self-management program cost:
(2007) & management changes in HbAlc $398,870; Annual cost per patient: $532;
unpub. prog. levels Annual program ROI per patient = $318 or
data 60%; For 165 clients in program, $140,250
reduced costs in 1 year
May, (2007) Chronic disease | CHW care Average annual cost for care among
& unpub. management program | program participants decreased by $10,000
prog. data participants’ visits to or 58%; Over a three year period, the ROI
ER, & rates of for each dollar invested in the program is
hospitalization $3.84
Rodewald, Childhood Immunization rates Marginal cost per additional immunization
(1999) immunizations administered = $474. Each $1,000 in
program costs also produced additional
preventive and other primary care office
visits
Sox, (1999) Cancer Effectiveness of Implied cost saving in reduced travel of

screenings for

women

trained Community
Health Aides
performing clinical
exams and Pap smears
(Alaska)

clinical personnel to remote villages (no

calculations)
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Weber, Mammography | Rates of Marginal cost of CHW activity per

(1997) mammography use additional mammography performed =
$375, equivalent to $11,591 per year of life
saved

Whitley, Primary care Utilization, charges and | Care shifted from costly inpatient and

(2000) utilization reimbursements urgent cate services ($16,872/visit and

$934 /visit, respectively) to less costly
primary care services ($237/visit) — resulted
in total decrease in charges of $300,000
over study period; Average service cost
savings per month = $14,224; ROI for each
dollar invested in the program is $2.28,
which equals $95,941 saved/year

Adapted from: http://www.mnchwalliance.org/ and Anthony, S., Gowler, R., Hirsch, G., & Wilkinson, G. (2009).
Community Health Workers in Massachusetts: Improving health care and public health. Report of the Massachusetts
Department of Public Health Community Health Worker Advisory Council

I1. The Role of Non-Traditional Health Workers in Oregon

Oregon has a rich history of groundbreaking NTHW programs. The Indian Health Service in Oregon
has employed CHW:s since the 1960s. The El Nifio Sano Program in Hood River was one of a few
seminal programs founded in migrant and seasonal farmworker communities in the late 1980s. During
the 1990s, Neighborhood Health Clinics, Inc. employed African American CHWs in Portland. Other
programs like the Parish Health Promoter Program of Providence/El Programa Hispano and a series of
CHW programs at the Benton County Health Department have continued the Oregon tradition of
innovation in the CHW field. The Community Capacitation Center (CCC) of the Multnomah County
Health Department is a local expert on the CHW model. The CCC's training curriculum for CHWs is
based on the findings of the National Community Health Advisor Study (NCHAS) and has been
approved for academic credit by the Oregon State Board of Education. The CCC training program
employs the adult education and popular education approach, involves CHWs in training other CHWs,
and stresses empowerment as an important aspect of the training process.xv

The OHA Addictions and Mental Health Division (AMH) works with service population stakeholder
groups to develop strategies to increase the use and availability of peer delivered services (PDS). AMH
recognizes the indisputable value of PDS in transforming the mental health and addiction service
delivery system that is based on a recovery model. Seventeen training programs are providing
certification training for peer support and peer wellness specialists. Additionally, the Peer Wellness
Program of Benton County Health Services began to develop a wellness-informed training program for
both Peer Wellness Specialists and Peer Wellness Coaches. They developed an outcome measurement
tool that informs their interventions with individuals being served. This work has been expanded upon
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and enhanced by Cascadia Behavioral Health in Portland, where peer wellness specialists are trained to
work with primary care community intervention teams, addressing the needs in the community of
individuals who frequently use the in-patient and emergency department and other intensive health
services. Program leaders anticipate significant cost savings, as well as enhanced quality of life for those
serviced.

Appendix B provides a sample listing of NTHW training and certification programs in Oregon.

