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Final Report and Evaluation 
Pilot Community Health Worker  

Use the following format to provide a summary of your project. Please include: 

A. Amount of pilot funds used. Were additional funds used from other sources? If so, how much? 

We are still waiting for our December expense reports to close and I will report the final expense amounts as 
soon as they are available. We did not use any additional funds from other sources. 

B. Final Measures and a brief narrative/summary of Goals, Activities, Measures, and Results.  

Goal Measure(s) Activities Results 
Benton County Health 
Department will work with 
an evaluation consultant to 
develop an evaluation plan 
that includes process and 
health outcome measures. 

Touch data  
Qualitative evaluation: 

 Patient Satisfaction 

 Provider and agency 
staff satisfaction  

 Navigator evaluation  
 

 Robust monthly touch 
reports were 
developed and shared 
with other pilot 
projects 

 Qualitative evaluation 
done by Dr. Daniel 
Lopez-Cevallos of OSU 

 See “Attachment A: 
Touch Data” 

 See “Attachment B: 
Qualitative Data – 
Provider Surveys” 

 See “Attachment C: 
Qualitative Data – 
Patient Surveys”  

By the end of Phase I, 
Nurse Care 
Coordinators/identified 
Patient Centered Primary 
Care Home agencies and 
their staff will be trained 
and ready to work with 
Clinical Community Health 
Workers.  
 

As evidenced by 

 Meeting agendas 
showing agency 
training documents 
shared 

 Referral pathways 
developed 

 New Community 
Health Workers hired, 
trained and ready to 
begin work in agencies 

 We started with bi-
monthly or monthly 
meetings, progressed 
to every other month, 
and are now meeting 
quarterly to review 
processes and ensure 
clear communication 
 

 Referral pathways 
were developed with 
each agency at the 
beginning of each pilot, 
and then were 
“tweaked” and 
adjusted for each site 
as the pilot progressed. 

 We currently have 4 
CHWs successfully 
integrated and 
functioning smoothly 
with their clinics. 

By the end of Phase II, 
project will demonstrate 
procedures and protocols 
for implementation and 
dissemination.  

 Number and variety of 
training procedures 
and protocols, 
competency 
documents, agency 
process docs 
developed 

 I developed a large 
number of process 
documents for the 
placement agencies, 
protocols, and 
training/competency 
checklists.  

 Please see 
“Attachment D—CHW 
Pilot Documents 
Created” 

By the end of Phase III, 
project will demonstrate 
improved patient 
outcomes. 
 

We are still working on 
these measures with each 
of the clinics. We have 
touch data and will have 
qualitative data, but health 
outcome data is difficult to 
measure. 

 We did not develop 
measurable health 
outcome data. I 
believe this is due to 
the following factors: 
o The CHWs affect 

the social 
determinants of 
health, which 
often take longer 
to manifest in a 

What we CAN measure is: 

 How many touches and 
services clinic patients 
received from their 
navigator that they 
most likely would NOT 
have received.  

 The value that the 
provider perceives the 
CHW brings to both the 
care team and the 



 
 

Results Narrative: 

C. What were the most important outcomes of your Pilot? 
a. This pilot showed that it is possible for BCHS to successfully hire, train, and supervise CHWs that are 

then placed into other organizations to function with their care teams as clinical health navigators. We 
met the majority of our goals, especially those that were process-oriented.  

b. Four Samaritan primary care clinics have a health navigator (HN) integrated into their care teams, and 
each clinic has expressed their satisfaction with their HN and that they can’t imagine going back to 
working without one. The qualitative data from the provider/clinic surveys was very positive, and really 
highlighted the benefit that the care teams themselves felt the CHWs brought to the clients, the clinic, 
and their own ability to provide quality patient care. 

c. I have developed a comprehensive list of documents that can be shared with other agencies or CCOs 
and that can act as a roadmap to integrating CHWs/HNs into a clinical setting. 

 
 

D. How has your Pilot contributed to Triple Aim of improving health; increasing quality, reliability, and 
availability of care; and lowering or containing the cost of care?  

a. According to the qualitative responses by the providers and the patients themselves, the CHWs 
contributed to the Triple Aim in the following ways: 

i. Improving Health 

1. ”With our CHN they get to meet with her in person and get the assistance needed to 

complete applications and the follow up to qualify for the service. This had made a huge 

difference in many of my patients’ lives and health.” 

2. “Health care with a HN helps to give the pt wrap around care that they are needing to 
help meet their socioeconomic needs and improve their overall health.”   

direct health 
outcome 

o The CHWs work as 
part of a team, and 
it is difficult to 
tease apart their 
contribution as 
being THE factor 
that made the 
health outcome 
improvement. 

patient 

 The value the patient 
perceives the CHW has 
brought to their (the 
pt’s) perception of their 
care, their self-efficacy, 
and their overall 
experience. 

 Please see the 
Attachments for those 
data 

Provide other CCO’s a 
roadmap for implementing 
this program elsewhere 
(anticipating variations 
they might expect in their 
regions). 

All processes will be 
documented to date and 
throughout the pilot. 
 

All processes have been 
documented (See 
Attachment D—CHW Pilot 
Documents Created) 

 Other CCOs can use the 
documents created to 
help them replicate a 
similar program in their 
area, although the 
intangible element that 
can’t be recreated is 
the 8 years of expertise 
that BCHS brought to 
the pilot, which was 
critical for successfully 
implementing this 
model in agencies 
outside of BCHS. 



