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Introduction 
A complex set of social, political, historical, environmental, and behavioral factors influence both the onset 
of type 2 diabetes and the sustainability of diabetes self-care practices. No single set of interventions is 
capable of addressing all of these influences.

 
 Rather, multiple approaches that include education, social 

support, policies, and community programs are needed. These approaches should also be directed at 
multiple levels, including individuals, families, communities, healthcare providers, and policy makers. To 
strengthen the links between healthcare providers and community members, many health promotion and 
diabetes programs are engaging community health workers (CHW).1-5 

  

 

CHWs are uniquely positioned to collaborate with diabetes educators and other health care providers to 
improve the quality of diabetes education, care, and prevention in communities. CHWs who are dedicated 
to diabetes prevention and care, and who have completed specialized training in this area, are especially 
needed. For the purposes of this paper and other official communications of the American Association of 
Diabetes Educators (AADE), CHWs will be described as individuals who serve as bridges between their 
ethnic, cultural, or geographic communities and health care providers and engage their community to 
prevent diabetes and its complications through education, lifestyle change, self-management and social 
support.  

 
AADE maintains the following positions 
1. Diabetes educators and other health care professionals should support the role of CHWs in serving as 
bridges between the health care system and people with and at risk for diabetes;  

2. Diabetes educators and other health professionals should support the role of CHWs in primary and 
secondary prevention;  

3. CHWs should receive effective training in core diabetes skills and competencies;  

4. There should be reciprocal exchange of information and support between CHWs and the health care 
team to facilitate the best outcomes for people with and at risk for diabetes; and  

5. Diabetes educators and other health care professionals should support continued research that evaluates 
the roles, contributions and effectiveness of CHWs.   

Background and Definitions 
CHWs—also known as community health advocates, lay health advisors, lay health educators, community 
health representatives, tribal diabetes educators, peer health promoters, community health outreach 
workers, and promotores de salud—are  
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Frontline public health workers who are a trusted member of and/or has an unusually close 
understanding of the community served.  This trusting relationship enables the CHW 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.  A CHW also builds 
individual and community capacity by increasing health knowledge and self-sufficiency through a 
range of activities such as outreach, community education, informal counseling, social support 

and advocacy.
 6 

In 1999, the AADE sponsored a series of focus groups that explored the collaboration between diabetes 
educators and CHWs to achieve common goals.  AADE convened the Diabetes Community Health 
Workers Summit in 2002 to further explore the roles, training needs, and scope of practice issues. The first 

CHW position paper was developed from that dialogue and from a review of the published literature.
 7
 In 

2008, AADE asked the writing group to review the original position paper in light of current research and 
practice and to write this update. 

Formal involvement of CHWs for diabetes prevention and care is garnering increasing interest across the 
country, but it is not a new concept. All cultures from the beginning of civilization have had a lay health 

care system consisting of people who are natural helpers.
8 
These are “particular individuals to whom others 

naturally turn for advice, emotional support, and tangible aid”.
 9 

Recently, the Health Resources and 
Services Administration (HRSA) published a report on the Community Health Worker National Workforce 

Study.
 10 

This report summarized four periods marking the history of the CHW workforce. These range 
from the “early documentation” period (1966-1972) to the recent period (2000-2006) which is focused on 
“public policy” actions resulting in legislation passed in several states regarding CHWs and 
recommendations in the 2003 Institute of Medicine Report (IOM) regarding their integration into 

multidisciplinary teams.
 11

 The HRSA report indicated that approximately 86,000 CHWs assisted 
communities across the United States in 2000. Based on 900 survey respondents, the summary of paid and 
volunteer CHWs indicated they are predominantly female, but represent a broad variety of backgrounds 
and educational levels. (Table 1) 

The communities served by CHWs are also diverse in ethnic and racial background and included 
underserved groups, such as uninsured, immigrant, homeless, and isolated rural residents. CHWs serve 

individuals with a number of illnesses and disabilities.
10,12 

One of the largest and most developed programs 
of CHWs in the United States was established in 1968 with early federal funding from the Office of 

Economic Opportunity and was transferred to the Indian Health Service (IHS).
10

 Currently, over 1700 
community health representatives work with tribal managed or IHS programs in most of the more than 550 
federally recognized American Indian and Alaska Native communities. This group of CHWs is well-
established and has evolved to include a national organization with its own leadership and mission 
statement, website, regular educational conferences, and ongoing advocacy activities.   

The community-based system of care and social support provided by CHWs complements, but does not 

substitute for, the more specialized services of health care providers.
13

 CHWs are uniquely skilled to serve 
as bridges between community members and healthcare services because they live in the communities in 
which they work, understand how to translate “medical talk” to community members and how to explain 
the community perspective to providers, and communicate in the language of the people in their 
communities. They know the cultural buffers, such as cultural identity, spiritual coping, and traditional 
health practices that can help community members cope with stress and promote positive health 

outcomes.
14

 A critical asset of programs that engage CHWs is that they build on already existing 
community network ties that contribute to the acceptance and sustainability of effective community 

programs.
11,15

 CHWs use a number of core skills and competencies to provide this community-based 
system of care and social support. The National Community Health Advisor Study in 1998 identified seven 

core services provided by CHWs.
16

 
 
  

 



TDE 2009- In Press 

More recently, the HRSA Workforce Study reported on nine literature reviews, published between 2002 
and 2006, that represented the best available research on interventions using CHWs. This study 
characterized the work of CHWs into five distinct “models of care”: member of care delivery team, 

navigator, screening and health education provider, outreach/enrolling/informing agent, and organizer.
 10

 
Regarding the effectiveness of CHW interventions, the report states: “Due to the variety of topics, 
methodologies, and results, the collective research did not provide a systematic evaluation of CHW 
effectiveness and best practices”. It did present, however, valid-if fragmented-evidence of CHW 
contributions to the delivery of health care, prevention, and health education for underserved communities. 