Home Care Workers as Non-Traditional Health Workers

Nationally, it is estimated that the health care workforce includes 2.5 million home care and personal
assistance workers, and that this number is expected to increase at rates four to five times that of jobs
overall in the economy. The tremendous growth of this workforce is being fueled by profound structural
changes in our society that are fundamentally reshaping long-term services and supports, including life
expectancy increases and medical advances that allow individuals with chronic conditions and severe
disabilities to live longer.xxxvi

In Oregon, the home care workforce is expected to grow by 23% between 2008 and 2018.xxvii Home
care and personal assistance workers provide essential daily supports and services to millions of
Americans living with functional limitations and needs due to aging-related impairments, chronic disease,
and other disabilities. i Based on the NTHW Sutvey, the Home Care Worker scope of work,
competencies and training are closely aligned with that of the NTHWs defined in legislation. Home care
workers who meet the competencies and education and training requirements of NTHWSs described
below will be an important addition to the Non-Traditional workforce.

I11. Recommendations

Roles, Competencies and Education and Training Requirements
Role 1: Outreach and Mobilization

Definition: Outreach is the provision of health-related information, including information about health
condicitions, resources, and services to community members. Mobilization is working with individuals
and their natural support systems to assure that community members who may be underserved or less
likely to access health care services (because of barriers such as lack of health insurance, limited English
proficiency [LEP], lack of information about available services, or social or physical isolation, such as for
seniors and people with disabilities) are informed, served and motivated to take action on an individual,
family or community level.

Purpose: The purpose of outreach and mobilization is to support individuals, their identified families,
and community members to gain the information and skills needed to effectively engage in healthy
behaviors and in the health systems that support them. Non-traditional Health Workers (NTHWs) use
outreach and mobilization strategies and methods to connect community members and individuals with
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existing supports and services and to bring services to where people reside and work, and at trusted

community sites frequented by community members and individuals potentially in need of services.

Competencies: Demonstration of basic outreach and mobilization skills includes the ability to:

Communicate effectively with individuals and their identified families and community members
about individual needs, concerns and assets

Identify and document needs and health topics relevant to the priority population, including
common strengths, barriers and challenges

Adapt outreach strategies based on population, venue, behavior or identified risks as appropriate
to a given population and its self-determined concerns

Engage individuals and community members in ways that establish trust and rapport with them
and their families

Create a non-judgmental atmosphere in interactions with individuals and their identified families
Develop and disseminate culturally and linguistically appropriate information to service
population regarding available services and processes to engage in services

Document and help create networks and establish partnerships and linkages with other NTHW's
and organizations for the purpose of care coordination, prevention or harm reduction, and
enhancing resources

Support individuals and their identified families and community members to utilize care and
community resources

Effectively utilize various education and communication strategies to inform and educate
individuals and community members about health, health interventions, and available health

supports and services

Required Core Curriculum: Outreach and Mobilization

Outreach Methods

Community Engagement, Outreach and Relationship Building

Communication Skills, including cross-cultural communication, active listening, and group and
family dynamics

Empowerment Techniques

Knowledge of Community Resources

Additional Required Curriculum for specific worker types, practice settings, or jobs:

Self-Efficacy (Community Health Workers, Peer Wellness Specialists)
Community Organizing (Community Health Workers)
Group Facilitation Skills (Community Health Workers, Peer Wellness Specialists)
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Role 2: Community and Cultural Liaising

Definition: Community and Cultural Liaising means creating and supporting connections among
individuals and their identified families, community members, providers, health systems, community
based organizations and leaders, within a context of cultural beliefs, behaviors, and needs presented by
individuals, their families and communities.

