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Background 

 
In Jan. 2022, the Iowa Department of Public Health (IDPH) subcontracted the University of Iowa 
Prevention Research Center for Rural Health (UI PRC-RH) and the Institute for Public Health 
Practice (IPHP) at the University of Iowa College of Public Health to undertake a project titled: 
Furthering Community Health Worker (CHW) Awareness in Iowa. UI PRC-RH further 
subcontracted the Iowa Chronic Care Consortium (ICCC) to support the work.  
 
The following activities were requested: 
A. Continue to convene and utilize a statewide CHW advisory work group involved in 

environmental scanning efforts as determined by the Contractor and expand to include 
practicing Community Health Workers. 

1. Convene a minimum of two meetings. 
2. Coordinate, to the extent possible, existing efforts to further CHW workforce in Iowa. 

B. Expand the list of Iowa organizations, by organization type, that employ a Community 
Health Worker workforce; 

1. Work from initial list generated from first phase. 
2. Add to the list based on recent CHW training and activity. 
3. Add to the list as a result of outreach efforts. 

C. Throughout the contract period, work on expanding awareness of Community Health 
Workers in Iowa; 

1. Using data collected by ICCC and in the previous CHW contract, identify stories of 
CHW success and impact in rural and urban settings, in different communities and 
populations with social vulnerabilities. 

2. Throughout the contract period, the Contractor will conduct an outreach campaign 
to further the knowledge of Iowa health/human services employers of the CHW 
value, utilization, ways CHWs are already in use. 

D. Deploy two survey tools that were developed during phase 1; 
1. Conduct pre-work needed prior to deployment to boost response rates (to ensure 

full understanding of the range of job titles/roles/tasks that fall under CHW 
definition). 

2. Include an information/educational component to the survey to raise awareness of 
the survey intent. 

3. Analyze survey results. 
E. Develop and submit a final report. 
In what follows, we describe the tasks carried out related to the activities.  
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Task report 

 
Preparatory work: 
The core team working on this project included members from: 
• The University of Iowa College of Public Health Prevention Research Center for Rural Health 

(Rima Afifi),  
• The University of Iowa College of Public Health institute for Public Health Practice (Laurie 

Walkner; Melissa Richlen supported the development of the info graph and success stories) 
• The Iowa Chronic Care Consortium – ICCC (William Appelgate and Deb Kazmerzak) 
• A University of Iowa Master of Public Health student (Amanda Sursely) 
 
The core team began by outlining the scope of work, and developing a Gantt chart that included 
both a timeline for each activity as well as responsible parties.  This guided all the work that 
followed.  The core team met almost bi-weekly between January and June 2022.  
 
Activity A: Continue to convene and utilize a statewide CHW advisory work group involved 
in environmental scanning efforts as determined by the Contractor and expand to include 
practicing Community Health Workers. 
1. Convene a minimum of two meetings. For this deliverable, project partners pulled from two 

work groups: ICCC’s Iowa CHW Alliance, and the Department of Human Service’s Social 
Determinants of Health Work Group. Still others were invited to participate based on partner 
communications and interest expressed. There is overlap between these two groups; 
partners estimate that 45-60 participants were invited to participate.  

 
Two meetings of the Work Group were conducted. The first was held on February 4, 2022. 
The agenda included a description of the second phase of the IDPH State Office of Rural 
Health-funded ‘Furthering CHW Awareness in Iowa’1, a general discussion of CHW activities 
in Iowa including new training opportunities, and plans for the CHW outreach and 
awareness efforts as part of this phase(developing documents for use in outreach, building 
lists of CHWs and CHW employers, and deploying the survey). During the meeting and in 
follow-up, CHW Work Group participants were invited to contribute to the above activities, 
help drive out and distribute the surveys, and distribute CHW outreach materials. 

 
The second meeting was convened on June 17, 2022.  The agenda included reports on the 
CHW Outreach Campaign and development of the CHW Employer List; a preliminary report 
on CHW Survey Findings (employer survey and CHW survey); and broader updates on other 
activities in play around the CHW workforce in Iowa. Discussion followed with questions 
regarding survey findings, comments on how awareness of the CHW workforce in Iowa has 
matured in recent months, and testimonials on how community connected CHWs have 
enhanced healthcare service utilization. Minutes of both meetings are attached as Appendix 
0. 

                                                           
1 First phase entitled: “Community Health Worker (CHW) Environmental Scan” 



4 
 

 
In addition to participation by project partners, each meeting had about 13 additional 
attendees, including Iowa Medicaid, managed care organizations, funders, Federally 
Qualified Health Centers and the Iowa Primary Care Association, the Iowa Department of 
Public Health, Iowa Department on Aging, local public health, health systems, and 
community-based organizations. We invited CHWs to attend as well, and 1-2 attended. 
However, there is a need to continue to find ways to engage CHWs in the advisory 
workgroup.  

 
Feedback from the advisory workgroup strengthened all our deliverables and we would 
recommend the continuation of an advisory committee for future activities related to the 
CHW workforce.  
 

2. Coordinate, to the extent possible, existing efforts to further CHW workforce in Iowa. The 
network of CHW Work Group participants and the project have supported further CHW 
workforce efforts in Iowa – both those which were a part of this project and many others.  
 
Several highlights beyond project activities have included: 
• An Information and Referral Webinar with more than 200 registrants describing 

resources available to CHWs and other frontline healthcare professionals to share 
information on Iowa 211, Iowa Compass, and Lifelong Links – three fundamental 
information and referral services available in Iowa. This webinar was sponsored by these 
three organizations, IDPH and ICCC. 

• Amerigroup Iowa’s CHW Training Scholarship Program which provided full scholarships 
to train 100 CHWs from community based and healthcare organizations through ICCC’s 
CHW Professional Skills Training last year.  

• IDPH’s COVID Relief / Health Equity funding of a CHW asynchronous training program 
supporting the development of the program and opportunity to train as many as 300 
additional CHWs in Iowa through May 2023. The training will remain available over the 
longer term. 

• CHW Value Discussions with several groups in the disability, maternal/child health, and 
peer support arenas exploring the appropriateness of CHW skills training for their 
employees and volunteers. 

• HRSA CHW Training Program. A collaboration of Iowa organizations committed to 
advancing the CHW workforce in Iowa submitted an application in early June 2022 to 
HRSA for their open CHW Training Program funding. Led by IDPH as applicant, and 
supported by the Iowa Chronic Care Consortium, Iowa Workforce Development, Des 
Moines Area Community College, and the Institute for Public Health Practice at the 
University of Iowa, the 3-year funding of up to $3.0M would provide CHW Professional 
Skills Training, CHW Registered Apprenticeships, and CHW upskill training to front line 
healthcare professionals across Iowa. Awards will be made in September 2022. 
 

Activity B: Expand the list of Iowa organizations, by organization type, that employ a 
Community Health Worker workforce. 
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Based on their extensive work related to CHWs in Iowa and their strong networks with 
organizations, CHWs, and other stakeholders across the State, the ICCC continued to take 
primary responsibility for drafting this list. The initial list that had been submitted as part of our 
phase I work (see footnote on page 1) had already been expanded based on the continued 
networking and training opportunities of ICCC. Outreach efforts during the activities of this 
phase of the subcontract expanded the list further. Project partners drew from a variety of 
sources to expand the organizational list including word of mouth, work group participants, 
organizations that have supported CHWs through training, or that have partnered with project 
partners in a formal way. From the first phase of the environmental scan project to the 
completion of this second phase, the list of organizations has almost tripled: 32 in phase 1, to 90 
in phase 2. These 90 organization are distributed according to the following categories: 
Academia (n=2), Community-based Organizations (n=43), Coalition (n=1), FQHC (n=10), Health 
Plan (n=2), Health System (n=15), Local Public Health Department (n=7), Refugee/Immigrant-
serving Organization (n=3), State Health Department (n=4). Twenty-nine of the organizations 
are based in Des Moines (includes West Des Moines), followed by Waterloo (n=9), Cedar Rapids 
(n=7), Council Bluffs (n=5). Other cities with organizations employing CHWs include: Adel, Albia, 
Algona, Ames, Burlington, Clive, Davenport, Denver, Dubuque, Fort Dodge, Fort Madison, Iowa 
City, Keosauqua, Knoxville, Marshalltown, Mt. Pleasant, Ottumwa, Red Oak, Rockwell City, 
Shenandoah, Sioux City, Storm Lake, Washington, West Burlington. (appendix 1- attached 
separately as a pdf). 
 
Both individual organizations and organizational types are included on the list. Organizational 
types refer to programs and health systems that partners believe employ CHWs in more 
standardized ways.  The list grows and shrinks, as awareness of CHW utilization comes to light, 
and initiatives and funding ends.  
 
We note the following caveats to the list of included organizations:  
• Some of these are categorical or programmatic rather than specific organizations, and a 

variety of organizations contract to carryout the programming. The more categorical listings 
are highlighted in yellow. 

• This list assumes there is agreement by the org that they employ CHWs. Due to different 
titles and varying levels of understanding of CHWs and their roles, further exploration and 
discussion with each organization may be required in some cases. This was beyond the 
scope of this short term contract.  

• Contact persons listed provide a starting point and may not ultimately be the correct point 
of contact. Again, to conduct the level of research necessary to identify the best contact at 
each organization is beyond the scope of the contract.  

• Some organizations offer a range of services with employees falling under the CHW 
umbrella definition. 

• Some organizations have multiple site locations - this list offers a central contact with which 
to begin outreach efforts. 

• Some organizations listed were suggested by the project's advisory body and have not been 
verified. 
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• There is crossover in organizational type listed in the category column. (some orgs/programs 
fit multiple). This list represents the contractor's perception of the appropriate organizational 
category.   
        

Activity C:  Throughout the contract period, work on expanding awareness of Community 
Health Workers in Iowa. 
1. Using data collected by ICCC and in the previous CHW contract, identify stories of CHW 

success and impact in rural and urban settings, in different communities and populations with 
social vulnerabilities. 
Success Stories. Through ICCC’s CHW training efforts, CHWs were invited to share 
(voluntarily) meaningful stories of successful interactions with patients/clients as a way to 
recognize and report on lessons learned. A summary report of these CHW encounters CHWs 
in a variety of settings addressing a range of client social vulnerabilities was prepared and 
shared widely among work group members and others and posted on ICCC’s website 
http://iowaccc.com/wp-content/uploads/2022/04/CHW-Success-Stories-2022-final.pdf. A 
copy of these CHW Success Stories is attached in Appendix 3.  
 

2. Throughout the contract period, the Contractor will conduct an outreach campaign to further 
the knowledge of Iowa health/human services employers of the CHW value, utilization, ways 
CHWs are already in use. 
Outreach Campaign Activities. To further an awareness of the value, utilization and 
workforce role of CHWs in Iowa, several activities were conducted during the contract 
period. 
• CHW Infographic. An infographic defining the work of CHWs was prepared, posted on 

the ICCC website (http://iowaccc.com/wp-content/uploads/2022/04/CHW-Infographic-
2022-final.pdf) and widely distributed. It addresses client demographics, workforce 
projections, roles of CHWs and compensation details. A copy is attached in Appendix 3. 

• National Awareness Campaign. ICCC has actively promoted CHW and CHW ally 
participation in a CHW national awareness campaign organized by the Rural Community 
Health Worker Network. Known as the “I AM A CHW” campaign, CHWs and allies post 
information about themselves, the value of their work and a photo. ICCC began the 
project in the spring and continues to find ways to drive it out through social media and 
other venues. 

• CHW Interest Group. One of the known needs and clear opportunities for building and 
maturing a CHW workforce in Iowa is developing a network for CHWs – an opportunity 
to meet other CHWs, to share professional experiences, to learn about and access 
additional training, to create a sense of professional community. At the Public Health 
Conference of Iowa, a CHW special interest group meeting was held on May 4, 2022. In 
this session, participants explored issues around CHW awareness and the affirmed the 
value of creating a CHW network or learning community for CHWs in Iowa. 

 
Outreach and awareness efforts will continue going forward, with plans to expand social media 
efforts. 
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Activity D: Deploy two survey tools that were developed during phase 1. In phase 1 (April-
June 2021), partners had developed two surveys for gathering of data from CHWs and CHW 
employers. We had conducted a literature review for tools that had been used in other states, as 
well as read reports regarding CHW programs and challenges and facilitators to these programs. 
We used that information to create the survey tools. Those surveys had been reviewed by the 
advisory workgroup as part of the deliverables of phase 1. During this phase, the partners began 
by reviewing those surveys in light of new knowledge and evidence since June 2021. We also 
shared the surveys again with advisory workgroup members for feedback. All edits of both 
surveys were finalized in April 2022, and we created online version in Qualtrics for distribution 
(Appendix 4 and 5).  
1. Conduct pre-work needed prior to deployment to boost response rates: The pre-work included 

the CHW success stories as well as the infographic. We also developed an extensive contact 
list of CHWs, CHW employers, and CHW Alliance members and allies that included over 450 
emails addresses.  Additionally, other organizations such as the Iowa Cancer Consortium, 
Telligen forwarded the invite to their full mailing list. Our pre-work also included ethical 
review. We completed a University of Iowa Institutional Review Board human subjects’ 
research determination form (HSRD), and the project was determined to be ‘not human 
subjects research’ and therefore did not need any further IRB clearance.    

2. Include an information/educational component to the survey to raise awareness of the survey 
intent. A video was developed to explain the intent of the survey, and provided a guide to 
how to access and respond to the survey. An invitation letter was sent to everyone on the 
contact list (email of May 15th included as Appendix 6). The letter explained the intent of the 
survey, included links to the video, the success stories, and the infographic, and invited 
recipients to complete the survey themselves as well as share the invitation letter with 
others. Links to the both surveys were included in the letter. We sent out invitations to 
complete the survey 4 times; every Monday starting Monday April 18th 2022 through 
Monday May 30th 2022. the PRC and ICCC alternated sending out the invitation. ICCC and 
IPHP had booths at the Public Health Conference of Iowa, and we promoted the surveys at 
the booth and various other venues during PHCI. The surveys were closed on June 10th 2022.  
We received 121 respondents to the CHW survey, and 46 to the CHW employers’ survey.  

