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Abstract

Context: The Centers for Disease Control and Prevention supports the engagement of community 

health workers (CHWs) to help vulnerable populations achieve optimum health through a variety 

of initiatives implemented in several organizational units.

Program: This article provides a unified and comprehensive logic model for these initiatives that 

also serves as a common framework for monitoring and evaluation.

Implementation: We developed a logic model to fully describe the levels of effort needed 

to effectively and sustainably engage CHWs. We mapped monitoring and evaluation metrics 

currently used by federally funded organizations to the logic model to assess the extent to which 

measurement and evaluation are aligned to programmatic efforts.

Evaluation: We found that the largest proportion of monitoring and evaluation metrics (61%) 

currently used maps to the “CHW intervention level” of the logic model, a smaller proportion 
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(37%) maps to the “health system and community organizational level,” and a minimal proportion 

(3%) to the “statewide infrastructure level.”

Discussion: Organizations engaging CHWs can use the logic model to guide the design as well 

as performance measurement and evaluation of their CHW initiatives.
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Community health workers (CHWs), including promotores de Salud, community health 

representatives, patient navigators, and community health advisors, are frontline public 

health workers. The American Public Health Association defines CHWs as trusted members 

of the communities they serve or as having a close understanding of these communities. 

This quality enables them to serve as effective liaisons between community members 

and health and social service organizations, facilitating community members’ access to 

services and improving service quality and cultural competence.1 CHWs assist in preventing 

and managing conditions such as cardiovascular disease (CVD) and type 2 diabetes and 

improve cancer screening rates.2–7 CHW interventions can also reduce health disparities by 

addressing the social determinants of health, such as food security, housing, transportation, 

and child care.7–9

The Centers for Disease Control and Prevention (CDC) funds initiatives that engage CHWs 

to prevent and manage chronic conditions through several of its organizational units. These 

units use a variety of implementation approaches and monitoring and evaluation (M&E) 

metrics. While the units are able to successfully implement their own initiatives, there is an 

absence of an overarching framework for these initiatives. To address this gap, the authors 

sought to provide a unified approach for the design, measurement, and evaluation of these 

varied initiatives through a comprehensive logic model.

Methods

The authors conducted this study in 3 phases: (1) gathering and organizing M&E metrics 

currently used by various CDC organizational units; (2) developing a logic model; and (3) 

mapping M&E metrics to the logic model. A protocol approval by an ethics committee was 

not needed to conduct this study.

Phase 1: Gathering and organizing M&E metrics

The CDC’s National Center for Chronic Disease Prevention and Health Promotion funds 

state health departments, community-based organizations, and local health systems to 

engage CHWs in chronic disease prevention and control. We gathered 2 categories of M&E 

metrics—performance measures and evaluation metrics—from the authors’ organizational 

units supporting CHW initiatives focused on chronic conditions and underlying risk factors 

including cancer, diabetes, heart disease and stroke, obesity, and nutrition and physical 

activity. Performance measures are standard or uniform metrics developed by the CDC and 

used by all grantees to report on progress toward preestablished goals. Evaluation metrics 

are metrics uniquely identified by funded recipients to evaluate their CHW initiatives in a 
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more in-depth way by focusing on the how and why of implementation success, facilitators, 

barriers, and challenges. While performance measures focus on outcome measures related 

to behavioral and health outcome changes, evaluation metrics focus on both process and 

outcome measures and may include proximal outcomes that precede behavioral and health 

outcome changes.

To organize these metrics, first, individual authors mapped metrics from their organizational 

units to the roles of CHWs as delineated in the following resources: the Community Health 

Worker Core Consensus (C3) Project10 and the Community Preventive Services Task Force 

reviews (the Community Guide) on engaging CHWs for the prevention of CVD and for the 

prevention and management of type 2 diabetes.2–4 The C3 Project identified 10 major roles 

that CHWs play,10 and the Community Guide identified 5 CHW roles that were effective 

in achieving outcomes for patients or clients2–4 (Table 1). Second, the authors reviewed the 

mappings as a group to resolve any different opinions among themselves and to select, as 

appropriate, a role for each metric.

