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Introduction 

Utah has been a leader in health care for many years. The state is known for its healthy populations, low cost of 

health care, and innovative practices. 1 The state, payers, and providers have a common goal to keep its citizens, 

members, and patients healthy and to provide high quality care. In alignment with this goal, the state has an 

initiative to increase engagement of community health workers (CHWs) by developing standardized training and 

a supportive professional development network.  

Community health workers are frontline public health workers who serve as a bridge between patients, health 

care providers, and social service providers. They provide support and implement strategies to improve 

individuals’ health. Organizations within Utah refer to CHWs by a variety of terms, including care guides, care 

transitionists, community connectors, family service specialists, case managers, advocates, promotoras, and peer 

support specialists, among others.  

As the number of CHWs within the industry grows, their contributions to healthy populations are being 

increasingly recognized. According to the U.S. Department of Labor, the number of CHWs in the United States 

has grown by 36 percent since 2012 and is predicted to increase an additional 18 percent by 2026. 2 

Where are Utah’s community health workers found? 

A recent environmental scan conducted by the Utah Department of Health indicated that many organizations in 

Utah are seeking to improve health outcomes by employing CHWs. Survey results showed that CHWs are 

engaged or employed in every county in the state—with Salt Lake, Utah, and Davis counties having the highest 

concentration—and are found in a variety of setting, including hospitals, medical clinics, health plans, schools, 

government agencies, and other community-based organizations. 

The U.S. Department of Labor estimated that in May 2016 there were 550 CHWs in Salt Lake City and Ogden. 3 

However, the number of CHWs is often underreported because of the nature and variability of the position. The 

lack of standardized training and certification programs, core competencies, and scope of work throughout the 

state and nation contributes to the difficulty in tracking how many CHWs are employed within their communities.  

How do community health workers benefit Utah’s communities? 

The role of a CHW is unique within each health care community. In Utah, CHWs help the state reach its health 

care goals and the Triple Aim (improved health, improved care, and reduced costs) by focusing on the needs of 

individuals. Community health workers provide education about disease prevention and lifestyle modification, 

informal counseling and coaching, and extended support to targeted individuals. They have the potential to 

increase self-sufficiency and build community capacity by acting as a link between patients and their providers 
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and other community resources. Common CHW roles within Utah, as expressed in the recent environmental 

scan, include promoting health literacy, hosting health education activities, facilitating goal setting and action 

planning, providing one-on-one and group education and counseling, addressing individual basic needs, 

supporting care coordination and case management, scheduling health care and community appointments, 

mentoring, and connecting individuals to community resources.  

Community health workers are able to build a relationship of trust that improves interactions and garners 

successful outcomes because they are often members of the populations and communities with which they are 

working; they speak a common language, come from a similar culture, and have a deeper understanding of the 

populations’ needs. Duties of CHWs have been implemented across many organizations in Utah. In some cases, 

the job functions are split up among several staff, such as nurses, social workers, doctors, or other clinical 

workers. However, many organizations are increasingly engaging specific individuals (CHWs) to carry out the full 

scope of services.  

The individuals best served by CHWs often have diverse and complex needs, requiring a greater degree of care 

management and support. These needs may be in the form of multiple chronic conditions, non-English-speaking 

immigrants, functional limitations, behavioral health challenges, or complex social needs, such as lack of housing, 

food, or supportive personal relationships. 4 CHWs are uniquely trained and positioned to address these social 

and care management needs of the patients, while allowing nurses, physicians, social workers, and other licensed 

workers to practice at the top of their license by focusing on diagnosis, treatment, and administration of care. 

