
THE QUESTION
Nearly one in three people in the United States 
have multiple chronic conditions, accounting for 
more than 65% of all health care spending. Low-
income and minority individuals are more likely 
to have multiple chronic conditions and worse 
health outcomes than their more advantaged 
counterparts. 

Community health workers (CHWs) – 
trained laypeople who have a socioeconomic 
background similar to the patients they 
serve – have been shown to improve chronic 
disease outcomes. However, many prior CHW 
interventions have been disease-specific 
and have not evaluated whether CHWs can 
improve outcomes across multiple conditions. 

In this study, more than 300 high-poverty 
patients with multiple chronic conditions set a 
disease management goal with their primary 
care provider. One group then worked with a 
CHW from the IMPaCT (Individualized 

Management for Patient-Centered Targets) 
program for six months to meet their goal, while 
the other group (the control) had usual care. 
At the end of six months, did the support of a 
CHW improve chronic disease control, mental 
health, quality of care, and hospitalizations for 
patients?

THE FINDINGS
Compared to the control group, the CHW 
intervention combined with collaborative 
goal-setting led to modest improvements 
in managing diabetes (change in glycated 
hemoglobin of-0.4 vs 0.0), obesity (change 
in BMI of -0.3 vs. -0.1) and smoking (change 
in cigarettes per day of -5.5 vs. -1.3), but no 
significant change in hypertension. Although 
most patients improved somewhat, few patients 
in either the intervention or control group 
achieved their original goals (18% and 17%). 

Patients receiving CHW support showed 
greater improvements in mental health, and 
reported higher quality of primary care that was 
comprehensive (49% vs. 40%) and supportive 
of disease self-management (63% vs. 38%). At 

six months, 16% of intervention group patients 
had been hospitalized versus 17.8% of control 
group patients. This difference persisted and 
widened after one year, with 23% and 32% of 
patients in the intervention and control group 
having been hospitalized, respectively. 
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KEYFINDINGS 
In a randomized trial, a community health worker intervention reduced hospitalization and improved outcomes in uninsured  
or publicly insured patients with multiple chronic conditions such as diabetes, obesity, and smoking. Community health 
workers can improve health and lower costs, and provide a scalable strategy to improve population health.
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EXAMPLE OF A  
CHW-PATIENT ACTION PLAN
Patient Overview 

Woman aged 65 years with obesity, asthma, 
and hypertension, whose chronic disease goal 
is to lose 11 lbs (from 201 lbs to 190 lbs). She 
has been blamed for the death of her brother 
ever since a childhood incident, which creates 
a lot of stress. She likes to use her hands and 
feels calmer after doing arts and crafts. 

Action Plan

CHW introduced patient to local senior 
center and helped her enroll in pottery 
classes. Patient attended CHW-led peer-
support group and presented her art and 
other activities of the senior center. 
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THE IMPLICATIONS
This study indicates that a standardized 
CHW intervention is effective in improving 
health outcomes, quality of care, and reducing 
hospitalizations for a high-risk, high-cost 
population. Further, because it is not disease-
specific, it has broad applicability and scalability. 
A previous clinical trial showed that the 
IMPaCT intervention improved the quality of 
hospital discharge and post-hospital outcomes 
in a low-income population.

This study adds to the evidence that addressing 
socioeconomic barriers can improve health 
outcomes in high-risk populations. CHWs work 
with patients to address the root causes of their 
chronic disease; in doing so, they bridge clinical 
care with public health. 

The authors explain that the flexibility of the 
CHWs’ approach could contribute to the 
positive results across multiple domains: 

Many interventions for high-risk 
patients rely on a ‘screen and refer’ 
case management approach to 
addressing unmet social needs.  
In this intervention, patients 
and community health workers 
developed tailored and creative 
action plans, most commonly 
focusing on health behavior change.

For health systems increasingly responsible for 
population health and readmissions, this CHW 
model offers a proven, low-cost way to address 
the social determinants of health. Patient-
provider goal-setting can be worked into a 
single appointment without taking up additional 
time, and tools to structure the CHW program 
have been widely disseminated.  

Recent health reform efforts have focused on 
changing Medicaid coverage to contain costs, 
but this study suggests that reforming how 
we deliver care may be the key to lowering 
costs and improving outcomes in low-income 
populations with multiple chronic diseases. 

THE STUDY
This study was a randomized controlled trial of 
302 patients attending one of two adult clinics 
of an academic medical center in Philadelphia 
from July 2013 to October 2015. Eligible 
patients had an upcoming clinic appointment, 
were uninsured or on public insurance, lived in 
a high-poverty region of Philadelphia, and were 
diagnosed with at least two of the following 
conditions: hypertension, diabetes, obesity, and 
tobacco dependence. The average age of the 
study cohort was 56 years; 95% were black, and 
96% had a history of a traumatic event.

Study participants selected one condition to 
focus on during the study period and, along 
with their primary care provider, set a disease 
management goal during their primary care 
appointment. The process took about five 
minutes and fit into the workflow of a busy clinic 
appointment. Baseline measurements, including 
height, weight, blood pressure, and glycated 
hemoglobin (a measure of diabetes) were 
taken. Patients who chose to work on obesity, 
diabetes, and smoking had poorer baseline 
control, compared to those who chose to work 
on hypertension.

Patients randomly assigned to CHWs received 
six months of support tailored to individual 
patient goals and preferences. The CHWs 
communicated with patients at least once 
per week through telephone, texts, or visits. 
They also led a weekly patient support group 
intended to create social networks between 
patients. The control group received no further 
support, and continued on to usual care.

The primary outcome was average change in 
control of patients’ selected chronic disease. 
Patient-reported quality of care, self-rated 
physical health, and all-cause hospitalizations 
were also evaluated.

The study team had previously created 
and tested this CHW intervention, known 
as IMPaCT. It is designed to be applied 
across multiple diseases, and to address 
socioeconomic and behavioral barriers. It was 
developed through collaboration between an 
academic health system and community groups.
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