Through this process, we found that while many of the compiled M&E metrics aligned to 

CHW roles, there were several metrics that could not be organized solely based on “CHW 

roles.” These included metrics that were related to health system and community-based 

organizational efforts to engage CHWs as well as some that were related to infrastructural 

components for building a sustainable workforce. To address this limitation, the authors 

agreed there was a need for a comprehensive tool, beyond the list of CHW roles, that could 

serve as a frame of reference for the complete compilation of M&E metrics. Through a 

process of iterative discussion and consideration of various approaches and options, we 

decided to use a logic model, as this offers a comprehensive visual depiction of a program, 

including the resources, activities under-taken, and the outcomes accomplished in the short, 

intermediate, and long terms. The authors are evaluators and program and policy staff 

members who have effectively used logic models to describe programs and as a frame of 

reference for evaluation.

Phase 2: Developing a logic model

We developed a logic model through a 2-part process comprising a brief phase of reviewing 

pertinent literature and an extended phase of building the logic model. We began by 

conducting a literature search for existing logic models that describe engaging CHWs. 

Our initial goal was to identify a model that could adequately reflect CHW initiatives 

supported across our organizational units. We found several models relating to CHW 

initiatives in governmental, nonprofit, and international organizations and addressing a 

variety of disease conditions.11–18 These models had overlapping content, especially in 

terms of articulating activities undertaken by CHWs or CHW roles and resulting behavioral 

changes and health outcome changes among program participants and patients in health 

systems. Several reflected specific areas of focus such as a trained CHW workforce,13 

factors affecting CHW performance such as health system and intervention design factors 

and mediating processes,15 and factors affecting the availability of CHWs.12 One of these 

models broadly resonated with our understanding of activities and outcomes at the health 

systems, population, and participant levels and included a “policy” component, critical for 
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the sustainable engagement of CHWs.17 However, several modifications were needed for 

this model to be a comprehensive and accurate representation of CHW initiatives. Our 

model needed to reflect distinct bodies of work occurring at a statewide policy level, within 

the community-based or health system organizational context where CHWs work, and at 

the level of the direct interaction between CHWs and patients or program participants and 

community members. In light of these considerations, the authors decided that we needed 

to build our own model to serve as an accurate and comprehensive representation of CHW 

initiatives across our organizational units.

The authors provided summary statements of work done by funded recipients to engage 

CHWs within the organizational units that they represented. These summary statements 

focused on implementation strategies and outcomes to be accomplished. We populated 

the conventional template of a logic model with the content of these summary statements 

starting with the “activities and outcomes” column. Next, the authors collectively looked 

across the populated rows of activities and corresponding outcomes and eliminated 

duplicative activity statements and outcomes, maintaining all unique and critical statements. 

We followed an iterative process to group these activity sets based on type of activity 

undertaken. One group of activity statements reflected the roles played by CHWs in funded 

interventions such as providing culturally competent health education, conducting outreach 

to communities, and providing social support services. This set of activities mirrored the 

roles that we had previously synthesized from the C3 document and the Community Guide 

reviews. Another group of activities were those undertaken by funded recipients to promote 

the engagement of CHWs. Examples of these were working with and within health systems 

to incorporate CHWs in care teams or promote intervention-specific trainings. We then 

identified the inputs needed for these activities and articulated the short, intermediate, and 

long-term outcomes associated with these activities. We then determined the links between 

inputs, activity groups, and outcome statements.

It became evident that several activities were missing from this logic model. Examples 

included the authors’ firsthand knowledge of the work of various stakeholders (eg, CHW 

associations, academic partners), the authors’ own work (eg, technical assistance guides on 

CHW certification), and activities and insights of CHW subject matter experts. Included in 

these missing activities were aspects related to ways to enhance the capacity of the CHW 

workforce (eg, clarifying their scope of practice, establishing pathways to credentialing) 

and efforts to advance sustainable payment through a variety of partners. We developed 

summary statements for these and placed them into a third level of the logic model that we 

called the statewide infrastructural level. These policy and systems-level changes included 

the key components needed for the establishment of a sustainable CHW workforce to 

achieve better health outcomes for program participants and patients.

