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BACKGROUND
IN MARCH 2022 THE IOWA CHRONIC CARE 
CONSORTIUM (ICCC) CONTRACTED WITH 
RESEARCHERS AT THE UNIVERSITY OF IOWA 
COLLEGE OF PUBLIC HEALTH AND EVERYDAY 
LIFE CONSULTING to undertake a comprehensive 
assessment to better understand the national landscape 
of training and certification for Community Health 
Workers (CHWs) in the United States. 

The following activities were requested:
1. Analyze and construct a compendium of state 

requirements for CHW certification, licensing and 
qualification for reimbursement across the U.S. 

2. Analyze and construct a compendium of state 
guidelines and requirements for CHW education 
or training associated with above and for states 
which may have training requirements yet no 
reimbursement, licensing, certification.

3. In those states where CHW education or training 
requirements exist, develop and report and analysis of 
those requirements – content, length, source, etc. 

4. Provide an analysis of Community Health Worker 
trainings currently being offered across the country 
to include content analysis, length of course, delivery 
method(s), cost, certification/recognition earned, 
enrollment requirements, range of offering(s), 
continuing education, number matriculating, primary 
training contact information and any outcomes (if 
available).

The results and analysis related to the above activities 
follow. Requested compendiums for the first two 
activities have been attached separately. 

HISTORY
The field of community health work emerged in the 
US in the 1950s-60s as a response to the growing 
need for migrant worker health, anti-poverty efforts, 
and grassroots health initiatives[1]. Community 
health workers (CHWs) were often recruited from the 
marginalized communities they served, with the goal of 
providing more culturally informed support. 

These positions have been largely funded through 
short-term grants, with little standardization across the 
workforce. 

In recent years, there has been growing attention to 
viewing community health workers as a more unified 
professional workforce— the US Department of Labor 
began recognizing CHWs as a distinct occupation in 
2010[2], and special interest groups have developed 
within organizations such as the American Public Health 
Association (APHA). In 2016, the Community Health 
Worker Core Consensus Project (C3Project) undertook 
an effort to develop a list of core competencies to help 
define the roles and responsibilities of CHWs, and to 
promote cohesion within the field (Table 1).  

As the workforce becomes more defined and visible, 
states have moved to standardized processes of 
certification and training and the C3 competencies are 
increasingly viewed as the standard, though there no 
regulatory or governing body to sanction or mandate 
their use. 

Efforts to standardize the field have been highly 
heterogenous, and little is known about the current 
landscape and training profile for CHWs across the 
US. In an effort to understand the state of the field, we 
have evaluated the available literature for comparative 
analysis, and present the results below.

1      Communication
2      Interpersonal and Relationship Building Skills
3      Service Coordination and Navigation Skills
4      Capacity Building Skills
5      Advocacy Skills
6      Education and Facilitation Skills
7      Outreach Skills
8      Professional Skills and Conduct
9      Evaluation and Research
10    Knowledge Base
11     Communication

C3 COMMUNITY HEALTH WORKER  
CORE COMPETENCIES

Table 1
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STATE-LED COMMUNITY HEALTH 
WORKER CERTIFICATION
Alaska became the first state to develop and standardize a certification process back in 
1998, but they were far ahead of the curve. The next program did not come to fruition 
until 2004, and then again in 2013. Since then, each year a handful of states have 
adopted a formalized certification pro-cess to aid in the development and monitoring 
of the CHW workforce (Table 2).

Though many states have robust CHW programs, not all have (or desire) a formal 
process of certification. As it stands, 23 states currently have a state sanctioned 
certification process, two states are actively in the process of developing their 
programs but do not have defined policies and procedures, and 24 states have no 
process of certification at all. Many of these 24 states have programs available to 
obtain a certification, but they are not standardized, formally recognized, or re-quired. 
It is also important to note that in all states, certification is currently voluntary for 
employment, though in some cases it is required to be eligible for reimbursement 
through Medicaid. 