3. Analyze survey results. Survey data was analyzed using SAS. Selected results are described 
here, and further results can be found in Appendix 7 and 8.  
 
CHW Survey Results: We describe findings from 121 respondents below. As with all surveys, 
limitations of our findings include that they are only representative of those who responded 
and not all CHWs in Iowa. Its difficult to calculate a response rate given that we are unsure of 
the total number of CHWs across Iowa. We also cannot know how similar or different CHWs 
who responded are of the full population of CHWs. Findings below therefore present only a 
snapshot of the CHWs in the State of Iowa. All references to appendices, figures and tables 
are found in the full report in Appendix 7. 

 
In total, 121 CHWs from 74 different organizations responded to the survey. Highlighting the 
wide scope of the workforce, these CHWs are identified by a wide range of job titles (n=69), 
including Family Wellbeing Specialist, Patient Navigator, and Maternal Health Specialist 

https://www.youtube.com/watch?v=J8p9bTgFp9w
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(Appendix 7-A lists all job titles). The population was geographically diverse, representing 42 
counties spread across Iowa (Figure 1). 
 
Demographics  
CHWs that responded to our survey were identified primarily as white (n=81, 73.64%), 
followed by black/African American (n=15, 13.64%). Most were female (n=99, 90.83%). Only 
a single person identified their gender as being outside of the gender binary. Educational 
attainment varied, ranging from a high school education to a graduate level degree, with the 
most common being a 4-year degree (n=41, 37.27%). Around 90% of the survey 
respondents were older than 30 years old, but less than 60. Full demographic data can be 
seen in Appendix 7-B. Compared to the demographics of Iowa (90.6% white, 4.1% 
black/African American), CHWs are more diverse, reflecting their role as members of 
communities experiencing marginalization. 
 
Employment Characteristics 
On average, the respondents had been working as a CHW in the US for 4.5 years, with a 
range of 1 month to 36 years. The majority of CHWs in Iowa are employed full-time (n=77, 
87.5%), with only a small number working on a part-time or volunteer basis. With that, 67% 
of CHWs reported working around 40 hours a week, often paid via hourly wages. Of the 79 
CHWs who reported their annual income, wages ranged from less than $20,000 a year to 
more than $45,000. (Figure 3). Average annual mean wage for Iowa is $42,940. 
 
CHWs report working for a variety of organizational types, most commonly Non-profits, 
physician offices, and community based organizations (figure 4). In Iowa, CHWs report 
working equally in urban, rural, and mixed settings (approximately 1/3 in each). When asked 
about how their work is supervised, over half indicated that they were overseen by a 
member of the administrative staff in their organization; also 46.34% of respondents 
indicated that their supervisors had previous experience as a CHW.  
 
When asked about the hiring process for their current role, 66% of CHWs reported that their 
organization had a requirement for prior education, certification, or a specific desired skillset 
from their applicants; and 58% also reported that their role required a specific amount of 
prior experience.  The reported requirements are summarized in Table 1. 
 
After beginning their roles, 93.26% of CHWs received additional training; 26.97% reported 
that this training was done internally in their organization, 12.36% were handled through an 
external entity, and 53.9% received training from a combination of internal and external 
sources. The estimated hours that each CHW spent in training varied widely, with many 
commenting that it is hard to guess with the amount of CE hours they complete each year. 
Some respondents guessed they had completed as few as 10 hours, whereas others 
estimated several thousand.  
 
About half of CHWs (48.15%) indicated that they would benefit from additional training in 
their roles. Table 2 lists the topics they mentioned. Those responses are reported below, and 
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any that were requested by more than one individual were labeled with an asterisk. Whilst 
some requests were more specific to a specialization within the field (such as additional 
training on substance use prevention), a majority of the requested training subjects are 
applicable to any job working within the community in this capacity. 
 
Populations Served 
CHWs in Iowa report working to provide services for a wide range of health conditions. 
Almost all the respondents work with more than one health condition, and no one condition 
is disproportionately targeted or neglected within the field (Figure 5).  Written responses 
under the “other” category included blood disorders, colorectal cancer, dementia, mental 
health, oral health, chronic disease management, infectious disease, and lung disease. 
 
CHWs also reported working with clients of all ages, races/ethnicities and health conditions 
(Table 3).  Although the race/ethnicity of CHWs are more diverse than the populations of 
Iowa, they serve an even more diverse community; e.g. ~14% of CHWs are black/African 
American whereas ~24% of the clients are black/African American; ~74% of CHWs are white 
whereas ~33% of their clients are white.  
  
About a third (28%) of CHWs indicated that they work with a specific immigrant or refugee 
population, and that throughout the state their clients speak 26 different languages. Despite 
this diversity of their clients’ primary languages, 82% speak no language other than English, 
and 80.46% of CHWs reported that they conduct their work entirely in English. 
 
CHWs reported that they often work with a specific population. There was a wide variety, 
with the most common including parents/families, elderly individuals, people with 
disabilities, and uninsured individuals (Figure 6). Four percent of CHWs worked with all 
populations rather than focusing on a specific target group. Written responses to the “other” 
category included victims of trafficking, COVID long haul patients, women, people at risk of 
being victims or perpetrators of gun violence, and people who need assistance with 
medication affordability. 
 
Service Delivery 
CHWs conduct their work in a variety of locations, most commonly in a clinic or hospital, via 
home visits, or at their organization’s main location. A smaller number reported working in 
schools or religious centers, food pantries and parks.  Due to the impact of the COVID19 
pandemic, this survey aimed to capture the mechanism by which CHWs are currently 
conducting their work. Most respondents selected more than one method of 
communication, with the most common being in-person and one-on-one visits; 12% of the 
respondents selected “other”, and those individuals identified phone as an important 
mechanism of communication (figure 7).   
 
CHW Roles and Responsibilities 
CHWs were also asked to identify their primary roles and responsibilities (Figure 8). Case 
management (n=48) and health education (n=43) were most often selected, which 
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correspond with the C3 core competencies (www.c3project.org), though interestingly they 
were still selected by less than half of the respondents. Connecting resources to their clients 
is also a primary role of the community health workforce, as indicated by 99% of the survey 
respondents. No one resource emerged as the most common, with many being provided by 
around 50% of CHWs (Figure 8). 
 
Barriers Faced in Carrying Out Their Work 
CHWs were asked about their biggest challenges in carrying out their work. The most 
commonly reported are listed below, with all responses in Appendix 7-C. Transportation was 
by far the most commonly mentioned barrier to care.  
1. Lack of funding/financial barriers 
a. Transportation 
2. Resource availability 
a. Housing 
3. Client follow-through/motivation for change 
4. Language barriers  
5. COVID-19  
 
Thoughts and Perceptions  
To garner insight into how CHWs perceive their own work, we asked the respondents to 
indicate their level of agreement or disagreement with several statements. A full summary of 
responses can be found in Appendix 7-D, and select statements are highlighted below. 
Overwhelmingly, CHWs reported satisfaction in their roles, pride in their workforce, and the 
positive impact their work has on their communities. They feel supported by their 
supervisors and that they are a valued member of the care team within their organizations. 
Some states have developed CHW networks that: 1) provide training; 2) facilitate research, 
policy, and advocacy on behalf of CHWs; 3) coordinate community outreach and events; 
and/or 4) connect CHWs to each other and potential jobs. This has been shown to benefit 
and strengthen the workforce. This process is at an early stage of development in Iowa, 
which is reflected here- around 40% of respondents do not believe that there is a strong 
network of CHWs within the state, highlighting an area for continued growth.  Training was 
also identified as an area for improvement. Around a quarter of CHWs reported that their 
initial training was not adequate to facilitate their success in their program, and around 75% 
wished that they had more training opportunities available to them. 
 
CHW Employer Survey Results: In total, 46 employers responded to the survey. Of those 
46, 12 began the survey but completed less than 30% of the questions and thus their 
responses were excluded. An additional eight respondents indicated that their organizations 
were interested in the CHW workforce, but do not currently employ CHWs. In the end, 28 
respondents representing 24 different organizations were determined to be actively 
employing CHWs, and this group was utilized for the following analysis. 
 
We describe findings from the 28 respondents below. As with all surveys, limitations of our 
findings include that they are only representative of those who responded and not all CHW 
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employers. From our deliverable related to developing a list of CHW employers, we know of 
at least 90 organizations employing CHWs, and within those organizations, more than one 
employer. Its difficult to calculate a response rate given that we are unsure who actually 
received the email, opened it up, and chose to respond. We also cannot know how similar or 
different employers who responded are of the full population of employers. Findings below 
therefore present only a snapshot of the situation for CHWs in the State of Iowa. All 
references to appendices, figures and tables are found in the full report in Appendix 8. 
 
Demographics  
Of the employers who responded, the majority were female (n=21, 75%) and white (n=24, 
85.71%). Over half the employers held a graduate level degree, and all had some sort of 
post-secondary education (Table 1). 

 
Program Characteristics  
Employers reported that their organizations began employing CHWs primarily in the early to 
mid 2000’s, but some programs have been around significantly longer. Since initiation, all of 
the programs have either maintained the number of CHWs they employ or increased, with 
plans of continued growth. The largest reported program currently employs 210 CHWs, and 
the smallest only one. Similarly, the number of clients served by these programs annually 
varies from <100 to >5,000. The reported retention rate of CHWs varies between 
organizations (Table 2). 
 
The majority (n=27) of programs employ at least some of their CHWs full-time. 
Compensation was provided both via monthly salary, and hourly wages. The majority of 
employers indicated that their programs had pay scales that varied by experience or 
educational attainment.  One specifically noted:  

“Our CHW is scaled at a salary range of $51k-$77k. Others in the role that have 
advanced training (i.e. RN or MSW) are scaled higher with a range of $59k-
$99k” 

 
Full-time CHWs are offered a wide variety of benefit packages (Figure 1). Respondents also 
added benefits to the list in the survey including disability insurance, employee assistance 
program, dental insurance, life insurance, health savings accounts, holiday savings plans, and 
vision reimbursement. 
 
A majority of the organizations that responded to the survey (n=18; 81%) monitor the work 
of CHWs via some form of formal program evaluation, collecting a wide variety of data for 
monitoring and reporting (Figure 2). The most frequently collected monitoring data is 
‘number of clients seen’. Respondents also added other data collected that were not part of 
those listed in the survey. These included individual outcomes, weekly chart reviews, and 
enabling services. 
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CHW Roles and Responsibilities  
The community health workforce is varied and diverse in the roles and responsibilities of 
each unique position. Nationally, the CHW Core consensus (C3) project 
(https://www.c3project.org/about) has aimed to “expand cohesion in the field” by 
developing a single set of core competencies vital to CHW positions across all roles. To 
examine how well these competencies are applicable in Iowa, we asked employers to select 
the objectives of the work of their CHWs as aligned with these competencies (Table 3). As 
expected, most programs aligned well with the brunt of the C3 competencies. Capacity 
building, cultural mediation and research and evaluation are areas that could benefit from 
further programmatic attention. 
 
Populations and Health Conditions  
We asked employers to describe the population groups and health conditions that the 
CHWs work with. All employers selected more than one health condition, indicating that 
CHWs are providing comprehensive support across the board. Figure 3 shows the most 
commonly selected health conditions. Notably, due to the timing of the survey, COVID was 
one of the more commonly selected responses. Other responses included disabilities, mental 
health, homelessness and SODH needs. Two employers indicated that their program did not 
target any specific health conditions.  Along with health conditions, the programs in Iowa 
focus on a wide range of target populations; 58% of employers indicated that their CHWs 
work with all populations, but several had more specific foci (Table 4). 
 
The populations that CHWs serve are also racially and ethnically diverse (Table 5). 
Additionally, 56% of employers indicated that their CHWs work with a specific immigrant or 
refugee population, including Burmese, Congolese, Eritrean, Karen, Mexican, Sudanese, 
Syrian, Afghan communities; and/or communities speaking Swahili, Arabic, French, Kirundi. 
When serving people from all over the world, language capabilities can be a barrier to 
healthcare. Only 11% of employers indicated that all of their CHWs speak the same 
languages as the populations they serve, indicating that this could be an area for growth in 
Iowa. 
 
Hiring and Training 
To gain insight into the type of CHW candidate’s that employers are looking for, we asked 
them to identify three qualities or skills they look for when hiring CHWs. This was an open 
ended question with no pre-defined categories. A compilation of these responses can be 
found in Appendix 8-A, with the most commonly mentioned below.  
 
Top 5 qualities or skills employers look for when hiring a CHW: 
1. Excellent communication skills, including active listening  
2. Connection to the community they serve, and active member of that community 
3. Ability to work well within a team 
4. Great problem-solving skills  
5. Knowledge and technical know-how  
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Beyond the soft skills, employers also reported whether or not they had other formal hiring 
requirements such as education, or licensure: 54.17% of employers noted that CHWs were 
required to have formal education prior to being hired, 64% noted that CHW positions did 
not required any licensure or certification, and 84% stated that CHWs received additional 
training once hired (figure 4). Based on a list of possible training topics from which 
responded selected any that applied, the most frequent required additional training was 
cultural competency and record keeping/data management. 
 
Barriers to Program Implementation 
When asked to identify the major barriers to implementing a CHW program, a lack of stable 
funding was the most frequently selected barrier, along with the inability to be reimbursed 
for the services they provide. Other factors are listed in figure 5.  
 