Phase 3: Mapping M&E metrics to the logic model

First, the authors mapped the metrics from their individual organizational units to the 

appropriate activities and outcomes of the logic model. Second, the authors reviewed the 

results of the mapping exercise and independently mapped all metrics and noted the results. 

Third, a program evaluator, who was not one of the authors, reviewed the mapped metrics 

Jayapaul-Philip et al. Page 4

J Public Health Manag Pract. Author manuscript; available in PMC 2024 August 19.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



and results and shared an independent and objective perspective to ensure the authors 

had accurately mapped the metrics to the logic model. We worked with the independent 

evaluator to resolve differences in mapping that emerged from this process. We then 

assessed the proportion of metrics that mapped to the different levels and parts of the logic 

model in order to understand the current focus of M&E efforts. We originally mapped 134 

metrics across 5 organizational units. After eliminating duplicates there were 106 metrics, 

accounting for about a 20% overlap among the metrics used by organizational entities. At 

the health system and community organizational level, the metrics mapped to short- and 

intermediate-term outcomes, whereas at the CHW intervention level the metrics mapped to 

activities, as well as short- and intermediate-term outcomes.

Results

The logic model follows a linear organization and includes inputs and activities; short, 

intermediate, and long-term outcomes; and the intended impact (Figure). The model is 

divided into 3 interdependent levels: (1) statewide infrastructure; (2) health systems and 

community organizations; and (3) CHW interventions.

Statewide infrastructure level

The top level of the logic model reflects activities that help facilitate and support changes 

that occur at the other levels as evidenced by the large number of states taking action to 

build statewide infrastructure.19 The infrastructure level captures activities that stakeholders 

undertake at the state level to support the CHW workforce. Stakeholders and partners 

come together to raise awareness about the value of CHWs; conduct studies to build 

evidence, including impact and cost-effectiveness studies; establish partnerships to increase 

the network of CHWs and CHW allies; and create supportive environments for health 

systems and other organizations to engage CHWs. An example activity at this level is 

developing a policy on scope of practice with a CHW association, advisory council, task 

force, or network. This policy defines the CHW tasks and services under a state-recognized 

workforce identification and may allow CHW services to be covered by health insurance 

providers.

Other activities at this level include engaging academic and other institutions to develop or 

adapt and deliver a CHW core competency curriculum, as well as developing the processes 

and procedures for establishing a certification or credentialing process. Such activities may 

result in the establishment of CHW certification, a credentialing body, and associated 

rules and regulations. Organizations may also undertake activities to establish sustainable 

payment mechanisms for CHWs. These include working with public payers (eg, Medicaid) 

to establish policies for reimbursing the work of CHWs. Outcomes may include a State Plan 

Amendment, establishment and implementation of a Medicaid 1115 Demonstration Waiver, 

or other arrangements to reimburse CHWs sustainably.

Health system and community organizational level

The next level down in the logic model, “health system and community organizational 

level,” denotes activities and outcomes that occur within private and public organizations, 

Jayapaul-Philip et al. Page 5

J Public Health Manag Pract. Author manuscript; available in PMC 2024 August 19.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



such as hospitals and health systems, community-based organizations, and other entities 

that employ, partner with, or support CHWs. While work that occurs at the statewide level 

is aimed at ensuring the sustainability of the CHW workforce, work at the organizational 

level integrates CHWs into specific organizational structures. Activities at this level include 

determining CHW roles within a health system or community-based organization, providing 

intervention-specific or culturally competent training to CHWs within organizations, and 

enabling CHWs to access key patient or participant data. When organizations undertake 

these activities, they engage CHWs either directly as employees or through partnerships or 

business arrangements with other organizations that employ them. Key short-term outcomes 

resulting from these activities include improved organizational engagement of CHWs, 

improved knowledge of priority disease conditions and intervention roles among CHWs, and 

improved reach of populations at risk for chronic disease. Eventually, this has the potential 

to improve health equity for preventive and disease management services among at-risk 

populations.