3. “She helps with my diabetes and what to eat and how to fix my meals.” 
ii. Increasing quality, reliability, and availability of care 

1. “Patients are being able to be assisted in a more in depth manor [sic] as the HN is able 
to give them more undivided time and attention, meet them in the community and be 
able to help with patient's regaining their independence and ability to become better 
self-managers of their health care and lives.” 

2. “I am free-er to be what I'm trained to be - a physician - and less bogged down by trying 
to be the social worker/insurance navigator/nutritionist/interpreter I'm not.” 

3. “When I was out of insurance and out of my meds, she was able to give me information 
for an insurance agent to be able to help me pick a plan and afford my medications. She 
also connected me to Elm Street pharmacy with the medication assistance program and 
was able to get my insulin until I got my insurance.” 

iii. Lowering or containing the cost of care 
1. “Having the HN in the clinic has allowed me to be able to focus on higher level of needs 

for my patients. I am able to pass off the things that do not require a nurse to manage 
to the HN and really be able to focus on other tasks that do. I have been able to focus 
more on hospitalizations and ED visits.” 

2. “When patients can get help for other issues, they sometimes are better at taking care 
of their health issues.” 

3. I had patients that I referred to resource multiple times before our CHN and the patients 
did not follow through. After she started with the reminders and follow through they 
were able to get the needed services and see the specialists they were referred to. I 
have seen patients that had rotten teeth that were painful get them pulled, no longer 
be in pain or at risk for severe infection.” 

 
 

E. What has been most successful?  
a. Showing that it is possible to successfully integrate CHWs into primary care settings outside of my own 

clinic. The qualitative feedback from the providers and the care teams was very rewarding to hear. 
b. Developing trusting relationships with four Samaritan clinics, and bridging an “agency communication 

gap” that existed before. I believe that the personnel we work with at those agencies trust that if they 
need a navigation service – even if their “own” navigator is out of the office – that they can call BCHS 
and we will respond. That relationship between agencies is transformation in itself! 

c. Working with IHN-CCO to develop a methodology to pay for THW services in general. This is 
groundbreaking work that we are doing together…and I am certain that we will be able to share this 
information at the state and regional levels once we have it figured out. 

 
F. Were there barriers to success? How were they addressed? 

a. One of the barriers – which is also one of the benefits – is having all of the CHWs be county employees. 
The concern or barrier is that county employees are expensive to hire. The benefit to having the CHWs 
be part of the county Health Navigation Team is that they come to the agency with a robust training 
background, they have a team of HNs to support them and provide back-up as necessary, a supervisor 
that understands how to work with CHWs and how best to utilize their skills, and they are deeply 
connected to community and social resources. 

b. Another barrier – at least at the beginning – was negotiating the clinic culture at each different clinic. At 
times, it required careful listening and skilled facilitation to get all care team members working in the 
same direction and in accord with how they wanted the HN to be used, what referral processes they 
wanted to have in place, and how communication among the team members should happen. At this 
point in the pilot, there has been no need for me to facilitate difficult conversations – each care team is 
comfortable with their navigator and communication is direct and timely. 

c. Another challenge – which was also a valuable learning experience for me – was figuring out who was 
the right person at each clinic to be the pilot “champion” and the pilot “lead”…and they aren’t the same 
thing. The champion role really needs to be a provider that has influence and is able to motivate and 



articulate to the agency why having a CHW on the care team is a benefit to themselves and to their 
patients. The lead role needs to be the clinic manager or the care team supervisor – someone who can 
make the daily decisions about the care team, including where the CHW will sit, who the CHW will work 
with, and how the referral pathway will flow. 

 
G. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering 

scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate 
under certain conditions like size, target population, etc.)  

a. This pilot is replicable – we showed that when we introduced the second cohort to the second set of 
clinics. However, at this time, I don’t feel that we are “scalable” – we currently aren’t capable of training 
more than 2 navigators at a time given our capacity at BCHS. However, the THW subcommittee is 
waiting to hear about a Training Hub proposal that will increase the scalability of the project, especially 
since it will allow other agencies to send their own CHWs to the training hub, rather than having all 
clinical CHWs be county employees. 

b. A word of caution for replication: It might be tempting to infer from this pilot that it is easy to insert a 
CHW into a primary care team, and that would be a mistake. The pilot clearly demonstrated to me that I 
needed to be available to each clinic to help them negotiate the initial introduction of the CHW, decide 
the best approach on how to use the CHW, and to help facilitate the expected “bumps” of the first few 
months after each CHW’s integration onto the care team. In addition, our clinical CHWs are very 
carefully trained (see Attachment D for the CHW Training Tracker) and are not released to work in an 
outside agency until I know that they are ready to work independently in their new role. 

 
H. Will the activities and their impact continue? If not, why?  

a. Yes, thanks to the willingness of IHN-CCO to work with BCHS in developing a payment methodology for 
transitioning this pilot into a program. As I mentioned earlier, this payment methodology could be 
instrumental at the state and regional levels, and it will be important to share it as one way to use CHWs 
in a clinical, primary care setting. 

 
 
 