Also, these literature reviews could provide a useful framework on which to base future research”.
 10

   
 
The first systematic review of the effectiveness of community health workers specific to diabetes care, 
done by Norris et al found “preliminary data demonstrating improvements in participant knowledge and 

behavior”.
 17

 From the studies reviewed, the authors also classified the roles of CHWs into five types of 
service: patient care and support; education and assistance with skill development; instrumental support; 

care coordination/ health care liaison; and social support.
 2,3,5,18

 At least eleven additional studies published 

since the review by Norris support the use of CHWs in diabetes care.
19-30

 In a recent study of employers of 

CHWs,
10

 about half had educational or training requirements for the positions.  Twenty-one percent 
reported that at least a high school diploma (or GED high school equivalency) was expected.  A bachelor’s 
degree was required by 32% of the organizations.  Once hired, most employers required some kind of 
training either through continuing education (68%), classroom instruction (32%), or mentoring (47%).  The 
length of training reported varied greatly and ranged from nine to 100 hours.  Several diabetes training 
programs for CHWs have shared their objectives and curriculum strategies as well as results of their 

formative evaluations to assist others in developing and supporting a CHW program.
32

 
 

  
The institutional and political base of support for community health workers is expanding. The IOM 
recommends that health care systems support the use of CHWs to address racial and ethnic disparities in 

health care.
 11

 The IOM has stated that “community health workers offer promise as a community-based re-
source to increase racial and ethnic minorities’ access to health care and to serve as a liaison between health 

care providers and the communities they serve.”
 11

 In 2002, the American Public Health Association passed 
a resolution entitled “Recognition and Support for Community Health Workers’ Contributions to Meeting 

our Nation’s Health Care Needs.”
 33

 The Health Resources Service Administration mandates that all of its 
area health education centers use CHWs for outreach to community members. A number of states have 
legislation in support of CHWs, in some cases collaborating with the Centers for Disease Control and 
Prevention’s Diabetes Prevention and Control Programs within state health departments.  

 
AADE supports the role that CHWs play in diabetes care and prevention. Table 2 provides 
recommendations to enhance the interaction and communication with other members of the health care 
team. They can also help educate other health care providers about community health needs and the cultural 
relevance of diabetes education, care, and prevention programs.  Such collaborations can increase the 
effectiveness of health care teams within communities and improve health outcomes for community 
members with and at risk for diabetes.  

 

Role of the Diabetes Educator 

Diabetes educators support the role of CHWs in primary and secondary prevention and provide training in 
core diabetes skills and competencies to these individuals. Diabetes educators supervise CHWs who have 
non-technical, non-instructional  responsibilities in DSME/T programs. In this structure, CHWs are 
important members of the diabetes health care team who can facilitate community-based diabetes care, 
education, and prevention.  
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Table 1:  Profile of Community Health Workers  
 

Background 
Hispanic                        35.2% 
Non-Hispanic white      38.5% 
African American          15.5% 
American Indian/Alaskan Native         5% 
Asian/Pacific Islander       4.6% 
Education 
College level (1-4yrs)      57.8% 
High school/GED            34.8% 
Less than high school         7.4% 
Sex 
Female                                 82% 
Male                                  1  8% 
Roles 
Assistance accessing medical services  84% 
Assistance accessing nonmedical services  72% 
Translating      36% 
Interpreting       34% 
Counseling       31% 
Social support      46% 
Transportation     36% 
Source: Health Resources and Services Administration. Community health worker national workforce 
study. U.S. Department of Health and Human Services, Health Resources and Services Administration, 
Bureau of Health Professions, March 2007. 
 

 

Table 2:  Role of the Community Health Worker in DSME/T 

• Support the roles of CHWs as bridges between health care systems, communities, and people 
diagnosed or at risk for diabetes.  

 
• Support the roles of CHWs in primary prevention (e.g. lifestyle changes,) and secondary 

prevention (e.g. smoking cessation and self management skills).  
 
• Provide opportunities for core diabetes skills and competencies training and continuing 

education for CHWs.  
 

• Encourage reciprocal exchange of information and support between CHWs and the health care 
team to facilitate the best outcomes for people with and at risk for diabetes.  

 
• Support continued research that evaluates the roles, contributions, and effectiveness of CHWs 

in diabetes care, prevention, diabetes education, and community engagement. 
 

• Encourage diabetes educators and other health care professionals to become familiar with 
publications addressing practical applications and research findings regarding contributions of 
CHWs.  (Please see reference list, especially references 10, 11, 16).  

 
• Encourage participation of CHWs in the AADE and of diabetes educators in CHW 

organizations, as well as, collaboration between AADE and CHW organizations.  
   

 

 