When asked whether their organization used CHWs to the optimal extent, 30.43% 
responded “no” and elaborated with the following:  

• It takes time to get the outside community to open to a new program so that is 
what we are working on currently. 

• Potential avenues to use in a more direct service manner 
• There used to be training through Indian Health Services that has since ended. 

Staff are trained as needed 
• There's more we could do with follow-up and advocacy that we don't  
• We are constantly learning and growing scope of work 
• We don't have a clear set of expectations for our CHWs, nor a strategic vision for 

how to use this position as a foundation of the work that we do with patients and 
clients. We don't require training with a specific CHW curriculum  

• We need more funding to hire additional workers and make them full-time 
 
Funding 
As discussed above, funding for CHWs is one of the biggest barriers to their widespread 
utilization. In Iowa, services are not eligible for reimbursement for Medicaid, so the funding 
must come from external sources and grants. To ascertain how organizations are funding 
their CHWs, we asked a variety of questions, and the results are summarized in table 6. 
Overall, CHWs are funded via a myriad of patchwork sources, with most programs (85.7%) 
receiving funding from multiple sources. 
 
Employer Thoughts and Perspectives  
To garner insight into how employers perceive the work of CHWs, we asked the respondents 
to indicate their level of agreement or disagreement with several statements. 
Overwhelmingly, employers identified CHWs as critical members of the healthcare team who 
provide insight into the communities they serve. There was slightly more variation on 
whether or not the role of the CHW is distinct from other roles in the organization, indicating 
that it could benefit from further definition and clarification. Hiring seems to be a challenge 
for employers of CHWs- around half indicated that they have some trouble finding qualified 
applicants despite an increase in demand for the position. In line with the reported barriers, 
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40% of employers disagreed that their funding sources are stable, and around 30% reported 
that they may not be able to fund CHWs in the future. 64% of employers agreed that finding 
a different source of funding for CHWS is a priority.  
 
Lastly, to conclude the survey, we asked employers what else they wanted us to know that 
was not covered within the survey questions. The full list of results is listed in Appendix 8-B. 

 

Recommendations for Next Steps 

The following recommendations are a result of the work that was completed for this Phase II 
environmental scan project, as well as the expertise of the ICCC members of our core project 
team who have been engaged in advancing community health worker (CHW) programs and 
competencies for over 6 years, and from the rich discussions that occurred within the advisory 
workgroup meetings held as part of this project.  
 
The core project team offers these recommendations to advance the momentum in support of 
Community Health Worker programs in Iowa: 
1. Strengthen the Networking Among CHWs in Iowa. From feedback in training and from 

survey results, particularly the CHW survey, networking with other CHWs is desired and 
needed. There is no professional association or licensing that pulls the profession together 
in Iowa. Hence, a concerted effort in the form of new initiative to create a CHW network in 
Iowa is critical to building and developing this workforce. The peer-to-peer connection, 
support, and shared lessons learned with one another would be empowering and 
validating. In addition, a network of CHWs will guide priorities for needed education and 
learning. The CHW network also presents an opportunity for recruitment/employment of 
CHWs. CHW networks have been successfully initiated in other States2 and Cities, and the 
Iowa network can be modeled on best practices from those experiences. There is also a 
national network for CHWs3 and a rural CHW network4, both can provide support and 
guidance in establishing an Iowa network.  

2. Training: 
a. Support of CHW Training and Continuing Education.  As noted in activity A above, 

a collaboration of Iowa organizations committed to advancing the CHW 
workforce in Iowa submitted an application in early June 2022 to HRSA for their 
open CHW Training Program funding.  IDPH support to ICCC and the potential of 
the HRSA CHW Training Program may be wonderful accelerators of CHW training 
in Iowa. Yet, challenges to sustainability remain. A strategy for continued training 
once grant funding is completed is critical. In addition, specialized training, 
special interest training and continuing education are often expressed as needed 
by CHWs (the survey comments include several examples). Finding stable 

                                                           
2 https://www.wichwnetwork.com/; https://dshs.texas.gov/CHWNetworksandAssociations.pdf; 
https://nachw.org/membership/chw-networks-and-certification-programs/  
3 https://nachw.org/  
4 https://www.rchwn.org/  

https://www.wichwnetwork.com/
https://dshs.texas.gov/CHWNetworksandAssociations.pdf
https://nachw.org/membership/chw-networks-and-certification-programs/
https://nachw.org/
https://www.rchwn.org/
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mechanisms to support this continued education is essential to continuing to 
support CHW success and effectiveness. 

b. Supervisor Training. Many CHWs are not supervised by CHWs or individuals with 
CHW-like experiences. CHW Supervisor Training is important for these 
individuals.  ICCC is developing this training, which will be read for roll-out in 
January 2023. However, work needs to be done to increase awareness of the 
training, enhance attitudes about the need for such training among CHW 
supervisors, and promote the training. Funding sources to support attendance 
will also need to be found.  

3. Recruitment of Culturally and Ethnically Aligned CHWs. The idea of CHWs coming from the 
communities that they serve is paramount to their trusting relationships with individuals in 
need and effective service of CHWs. However, based upon survey results, although CHWs 
are more diverse than the general population of Iowa, a great majority of CHWs are white 
and educational levels are surprising high in Iowa when contrasted against other states and 
the field of CHWs nationally. Employers may need to reset their thinking about recruitment 
of CHWs, concentrating more specifically upon required skills of an effective CHW and their 
relationship to a specific community rather than upon education. Utilizing CHW training 
grants and employer support to identify and recruit those with valued community 
connection is a distinct opportunity to develop an effective CHW workforce in Iowa. 

4. Disseminating survey results: Results from the CHW surveys should be disseminated widely 
to increase awareness of the status of CHWs in Iowa. This would require the development 
of infographs and other easy to digest media bites. Supporting this work with a small grant 
to hire communication specialists would expedite the dissemination and increase its 
effectiveness.  

5. Consider re-fielding the employer survey: As Iowa continues to invest in the CHW 
workforce, and employers are engaged more proactively, IDPH could consider re-fielding 
the employer survey to gather a more accurate picture of the CHW workforce. Very few 
employers completed the survey despite the wide outreach.   

6. Strategic planning for sustainable funding streams. As is clear in the employer survey 
results, and has been noted in the advisory workgroup meeting as well as in the special 
interest group meeting held at PHCI, sustainable funding for CHW programs is one of the 
major barriers for expansion of the workforce. Engaging in strategic short and long term 
planning to create sustainable funding mechanism for employers is critical is Iowa is to 
expand the vital workforce. Considering payment through Medicaid, managed care or 
commercial insurance may be one potential strategic action. Innovative strategies are 
further required.  

7. Assessing the potential Return on Investment (ROI) for CHW programs: The ROI case for 
CHW programs has been clearly highlighted through global and national documents; key 
among them are the reports from the Centers of Diseases Control and Prevention, the 
World Health Organization and the Association of State and Territorial Health Organization.   
State or foundation funding of CHW ROI in Iowa settings would add value to utilization of 
CHWs and CHW workforce development in the state. 
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Appendix 0 
 
CHW Environmental Scan Workgroup Meeting 
February 4, 2022 
 
Participants 
Bery Engebretsen, Primary Health Care    Kyra Hawley, Iowa Department on Aging 
Abigail Chihak, Dallas County Health Department   Ann Morris, Crescent Community Health Center 
Anna Nalean, Delta Dental of Iowa Foundation   Angie Dole Scar, Iowa Department of Public Health 
Bob Schlueter, Iowa Medicaid Enterprise    Emily Fletcher, MercyOne 
Cynthia Fiester, Linn County Public Health    Zakiya Jenkins, Grace Fitness 
Maren Lenhart, Delta Dental of Iowa Foundation     David Boim, Molina Healthcare    
Denise Swartz, Mid-Iowa Health Foundation    
 
Staff 
Rima Afifi, PRC       William Appelgate, ICCC 
Laurie Walkner, PRC      Deb Kazmerzak, ICCC 
Amanda Sursely, PRC      Tinika Roland, ICCC 
 

AGENDA DISCUSSION POINTS RESOURCE SHARES | FOLLOW UPS 
CHW Updates 

What is going on in 
the world of CHWs? 

Or, what is occurring 
at the broader level 
that can encourage 
/ facilitate utilization 
of CHWs? 
 

Following the welcome and introductions, participants shared updates and 
activities related to or in support of community health workers in Iowa.  
 
This project is to continue CHW work in Iowa and is a partnership between 
the Iowa Department of Public Health (IDPH), the UI Prevention Research 
Center (PRC) and Institute for Public Health Practice (IPHP), and the Iowa 
Chronic Care Consortium (ICCC). PRC serves at the lead agency. Funding is  
from IDPH. 
 
In response to querying the group about CHW related activity, the following 
information was shared by participants. 
 
Emily Fletcher shared that MercyOne is expanding to the emergency 
department (ED). Saw that others are having success in the area and have 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



learned from them. Will plan on direct referrals such as those patients being 
discharged from the ED that don’t have a primary care provider, and those 
that didn’t present as an emergency 
 
Linn County recently hired two CHW staff to work in their Group Violence 
Intervention (GVI) grant in partnership with law enforcement and social 
services to deliver custom notification, call ins and resources/support to youth 
involved in group/gun violence intervention.  This is part of a CDC PREVAYL 
grant.  PREVAYL stands for Preventing Violence Affecting Young Lives. 
 
Angela Doyle Scar (IDPH) shared that CHW federal funding will be available: 

• Area Health Education Center (AHEC) funding was issued recently 
and that CHWs are written into this opportunity. Iowa is one of only 
a few states that doesn’t have one. Nursing schools may be 
interested in applying if they’re allowed to. Historically only medical 
schools could apply. 

• HRSA is soon to release a CHW training grant 
 
Bill Appelgate: For MCOs in the state there is a provision to develop equity 
plans. Health equity is a priority for MCOs and they are looking for ways to 
partner with organizations in Iowa. 
 
David Boem: Health equity is a significant focus for Molina. Molina believes in 
CHWs and have long used them. Have been studying what the data tells us in 
Iowa and elsewhere. Will be looking to address these issues in Molina’s 
application.  
 
Cindy Fiester: Linn County Public Health is in the process of hiring a Health 
Equity Manager (staff position).   
 
Deb Kazmerzak: In Council Bluffs there is a new collaboration among a few 
organizations - Latino serving organization, the FQHC and health department 
where they plan to place promotoras in the community.  
 
Bob Schleuter: IME is requiring documentation of health equity plans as part 
of the withhold incentive for the MCO contracts. This is based on a model 
from Oregon. The goal is to document how the plan is progressing to address 

 
 
 
 
 
 
 
 
 
 
 
AHEC Funding Opportunity: 
https://www.hrsa.gov/grants/find-funding/hrsa-22-
053  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.hrsa.gov/grants/find-funding/hrsa-22-053
https://www.hrsa.gov/grants/find-funding/hrsa-22-053


equity. The MCOs have been receptive to this – it is a new feature. This 
includes the use of CHWs.  
 
Appelgate: ICCC is on its 7th cohort of CHW training and between that and the 
community health navigators, have trained about 150 to date.  
 
Tinika Roland – We’ve had students from Iowa and Nebraska. They have 
shared their different titles that reflect this work. They are co-learning and 
sharing.  
 
Zakiya Jenkins: I recently completed the training and am so pleased by how 
the course is laid out, it’s self-paced. We have another CHW starting in cohort 
7 so our org will have 3 trained now.  
 
Appelgate: ICCC has plans to develop asynchronous CHW training so it will be 
available on demand to better accommodate schedules. Also hoping to 
establish a state-wide network of CHWs and hosting an event for CHWs.  
 
Denise Swartz - Mid-Iowa Health Foundation supported CHW deployment 
around COVID -19 to promote/disseminate accurate vaccine information out, 
and to increase participation in CHNA in Polk County.  
 
Doyle Scar - IDPH has been working with the State Library to survey all 
libraries on what public health topics they are interested in – one of the top 
topics is information and how to connect to community resources. IDPH has 
planned a webinar which will also be repeated with ICCC as host - for CHWs 
and front line workers. The webinar will be on March 29 and the training with 
211, Iowa Compass and Lifelong Links. The webinar will be appropriate for any 
kind of front-line workers. Save the Date will be out soon! 
 
Fletcher: MercyOne CHWs refer clients experiencing isolation to libraries for 
their great programming. 
 
Fiester: Linn Co had a community outreach worker who routinely worked 
from the library – he was so popular and busy that the city is partially funding 
the position and they’ve hired additional staff. 
 

 
 
 
 
 
 
 
 
 
 
In response to the request for more information, 
Jenkins shared the link for Grace Fitness 
www.gracefitnessdsm.org  
 
 
 
 
 
 
 
 
 
 
March 29, Noon-1:30, CHW/front line worker 
webinar on 211, Iowa Compass, and Lifelong Links. 
Register here 
 
 

http://www.gracefitnessdsm.org/
https://us02web.zoom.us/webinar/register/WN_RI2BikKoRQ-piqNAkTPMrQ


Fletcher: MercyOne created two lead positions for CHWs opportunity for a 
career ladder for them. These are working leads that provide a lot of the 
training, meeting leadership, huddles. This builds some management 
experience for the CHWs and has been very well received. Two current team 
members are moving into these positions. 
 

Project overview | 
refresher 

 

Afifi offered a quick summary of the work ahead. 
• Convene Advisory group – welcome others 
• Compile list of organizations that employee CHWs 
• Conduct outreach campaign – to increase awareness about CHW and 

survey  
• Field the surveys for Employers and CHWs (developed during the first 

phase of funding) 
• Final report of findings 

 

 
 
  

Advancing 
awareness of CHW 
value and 
utilization 

Building the list of 
organizations / 
contacts 

Use case scenarios 

Success stories 

National awareness 
campaign 

 

Appelgate provided an overview of the outreach plans to facilitate increased 
understanding and awareness of CHWs and the multiple roles they can fulfill. 
This will also help improve the response rate when the surveys are deployed.  
 