CHW intervention level

At the “CHW intervention level,” CHWs interact with patients in health systems, 

participants in disease prevention and disease management programs, or with members 

of communities. This level of the logic model captures the synthesized set of roles that 

were identified from the C3 Project and the Community Guide reviews as these closely 

mirrored the activities that we had gleaned from the summary statements of authors 

describing the work of CHWs within CHW initiatives in their organizational units. With 

the landscape set up to support the CHW profession from the prior 2 levels, CHWs can 

perform their responsibilities more effectively. CHW activities include connecting patients 

or community members to programs and social services; helping patients navigate health 

systems; providing culturally competent health education, coaching, and social support; 

and helping patients to address barriers to chronic disease prevention and management. 

CHWs may also promote healthier environments in communities or may provide limited 

health screenings. Several short-term outcomes can result from these activities. For example, 

improved connection of patients or program participants to programs and social services can 

result in better access to these services. This, in turn, may result in earlier patient enrollment 

into programs and earlier diagnosis of chronic conditions, timely treatment initiation, and 

improved clinical outcomes.

M&E metrics aligned to the logic model

As a third phase of this work, after developing the logic model based on the steps described 

previously, we mapped the M&E metrics that we had originally gathered from across 

our organizational units onto the developed logic model. This mapping process showed 

some important patterns in the current measurement of CHW initiatives and pointed to 

gaps. We found that almost two-thirds of the metrics (60.4%; n = 64) mapped to the 

CHW intervention level (Table 2). These metrics measured the implementation of CHW 

roles and short- and intermediate-term outcomes, such as better access to health care 

services; improved knowledge among patients and program participants about disease 

prevention and management; increased enrollment and retention in disease prevention and 

management programs; early diagnosis of conditions; and improved self-management and 
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clinical management. More than a third of all metrics (36.8%; n = 39) mapped to the “health 

system and community organizational level.” Many of these metrics measured short- and 

intermediate-term outcomes of activities undertaken by funded recipients in working with 

health systems and community-based organizations. Only a minimal number of indicators 

(2.8%; n = 3) mapped to the statewide infrastructure level, highlighting a major gap in 

current programmatic activities and M&E metrics for this level.

Discussion and Conclusion

We developed a logic model to articulate the types of inputs and activities needed at 

different levels of CHW initiatives and the corresponding outcomes. Each level of the 

logic model builds on the previous one and is connected to each consecutive level. That 

is, a statewide policy could establish the infrastructure to engage CHWs as a workforce. 

Organizations, such as health systems and community-based organizations, could, in 

turn, develop appropriate structures, systems, and processes to integrate CHWs into their 

organizations. CHWs would then be well poised to meaningfully interact with patients 

or program participants through outreach to medically underserved populations, provide 

culturally competent education, and facilitate access to health and social services. When 

the CHW workforce is supported and engaged in this way, it becomes feasible to measure 

the results of their efforts in terms of improved health behaviors and health outcomes for 

populations of focus.

The logic model and associated metrics have several potential applications. First, CHW 

program stakeholders can refer to the logic model to determine the appropriate level or 

levels at which they might implement a particular CHW initiative. Second, they can use the 

model to guide assessment of their capacity and readiness to implement CHW initiatives 

at each level (eg, the state policy environment or readiness of health care organizations 

to engage and integrate CHWs). This will help practitioners select the appropriate level at 

which to focus their initiatives and determine potential outcomes they can measure. Third, 

organizations can use the logic model to guide performance measurement and evaluation 

of CHW initiatives. Organizations spearheading CHW initiatives can consider using this 

logic model as a guide and visual to ensure that performance measurement and evaluation 

occur at appropriate levels with corresponding outcomes. This can illustrate to funders 

and stakeholders the level(s) of implementation of the proposed initiatives and associated 

outcomes and could garner further support for continued implementation and evaluation of 

CHW initiatives in the future.