Within the state-sanctioned programs, there are several mechanisms for regulation 
and manage-ment. Nine states have their CHW programs defined by law, 13 have state-
led programs, and 12 have their programs managed by third party entities (Table 3). 
These programs are overseen and regulated by a variety of governing bodies, including 
various government offices, compiled certifi-cation boards, and university coalitions. A 
full list of certifying entities can be found in Appendix A. 

Table 2

YEARS OF CERTIFICATION ESTABLISHMENT
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23 
STATES 
CURRENTLY 
HAVE A STATE 
SANCTIONED 
CERTIFICATION 
PROCESS,  
TWO STATES 
ARE ACTIVELY 
IN THE 
PROCESS OF 
DEVELOPING 
THEIR 
PROGRAMS 
BUT DO NOT 
HAVE DEFINED 
POLICIES AND 
PROCEDURES, 
AND 24 
STATES HAVE 
NO PROCESS OF 
CERTIFICATION 
AT ALL. 
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Though certification is growing in popularity, it is important to note that not all 
community health workers believe that certification is the best way to train and 
advocate for the workforce. Concerns about cost and accessibility call for careful 
decision making in how guidelines are implemented in each individual state. Thus,  
the above analysis is not to imply that formal regulation is superior to alternative 
training models.

CHW Program 
Defined by Law 
(n=9)

Alaska, 
Connecticut, Maine, 
Massachusetts, 
Minnesota, New 
Mexico, Ohio, 
Oregon, Texas

New Mexico State 
Code 7.29.5

State-led Rules and 
Regulations (n=13)

Arizona, Arkansas, 
Florida, Georgia, 
Indiana, Kentucky, 
Maryland, 
Nebraska, Nevada, 
Pennsylvania, 
Rhode Island, South 
Carolina, Virginia 

INCHWA-approved 
Training Programs 

CHW training 
programs available 
through a third-
party entity (n=12)

Arizona, Arkansas, 
California, Colorado, 
Hawaii, Idaho, 
Iowa, Michigan, 
Mississippi, 
Missouri, Montana, 
New Jersey, New 
York, South Dakota

Idaho State 
University 
Community Health 
Worker Training

COMMUNITY HEALTH WORKER  
STATE CERTIFICATION

Table 3

Level of Regulation State Example
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REQUIREMENTS FOR 
CERTIFICATION
For states with a defined certification process, 
the requirements vary widely. All states require 
the completion of a formalized training program 
(described in detail below), or a demonstration 
of sufficient experience through a grandfathering 
clause. Grandfathering clauses allow for recognition 
of experience as a valid pathway to certification and 
can increase accessibility for those less inclined to a 
formal classroom experience. Around half the states 
(n=11/23) recognize experiential learning as a pathway 
to certification. For specific grandfathering requirements 
by state, see Appendix B.

Of the states with formal certification requirements, 
in addition to classroom training requirements, most 
states (n=16/23) require a practicum or internship 
before achieving certification. These requirements vary 
widely, ranging from 40 hours in Kentucky to upwards 
of 2000 hours or more in Massachusetts. The purpose of 
the practicum experience is to supplement the classroom 
learning with hands-on experience. 

On average, states require recertification every two 
years (range 1-5 years). To remain in good standing, 
almost all programs require continuing education 
credits. Required yearly continuing education hours 
range from 10-50 (µ = 25). For example, Florida requires 
10 hours per year of continuing education that relate to 
their content specific areas and cannot use the same CE 
more than once within the two-year certification period 
even if taken annually. For full CE requirements by state, 
see Appendix C. 

TRAINING PROGRAM 
CHARACTERISTICS
A robust and evidence-based training program is key to 
the successful education of the CHW workforce. Among 
states offering certification, all require completion of an 
approved training program. Among states who do not 
offer certification, training programs are still common 
- 40 states offer some sort of training, summing to 101 

distinct programs being offered by nonprofit or for-profit 
organizations in their local state or nationally. Initially, 
for entry to most programs there is an age requirement 
of 18 years. In several instances, a high school diploma 
or GED were specifically required, while other programs 
require only English proficiency or list no further 
requirements. 