Purpose: To identify and effectively bridge cultural, linguistic, geographic and structural differences
which prevent or limit individuals’ ability to access health care or adopt health promoting or harm-

reducing behaviors.

e  Workers must be familiar with and maintain contact with agencies and professionals in the
community in order to secure needed care and to build a network of community and
professional support for the individuals they serve. They should participate in community,
agency, and person-driven health planning and evaluation efforts that are aimed at improving
care and bringing needed services into the community. Workers should bring information about
individuals’ lives that will help the provider team develop relevant helth promotion and disease
management strategies.

e When encountering linguistic differences, it is recommended that providers use only qualified
and/or certified health care interpreters rather than engaging family members or informal
interpreters. This does not preclude NTHWSs who are also qualified or certified health care
interpreters.

e Workers should understand the impact of social determinants of health on health outcomes and
be prepared to include strategies that work to improve health outcomes by assisting providers in
identifying culturally, linguistically, and community appropriate steps that reduce or remove
barriers that may be uniquely impacting health outcomes in a given community.

Competencies: Demonstration of basic community and cultural liaison skills includes the ability to:

e Advocate for individuals and their identified families, and community groups/populations

e Recognize and define cultural, linguistic, and social differences, such as differing understandings
of: family unity, religious beliefs, health-related beliefs and practices, generational differences,
traditions, histories, socioeconomic system, refugee and immigration status and government
systems

e Educate person-centered care teams and service systems about community needs and
perspectives

e Build individual, clinical team, and community capacity to support people who seek and receive
care by providing information/education on specific health issues and intetventions, including
identifying and addressing social determinants of health

e Recognize conflict and utilize conflict resolution strategies
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o Conduct individual needs assessments

Required Core Curriculum: Community and Cultural Liaison

e Cultural Competency/Cross Cultural Relationships (including briding clinical and community
cultures)

e Conflict Identification and Problem Solving
e Social Determinants of Health

e Conducting individual Needs Assessments
e Advocacy Skills

e Building Partnerships with local agencies and groups

Additional Required Curriculum for specific worker types, practice settings, or jobs:

e Conducting Community Needs Assessments (Community Health Workers)

Role 3: Case Management, Care Coordination, and System Navigation

Definition: Case management, care coordination and system navigation is a collaborative process of
assessment, planning, facilitation and advocacy to help people evaluate options and access services.

Purpose: To meet an individual’s holistic health needs through available resources in a timely and
efficient manner, which may include recognizing and promoting system-level changes needed to meet
individual and community needs. To assure the provision of culturally and linguistically appropriate
services. To reduce duplicative, damaging or unnecessarily costly interventions that occur through lack of
coordination.

Competencies: Demonstration of basic case management, care coordination and system navigation
skills includes the ability to:

e Deliver person-centered information and advocacy
e Provide timely and accurate referrals
e  Work effectively across multidisciplinary teams

¢ Demonstrate and communicate understanding of public and private health and human services
systems

e Coordinate between multiple providers, provider teams, and systems providing care and services

e Assure follow up care and support individual and providers to maintain connections throughout
treatment process

e Disseminate information to appropriate individuals

e Understand and maintain culturally-appropriate ethical boundaries between self and individual or
family being served

e Describe individual(s)’ rights and confidentiality clearly and appropriately, including informed
consent and mandatory reporting requirements
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Utilize crisis management techniques

Complete accurate and timely documentation of care processes, including effectively using tools
such as computer programs, databases, charts and other documentation materials needed by
supervisot/care team

Assist individual (and identified family members as appropriate) to set goals and collaboratively
plan specific actions to reach goals

Assist people with paperwork needed to access services

Assist people to access basic needs services (e.g. food, housing, employment, etc.)

Required Core Curriculum: Case Management, Care Coordination, and System Navigation

The Role of Non-Traditional Health Workers

Roles and Expectations for Working in Multidisciplinary Teams

Ethical Responsibilities in a Multicultural Context

Legal Responsibilities

Paths to Recovery (specific to worker type)

Data Collection and Types of Data

Organization Skills and Documentation, Using Health Information Technology
Crisis Identification, Intervention and Problem-Solving

Professional Conduct (including culturally-appropriate relationship boundaries and maintaining
confidentiality)

Navigating public and private health and human service systems (state, regional, local)

Working with caregivers, families, and support systems, including paid care workers

Role 4: Health Promotion and Coaching

Definition: Health promotion is the process of enabling people to increase control over their health and
its determinants, and thereby improve their health (World Health Organization, 2005).