Building the list of organizations / contacts – this is one of the deliverables. 
To avoid sharing a list of many organizations, we created slides that categorize 
the organizations we have on the list. MCOs, School districts, FQHCs are a few 
examples. Another slide breaks down the largest category – community-based 
organizations – to provide further detail. 

The group was asked to share thoughts and ideas for additional organizations 
to include on the list. 
 
Ann Morris:  
• Crescent VNA – community navigator from Pacific Islanders  
• Child Health Specialty Clinic in Dubuque has a family navigator focusing 

on the Marshallese 
 
Afifi: In the survey we describe the type of work CHWs do to expand the reach 
and recognition by employers. 
  

 
Anyone that knows of organizations employing 
CHWs – let Deb Kazmerzak know -  
deb.kazmerzak@iowaccc.com  
 
 
Delta Dental Foundation can send a list of orgs for 
which they’ve funded CHW-type of initiatives in 
recent years. 
 
 
Dallas County Health Department has success 
stories they collect through the year. 
 
 
• Crescent VNA – community navigator from 

Pacific Islanders  
• Child Health Specialty Clinic in Dubuque has a 

family navigator focusing on the Marshallese 
 
 
 

mailto:deb.kazmerzak@iowaccc.com


Kazmerzak: Haven’t shared the list of employers since some organizations 
might not realize that they have CHWs due to the range of titles. Once 
finalized, will work with IDPH to determine whether the list can be shared.  
 
Appelgate: Our goal is to showcase how and where CHW are being utilized in 
Iowa. We want to show their scope and breath of CHW work and stimulate 
thinking about possibilities.  
 
Use case scenarios 
Two examples of use case scenarios were shared with the group – one in a 
story/narrative format, and another that has sections to enable the reader to 
quickly find specific information of interest. Both were based on actual CHWs 
and are shared with permission. 
 
The group was asked to weigh in on preferred format.  
 
Schleuter: Like the story format – shows how they are trusted and embedded 
in the community.  
 
Engebretsen: We could have them in each format or could alternate the 
sequence.  
 
Chat comment: Like the first example but would like to see more data and 
photos for more interest visually. 
 
CHW Success Stories  
The goal with the success stories is to compile lessons learned and 
demonstrate what CHWs do.  
 
CHW Snapshot Data  
We’ll compile some data points and share in an infographic format to provide 
a quick snapshot of the CHW landscape in Iowa. 
 
I Am a CHW – National Awareness Campaign  
Playing off the National Awareness Campaign – we’ll work to get Iowan CHWs 
to participate. Create a story base for CHWs. See sample on slide “A 
Community Health Worker Story.” 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mercy colleagues in Kentucky made a nice video 
testimonial.   
https://www.facebook.com/watch/?v=865320100945616 
 
 
Mid-Iowa Health Foundation Fellow and Mercy One 
created this success story: 
https://www.midiowahealth.org/stories/improving-
health-through-social-supports 
 
 
 
National CHW awareness campaign: 
https://www.rchwn.org/iamachw  
 
Recap: How meeting participants and others can 
help: 

https://www.facebook.com/watch/?v=865320100945616
https://www.midiowahealth.org/stories/improving-health-through-social-supports
https://www.midiowahealth.org/stories/improving-health-through-social-supports
https://www.rchwn.org/iamachw


These materials will all be part of the outreach effort. Additional ideas are 
welcome, and partners can help distribute materials to increase awareness 
and understanding. 
 
Will these materials be put in a toolkit for others to use? -  These pieces will be 
distributed in a package that can be disseminated. ICCC also has an 
implementation guide for employing CHWs that they will distribute soon.  
 
Next steps: 

• Outreach: coming soon 
• Survey deployment: April 15, 2022 - Will send out the surveys for 

review and comments again before it is deployed.  
• Next meeting: June 17, 10:30 to Noon 

 

• Contribute to list of organizations 
employing CHWs – send to Deb 
Kazmerzak, 
deb.kazmerzak@iowaccc.com. ICCC can 
sort out any duplication.  

• Develop or contribute to the cadre of 
use case scenarios showcasing how 
CHWs are being utilized in Iowa 

• Share success stories of CHW work for 
broader distribution 

• Help distribute the surveys (when 
deployed) 

• Help distribute the outreach materials 
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CHW Environmental Scan Workgroup Meeting 
June 17, 2022 
 
Participants 
Bery Engebretsen, Primary Health Care    Sherrie McDonald, Connections Area Agency on Aging  
Ann Cochran, Dallas County Health Department   Ann Morris, Crescent Community Health Center 
John McCalley, Amerigroup Iowa     Angie Dole Scar, Iowa Department of Public Health 
Bob Schlueter, Iowa Medicaid Enterprise    Nancy Adrianse, Iowa Primary Care Association   
Sharon Miller, Iowa Public Health Association   Zakiya Jenkins, Grace Fitness 
Heidi Hanes, UI Prevention Research Center     David Boim, Molina Healthcare    
Denise Swartz, Mid-Iowa Health Foundation    
 
Staff 
Rima Afifi, PRC       William Appelgate, ICCC 
Laurie Walkner, PRC      Deb Kazmerzak, ICCC 
Amanda Sursely, PRC      Tinika Roland, ICCC 
 

AGENDA DISCUSSION POINTS RESOURCE SHARES | FOLLOW UPS 
Project overview | 
refresher 

 

Rima Afifi offered a quick summary of the work ahead. 
• Convene Advisory group to guide the work 
• Compile list of organizations that employee CHWs 
• Conduct outreach campaign to increase awareness about CHW and survey  
• Field the surveys for Employers and CHWs (developed during the first phase 

of funding) 
• Final report of findings 

 

 

CHW Outreach 
Campaign 

 

Deb Kazmerzak provided an overview of outreach efforts undertaken, underway, and 
planned. 
 
Project partners worked to raise awareness and understanding of the value of the 
CHW workforce in the following ways: 
 

• Creation and distribution of documents – a CHW Infographic and a Success 
Story report were created and broadly distributed. These are on the ICCC 
website and available for others to utilize. 

 
 
 
 
 
 
 
 
 



• National awareness campaign – The I am a CHW and I am a CHW Ally 
campaigns were created by the Rural CHW Network, which is based in 
Michigan. This is a social media campaign aimed at calling attention to the 
value of CHWs. We are actively promoting this but still working out the best 
ways to get the word out and encourage use of this strategy in Iowa.  

• Social Media – ICCC has plans to ramp up social media related to CHWs in 
Iowa and will be pushing out information about ways others can help grow 
awareness. 

• CHW Interest Group meeting – During the Public Health Conference of Iowa 
in early May, partners convened a group of interested conference attendees 
to discuss interest, plans, and utilization of CHWs. Attended by local public 
health, the Iowa Department of Public Health, HRSA, maternal and child 
health, cancer and disability organizations, the group identified funding and 
flexibility as the greatest challenges in maintaining a CHW workforce. There 
was discussion about state certification and the likelihood of the state 
pursuing this. The issue of ensuring the training is accessible to a broad 
audience was raised. And, the group agreed there is strong interest in 
developing a way CHWs across the state can network, learn from and support 
each other. 

• Information and Referral webinar – In March ICCC and IDPH hosted a webinar 
for Iowa 211, LifelongLinks and Iowa Compass which was very well attended 
by CHWs and others in similar, client-facing roles. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CHW Employer List Kazmerzak shared that the employer is fluid, as we continue to learn about additional 
organizations employing CHWs. The list includes organizations with known CHWs, and 
programs or organizational types that may utilize CHWs, so that actual number of 
organizations is greater than it appears by simply looking at the number of entries. 
Kazmerzak shared that the list was developed through a number of sources, including 
members of this committee and others, word of mouth, and those organizations 
supporting CHWs through training. It is anticipated the final list will have nearly 100 
entries, which is significantly larger than the original list submitted at the end of the 
first phase of this work. 
 

 
 
  

Survey Findings 

• CHWs 
• Employers 

Afifi shared a brief summary of the surveys that were fielded including the timeline 
and the number of reminders sent. We received 121 CHW surveys which is an amazing 
response. Less response from employers which was expected. The survey closed on 
June 10 so these findings today are preliminary and primarily focused on the CHW 
survey. 

 
 
 
 



 
Afifi then yielded to Amanda Sursely, who summarized the preliminary findings. There 
were 121 complete responses with full data (more were received that had incomplete 
data), representing 42 counties and 76 organizations. Preliminary data shared for the 
CHW survey included: 

• Demographic data, including gender, race/ethnicity, and educational 
attainment 

• CHW race/ethnicity as compared to the population served 
• Employment status and characteristics 
• CHW scope of work 
• Primary roles and responsibilities 
• Major findings / take-aways 

 
Sursely also shared brief findings from the employer survey, which has not yet been 
thoroughly analyzed, including: 

• Twenty-eight complete employer surveys were received (more were received 
that had incomplete data) representing 24 organizations 

• Major findings / take-aways 
 
Discussion/questions 
 
John McCalley – Could we get a sense of what kind training was requested? Sursely: 
These were mentioned several times 

• Publication of statewide programs (resources) 
• Training to stay up to date with best practices and keeping up with resources 
• Client advocacy, counseling, and mentoring techniques 
• Interpersonal communication 
• Leadership training 
• Cultural competence and diversity 
• More job shadowing 
• Self-care and coping, work/life balance 

And there were a few topics mentioned once: 
• Training in substance use disorder and treatment 
• Medicare / Medicaid 
• interpersonal violence 

 
 

 
 
Meeting slides provided graphic depiction 
and summary information of the 
preliminary findings. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Angie Doyle Scar – Interested if those with higher income and education levels are 
more prone to take the surveys (understand the importance). Would this skew the 
findings? Afifi – this is an interesting question. We could try to compare with other 
surveys and their response rates. Great observation, we’ll check it out. Doyle Scar - 
Curious since it seems to be an outlier. Bill Appelgate: There were comparable studies 
in Michigan and Louisiana and it does seem they found some response bias that could 
support this idea. Kazmerzak – Do we have a hiring bias where we favor education, are 
we converting positions and moving them into a CHW role. Not sure the survey will 
answer these.  Sursely – we did ask employers if they think there is a deficit in 
candidates for the job? Employers did indicate difficulty in finding candidates. 
 
Bob Schleuter – There is a default expectation for education. This could offer a way to 
get employees in the door, provide some experience, then support them into 
advanced healthcare positions such as nursing. Wonder if employers are limiting their 
ability to do this by setting expectations for certain education levels. 
 
Sharon Miller – Grant funding may also limit candidates – some wouldn’t apply or 
accept a job that is grant funded which creates an uncertain future with the 
organization. 
 
Doyle Scar – Our country has had an education bias but with the workforce scarcity we 
may be moderating our expectations. 
 
David Boim: Are there any lessons learned from rural Iowa?  Afifi: We’ll look at the 
data from an urban/rural split. Also interested if there are any findings for LTSS or 
disability populations. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
If you have additional or specific findings 
you would like us to explore we can 
continue to conduct analysis even after 
the final report is submitted.  
 
 
 
 
 
 
 
 
 

 
CHW-related 
Updates 

Kazmerzak shared some updates: 
• Emerging state-level leadership – When we started our focus on CHWs six 

years ago it was largely because there was no coordinated conversation or 
exploration occurring in Iowa. This is why we are so pleased to know that the 
state is ready and enthusiastic about assuming some leadership in support of 
CHWs in Iowa. 

• Iowa CHW Alliance – Doyle Scar: IDPH, soon to be part of the Department of 
Health and Human Services, is now, post COVID, having time to refocus. 
Director Garcia is fully committed to CHWs and how we can explore and 

 



shape a state strategy. We have talked with ICCC and will start to co-lead the 
Alliance and eventually turn it into a fully state-led work group which is a sign 
of our interest and commitment. 

• CHW asynchronous training – ICCC received an IDPH Equity grant and are in 
the process of converting the current live, online training into an 
asynchronous, “on demand” model. We’ll ensure there are live, facilitated 
discussions throughout to afford the opportunity for interaction among 
students and faculty. This will be available in the fall. 

• CHW “Coffee Break” training series – With support from Amerigroup, we are 
creating a series of brief trainings, kind of like continuing education, for CHWs 
that will be focused on various disparities and equity issues. Also available this 
fall at no cost to participants. 

• HRSA CHW Training funding opportunity – IDPH is applicant, with Iowa 
Workforce Development, DMACC and other Iowa Community Colleges, ICCC 
and the College of Public Health as partners.  Grant was submitted this month 
and we’ll hear and start in September. 

 
Kazmerzak asked for updates from the group: 

• Zakiya Jenkins: At Grace Fitness we are starting diabetes prevention, our first 
class will be August 1. We’re excited in making some changes in the 
community in diabetes. Our CHWs have become trained by Telligen as 
lifestyle coaches and will be helping.  

 
Next Steps Kazmerzak briefly reviewed next steps: 

• Project deliverables will be submitted by the end of June 
• State plans for utilizing the information – Doyle Scar shared some comments 

from Samra Hirosh, IDPH State Office of Rural Health, that funded this work. 
• We expect to see continued growth in awareness and utilization of CHWs. 
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Over the course of the last three years, ICCC has invited Community Health Workers
(CHWs) participating in the CHW Professional Skills course to share success stories -
examples of situations the CHW assisted with that they felt especially good about or

learned something important from. To date, 45 stories have been received. While each
story is fascinating to read, they have been summarized and excerpted for brevity. 
 This document highlights the information collected from these examples of CHW

success in Iowa.


Patient/Client Demographics

The graphics to the left and below highlight
some of the demographic data reflected by

the stories received. It is not reflective of all
those served by CHWs, merely those that

were featured in the success stories received.