Outcomes from community health worker interventions 

Many studies have been performed in the United States to inform the value that CHWs bring to the health care 

system and patient experience. Community health worker interventions have been shown to improve outcomes 

for patients with chronic conditions, 5, 6 enhance disease prevention, 7 reduce 30-day hospital readmissions, 8 

improve mental health, 8 promote positive lifestyle behavior change, 9 increase linkages to primary care, 8 

decrease hospital costs, 10 and increase patient and provider satisfaction. 11 

Although calculating a return on investment is complicated with this type of intervention, many programs and 

studies have reported estimated health cost savings associated with CHWs. These savings are often attributed to 

reduced emergency department use, hospitalizations, readmissions, nursing home placements, and, in some 

cases, pharmaceutical costs. 12 Estimated savings from CHW interventions range from $1.81 to $5.58 for every 

$1.00 spent. 12, 13, 14, 15 Another study estimated an expected savings of 7.1 percent in the third year. 16 

Utah’s areas of need 

Although the state ranks fourth within the nation for overall health, improvements can be made with individuals 

who need assistance improving their quality of life. By preventing, decreasing the prevalence of, and better 

managing chronic conditions, patient outcomes improve and costs decrease. 

Given the potential savings, positive patient and physician experience, and improved patient outcomes, Utah’s 

health care community can benefit by engaging with CHWs.  There are many populations in Utah that could 

benefit from the services CHWs provide, including those with chronic conditions, high emergency department 

utilization, limited access to physicians, low health literacy levels, high rates of uninsured, diverse cultures, 

minorities, and limited English-speaking groups.   
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Chronic Conditions 

Management of chronic conditions is a growing need across the nation. In 2012, one-quarter of adults had two or 

more chronic health conditions, and seven of the top ten causes of death in 2014 were chronic diseases. 17  When 

left unmanaged, these conditions become costly. However, they are also among the most preventable of all 

health problems.  

CHWs are able to make great strides when working with these populations. By engaging individuals in the 

management of their health, staying in regular contact, and creating a trusted relationship, CHWs help 

individuals create lifestyle changes better than individuals would on their own or with the limited contact of a 

physician.  

In 2017, the Community Preventive Services Task Force (CPSTF), a panel of public health and prevention experts 

appointed by the Centers for Disease Control and Prevention director, performed a systematic review of CHW 

interventions with individuals with diabetes and found that the interventions improved patients’ blood sugar 

control and reduced their health care use. Improvements were also seen in self-reported lifestyle changes. The 

median intervention cost per person per year was $585, and the median cost per quality adjusted life year (QALY) 

gained was $38,276—below the $50,000 benchmark for cost-effectiveness. 18 

In Colorado in 2010, CHWs were hired as part of the Colorado Heart Healthy Solutions program to serve 

individuals who were at risk of cardiovascular heart disease, located mostly in rural areas of the state. After CHW 

intervention, patients showed improvements in all tested health outcomes, on average. There were modest, yet 

statistically significant decreases in total cholesterol (-7.5 percent), LDL cholesterol (-7.4 percent), systolic blood 

pressure (-3.8 percent), diastolic blood pressure (-2.3 percent), and weight (-1.1 percent). Individuals at the 

highest risk levels showed even greater improvements. 19  

The CPSTF also found, in a systematic review, that CHW interventions for clients at increased risk for 

cardiovascular disease were very effective in improving blood pressure and cholesterol and moderately effective 

in improving health behavior outcomes. The median intervention cost per person per year was $329; the median 

change in health care cost per person per year was $82. The resulting median estimated QALY was $17,670—well 

below the $50,000 benchmark for cost-effectiveness. 20 

One-quarter of Utah’s adult population has high blood pressure and/or is obese. Almost the same number have 

been diagnosed with depression, and 6–8 percent of the population has been diagnosed with diabetes or 

coronary heart disease, stroke, or heart attack (See Figures 1–6). The Holy Cross Ministries, operating in Salt Lake 

and Summit counties, has recently begun providing training to its CHWs, also known as promotoras, to help 

individuals manage their health and weight through a diabetes prevention initiative. The CHWs will act as 

coaches and case managers for individuals at high risk of developing diabetes by providing education, regular 

check-ins, weight monitoring, and emotional support to guide them toward improved results and better health.  