Purpose: To assist individuals and their identified families in making desired behavioral changes and

adopt behaviors that are sustainable, mutually acceptable, promote positive health outcomes, and are

understood by families and community contacts. To identify and enhance individual, family, community,

and social norms and strengths, as well as barriers to health and healthy behaviors.

Competencies: Demonstration of basic health promotion and coaching skills includes the ability to:

Define and describe basic disease processes including chronic diseases, mental health, and
addictions, basic warning signs and symptoms

Define and describe basic dynamics of traumatic issues impacting health, such as child abuse,
domestic violence, self harm, and suicide

OHPB Workforce Committee Non-Traditional Health Worker Subcommittee DRAFT Recommendations 14



Motivate individual to engage in behavior change, access needed services and/or advocate for
themselves

Provide coaching and support for behavior change (self-management), including responding to
questions and/or fears, offering multiple examples of desired changes and potential outcomes,
and using appropriate and accessible formats for conveying health information

Collect and apply knowledge of individuals” history and background, including experiences of
trauma, to inform health promotion and coaching strategies

Assist individual to set goals and collaboratively plan specific actions to reach goals

Provide informal emotional or psychological support through active listening, paraphrasing and
other supportive techniques

Support and empower individuals to choose from treatment options where available and support
adherence to treatment choice

Required Core Curriculum: Health Promotion and Coaching

Introduction to Disease Processes including chronic diseases, mental health, and addictions
(warning signs, basic symptoms, when to seeck medical help)

Trauma-Informed Care (screening and assessment, recovery from trauma, minimizing re-
traumatization)

Health Across the Life Span

Adult Learning Principles - Teaching and Coaching
Stages of Change

Health Promotion Best Practices

Self-Care

Health Literacy Issues

Additional Required Curriculum for specific worker types, practice settings, or jobs:

Popular Education Methods (Community Health Workers)

Basic Healthcare Tasks associated with observation and reporting (Community Health Workers)
Cultivating Individual Resilience (Peer Wellness Specialists)

Recovery and Wellness Models (Peer Wellness Specialists)

Healthcare Best Practices (specific to fields of practice)

Healthcare Best Practices (specific to fields of practice as to be determined by CCO)

The Subcommittee also recommends advanced level training in Motivational Interviewing for
Community Health Workers and Peer Wellness Specialists.
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Certification

Certification Concepts

While many Oregon entities have developed strong programs to train and, in some cases, certify non-

traditional health workers, no standard core curriculum for all NTHWSs has been identified. This lack of

standardization creates potential challenges for the field including:

Lack of clarity of NTHW role

Lack of optimal integration of NTHWs by health care providers

Lack of sustainable funding, including missed opportunities for payment options through
Medicaid/Medicare

Limited recognition of the value of NTHWs

Limited options for individual development along health care career paths

Key to others states’ certification processes is the intentional minimization of requirements that could

create unintended consequences, including:

e Loss of holistic and culturally based approaches key to reducing health disparities and promoting
health equity
e Exclusion of community members and currently practicing NTHWSs from their own field
e Creation of barriers for new NTHWSs to enter the field
Recommendations

In order to reduce barriers and unintended consequences through certification, the NTHW

Subcommittee provides the following recommendations:

Certify training programs that include the required core competencies and core curriculum.
Exact number of hours and method of training are still under discussion by the Subcommittee;
however, a minimum 80 core curriculum contact hours are currently recommended and both
didactic and on-the job hours are under consideration, with additional contact hours adequate to
cover the supplemental training recommended for specific worker types, practice settings, or

jobs.

Require statewide oversight of training programs through a yet to be determined mechanism,
review and approve curriculum, review program educational methodologies to ensure inclusion
of accepted adult learning strategies for high quality training, maintain registry and/or
certification records, including potential ethics violations, advocate for and promote NTHW
professions, including the provision of training for health care providers and systems on the
effective utilization of NTHWSs.