For certification, approved programs vary in length of 
classroom instruction required. The shortest programs 
can be completed in around 30 hours of classroom 
instruction, whereas the longest take up to 160 hours  
(µ = 87.1 hours) (Table 4).

Researchers were unable to locate data on the 
number of graduates, class size, evaluation or program 
outcomes. Anecdotally, we do know that some programs 
have undergone formal evaluations and are considered 
evidenced based. 

COMMUNITY HEALTH 
WORKER TRAINING 
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DELIVERY METHODS
Growth in the workforce over the last several years 
has highlighted the need for accessible education and 
training options. Fifty percent of the current training 
programs offer either fully online or hybrid training 
options. While it is important to increase accessibility, 
it is also important to consider that some rural regions 
of the country lack access to highspeed broadband, 
which may be a prohibitive factor for some minority 
populations. It is also more challenging to engage 
students in active learning, discussion, and practicing 
skills they are learning in a virtual environment.

Additionally, given the diverse nature of CHW 
backgrounds, language accessibility is important to 
consider when developing a training program. Nationally, 
it has been estimated that 70% of CHWs communicate 
with their clients in Spanish as well as English [4]. 
Despite this known diversity of language capabilities, 
only three trainings were found to be available in Spanish. 
Considering the availability of interpreters or providing 
training resources in multiple languages is important to 
maintaining accessibility for all populations. 

COST AND ACCESSIBILITY
In May 2021, according to the US Bureau of Labor 
Statistics, the mean hourly wage for a CHW was 
$22.97[3]. In Iowa the mean hourly wage for CHWs 
20.65/hr. [6]. The ALICE (Asset Limited, Income 
Constrained, Employed) Threshold represents the 
minimum income level necessary for survival for a 
household. Derived from the Household Survival Budget, 
the ALICE Threshold is rounded to the nearest American 
Community Survey income category and adjusted 
for household size and composition for each county. 
According to this report, the majority of CHWs would fall 
under the threshold which is $28.39 for Iowa [4]. 

Thus, a consideration of this earning potential is 

key when formulating programmatic costs. Ensuring 
the target population has the ability to afford and 
access training is an important consideration. In other 
programs nationally, registration and tuition fees vary 
from no-cost to more than $7,500. The higher-cost 
programs offer college credits and participants can be 
eligible for Free Application for Federal Student AID 
(FAFSA) and/or financial aid to support these costs, 
but otherwise fees fall to the participant and can be a 
barrier to engagement in the field. Balancing the desire 
for a well-trained workforce with ensuring that high 
enrollment costs do not deter members of minority or 
under-represented communities that have historically 
served as community liaisons is an important aspect of 
program development. 

C3 CORE COMPETENCIES
As discussed above, the C3 project released a standard 
set of core competencies that have been widely accepted 
in the field as the common core roles for workers. We 
analyzed state core competencies and programmatic 
focuses to determine the level to which states have 
adopted and incorporated these competencies into their 
guidelines and training. 

Thirty-four states currently report cohesive statewide 
core competencies. Despite the release of C3, only eight 
percent of states have adopted core competencies to 
reflect the updated guidelines. The most commonly 
reported of the C3 core competencies are reported in 
the table below along with the percentage of states 
that sanction this skill. As can be seen, only 52% of 
states have adopted community outreach as a formal 
core competency, despite its inclusion in the C3 
recommendations. In contrast, 97% of states endorse 
service coordination and system navigation. This 
differential adoption of the competencies highlights the 
continued lack of national cohesion, despite the efforts of 
C3 to unify and define the workforce. 