It should also be noted that
success stories were collected on

a voluntary basis. ICCC did not
require their submission –
though at times it has been

incented. And, while a general
format was offered, stories were
received in a variety of formats.




APPENDIX 2



The following chart outlines the barriers and challenges faced by those featured in the success
stories. Most had more than one, and it was common to have one presenting issue for which the

patient/client was referred to the CHW, only to have additional barriers come to light as the CHW
established a trusting relationship with the patient/client.

“The lesson I learned is to not judge by
the experience of others. Each experience
is unique. I also learned that shifting the
power back to the client can make things

happen for everybody involved.” 
 

                                                - CHW
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Food insecurity 

Difficult client/does not engage 

Transportation 

Oral health 

Language barrier 

Depression/Anxiety 

Homeless 

Pandemic/Isolation 

CHWs were asked to share various information, including what organizations they worked with,
what the patient/client’s primary challenges were, what steps were taken, outcomes, and what

they learned from the experience.



As the stories were collected
from current and former students
from the CHW Professional Skills

Training course, considerable
interest lies in the lessons

learned from their experiences. 

This chart reflects issues identified based on the success stories shared voluntarily by CHWs and should not be interpreted
more broadly as a comprehensive list of the most common or important needs faced. A broad range of additional issues

were identified – those reflected in the chart were mentioned four or more times.



Client Challenges
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Importance of listening 

Value of relationship and persistence 

Motivational interviewing skills are useful 

Do not judge, don't make assumptions, be kind 

Lessons Learned

As noted, ICCC asked CHWs to reflect on what they learned from the experience, even if the
outcome was not as initially hoped. Those lessons learned are reflected in the following graph.

Responses ranged widely. The authors were able to group and combine similar responses to
reflect frequency in the table below, though many additional responses were provided.




This graph reflects frequency of response, not importance, and should not be interpreted as
representing perspectives of all CHWs.

“Many times, family support programs are unsure of the difference
they are making since programs are short term, over the phone, or
only in emergencies. It was eye opening to experience this with the

family and to realize how much of an impact local organizations can
have on families when there is trust, consistency and team work.”




                                                - CHW





0 5 10 15

Substance use disorder services 

Home visits 

Aging resources, programs 

Health care (practitioners, health education, medicines) 

Disability/SSI 
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Public assistance (Medicaid/Medicare, FIP) 
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Other 

Types of Services Provided/Referred

The types and range of services available vary by geographic location and the client’s eligibility.
From the success stories received, the following graph outlies the most referred services. For

purposes of brevity, those services referred four or more times are reflected in the table below.
In most instances, more than one service is referred or provided.




“This client was released from prison and homeless. She needed assistance with employment, programs
to help with sobriety (such as AA locations), and case management.



I helped by finding locations of meetings, navigate computer for Zoom meetings. I worked with her to

fill out applications and develop a resume. It was a challenge to help the client understand this wasn’t a
sprint, but she needed to work one day at a time and keep busy with working on herself. She got the job

she wanted and is also working on setting goals - both short and long term. 



The impact is that she began believing in herself. Understanding the process of self-care and working
on small steps. She is now looking into an apartment and on her finances. Key factors are having

strong support systems in place.” 
 

                                                                              - Excerpt from a success story



The data in this chart reflects the types of services referred in particular instances shared in the success stories and
should not be interpreted more broadly as reflecting the most prevalent referrals made by all CHWs in Iowa.






Other
26.7%

Decreased stress
13.3%



13.3%

Happier
10%

Gratitude/felt heard
10%



10%



6.7%

Patient Outcomes
The following graph outlines the CHWs’ perspectives on patient outcomes from the successful
experience shared. Again, only the responses mentioned with some frequency are reflected in
the table below; a range of additional outcomes were shared in the success stories provided.




“Today, I was able to see a patient that wanted to get some questions answered about his
coverage options with a disability. During the appointment he decided to open up a little
bit more with me. He gave me his background story, and how him and his son left a
domestic household and became homeless. He told me about his last appointment at our
clinic and that his provider prescribed medications for his depression. After talking to him
a bit more, he told me that he was really excited to get his mental health back on track
until he tried picking up the prescription and wasn’t able to afford it. After looking through
his chart to find out what he may be eligible for, I saw that he was part of the Homeless
Program. We took a walk down to the pharmacy and he explained his situation. Ultimately
he learned his prescription could be transferred to our pharmacy and there would be no
charge of the medication!!! He was trying very hard to hold back his tears, but after
walking him outside he broke down. He was so grateful for all our organization has done to
get him on a better track mentally, financially, and physically." 
 

                                                                                       - Excerpt from a success story

Improved self-confidence/
pride in overcoming barriers

Increased physical
safety

Improved length
and quality

This graph reflects the frequency similar perspectives were shared by CHWs and are not necessarily based on data or
other documented outcomes.




Support provided
motivation and strength

to improve situation 10%



Urban
58%

Rural
42%

Urban and Rural Successes

Available literature indicates CHWs
are often utilized at higher levels in

urban areas. While this may be
true, there is good representation

of CHWs from rural communities in
ICCC’s CHW Professional Skills

Training program, and reflected in
the success stories received, as
noted in the chart to the left.



“This client was pretty resistant at first. His answers to every question
I asked were short and gruff. I remember I finally told him “I am here
for you, and everything I am doing is to help your situation. You can
choose to accept my help or not.” This was a game changer for him,

and his entire attitude shifted. He cooperated with everything I asked,
which was complicated as we applied for Disability and Medicaid. He

always answered my calls. We were able to establish a regular monthly
income and food stamps for him. He received Medicaid funding. He

utilized Medicaid funded transportation. And the thing is, he got
better. He didn’t meet the goal of hospice of death with dignity.

Instead, he improved his life and lived many more quality years."
 

                                                 - Excerpt from a success story



The following excerpts highlight
successes and outcomes achieved in rural areas of Iowa.

“Mom has since gained knowledge on developmental milestones. Mom’s
education has increased tremendously on positive discipline methods,
persistence coaching, being toddler directed, and the importance of play.
Mom is willing to do “what it takes” to ensure her 3-year- old will succeed
and will graduate high school!

I guess this mom has had an impact on me………..be kind, not everyone
comes from the same background! I hold my head proudly and am very
thankful that I met this mom. She is a great person and a great mom. She
works a full-time job, is not on any state aide, no child-protective
involvement, only has her son (that’s where her focus is), she is not in jail
(and never has been) and stopped using drugs when she found out she was
pregnant! She actually moved to a different county to “escape that life”
and get away from it all so that her son can have it better than she did."
 

                                                                - Excerpt from a success story



“DSS connected Mom with local therapy. They attended multiple appointments.
During communication regarding these appointments, Mom disclosed concerns
involving domestic violence and lack of care from her husband. DSS worked with
other programs already involved with the family to connect Mom to the local
Domestic Violence Intervention Program. Mom’s ultimate goal was to leave her
husband however she was afraid of the consequences. DSS, HOPES Home Visiting
program and DVIP arranged for Mom to file a no contact order when she requested it.
All three programs went to the courthouse with her for the filing and the hearing. The
no contact order was granted. Each program stayed in contact with the family and
continued providing services while the family found alternate housing. 

According to Mom, she would not have known how to initiate a no contact order nor
would she have been able to get to the court house on her own.

DVIP-assisted Mom with the legal process and created a safety plan for the family.
HOPES-provided transportation to the family and remained a safe face for the kids
during home visits.

DSS-connected family to therapy and brought all programs together to become a team
for the family."
 

                                                                         - Excerpt from a success story

“The tragic deaths in the extended family made it more challenging to help
this family who already had a lot of stressors. Helping them reinforced for
me that I need to be patient and follow the patient’s lead. It was important
to focus on what she wanted help with, not what I thought she should do. 



Following up with patients helps me to build rapport. It’s like a puzzle.

Every time I talk to the patient, I get another “piece” and learn more about
the patient’s stressors. This helps me to provide the best service possible.”

 

                                                - CHW



Developed by the
Iowa Chronic Care Consortium
 April 2022



Community Health Workers (CHWs)Community Health Workers (CHWs)
addressing health disparitiesaddressing health disparities




Roles
·  Cultural mediation
·  Health education/information
·  Care coordination
·  Case management
·  System navigation
·  Coaching/social support
·  Advocating
·  Capacity building
·  Providing direct service
·  Implementing assessments
·  Conducting outreach
·  Evaluation and research

100,000 or more
job openings

 

projected between 2020-2030

Mean hourly wage: $18.80
Annual mean wage: $39,100

A community health worker is a frontline public health worker who is a trusted member of and/or has
an unusually close understanding of the community served. This trusting relationship enables the

worker to serve as a liaison/link/intermediary between health/social services and the community to
facilitate access to services and improve the quality and cultural competence of service delivery.




Projection

Iowa Snapshot

“I feel like my job is to give
patients hope and to help them

be self-sufficient.”

                - Iowa CHW



US Bureau of Labor Statistics
May 2020 

According to O*Net Online
From the CHW Core Consensus Project

APPENDIX 3



Community Health Worker                               
Family Support Worker
Social Work Associate  
Patient Support Services Coordinator 
Family and Refugee Services Coordinator 
Community Health Coordinator
Home Visitor Client Advocate
Outreach Specialist
Homeless Liaison
Care Coordinator
Clinic Navigator 
Case Manager                                                  
Health Coach
and more



47%



13%

Association or program
10%

Hospital
10%

Local public health
8%

Health system clinic
4%

Payer/Manage Care Organization
3%

State of Iowa
3%

Social Issues

Job Titles

Employers of CHWs

Top six issues CHWs assist
clients with:
 

    Transportation
    Mental health                              
    Housing
    Healthcare access
    Food
    Income

School district
1%Other clinic

1%

Federally Qualified
Health Centers

Community-Based
Organizations

 The data shared on this page is reflective of experiences shared by recent graduates of the CHW Professional
Skills Training program sponsored by the Iowa Chronic Care Consortium. As such, they are not necessarily

reflective of the experiences of the entire population of CHWs. April 2022
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APPENDIX 6  
Email subject line: Invitation to participate in a survey of the value of Community Health Workers in 
Iowa 
Greetings from the Iowa Chronic Care Consortium (ICCC), the University of Iowa Prevention Research 
Center (PRC) and the Institute for Public Health Practice (IPHP). 
 

We are excited to invite you to participate in a workforce profile and analysis about Community 
Health Workers (CHWs) in Iowa. This workforce profile consists of two surveys, one to be completed by 
CHWs and the other by employers of CHWs (links and QR codes for each below). Results will inform our 
understanding of the Community Health Workers (CHWs) landscape in Iowa; and highlight their value in 
promoting community health. This work is funded by the Iowa Department of Public Health’s State 
Office of Rural Health (SORH).  
 
We are reaching out to you because you have been identified as someone who may employ CHWs OR 
may be a CHW. Your perspective and experiences are important. 

 
Community Health Worker (CHW) is a broad term, which encompasses many different job titles and 
responsibilities. We use this definition of a Community Health Worker: “Community Health Workers 
(CHWs) are frontline health professionals essential to advancing public and population health. CHWs’ 
specific job titles, employers, roles, responsibilities and populations of focus vary widely. The central 
tenet -- CHWs are often trusted members of, or possess trusting relationships with, the communities they 
serve. This relationship with the community enables outreach to individuals and families through 
education, navigation, informal counseling, social support, care delivery and advocacy. CHWs effectively 
foster connectivity between health/social services, community services and individuals, especially for 
populations who are underserved or experiencing marginalization. CHWs often provide their services 
wherever the community member lives, works, plays or worships, in a culturally sensitive manner to 
inspire self-sufficiency and achieve better health.” 

 
CHWs are expanding across Iowa and this is an ideal time to be conducting these surveys. To view a 
video that provides more information about the survey, please click here.  
 
To read more about CHWs in Iowa, please click on these links:  

• Iowa CHW Success Stories 2022 
• Iowa CHW Infographic 2022 

 
Each survey will take approximately 15-20 minutes of your time. Your responses are anonymous, and we 
will only report aggregate findings. 
 
If you are a CHW, please complete this survey: 
https://uiowa.qualtrics.com/jfe/form/SV_80Wanp6n0VF5kNM and share this link widely with other 
CHWs in Iowa! (QR code at bottom of email) 
 
If you employ CHWs, please complete this survey: 
https://uiowa.qualtrics.com/jfe/form/SV_dcM6HY6Yhsxv5hs and share this link widely with other CHW 
employers in Iowa! (QR code at bottom of email) 
 
If you represent an association or manage a program that employs or utilizes CHWs, please 
forward this email to your membership/program partners.  

https://www.youtube.com/watch?v=J8p9bTgFp9w
http://iowaccc.com/wp-content/uploads/2022/04/CHW-Success-Stories-2022-final.pdf
http://iowaccc.com/wp-content/uploads/2022/04/CHW-Infographic-2022-final.pdf
https://uiowa.qualtrics.com/jfe/form/SV_80Wanp6n0VF5kNM
https://uiowa.qualtrics.com/jfe/form/SV_dcM6HY6Yhsxv5hs


 
QR Code for CHW survey:     QR code for Employer survey: 

  
 
Sincerely; 
 
William Appelgate Deb Kazmerzak   Laurie Walkner   Rima Afifi   
ICCC   ICCC    IPHP    PRC 
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APPENDIX 7 
Results of Survey of CHWs in Iowa – April –June 20221 
Herein we report on results of the survey we fielded in April-June 2022 with CHWs in Iowa. Methods of 
the survey are described in the final report for this contract. 
 