Develop statewide training advisory panel to provide guidance and support to statewide entity
given responsibility for training oversight to ensure that appropriate technical assistance,
guidance and feedback can be provided to ensure that uniform statewide standards for training
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programs produce trained individuals who can easily move between organizations and carry
certification of standardized competencies, knowledge and skills to work in any CCO across the
state. This training advisory panel should include experienced NTHWs in large enough numbers
to ensure that the integrity of the model is retained and supported.

Develop strategies for all training partners to assess the needs of NTHWSs for continuing
education, to design and develop programs to meet those needs, and to implement and evaluate
programs on an ongoing basis.

Provide individuals completing the approved training program with a certificate of completion.
The certification is required to enroll as a provider for reimbursement.

Limit the cost of enrolling in training programs for NTHWs.

“Grandparent” NTHWSs who also participate in an “incumbent worker” training. Specific
"orandparenting” provisions for number of practice years in the field are to be determined, with
the acknowledgment that there may need to be differences based on the worker type due to
length of time that the job category has been in existence. Incumbent worker training curricula
are to be determined by the statewide entity in collaboration with the advisory group to ensure
that NTHWSs that were trained in the past have a clear understanding of the Oregon roles,
competencies and can demonstrate skills to perform at the level required in the set forth
standards.

Review and renew NTHW certificate programs every three years to assure quality, relevance and

compliance in meeting curriculum requirements, teaching standards and performance outcomes.

Provide incentives for Coordinated Care Organizations to develop internal agency plans for the
supervision and support of NTHWSs, including developing strategies within the global budget to
support training development, career pathways, and retention of NTHWSs on health care teams.
Require supervision of NTHWs by licensed health care professionals, licensed behavioral health
professionals, and Masters level public health workers.
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Appendix B: Existing NTHW Certification Programs in Oregon

Multnomah County Community Capacitation Center
The Multnomah County Community Capacitation Center provides training and technical assistance for
organizations that desire to establish or strengthen their community health worker programs, including:
= Designing, conducting, and evaluating community health worker programs
= Recruiting, hiring, training, and supervising CHWs
» Formulating and advocating for policies supportive of the CHW model
= Providing leadership in the CHW field

Over the course of the last 10 years, the CCC has provided CHW training courses for more than 25
organizations and has trained more than 530 CHWSs. For a complete list of participating organizations,
please contact the CCC.

Curriculum
Curriculum is based on findings in Chapter 3 (Roles and Competencies) of the National Community
Health Advisor Study (Wiggins and Borbén, 1998). It has 3 components:

= Skill base

=  Orientation to the health and social service system

= Health issues

Academic Credit

An 80-hour basic curriculum was approved for academic credit by the Oregon State Board of Education.
Through an agreement with the Portland State University’s Early Childhood Training Center, the
Capacitation Center offers academic credit (for an additional fee, paid to PSU) for participation in our
courses.

Program Development and Certification
Community-based organizations and community health centers can receive technical assistance when
they are in the process of establishing a CHW program, including:

= the development of training curriculum

= the recruitment and hiring of CHWs

= the development of CHW job descriptions

= support and supervision of CHW.

Length
18 hours - 240 hours, depending on the complexity of the work CHWs will be expected to do,
availability of the CHWs for training, and the resources of the contracting organization.

International Center for Traditional Childbearing Doula Program
Curriculum

e 27.5 hours total training hours, include:
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labor and postpartum doulas services
newborn care

taking blood pressures

infant mortality prevention

breastfeeding support

O O OO0 0O

entrepreneurial, self-management skills

Certification Requirements
e Certification occurs 24-months post-training.
e Students must complete:
five births
five postpartum visits
two-hour breastfeeding class

CPR card
food handlers card
three book reports from the ICTC reading list

(0}
(0}
o
O four-hour childbirth preparation
o
(0]
(6]

e Rece