52% OF STATES HAVE ADOPTED COMMUNITY OUTREACH AS A FORMAL 
CORE COMPETENCY, DESPITE ITS INCLUSION IN THE C3 RECOMMENDATIONS.
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Service Coordination and System Navigation
Health Education / Teaching / Coaching
Advocacy
Communication
Capacity Building
Cultural Competency
Public Health Topics / Knowledge Base
Research and Evaluation
Community Outreach

STATE CERTIFICATION REQUIREMENTS BY  
CHW CORE COMPETENCIES

Table 5

Based on the state competencies above (Table 5), we went on to analyze how 
individual programs align with the C3 guidelines. As expected based on the lack of 
state-level compliance,  only 23% (23 out of 101) of individual training programs 
across 14 states align with at least 50% of the C3 standards.  Of those programs, only 
two aligned with all of the C3 competencies (Figure 3).

97.06%
91.18%
88.24%
82.35%
75.53%
64.71%
58.82%
53.57%
52.94%

Figure 3
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Communication
Interpersonal and Relationship Building Skills
Service Coordination and Navigation Skills
Capacity Building Skills
Advocacy Skills
Education and Facilitation Skills
Outreach Skills
Professional Skills and Conduct
Evaluation and Research
Knowledge Base

% OF TRAINING PROGRAMS THAT ALIGN  
WITH C3 BY COMPETENCY

Table 6

19.80%
9.90%
11.88%
9.90%
8.91%
8.91%
9.90%
20.79%
3.96%
22.77%

Broken down by competency in the Table 6, you can again see the differential 
adoption of certain skills over others. Here, 22.7% of individual training programs 
have adopted strengthening of the knowledge base as one of their program 
competencies, whereas only 3.96% stress the importance of research and evaluation. 
Interestingly, when comparing Table 5 to Table 6 above, it seems as though individual 
training programs have been slower to adopt the core competencies, despite a 
movement to sanction them at a state level. This could reflect a movement in the 
field to adopting the competencies as a new standard, with states regulations moving 
in that direction, and training programs following behind.  For full list of training 
programs that align with C3, see Appendix D.

FINAL THOUGHTS
The national and state landscapes for training CHWs continue to change. Some 
training programs have either started or stopped training over the years based on 
limited grant funding that has often provided funds for training, but not infrastructure 
development or employer support. For CHWs and CHW employers this creates barriers 
in sustainability and also increases costs as programs shut down and start back up as 
funding fluctuates. 

This report does not include employer-based, internal training programs or 
Registered Apprenticeships. Iowa has a CHW Registered Apprenticeship in place. There 
are several additional CHW apprenticeship programs in varying stages of development, 
but we found limited information about them. Wisconsin created a plan for their 
apprenticeship, for example, but is not actively enrolling CHWs in the program at this 
time. Virginia and New York had programs that are no longer operating, and Arizona is 
developing an apprenticeship program. Federal funding for CHW training anticipated 
in Fall 2022 requires development and utilization of CHW apprenticeship programs as 
one training strategy. This could result in a significant increase in CHW apprenticeship 
programs across the country.  
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Appendix 1

Alaska 		  Community Health Aide Program Certification Board
Arizona		  Arizona Department of Health Services 
Arkansas 		  CHW Certification Commission 
Connecticut 		  Community Health Worker Advisory Body
Florida 		  Florida Certification Board 
Indiana		  Indiana Community Health Workers Association
Kentucky		  Kentucky Office of Community Health Workers
Maryland		  Maryland Department of Health
Massachusetts 	 MDPH Board of Certification of Community Health Workers
Minnesota 		  Minnesota State Colleges and Universities
Missouri		  Missouri Department of Health and Senior Services
Nevada 		  Nevada Certification Board
New Jersey		  New Jersey Department of Health
New Mexico		  The New Mexico CHW Certification Board
North Carolina 	 NC Community Colleges 
Ohio			   Ohio Board of Nursing 
Oregon		  Oregon Health Authority 
Pennsylvania 		 Pennsylvania Certification Board 
Rhode Island 		 Rhode Island Certification Board 
South Carolina	 South Carolina Community Health Worker Credentialing Council
South Dakota 	 South Dakota Department of Social Services
Texas			   Texas Department of State Health Services 
Virginia 		  Virginia Certification Board 