Substance dependence is also a form of chronic illness that is growing across the nation. Utah has one of the 

highest rates of drug poisoning deaths in the country, ranked seventh. 21 In 2015, 83.8 percent of these deaths 

were accidental or of undetermined intent, and of these, 77.6 percent involved opioids. 22 This is one example of 

a public health need in which CHWs may assist in improving outcomes. By making home visits, CHWs can help 

ensure that individuals understand the importance of taking their medications as directed, thereby reducing the 

risk of overdose, abuse, and exploitation of prescriptions, especially in the older population.  
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  Figure 1:      Figure 2:   

   

Figure 3: Figure 4: 

   

 

 

 

 

 

 

 

 

 

      

Figure 5: Figure 6: 



 

5 | P a g e  
 

        

 

Emergency Department Encounters 

Inappropriate use of emergency departments is a topic of concern within health care. Such visits increase costs in 

the system, decrease efficiency, reduce capacity of the facility, and increase wait times for those who cannot be 

served elsewhere. Sometimes the emergency department is used as a substitute for primary or urgent care, and 

sometimes, although an emergency, the visit could have been avoided with proper care management.  

Engaging CHWs to provide proper education and health management to high utilizers of the emergency 

department can reduce encounters, decreasing costs to both the system and patients. In Nevada, the 

engagement of CHWs decreased emergency room visits by 14 percent, acute care readmissions by 20 percent, 

and urgent care visits by 6 percent. 13 In a New York City study, patient navigator services decreased the mean 

number of emergency department visits (among those who had 6–11 visits prior to navigation) from 7.3 to 3.9, a 

highly significant difference. Those with 3–5 visits in the baseline period dropped from a mean of 3.7 to 2.0 visits 

after navigation. 23 

Some communities are also developing community paramedicine programs, also known as mobile integrated 

health care, to decrease unnecessary use of the emergency department. These programs are designed to assist 

those who use the 9-1-1 system regularly for preventable conditions, are at high risk for hospital readmissions, 

and/or are chronically ill and require education and support. In some cases, community paramedic teams are 

developed that consist of both paramedics and CHWs.  

Northwell Health Community Paramedicine in New York provides in-home urgent visits for exacerbations of 

chronic conditions including in-home treatment, telemedicine consultation with physicians, coordination with 
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primary care providers, in-home fall risk assessment, and disease management education. Seventy-eight percent 

of the patients seen by its community paramedics were treated at home; only nine percent of these were seen in 

an emergency department within 24 hours; and 90 percent of those who used the community paramedic service 

stated they would have used traditional 9-1-1 if they didn’t have a community paramedic option. Medstar Mobile 

Health care in Texas has reduced ambulance transports by 60 percent for enrolled patients and 74 percent for 

superusers; it has also seen a 52 percent reduction in readmissions for a high-risk readmission cohort. 24 

Figures 7–9 indicate how Utah counties rate on emergency department encounters, compared to the state 

average. In general, many of the counties on the east and west sides of Utah have the highest utilization of the 

emergency department that could be avoided. Engaging CHWs in these counties could decrease costs to the 

system, increase efficiency, and improve proper use of the emergency department.  

Access to Physicians 

Physician shortages result in lower care quality as well as time-constrained patient-physician interactions, leaving 

little room for additional patient touches that are needed for patients with complex care needs.  

Utah has a physician shortage, ranking 44th in the nation for the ratio of physicians per segment of population. 25 

In rural areas, this means traveling a greater distance to a primary care physician (see Figure 10). In metropolitan 

areas, it means a greater length of time between physician visits and difficulty scheduling an appointment to 

receive initial care. 

Individuals living in most of the rural areas in Utah are challenged with limited access to care. Although 

approximately 15 percent of the state’s population live a rural county, less than 8 percent of the state’s 

physicians work in a rural county. 25 In some cases, individuals travel up to 45 miles to see the nearest primary 

care physician. Although CHWs do not generally provide clinical care, they can reduce gaps in access by securing 

transportation to appointments, conducting home visits, providing health education, and assisting in health 

management between physician visits. They increase the community’s health knowledge and self-sufficiency 

through outreach. 

