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What is a 
Community
Health
Worker?
(CHW)

A CHW is a trusted member of 
the community who acts as a 
bridge between individuals and 
healthcare systems, providing 
culturally appropriate health 
education, outreach, and 
advocacy to improve access to 
services and promote health 
and well-being.



CHW – Key Roles & Responsibilities

Outreach and Education:

CHWs connect with community members, share health 
information, and promote healthy behaviors.

Advocacy:

CHWs advocate for individual and community health needs, 
helping people navigate the healthcare system and access 
resources.

Cultural Sensitivity:

CHWs understand the unique cultural, linguistic, and social 
contexts of the communities they serve, ensuring that health 
information and services are relevant and accessible.



CHW – Key Roles & Responsibilities

Informal Counseling and Support:

They provide informal counseling and guidance on health 
behaviors, offering social support and encouragement.

Direct Services:

In some cases, CHWs may provide basic health services, 
such as first aid or screenings, depending on their training 
and the specific needs of the community.

Liaison:

They act as a bridge between healthcare providers and 
community members, ensuring that individuals receive the 
care they need.



Vulnerable populations:

CHWs are particularly valuable for reaching underserved 
communities, including those living in remote areas, facing 
language barriers, or experiencing health disparities.

Individuals with chronic conditions:

They can help people manage chronic diseases like diabetes 
and cardiovascular disease by promoting healthy behaviors 
and providing support.

Families:

CHWs can provide support and guidance to families, 
particularly in areas like maternal and child health.

Who benefits from CHW services?



Workflow 
for 
Diabetic 
Patients



Provider sees pt at 

Hometown Family Health.

If pt is prediabetic or diabetic, a 

CHW referral is recommended. 

The provider completes the referral form.

The CHW meets with the pt to assess needs 

and set goals. 

Future education is based on pt’s goals. 

Pt given clinic phone number which they call 

or text to communicate with CHW.



▪ Educate patient about 
diabetes using 
diabetes models

▪ Know Your Numbers

▪ Lab results

▪ Nutrition education

▪ Portion size education

▪ Physical Activity Plan

▪ Weight Management 
Plan

▪ Help patient set goals

▪ The CHW 
communicates to the 
provider concerns that 
come up at the CHW 
appointment. 

The CHW’s 
Role



Provider CHW

• Patients with insulin resistance, prediabetes or Type 2 

diabetes are scheduled every 3 months with their provider.

• Weight and A1C are evaluated.

• Provider discusses how CHW visits are going.

• Adjustments to meds are done if needed.

• We have found fewer diabetic meds are needed after the 

CHW DM education sessions.



Our 100 Plus program has been 
helpful with some of our CHW 
diabetic patients.

The 100 Plus program helps 
patients monitor blood pressure, 
weight, blood sugar, oxygen and 
heart rate at home.

Data is then transmitted to 
Hometown Family Health.

Remote Patient Monitoring



Case 
Studies



• Susie is a 54 yof, given a CHW referral 
for prediabetes.

• CHW worked with patient for 5 months.

• Focus was on education about the 
diabetes disease process, nutrition 
education (including reading food 
labels), portion control and physical 
activity.

• During those 5 months:
• Pt’s A1C went from 6.4 to 5.9

• Weight decreased 14 pounds (192 to 178)

• BP decreased slightly from 111/73 to 
104/72

Susie



• Susie is a 52 yo Spanish speaking female, 
given a CHW referral for T2DM.

• CHW worked with patient for 7 months.

• Focus was on education about the diabetes 
disease process, nutrition education, physical 
activity and medication compliance.

• During those 7 months, patient’s A1C went 
from 9.2 to 7.3.

• Pt was given a pill organizer with days written 
in Spanish.

Maria



• John and Joan are a married couple in their late 
70s. 

• Both patients have T2DM. John is insulin 
dependent.

• CHW worked with both patients for 5 months.

• Focus was on education about the diabetes 
disease process, nutrition education, portion 
control, and medication compliance.

• During those 5 months:

John & 
Joan

John’s 

• A1C went from 7.7 to 6.6

• Pt lost 16 pounds 

• No change in BP 

Joan’s

• A1C went from 6.5 to 5.7

• Pt lost 23 pounds 

• SBP went from 147 to 

127

Both patients use the 

remote patient monitoring 

100+ service. CHW had 

noticed that John was 

having lows after lifestyle 

changes. CHW alerted PCP 

and insulin doses were 

changed immediately. 



• Tanya is a 37yof, given a CHW referral for 
new onset T2DM.

• CHW worked with patient for 3 months.

• Focus was on education about the diabetes 
disease process, physical activity, and 
nutrition education.

• During those 3 months:

• Patient’s A1C went from 10.8 to 5.5

• Patient lost 17 pounds

• No change in BP. 

Tanya



Questions?
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