We describe findings from 121 respondents below. As with all surveys, limitations of our findings include 
that they are only representative of those who responded and not all CHWs in Iowa. It’s difficult to 
calculate a response rate given that we are unsure of the total number of CHWs across Iowa. We also 
cannot know how similar or different CHWs who responded are of the full population of CHWs. Findings 
below therefore present only a snapshot of the CHWs in the State of Iowa.  
 
In total, 121 CHWs from 74 different organizations responded to the survey. Highlighting the wide scope 
of the workforce, these CHWs are identified by a wide range of job titles (n=69), including Family 
Wellbeing Specialist, Patient Navigator, and Maternal Health Specialist (Appendix 7-A lists all job titles). 
The population was geographically diverse, representing 42 counties spread across Iowa (Figure 1).  
 
Figure 1. Counties where CHWs who responded to the survey work.  

 
Demographics  
CHWs that responded to our survey were identified primarily as white (n=81, 73.64%), followed by 
black/African American (n=15, 13.64%). Most were female (n=99, 90.83%). Only a single person 
identified their gender as being outside of the gender binary. Educational attainment varied, ranging 
from a high school education to a graduate level degree, with the most common being a 4-year degree 
(n=41, 37.27%). Around 90% of the survey respondents were older than 30 years old, but less than 60. 
Full demographic data can be seen in Appendix 7-B. 

                                                           
1 As part of the deliverables of IDPH contract #: 5882SRH09 to the UI CPH titled ‘Furthering Community Health 
Worker (CHW) Awareness in Iowa’ 
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Compared to the demographics of Iowa (90.6% white, 4.1% black/African American2), CHWs are more 
diverse, reflecting their role as members of communities experiencing marginalization.  
 
Figure 2. Selected sociodemographics of the CHW survey respondents.  

 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

                                                           
2 https://www.census.gov/quickfacts/IA 
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Employment Characteristics 
On average, the respondents had been working as a CHW in the US for 4.5 years, with a range of 1 
month to 36 years. The majority of CHWs in Iowa are employed full-time (n=77, 87.5%), with only a 
small number working on a part-time or volunteer basis. With that, 67% of CHWs reported working 
around 40 hours per week, often paid via hourly wages. Of the 79 CHWs who reported their annual 
income, wages ranged from less than $20,000 per year to more than $45,000. (Figure 3). Average annual 
mean wage for CHWs in Iowa is $42,9403.  
 
Figure 3. Employment characteristics of CHWs responding to the survey.  

 
 

                                                           
3  
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CHWs report working for a variety of organizational types, most commonly non-profits, physician 
offices, and community based organizations (figure 4). In Iowa, CHWs report working equally in urban, 
rural, and mixed settings (approximately 1/3 in each). When asked about how their work is supervised, 
over half indicated that they were overseen by a member of the administrative staff in their 
organization; also 46.34% of respondents indicated that their supervisors had previous experience as a 
CHW. Interestingly, three individuals wrote that they are unsupervised.  
 
Figure 4. Type of organization that CHWs work within. 
 

 
 
When asked about the hiring process for their current role, 66% of CHWs reported that their 
organization had a requirement for prior education, certification, or a specific desired skillset from their 
applicants; and 58% also reported that their role required a specific amount of prior experience.  The 
reported requirements are summarized in Table 1 (only a few of those who noted there was a 
requirement actually provided information about what the specific requirements were).  
 
Table 1. Requirements for being hired as a CHW in their current role.  

 Hiring Requirement N 

Education 

4-year degree 16 
Nursing degree 4 
Highschool diploma/GED 2 

CHW specific training program 4 
Experience 

Type  
General  23 
With a specific population 8 

Experience 
Length  

1 year  6 
2-3 years  14 
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4-5 years  3 

Soft Skills 
Case management 

Knowledge of 
Medicaid  

Health Coaching  Language skills   
Public Speaking  Communication 
Advocacy Computer Skills  

 
After beginning their roles, 93.26% of CHWs received additional training; 26.97% reported that this 
training was done internally in their organization, 12.36% were handled through an external entity, and 
53.9% received training from a combination of internal and external sources. The estimated hours that 
each CHW spent in training varied widely, with many commenting that it is hard to guess with the 
amount of CE hours they complete each year. Some respondents guessed they had completed as few as 
10 hours, whereas others estimated several thousand.  
 
About half of CHWs (48.15%) indicated that they would benefit from additional training in their roles. 
Table 2 lists the topics they mentioned. Those responses are reported below, and any that were 
requested by more than one individual were labeled with an asterisk. Whilst some requests were more 
specific to a specialization within the field (such as additional training on substance use prevention), a 
majority of the requested training subjects are applicable to any job working within the community in 
this capacity. 
 
Table 2 – Additional trainings that CHWs reported would be helpful for their role.  
• *A publication of statewide programs for the people who need assistance with food, housing, 

transportation, medical, dental and behavioral health/ knowledge of available resources 
• *Updated trainings to stay up-to-date with current best practices and to learn about new resources 

as they come out  
• Care for post-COVID rehabilitation 
• *Client advocacy, counseling and mentoring techniques 
• Coworkers understanding my purpose and usefulness would help them to buy into making referrals 

and understanding the process 
• How to be a CHW, I understand how to interact with the people I am serving but there is not actual 

training to help us BE a CHW. Nothing telling us how our daily operation should flow or what 
resources are available and how to overcome barriers we encounter 

• I would love to see change agent meetings in Iowa. https://www.mc3milwaukee.org/ 
• *Interpersonal communication, Leadership training, Health issues/Specific Disease topics 
• Learning other languages  
• Back-office training 
• *Cultural competence and diversity training  
• *More job shadowing  
• Motivational interviewing  
• *Self-care coping skills and work-life balance, to be able to detach when necessary after dealing with 

the needs of others 
• Substance use prevention  
• Training in Medicare and Medicaid 
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• We primarily self train on DHS programs it would be beneficial to have a formal contact for each of 
their programs. We assist clients with these regularly. If some of the trainings it would be nice to offer 
a refresher class after a period of time. 

• Case management training  
• Grant writing  
• Interpersonal Violence  
• Prenatal care 

*reported by more than 1 CHW respondent 
 

Populations Served 
CHWs in Iowa report working to provide services for a wide range of health conditions. Almost all the 
respondents work with more than one health condition, and no one condition is disproportionately 
targeted or neglected within the field (Figure 5).  Written responses under the “other” category included 
blood disorders, colorectal cancer, dementia, mental health, oral health, chronic disease management, 
infectious disease, and lung disease. 
 
CHWs also reported working with clients of all ages, races/ethnicities and health conditions (Table 3).  
Although the race/ethnicity of CHWs are more diverse than the populations of Iowa, they serve an even 
more diverse community; e.g. ~14% of CHWs are black/African American whereas ~24% of the clients 
are black/African American; ~74% of CHWs are white whereas ~33% of their clients are white.  
  
About a third (28%) of CHWs indicated that they work with a specific immigrant or refugee population, 
and that throughout the state their clients speak 26 different languages4. Despite this diversity of their 
clients’ primary languages, 82% speak no language other than English and 80.46% of CHWs reported 
that they conduct their work entirely in English.  
 
Figure 5. Health conditions served by CHWs.  

 

                                                           
4 Arabic, Bosnian, Burmese, Chin, Chinese, Chuukese, Congolese, Creole, Dari, English, French, Ixil, 
Karenni, Kirundi, Kinyarwanda, Lingala, Marshallese, Meskwaki, Nepali, Pashoto, Pohnpeian, Somali, 
Spanish, Swahili, Tigrigna, Vietnamese  
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Table 4. Age group and race/ethnicity of populations served by CHWs 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*Total n and % are greater than 121 and 100% respectively as respondent could select all that applied 
 
CHWs reported that they often work with a specific population. There was a wide variety, with the most 
common including parents/families, elderly individuals, people with disabilities, and uninsured 
individuals (Figure 6). Four percent of CHWs worked with all populations rather than focusing on a 
specific target group. Written responses to the “other” category included victims of trafficking, COVID 
long haul patients, women, people at risk of being victims or perpetrators of gun violence, and people 
who need assistance with medication affordability. 
 

Service Delivery 
CHWs conduct their work in a variety of locations, most commonly in a clinic or hospital, via home visits, 
or at their organization’s main location. A smaller number reported working in schools or religious 
centers, food pantries and parks.  Due to the impact of the COVID19 pandemic, this survey aimed to 
capture the mechanism by which CHWs are currently conducting their work. Most respondents selected 
more than one method of communication, with the most common being in-person and one-on-one 
visits; 12% of the respondents selected “other”, and those individuals identified phone as an important 
mechanism of communication (figure 7).   
 
 
 
 
 
 
 
 

Population Characteristics Frequency Percent 
Age group of Individuals Served*  
Under 18 years old  10 6.85 
18-24 years  15 10.27 
25-39 years  22 15.07 
40-59 years  28 19.18 
60+ years  31 21.23 
Families/All ages  40 27.4 

Race/Ethnicity of individuals Served*  

American Indian or Alaskan Native  6 3 
Asian 20 10 
Black or African American 49 24.5 
Hispanic or Latino/a 39 19.5 
Middle Eastern or North African 9 4.5 
Native Hawaiian or Pacific Islander 10 5 
White 67 33.5 
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Figure 6. Specific populations groups served by CHWs. 

 
 
Figure 7. Location and mechanism of service delivery among the CHWs who responded to the survey. 
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CHW Roles and Responsibilities  
CHWs were also asked to identify their primary roles and responsibilities (Figure 8). Case management 
(n=48) and health education (n=43) were most often selected, which correspond with the C3 core 
competencies5, though interestingly they were still selected by less than half of the respondents. 
Connecting resources to their clients is also a primary role of the community health workforce, as 
indicated by 99% of the survey respondents. No one resource emerged as the most common, with many 
being provided by around 50% of CHWs (Figure 8). 
 
Figure 8. Role and responsibilities of CHWs, as well as resources provided to clients 
 

 
 

Barriers faced in carrying out their work 
CHWs were asked about their biggest challenges in carrying out their work. The most commonly 
reported are listed below, with all responses in Appendix 7-C. Transportation was by far the most 
commonly mentioned barrier to care.  

1. Lack of funding/financial barriers 
a. Transportation 

2. Resource availability 
a. Housing 

3. Client follow-through/motivation for change 
4. Language barriers  
5. COVID-19  

 
Thoughts and Perceptions  
To garner insight into how CHWs perceive their own work, we asked the respondents to indicate their 
level of agreement or disagreement with several statements. A full summary of responses can be found 
in Appendix 7-D, and select statements are highlighted below. Overwhelmingly, CHWs reported 

                                                           
5 The community health workforce is varied and diverse in the roles and responsibilities of each unique position. 
Nationally, the CHW Core consensus (C3) project (https://www.c3project.org/about) has aimed to “expand 
cohesion in the field” by developing a single set of core competencies vital to CHW positions across all roles. 

https://www.c3project.org/about
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satisfaction in their roles, pride in their workforce, and the positive impact their work has on their 
communities. They feel supported by their supervisors and that they are a valued member of the care 
team within their organizations. Some states have developed CHW networks that: 1) provide training; 2) 
facilitate research, policy, and advocacy on behalf of CHWs; 3) coordinate community outreach and 
events; and/or 4) connect CHWs to each other and potential jobs. This has been shown to benefit and 
strengthen the workforce. This process is at an early stage of development in Iowa, which is reflected 
here- around 40% of respondents do not believe that there is a strong network of CHWs within the 
state, highlighting an area for continued growth.  Training was also identified as an area for 
improvement. Around a quarter of CHWs reported that their initial training was not adequate to 
facilitate their success in their program, and around 75% wished that they had more training 
opportunities available to them. 
 
 
 
 
 
 
Figure 7. Primary roles and responsibilities of CHWs and resources they provide to their clients.  
 
 

 
 
 
 
 
 
 

 
 
 
Also, to conclude the survey, we asked CHWs what else they want us to know that was not covered 
within the survey questions. The full list of results is listed in Appendix D. 

 

 

 

 

Also, to conclude the survey, we asked CHWs what else they want us to know that was not covered 
within the survey questions. The full list of results is listed in Appendix 7-E.  