In metropolitan shortage areas, physicians have a high workload and are more susceptible to burnout. However, 

their caseload can be reduced when they engage CHWs to provide health education and assist patients in 

managing their health at home. Community health workers enhance the physicians’ work and allow them to see 

more patients, resulting in a positive impact on patients’ self-management skills and clinical outcomes, as well as 

higher satisfaction with overall care from both patients and providers. 11 A study by the Massachusetts 

Department of Public Health showed that the state’s 3,000 CHWs improved both the access to health care and 

the quality of that care. 26    
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Figure 7: Figure 8: 

    

Figure 9:  Figure 10: 
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Uninsured Rate and Cost as a Barrier to Care 

As of 2017, Utah is has a higher percentage of individuals without insurance coverage than most of the nation, at 

a rate of 9.7 percent. 27 In addition, 11.6 percent of individuals indicate that they are unable to get the care they 

need because it is too costly (see Figures 11 and 12). The longer individuals are uninsured or unable to obtain 

care due to cost, the less likely they are to have a usual source of care and to receive wellness visits, 

immunizations, flu shots, and prescriptions. They are also more likely to delay needed care compared to those 

with insurance coverage. 28 This may lead to more costly interventions in the future. 

Many counties in the southern end of Utah have a significantly higher rate of uninsured, compared to the rest of 

the state. Many of the same counties indicate a significant cost barrier to care. Because of the financial 

challenges to receiving health care, these individuals may also have challenges fulfilling other needs, such as 

stable housing and food, needs that often keep them from taking care of their health. Community health workers 

can help these individuals reduce many unmet needs by connecting them to needed community resources to 

improve their living situation as well as their health. 

The Association for Utah Community Health has employed five CHWs to serve community health centers in high-

need areas across the Salt Lake Valley. These community health centers serve a predominantly uninsured 

population, and quality measurements indicate that individuals working with CHWs have higher patient 

activation and patient engagement scores. 29  

 

Figure 11:  Figure 12: 
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Figure 13:  Figure 14: 

   

 

Minority Populations 

Although Utah’s population is less diverse than many states across the United States, it is home to Hispanic, 

Native American, and refugee populations. Many of these individuals speak little or no English, creating a barrier 

to care and health education. Community health workers can provide a great benefit to these populations by 

addressing cultural barriers, delivering clinical instructions in the patients’ native language, and assisting them in 

navigating a complex health care system.  

San Juan County, which includes Native American reservations, has greater than 50 percent non-white 

population (see Figure 13). Salt Lake and Weber counties have the next highest non-white populations at greater 

than 15 percent. Each of these areas indicate a need for greater support in transcending cultural barriers to care.  

The Holy Cross Ministries serves many minority, particularly Hispanic, populations in Salt Lake and Summit 

counties. The organization employs CHWs who assist individuals in obtaining health care coverage and services, 

navigating the health care system, and improving management of their health and care. Of the individuals 

referred to its program, the organization assisted 89 percent in obtaining health care coverage or health care 

services. Holy Cross Ministries finds that CHWs improve the physician-patient relationships and increase patients’ 

trust in the health care system and in the recommendations of their providers. 
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Utah efforts 

A variety of initiatives have been underway to increase the visibility and engagement of CHWs throughout Utah. 

For example, coalitions and special interest groups have been formed to organize and promote CHWs, surveys 

and assessments have been conducted with the assistance of the Utah Department of Health (UDOH) to 

determine the role of CHWs within Utah, a grant has been funded by a local provider to implement a pilot CHW 

program within Salt Lake County, non-profit organizations have deployed CHWs to increase the health of 

targeted community populations, and CHW-specific breakout sessions have been included at annual state public 

health conferences, among others.   