For some time now, evidence has clearly pointed to the benefits of collaborations between 

primary care and public health in reducing health disparities.20 CHW programs can 

improve the completion time for screening and diagnosis among medically underserved 

populations served in safety-net clinics.9 However, the limited ability to bill for and 

reimburse CHW services continues to be a barrier in implementing CHW initiatives. Some 

of the factors that facilitate CHW initiatives include initial and ongoing training for CHWs, 

allowing CHWs access to electronic health records, and incorporating Community Guide–

recommended strategies into CHW interventions.21–23 CHW initiatives reduce disparities 

that are associated with the social determinants of health such as race, ethnicity, income, and 
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education in the intervention populations in which they are implemented.9 The logic model 

shows how the statewide and systems-level activities are associated with the conditions for 

sustainable engagement of CHWs; the activities at the organizational level may result in the 

successful integration of CHWs in clinical and community organizations; and the activities 

at the CHW intervention level can demonstrate positive results for patients and program 

participants. Activities and associated short-term outcomes at all 3 levels of the logic model 

can result in longer-term outcomes, including better quality of care for patients, early 

diagnosis and treatment, costs averted related to avoidable complications, and decreased 

overall incidence and prevalence of chronic conditions.

We presented this logic model to nearly 100 CHWs and CHW allies at a national conference 

and to more than 30 state health department staff members working on CHW initiatives who 

agreed that the model is useful for their own implementation of CHW initiatives. On the 

basis of the work of developing a logic model and mapping metrics currently used for M&E, 

we had learned that there was a gap in the statewide infrastructural level of CHW initiatives. 

The project has since resulted in a new collaboration with a network of CHW organizations 

working on common indicators for measuring the impact of CHWs, which will begin 

to address this gap and to advance the evidence base for CHW sustainability. A recent 

publication does address this gap to some extent by focusing on workforce and community 

outcomes and offers a limited focus on the policy/statewide infrastructure level. However, 

policies are only inputs in the model in this recent publication, and CHW development is 

reflected only at the program level.24 Our model, on the contrary, adds substantively to the 

policy aspects of CHW initiatives by clearly articulating the inputs and activities needed and 

the short- and long-term outcomes that result from these activities.

Limitations

This project focused on metrics used by partners supported through a large federal agency 

and spanned several types of organizations, including state and local health departments and 

community organizations. This list is not exhaustive and may not include all types of entities 

that implement and evaluate CHW initiatives and may not meet the needs of some entities. 

Also, the entities of focus were those addressing chronic disease conditions and therefore 

did not cover CHW initiatives that were focused on other disease conditions such as HIV/

AIDs. This, too, may impact the applicability of the results to some degree. However, 

the logic model was purposefully developed to apply to a broad variety of conditions and 

contexts. As such, the authors are confident that readers can use the model and the findings 

of this research in their day-to-day work and unique settings.
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Implications for policy & practice

• The logic model presents the policy activities needed at a statewide 

infrastructural level, related inputs, and the outcomes resulting from these. 

CHW stakeholders can use these to guide their policy initiatives to sustainably 

engage CHWs.

• The logic model provides a multilevel structure that organizations can 

use to design their interventions to engage CHWs. The 3 separate levels 

offer distinct areas of focus that build upon each other to together 

ensure meaningful and sustainable engagement of the CHW workforce and 

population-level health improvements.

• Based on the outcomes that one wishes to accomplish, the activities in 

the logic model offer directions that are clear and can lead to the desired 

outcomes.

• Public health practitioners can use the logic model to improve their capacity 

and readiness to implement CHW initiatives for disease prevention and 

management.

• Public health practitioners can use existing metrics or develop new ones to 

measure the outcomes reflected in the logic model.
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FIGURE. 
Approach to Designing and Measuring CHW Initiatives to Prevent and Improve Chronic 

Health Conditions

Abbreviations: CHW, community health worker; TA, technical assistance.
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Jayapaul-Philip et al. Page 13

TABLE 1

Community Health Worker Roles

Source Roles

C3 Project10  1. Providing cultural mediation among individuals, communities, and health and social service systems
2. Providing culturally appropriate health education and information
3. Providing care coordination, case management, and system navigation
4. Providing coaching and social support
5. Advocating for individuals and communities
6. Building individual and community capacity
7. Providing direct service
8. Implementing individual and community assessments
9. Conducting outreach
10. Participating in evaluation and research

Community Guide2–4 1. Screening and health education
2. Outreach, enrollment, and information
3. Team-based care
4. Patient navigation
5. Community organization
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