I have a positive 
impact on the 
communities I serve 

There is a strong 
community of CHWs 
in Iowa 

The training I received 
when I started my job 
was adequate to help 
me succeed 

I wish I had more 
training opportunities 
available to me 

I believe I have 
opportunities for 
advancement within 
my organization 
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Appendix 7-A: CHW Titles 

Ambulatory Clinical Manager  
Information And Assistance Specialist/Options 
Counselor  

Ambulatory Clinical Manager  Interpreter  
ARNP  Juvenile Court-School Liaison  
Care Coordinator  LPN, Cancer Care Coordinator  
Care Manager  Maternal Health Specialist  
Care Navigator  Mental Health/Health Equity  
Caregiver Specialist  Navigator  
Case Manager   Nurse Educator  
CHC Nurse Practitioner  
Clinic Navigator  Options Counseling/EAPA 
Clinic Support Worker  Outreach Advocate  
Community Health Care  Outreach Specialist  
Community Health Navigator  Patient Care Coordinator  
Community Health Worker (n=22) Patient Navigator  
Community Healthcare Worker  Peer Support Specialist  
Community Interventionist  Program Director  
Community Outreach Liaison  Program Manager  
Community Outreach Specialist  Program Supervisor  
Community Service Learning Caseworker  Project Director  
Dental Manager  Public Health Consultant  
Dental Manager/CHW Public Health Nurse  
Diabetes Nurse Educator  Public Health Specialist  
Director Of Care Coordination  Registered Nurse  
Disabilities Services Coordinator  Rn In Population Health  
Early Head Start Home Visitor  Satellite Clinic Manager  
Executive Director  Senior Program Manager  
Family Resource Center Coordinator  Social Services Coordinator  
Family Support Specialist  Social Worker  
Family Support Worker  Supervisor Of Contract Services  
Family Wellbeing Specialist  Translator  
Health Coach  Volunteer  
Health Navigator/LPN Volunteer Coordinator  
Home Care Director  Women's Health Grant Specialist  
Homeless Services Project Manager  Yhop Program Manager  
I&A Specialist, Options Counselor   
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 Appendix 7-B: CHW Demographic Data  
 

 CHWs 
Demographics  Frequency Percent 

Gender      
Female 99 90.83 
Male 9 8.26 
Non-Binary 1 0.92 
Race/Ethnicity     
American Indian or Alaskan Native  1 0.91 
Asian 1 0.91 
Black or African American 15 13.64 
Hispanic or Latino/a 7 6.36 
Middle Eastern or North African 2 1.82 
Multiracial 2 1.94 
Native Hawaiian or Pacific Islander 1 0.91 
White 81 73.64 
Highest Educational Attainment     
High school diploma or GED  4 3.64 
Trade/Technical school 5 4.55 
Some college, but no degree 17 15.45 
2-year degree 24 21.82 
4-year degree 41 37.27 
Graduate level degree 19 17.27 
Age      
Less than 30 13 12.74 
30-50 48 47.06 
Over 50  41 40.20 
Other than English, Do you Speak Any Languages Fluently? 
Yes  20 18.02 
No 91 81.98 
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Appendix 7-C: CHW identified barriers to carrying out their work 
• Lack of funding for immediate needs  
• Lately, COVID providers not complying with program guidelines  
• Limited resources in the county since we are not an urban area. Clients often have to travel to 

nearest "large" city- 45 miles away- which is a burden. Many clients also lack follow through.  
• Client resistance to accept needed referrals. Other agencies’ cooperation in obtaining services for 

client’s needs. Financial instability for the clients and not options  
• Financial barriers and transportation barriers  
• Being able to find transportation to people that are uninsured. As well as having the funds to help 

provide basic necessities.  
• Patients do not have support from family/friends when they get old. Financial barriers to getting the 

help they need. Transportation to appointments is very expensive for non-Medicaid  
• Finding the time to follow up with the clients to see if they were successful in obtaining the services 

needed.  
• Finding clients that are motivated for change.  
• I encountered some difficulties while helping my client navigating certain services because their 

procedure is sometimes long and confusing  
• Connecting my community to the resources that are available to them because we vary. We have 

people from many different countries in the Latin community, a lot of us are scattered around the 
county so it can become difficult for me to reach everyone also wh 

• Lack of resources  
• A healthcare system that is ill-equipped to work with LGBTQ people.  
• Resource availability changes and it's challenging to keep on top of the changes.  
• Toxic work environments in small communities, building trust with underrepresented populations, 

breast feeding in the minority population, lack of education on health care rights.  
• Families often think that we are going to take their children away even though it is quite the 

opposite  
• Language and cultural differences  
• Finding interpreters and families canceling or not showing up for appointments.  
• Not having the resources available for every need.  
• Very little transportation options for seniors, limited funding for emergency needs, emergency 

housing for homeless/at risk seniors  
• the population I serve are mostly uninsured, so finding resources that they would be eligible for 

especially when referring to specialist.  
• Language.  
• Patient follow through contacting resources. Patient not responding to follow up calls or not being 

able to contact patients for follow ups.  
• Financial resources, transportation  
• Unwillingness on the client's behalf. Exacerbated Mental Health due to illegal drug use. Exacerbated 

Mental Health due to not being on medications that can stabilize. Illegal drug usage. No ID, social 
security card, or birth certificate. No residency papers. 

• Time to complete the paperwork to authorize services vs time to do the home visit and complete 
the intake and assessment.  

• Distance  
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• Transportation for clients, computer access for clients, clients not available during work hours, child 
care.  

• There are not enough resources to meet the needs of the clients that I see.  
• IV Methamphetamine Use  
• Covid19  
• Getting patients to understand they can get help to travel for appointments.  
• Language Barriers affecting communication in lieu of using interpretation services. Documents to 

sign only being in English or Spanish  
• Patient's transportation to medical appointments.  
• Since COVID-19 some families have chosen to go to ZOOM rather then in person. I believe that being 

in person is more personable.  
• not able to provide transportation services to everyone who needs it, if they do not have it offered 

through their insurance not having the use of internet to research different websites, or have access 
to websites without having to contact our IT dept  

• Right now there is a severe shortage of affordable housing.  
• Insurance co-pays & deductibles. Inconsistent insurance coverage from particularly the Iowa 

Medicaid replacement plans that limit service duration without exceptions. The most difficult 
situation is the high co-pays for Medicare Advantage plans of $30-50  

• Getting individuals to trust.  
• biggest challenge is getting funding approved  
• If people are in need of housing, we are not able to assist because of the limited supply. That is why I 

didn't mark Housing in our referrals.  
• Transportation for patients, compliance with attending scheduled doctor visits, insulin costs  
• Funding  
• Lack of available resources, such as housing, employment and childcare.  
• Finding affordable options for diabetes medication, especially when the patient doesn't qualify for 

the discount programs offered by the manufacturer.  
• We are not allowed to spend enough time being personal with the patients. We spend most of our 

time checking boxes to make sure we continue to qualify for grants to maintain funding.  
• Getting documents in languages besides English and Spanish.  
• The patient's engagement in making a change once they have left the facility. The follow through 

from the patient.  
• The hoops that patients have to jump through to get services  
• People with substance use issues tend to drop off the radar  
• I'm the only person in my Population Health department in my clinic.  
• no dentists in the area that take T19 language not qualified for insurance/T19  
• When there is not a resource available to meet their need or it is not available where they are 

located. Resources and programs are always changing so keeping up with what is currently available 
and contact information and guidelines. Also finding time t  

• Language and citizenship  
• Clients not having information about community resources.  
• money  
• Language barrier and health literacy.  
• Not having an onsite translator when needed.  
• lack of financial resources  
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• Wait list for services, no contact information for clients, no method of transportation for clients - 
making it difficult to refer and for the individual to follow-through unless I go with  

• Technology issues within our department and working with organizations who are short staffed, so 
it takes a lot of extra time to get even the simplest of tasks done with them i.e. the amount of time it 
takes to schedule a woman for annual exams has increased  

• Patients with multiple health issues along with social issues like lack of transportation, low income, 
need for mental health services and need for multiple providers/specialists in order to manage their 
care and lack of providers referring them to Care  

• There are so few options for patient that need resources. When someone needs housing they have 
be on a waiting list for 6 months- 2 years, when they need transportation we have only one options 
and they MUST be medically exempt to qualify, when they need  

• Paperwork that some organizations want the individuals to fill out and the steps they want them to 
go through in order to get assistance.  

• I just got my certification so I have not really started to work this will be an extension of my job  
• being able to connect the client to correct resource they need. As (city) only helps with food and 

personal hygiene and housewares and clothing. the homeless population that are do not qualify for 
other assistance or lost there chances already locally 

• When patients leave facilities and do not give updated contact information; phone and address  
• Not enough transportation that is affordable in the area I serve. In addition to, not enough 

affordable home care options in the area.  
• mental health , transportation social determinants of health poor housing access, job access  
• Patients able to come to appointments, phone numbers that don’t work or VM that is full, patients 

without adequate resources  
• Lack of formal education  
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Appendix 7-D: CHW Perceptions  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

I am confident in 
the quality of the 
services I provide 

I am proud to 
be a CHW 

Being a CHW 
gives me a sense 
of purpose 

I have a positive 
impact on the 
communities I 
serve 

I feel valued as a 
member of the care 
team 

My supervisor 
values me as a 
member of the 
team 

I believe I have 
opportunities for 
advancement 
within my 
organization 
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I have opportunities 
to network with 
other CHWs 

There is a strong 
community of CHWs 
in Iowa 

I am provided with adequate 
support to overcome the 
challenges I face in my work  

My supervisor 
understands my job 
role 

The training I received when I 
started my job was adequate 
to help me succeed 

I have been provided with 
opportunities to enhance my 
skills through my work as a 
CHW 

I wish I had more training 
opportunities available to me 
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Appendix E: What else should we know that was not covered? 
• There needs to be more general knowledge "out there" for people to understand what CHWs 

do, and how beneficial they can be to organizations. 
• I do not feel it necessary to have a specific certification for the CHW in Iowa.  There has been 

many people doing the job of a CHW in Iowa for years and this has been called a lot of other 
names (Program Manager, Team Lead, Service Coordinator, Home Nursing services, 
Community Support advocate, Peer Support, etc).  Essentially, I have the skills necessary to be 
a CHW and should be grandfathered into the CHW certification not have to take a class to 
prove my abilities that I am already performing.  

• It would be helpful to know when organizations are listing job openings for CHWs 
• It's not just about the trainings you really do need to know and have the trust of your 

community so you can better reach them and provide the services and resources that are 
available to them that they don't know about because a lot of them will not trust government 
agencies. Also they are TRUSTING you to not  hurt the community with what your agency is 
bringing to them make sure that the service or assistance being provided does happen and is 
something that can affect them or else you start losing that trust and it will make your work 
harder. 

• This is a very rewarding and exciting position, one that did not exist a few years ago within the 
healthcare system. I look forward to continuing and growing in this position. 

• I think there is a disconnect between funder requirements and model expectations and best 
practice that needs to be addressed.  

• We provide locally grown fresh, nutrient dense, and culturally relevant vegetables to citizens 
in Linn County.  Our goal is to support patients who do not have access to appropriate foods. 
We do not require income verification, ID, or citizenship verification.   

• This is a new position, I have been basically creating this position to find the perfect fit of 
what our patients need, that is not already being done for them in our organization. I recently 
received the green light to train as a SHIIP Counselor, as well as already offering presumptive 
Medicaid, Marketplace and sliding fee assistance to our patients. I also help patients with 
resources, such as food, utilities, and transportation 

• We need a central hub in each county with information on available resources available to the 
public.  Individuals have over scheduled providers (if they have a provider) that results in 
fractured referrals for community services.  

• I feel that one of the most important things for me was to establish connections with other 
resources and creating a network.  It was how I learned what each agency had to offer.  When 
making referrals it gave me a contact and they too were inclined to reach out to me when 
looking for help with a client.  These relationships are what allow us to make the most impact.  
Building that team approach fosters communication and accountability on all ends. 

• My prior work I was self taught.  I did not receive any training or support from management 
• It would be beneficial to the state of IA for CHW positions to be designated and specific to 

working with the homeless/underserved population. This would be a paid position. 
Conducting outreach to homeless encampments and case managing referrals and services  

• I sought all clinical training myself and was not provided any clinical training. I was only 
provided with typical HR training 
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Appendix 8 
Results of Survey of CHW Employers in Iowa – April –June 20221 
Herein we report on results of the survey we fielded in April-June 2022 with CHW employers in Iowa. 
Methods of the survey are described in the final report for this contract.  In total, 46 employers 
responded to the survey. Of those 46, 12 began the survey but completed less than 30% of the 
questions and thus their responses were excluded. An additional eight respondents indicated that their 
organizations were interested in the CHW workforce, but do not currently employ CHWs. In the end, 28 
respondents representing 24 different organizations were determined to be actively employing CHWs, 
and this group was utilized for the following analysis. 
 
We describe findings from the 28 respondents below2. As with all surveys, limitations of our findings 
include that they are only representative of those who responded and not all CHW employers. From our 
deliverable related to developing a list of CHW employers, we know of at least 90 organizations 
employing CHWs, and within those organizations, more than one employer. It’s difficult to calculate a 
response rate given that we are unsure who actually received the email, opened it up, and chose to 
respond. We also cannot know how similar or different employers who responded are of the full 
population of employers. Findings below therefore present only a snapshot of the situation for CHWs in 
the State of Iowa.  
 

Demographics  
Of the employers who responded, the majority were female (n=21, 75%) and white (n=24, 85.71%). 
Over half the employers held a graduate level degree, and all had some sort of post-secondary 
education (Table 1). 
 
Table 1. Sociodemographics of the employers who responded to the survey   

Employer Demographics  Frequency Percent 
Sex 
Female 21 75.0% 
Male 7 25.0% 
Race 
American Indian or Alaskan 
Native  1 3.57 
Black or African American 2 7.14 
Multiracial 1 3.57 
White 24 85.71 
Educational level 
Trade/Technical school 2 7.14 
2-year degree 4 14.29 
4-year degree 6 21.43 
Graduate level degree 16 57.14 

                                                           
1 As part of the deliverables of IDPH contract #: 5882SRH09 to the UI CPH titled ‘Furthering Community Health 
Worker (CHW) Awareness in Iowa’ 
2 Some of the totals come out to less than 28 as not all respondents answered all questions. Some of the totals also 
may be more than 28, when the questions allowed for more than one answer.  
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Program Characteristics  
Employers reported that their organizations began employing CHWs primarily in the early to mid 2000s, 
but some programs have been around significantly longer. Since initiation, all programs have either 
maintained the number of CHWs they employ or increased, with plans of continued growth. The largest 
reported program currently employs 210 CHWs, and the smallest only one. Similarly, the number of 
clients served by these programs annually varies from <100 to >5,000. The reported retention rate of 
CHWs varies between organizations (Table 2).  
 
Table 2. CHW retention rate in organizations who responded to the survey 

Number of years N % 
< 1 year 1 3.7 
1 - 2 years 9 33.33 
3 - 4 years 7 25.93 
5 years or more 10 37.04 
Total 27 100 

 
The majority (n=27) of programs employ at least some of their CHWs full-time. Compensation was 
provided both via monthly salary, and hourly wages. The majority of employers indicated that their 
programs had pay scales that varied by experience or educational attainment.  One specifically noted:  

“Our CHW is scaled at a salary range of $51k-$77k. Others in the role that have 
advanced training (i.e. RN or MSW) are scaled higher with a range of $59k-$99k” 

 
Full-time CHWs are offered a wide variety of benefit packages (Figure 1). Respondents also added 
benefits to the list in the survey including disability insurance, employee assistance program, dental 
insurance, life insurance, health savings accounts, holiday savings plans, and vision reimbursement. 
 