The Utah CHW Coalition (CHWC) was formed in 2015 to develop support for policies related to the promotion 

and advancement of CHWs in the state, as well as facilitate the sharing of ideas and leverage resources for CHW 

implementations. Forty organizations are represented from public, private, and non-profit sectors. The CHWC is 

engaged in building the professional identity of CHWs by establishing standardized training and certification and 

promoting their establishment within the state. A training pilot is currently in progress and is scheduled to be 

completed in September 2018.  

A Special Interest Group (SPIG) for CHWs is also hosted within the Utah Public Health Association (UPHA). The 

group forms a peer network, offering the potential for CHWs to connect with their peers across the state, as well 

as provides resources related to professional development, training, networking, and advocacy. As membership 

and engagement in the SPIG increases, demonstrated viability will allow the group to transition from a special 

interest group to a defined Section status. The designation will lend greater sustainability for coordination and 

promotion of training, networking, professional and leadership development, and advocacy opportunities for 

CHWs in Utah.  

In 2016, the UPHA, UDOH, CHWC, and the Association for Utah Community Health (AUCH) were awarded a 

three-year grant from Intermountain Healthcare to plan and implement a CHW program in five communities of 

Salt Lake County to address and evaluate access to care barriers and improved use of primary/preventive care 

resources. Since then, five CHWs have been trained and deployed among Salt Lake County communities.  

Some of the challenges faced by Utah organizations that employ CHWs include the development and 

implementation of training for a small CHW workforce, financial resources for sustainability, and trust of 

providers in the capabilities and benefits CHWs contribute to the system. The CHWC, UDOH, AUCH, and UPHA 

are actively making strides to alleviate these challenges, and continued action and support from stakeholders will 

allow CHWs to become a permanent player on the health care team. This will give individuals and organizations 

statewide the potential to receive the benefits CHWs bring to the industry.  

Conclusion 

As Utah’s payers, providers, and community organizations seek to improve the quality of care, the inclusion of 

CHWs should be considered. Evidence shows that targeted CHW interventions enhance the care experience, 

improve health outcomes, and have potential to reduce the cost of care. When trained to care for the specific 

needs of each area or population, such as chronic disease management, bridging cultural barriers, or creating 

community connections, CHWs can make a difference in individual lives and the community as a whole. 
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There are many areas across Utah that would benefit from the services CHWs provide, and improvements are 

already beginning to be seen in patient engagement, patient trust in the health system and its providers, better 

use of health care resources, and alignment of community goals through partnerships with CHW-engaging 

organizations. Pilots in Salt Lake County are taking root and engaging individuals in the management of their 

care; physicians and payers in the area are recognizing the benefits and are looking for ways to further engage 

and sustain the CHWs working among their populations.  

The maps within this document can pinpoint specific areas of need within Utah’s communities where CHWs may 

be uniquely positioned to provide support. For example, CHWs can be employed within Weber County to work 

among individuals with diabetes to improve management of their condition, provide education and support to 

individuals who often utilize emergency services inappropriately, or assist minority populations in understanding 

and navigating the health care system. Each of these services addresses a particular need, or indicator, in which 

Weber County reports rates significantly higher than the state average. Many of these health challenges are 

created by care gaps that CHWs can bridge.  

Payers and health care systems may analyze the geographies and high-risk factors to determine where CHWs 

should be placed within their member populations. Current efforts to standardize training within Utah will 

increase the capacity of CHWs throughout the state to serve in each situation as needed and decrease the 

burden of training development for employers.  

By increasing the engagement of CHWs across Utah’s communities, we can improve access to care and 

management of chronic conditions while decreasing pent-up demand for care, cultural barriers, and avoidable 

use of the emergency department. Costs within the system may decrease, efficiency will increase, and patient 

and provider satisfaction will improve. Community health workers add fuel to the vehicle that drives 

improvement and achieves health care goals.    
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