CHW CERTIFYING REGULATORY AGENCIES
State Certifying Agency

Appendix 2

Arkansas		  At least 4 years of full-time experience as a CHW within the last  
			   10 years, with at least half of the hours being within the last 5 years. 
Connecticut		  2,000 hours over the last 5 years and 2 letters of recommendation
Indiana		  4,000 hours over the last 5 years and 3 letters of recommendation
Kentucky		  2,500 hours over the last 3 years 
Maryland		  80 hours of training and 4,000 hours of documented experience  
			   between 2013-2018
Massachusetts 	 4,000 hours of verified experience, phasing out as program ramps up
Minnesota		  At least 5 years of experience supervised by a clinician
Missouri		  Clause phased out in 2020
New Mexico		  2000 hours over the past 2 years 
Oregon		  3000 hours between 2008-2021
South Dakota 	 5 years of experience (program still in development, subject to change)
Texas			   1000 hours over the past 3 years 
Virginia		  Clause phased out in 2019

REQUIREMENTS FOR GRANDFATHERING CERTIFICATION
State Experiential Pathway/Grandfathering Clause
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Appendix 3

Alaska 		  Minimum of 48 hours of ongoing education every two years, and at  
			   least 144 hours every 6 years to become recertified
Connecticut		  Minimum of 30 of continuing education, including two hours focused  
			   on cultural competency, systemic racism or systemic oppression and  
			   two hours focused on social determinants of health
Florida			  10 hours per year and non-repetitive
Indiana		  14 hours per year
Kentucky		  10 hours per year with:
			   At least 5 hours be by participation in a KDPH approved training
			   Up to 5 hours of independent self-study
Maryland		  20 hours of a broad range of professional development activities
Missouri		  20 total hours yearly, with at least 6 being in ethics
Nevada 		  25 hours per year
New Mexico		  30 hours every 2 years with:
			   At least 15 hours be a NM Department of Health/Office of Community  
			   Health Workers (DOH/OCHW) approved program
Ohio			   15 contact hours per year. A minimum of one of the 15 contact hours  
			   must be directly related to establishing and maintaining professional  
			   boundaries, and one of the 15 contact hours must be Category A.
Oregon		  20 hours, plus 1.5 hours of Oral health Authority approved continuing  
			   education per 3 years 
Pennsylvania		  30 hours relevant to recovery support services, including 6 hours in  
			   ethics and 3 hours in confidentiality, every 2 years
Rhode Island		  23 hours every 2 years 
Texas			   20 hours every 2 years 
Virginia		  33 hours every 2 years

CONTINUING EDUCATION REQUIREMENTS FOR CERTIFICATION
State CE Requirement
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Appendix 4

Alabama		  Connection Health
			   Wellness Coalition
Alaska			  Alaska Primary Care Association
Connecticut		  Health Education Center
Missouri		  St. Louis Community College
Nebraska		  NE State Department of Health
Nevada		  Northeast Community College
New Hampshire	 North Country Health Consortium
New York 		  Community Health Worker Network of NY
			   Community Health Workers Association of Rochester, Inc. (CHWAR)
North Carolina	 NC Department of Health
Ohio			   Cincinnati State Technical and Community College Community Health  
				    Worker Program
			   Cleveland State University School of Nursing Community Health  
				    Worker Program
			   Pathways Community HUB Institute Community Health Worker  
				    Training Program
			   Sinclair Community College Community Health Worker Training Program
Pennsylvania		  Pennsylvania Area Health Education Centers (AHEC)
Rhode Island		  RI CHW Association
South Carolina	 University of SC
South Dakota		 Lake Area Technical College
Texas			   Multiple State Certified Programs
National		  Everyday Life Consulting *
			   Umemba Academy *
			   Care Coordination Systems CHW Core Competency Training
*Aligned with all C3 Competencies

TRAINING PROGRAM ALIGNMENT AT LEAST 50% WITH C3
State Training Program
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