Figure 1. Benefits offered to CHWs 
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A majority of the organizations that responded to the survey (n=18; 81%) monitor the work of CHWs via 
some form of formal program evaluation, collecting a wide variety of data for monitoring and reporting 
(Figure 2). The most frequently collected monitoring data is ‘number of clients seen’. Respondents also 
added other data collected that were not part of those listed in the survey. These included individual 
outcomes, weekly chart reviews, and enabling services. 
 
Figure 2. Data collected as part of monitoring and evaluation of CHW work 

 
CHW Roles and Responsibilities  
The community health workforce is varied and diverse in the roles and responsibilities of each unique 
position. Nationally, the CHW Core consensus (C3) project (https://www.c3project.org/about) has aimed 
to “expand cohesion in the field” by developing a single set of core competencies vital to CHW positions 
across all roles. To examine how well these competencies are applicable in Iowa, we asked employers to 
select the objectives of the work of their CHWs as aligned with these competencies (Table 3). As 
expected, most programs aligned well with the brunt of the C3 competencies. Capacity building, cultural 
mediation and research and evaluation are areas that could benefit from further programmatic 
attention.  
 
Table 3. C3 competencies as applicable to the CHW workforce in Iowa* 

C3 Competencies N % 
Case Management and System 
Navigation 24 85% 
Advocating for Individuals and 
Communities  20 71.4% 
Capacity Building  11 39.2% 

https://www.c3project.org/about
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Care Coordination 24 85.7% 
Coaching and Social Support  21 75% 
Community Assessment  14 50% 
Cultural Mediation 8 28.5% 
Health Education  26 92.8% 
Outreach  21 75% 
Provision of direct service  19 67.8% 
Research and Evaluation 2 7.1% 

*Total n and % are greater than 28 and 100% respectively as respondent could select all that applied. This is an 
indication of how many organizations apply each of these competencies individually. 

 
Populations and Health Conditions  
We asked employers to describe the population groups and health conditions that the CHWs work with. 
All employers selected more than one health condition, indicating that CHWs are providing 
comprehensive support across the board. Figure 3 shows the most commonly selected health 
conditions. Notably, due to the timing of the survey, COVID was one of the more commonly selected 
responses. Other responses included disabilities, mental health, homelessness and SODH needs. Two 
employers indicated that their program did not target any specific health conditions.  Along with health 
conditions, the programs in Iowa focus on a wide range of target populations; 58% of employers 
indicated that their CHWs work with all populations, but several had more specific foci (Table 4). 
 
Figure 3. Most common health conditions addressed by CHWs.  
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Table 4. Population groups served by CHWs (as described by CHW employers who responded to the 
survey) 

Population Groups served by CHWs* N % 
COVID Patients  9 32.14% 
Children/Adolescents  10 35.71% 
College Students  3 10.71% 
Domestic Violence Victims  7 25.00% 
Drug Users  6 21.43% 
Elderly Populations  10 35.71% 
Farm Workers  2 7.14% 
Foreign Nationals/Immigrants  8 28.57% 
Gender and Sexual Minorities  6 21.43% 
Homeless Individuals  12 42.86% 
Individuals with Disabilities  12 42.86% 
Parents/Familes 12 42.86% 
People living with HIV/AIDS 4 14.29% 
Pregnant or Postpartum 
Women/Infants  9 32.14% 
Prisoners  4 14.29% 
Sex Workers  1 3.57% 
Uninsured Individuals  12 42.86% 
Work with All populations  14 50.00% 

*Total n and % are greater than 28 and 100% respectively as respondent could select all that applied. This is an 
indication of how many employers noted that each of these population groups were served by CHWs in their 
organization. 
 
The populations that CHWs serve are also racially and ethnically diverse (Table 5). Additionally, 56% of 
employers indicated that their CHWs work with a specific immigrant or refugee population, including 
Burmese, Congolese, Eritrean, Karen, Mexican, Sudanese, Syrian, Afghan communities; and/or 
communities speaking Swahili, Arabic, French, Kirundi. When serving people from all over the world, 
language capabilities can be a barrier to healthcare. Only 11% of employers indicated that all of their 
CHWs speak the same languages as the populations they serve, indicating that this could be an area for 
growth in Iowa. 
 
Table 5: Race/ethnicity of populations served by CHWs as described by employers responding to the 
survey 

Race/Ethnicity of Population Served N % 
American Indian or Alaskan Native  13 14.29 
Asian 0 0 
Black or African American 22 24.18 
Hispanic or Latino/a 24 26.37 
Middle Eastern or North African 14 15.38 
Native Hawaiian or Pacific Islander 9 9.89 
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Hiring and Training 
To gain insight into the type of CHW candidates that employers are looking for, we asked them to 
identify three qualities or skills they look for when hiring CHWs. This was an open-ended question with 
no pre-defined categories. A compilation of these responses can be found in Appendix A, with the most 
commonly mentioned listed below.  
 
Top 5 qualities or skills employers look for when hiring a CHW: 

1. Excellent communication skills, including active listening  
2. Connection to the community they serve, and active member of that community 
3. Ability to work well within a team 
4. Great problem-solving skills  
5. Knowledge and technical know-how  

 
Beyond the soft skills, employers also reported whether or not they had other formal hiring 
requirements such as education or licensure: 54.17% of employers noted that CHWs were required to 
have formal education prior to being hired, 64% noted that CHW positions did not required any 
licensure or certification, and 84% stated that CHWs received additional training once hired (figure 4). 
Based on a list of possible training topics from which responded selected any that applied, the most 
frequent required additional training was cultural competency and record keeping/data management. 
 
Figure 4. On-the-job training that CHWs received after being hired by their organization.  
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Barriers to Program Implementation 
When asked to identify the major barriers to implementing a CHW program, a lack of stable funding was 
the most frequently selected barrier, along with the inability to be reimbursed for the services they 
provide. Other factors are listed in figure 5.  
 
Figure 5. Barriers* listed to CHW program implementation in organizations of respondents to our 
survey.   

 
*Total n and % are greater than 28 and 100% respectively as respondent could select all that applied. 
 
When asked whether their organization used CHWs to the optimal extent, 30.43% responded “no” and 
elaborated with the following:  

•  It takes time to get the outside community to open to a new program so that is what we are 
working on currently. 

• Potential avenues to use in a more direct service manner 
• There used to be training through Indian Health Services that has since ended. Staff are trained 

as needed 
• There's more we could do with follow-up and advocacy that we don't  
• We are constantly learning and growing scope of work 
• We don't have a clear set of expectations for our CHWs, nor a strategic vision for how to use this 

position as a foundation of the work that we do with patients and clients. We don't require 
training with a specific CHW curriculum  

• We need more funding to hire additional workers and make them full-time 
 

Funding 
As discussed above, funding for CHWs is one of the biggest barriers to their widespread utilization. In 
Iowa, services are not eligible for reimbursement for Medicaid, so the funding must come from external 
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sources and grants. To ascertain how organizations are funding their CHWs, we asked a variety of 
questions, and the results are summarized in table 6. Overall, CHWs are funded via a myriad of 
patchwork sources, with most programs (85.7%) receiving funding from multiple sources. 
 
Table 6. Sources of funding for CHWs based on employers who responded to the survey* 

Federal Funding Sources. 15 respondents noted that they received funding from federal 
sources to support their CHW program. These included: CDC, CMS, DHS, HRSA, FEMA, 
HUD, SAMSHA, USDA.   
State Funding Sources. 13 respondents noted that they received funding from state 
sources to support their CHW program. These included: Americorps State, DHS, 
Department of Education, ECI, Iowa Department on Aging Iowa Vocational 
Rehabilitation, IDPH, Iowa Workforce Development  
Local Funding Sources.  10 respondents noted that they received funding from local 
sources to support their CHW program. These included: County public health, DHS, and 
Taxbase 
Private-Funding Sources.  6 respondents noted that they received funding from private 
funding sources to support their CHW program. These included: Community 
Foundations, John Deere, Mid-Iowa Health Foundation, Polk County Housing Trust Fund, 
United Way of Central Iowa, Waterloo Community Foundation 
Non-Profit Funding.  6 respondents noted that they received funding from non-profit 
funding sources to support their CHW program. These included: Connections Area 
Agency on Aging, ECI, Mid-Iowa Health Foundation, UIHC, United Way of Central Iowa 
Other Funding. 4 respondents noted that they received funding from non-profit funding 
sources to support their CHW program. These included: 3rd party billing, Patient Service 
Revenue and others. 

*some sources appear under more than one category 
 

Employer Thoughts and Perspectives  
To garner insight into how employers perceive the work of CHWs, we asked the respondents to indicate 
their level of agreement or disagreement with several statements. Overwhelmingly, employers 
identified CHWs as critical members of the healthcare team who provide insight into the communities 
they serve.  
 
CHWs are critical to achieving the mission of our organization. 
 
 
 
  
 
 
 
 
The services provided by the CHWs meet the needs of our clients. 
 
 
 
 Strongly 

Disagree 
Disagree Agree 

(n=10) 
Strongly 

Agree (n=13) 

Strongly 
Disagree 

Disagree Agree 
(n=3) 

Strongly 
Agree (n=20) 
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CHWs provide valuable insights into the needs of the communities they serve. 
 
 
 
 
 
It is important for CHWs to identify with or live in the communities they serve. 
 
 
 
 
 
 
 
CHWs are valuable members of the care team. 
 
 
 
 
 
 
 
There was slightly more variation on whether or not the role of the CHW is distinct from other roles in 
the organization, indicating that it could benefit from further definition and clarification.  
 
The CHW role is clearly defined within our organization. 
 
 
 
 
 
 
 
The CHW role is distinct from other organizational roles. 
 
 
 
 
 
 
 
 
Hiring seems to be a challenge for employers of CHWs- around half indicated that they have some 
trouble finding qualified applicants despite an increase in demand for the position.  
 

Strongly 
Disagree 

Disagree Agree 
(n=2) 

Strongly Agree 
(n=20) 

Strongly 
Disagree (n=1) 

Disagree 
(n=1) 

Agree 
(n=10) 

Strongly 
Agree (n=11) 

Strongly 
Disagree 

Disagree Agree 
(n=4) 

Strongly 
Agree (n=19) 

Strongly 
Disagree 

Disagree 
(n=7) 

Agree 
(n=6) 

Strongly 
Agree (n=10) 

Strongly 
Disagree 

Disagree 
(n=3) 

Agree 
(n=10) 

Strongly 
Agree (n=9) 
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It is easy to find qualified applicants to fill the CHW roles when we are hiring. 
 
 
 
 
 
 
 
The demand for CHWs is increasing.  
 
 
 
 
 
 
 
 
 
In line with the reported barriers, 40% of employers disagreed that their funding sources are stable, and 
around 30% reported that they may not be able to fund CHWs in the future. Sixty four percent of 
employers agreed that finding a different source of funding for CHWS is a priority.  
 
The funding sources for CHWs within our organization are stable. 
 
 
 
 
 
 
 
 
We will be able to fund CHWs in the future. 
 
 
 
 
 
 
 
 
Finding a different source of funding for CHWs is a priority 
 
 
 
 
 
 

Strongly 
Disagree 

(n=4) 

Disagree 
(n=6) 

Agree 
(n=10) 

Strongly 
Agree (n=2) 

Strongly 
Disagree 

(n=4) 

Disagree 
(n=4) 

Agree 
(n=10) 

Strongly 
Agree (n=3) 

Strongly 
Disagree 

(n=1) 

Disagree 
(n=5) 

Agree 
(n=10) 

Strongly 
Agree (n=4) 

Strongly 
Disagree 

(n=1) 

Disagree 
(n=7) 

Agree 
(n=7) 

Strongly 
Agree (n=7) 

Strongly 
Disagree  

Disagree 
(n=3) 

Agree 
(n=9) 

Strongly 
Agree (n=11) 
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Lastly, to conclude the survey, we asked employers what else they wanted us to know that was not 
covered within the survey questions. The full list of results is listed in Appendix 8-B. 
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Appendix 8-A: Top qualities or skills employers look for when hiring 
CHWs 
  

Active in the 
Community 

Relationship 
Building  Public Speaking  Speak the Language of the Community 

Communication 
Skills Teamwork  

Community 
Engagement 

Cultural 
Sensitivity Advocacy Compassion 

Integrity Inclusive  
Familiar with 
Resources  

Experience and 
Knowledge  

Technology 
know-how  Problem Solving  

Personable  Listening  Passionate  Reliable  Documentation Critical Thinking  

Commitment  Calm  
Driven and 
Focused  Flexible  Resourceful 

Aligned with 
Organizational 
mission 

 

Appendix 8-B: What else should we know that was not covered? 
While we value the diversity of our team, everyone on the team regardless of background has the 
same duties. We look more at the job title and assigned duties than we do at the education 
background. That part is considered mainly just at hiring and professional development. 
The CHW is a valuable member of our team and is critical to our community outreach and work 
toward health equity and addressing SDoH. 
I feel I do not get enough time to properly train our (CHW) before we throw a caseload on them to 
appease funders. I feel like training is one size fits all and that is not how we should approach it to 
ensure we do not have high turnover.  
There's a large spectrum of CHW's in the state 
Need expanded hands-on training opportunities, CEU availability, funding to support expanded CHW 
workforce.  
State of Iowa does not do enough to recruit workers to the state.  Focus is on home health care not 
residential or outpatient.  One of the lowest paying workforce in the country when compared to 
similar positions in other states. 
It is a great role addition to our agency, but funding it is a problem. 
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