
Himmelfarb Health Sciences Library, The George Washington University Himmelfarb Health Sciences Library, The George Washington University 

Health Sciences Research Commons Health Sciences Research Commons 

Health Policy and Management Informal 
Communications Health Policy and Management 

2023 

Drawing on the Strengths of Community Health Workers to Drawing on the Strengths of Community Health Workers to 

Address Sexually Transmitted Infections: Roles, Medicaid Address Sexually Transmitted Infections: Roles, Medicaid 

Reimbursement, and Partnerships Reimbursement, and Partnerships 

Naomi Seiler 
George Washington University 

Katie Horton 
George Washington University 

Paige Organick-Lee 
George Washington University 

Claire Heyison 
George Washington University 

Alexis Osei 
George Washington University 

See next page for additional authors 
Follow this and additional works at: https://hsrc.himmelfarb.gwu.edu/sphhs_policy_informal 

 Part of the Health Policy Commons, and the Health Services Administration Commons 

Recommended Citation Recommended Citation 
Seiler, Naomi; Horton, Katie; Organick-Lee, Paige; Heyison, Claire; Osei, Alexis; Dwyer, Greg; 
Karacuschansky, Aaron; Washington, Mekhi; and Spott, Amanda, "Drawing on the Strengths of Community 
Health Workers to Address Sexually Transmitted Infections: Roles, Medicaid Reimbursement, and 
Partnerships" (2023). Health Policy and Management Informal Communications. Paper 36. 
https://hsrc.himmelfarb.gwu.edu/sphhs_policy_informal/36 

This Report is brought to you for free and open access by the Health Policy and Management at Health Sciences 
Research Commons. It has been accepted for inclusion in Health Policy and Management Informal 
Communications by an authorized administrator of Health Sciences Research Commons. For more information, 
please contact hsrc@gwu.edu. 

https://hsrc.himmelfarb.gwu.edu/
https://hsrc.himmelfarb.gwu.edu/sphhs_policy_informal
https://hsrc.himmelfarb.gwu.edu/sphhs_policy_informal
https://hsrc.himmelfarb.gwu.edu/sphhs_policy
https://hsrc.himmelfarb.gwu.edu/sphhs_policy_informal?utm_source=hsrc.himmelfarb.gwu.edu%2Fsphhs_policy_informal%2F36&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/395?utm_source=hsrc.himmelfarb.gwu.edu%2Fsphhs_policy_informal%2F36&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/747?utm_source=hsrc.himmelfarb.gwu.edu%2Fsphhs_policy_informal%2F36&utm_medium=PDF&utm_campaign=PDFCoverPages
https://hsrc.himmelfarb.gwu.edu/sphhs_policy_informal/36?utm_source=hsrc.himmelfarb.gwu.edu%2Fsphhs_policy_informal%2F36&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:hsrc@gwu.edu


Authors Authors 
Naomi Seiler, Katie Horton, Paige Organick-Lee, Claire Heyison, Alexis Osei, Greg Dwyer, Aaron 
Karacuschansky, Mekhi Washington, and Amanda Spott 

This report is available at Health Sciences Research Commons: https://hsrc.himmelfarb.gwu.edu/
sphhs_policy_informal/36 

https://hsrc.himmelfarb.gwu.edu/sphhs_policy_informal/36
https://hsrc.himmelfarb.gwu.edu/sphhs_policy_informal/36


 
 

  

DRAWING ON THE STRENGTHS 
OF COMMUNITY HEALTH 
WORKERS TO ADDRESS 
SEXUALLY TRANSMITTED 
INFECTIONS:  
Roles, Medicaid Reimbursement, and 
Partnerships 



 
 

AUTHORS 
 
Naomi Seiler, JD 
Katie Horton, JD, RN, MPH 
Paige Organick-Lee, MPH 
Claire Heyison, MPH 
Alexis Osei, MPH 
Greg Dwyer, MPH 
Aaron Karacuschansky, MPH 
Mekhi Washington 
Amanda Spott, JD, MPH 

Acknowledgements: 
The authors would 
like to thank all of 
the experts who 
participated in 
interviews for this 
project (please see 
Appendix A for full 
list).  This report 
was funded by the 
Centers for Disease 
Control and 
Prevention. Its 
contents are solely 
the responsibility of 
the authors and do 
not necessarily 
represent the 
official views of the 
Centers for Disease 
Control and 
Prevention or the 
Department of 
Health and Human 
Services. 

 

 

TABLE OF CONTENTS 
EXECUTIVE SUMMARY _____________________ i 

INTRODUCTION __________________________ 1 

METHODOLOGY _________________________ 2 

BACKGROUND ___________________________ 2 

The CHW workforce in the U.S.……………………………………..…..2 

CHW effectiveness………………………………………………………..…..3 

CHWs addressing sexual health and HIV……………………..…….4 

Medicaid coverage for CHWs……………………………..………..…..4 

FINDINGS _______________________________ 6 

Key Finding 1: CHWs can play an important role in 
addressing STIs, particularly for historically marginalized 
populations…………………………………………………………………….…6 

Key Finding 2: Carefully designed Medicaid coverage can 
sustainably bolster the CHW workforce………………..……...…10 

Key Finding 3: The CHW and DIS workforces bring 
complementary strengths to the STI Field………..………..……14 

CONSIDERATIONS FOR THE STI FIELD _______ 17 

Expanding CHWs’ role in addressing STIs…………………..…….18 

Developing effective Medicaid coverage models for CHWs in 
the STI field……………………………………………………………..…..…19 

Integrating DIS and CHW Work…………………………………..…..20 

CONCLUSION ___________________________ 20 

Appendix: Project Interview Participants ___ 22 

Endnotes ______________________________ 24 
 

 



i 
 

EXECUTIVE SUMMARY 
 
Rates of bacterial sexually transmitted infections (STIs) in the United States are high and, 
largely, still soaring. Though chlamydia cases have decreased slightly since 2017, gonorrhea and 
syphilis have increased by 25% and 68%, respectively, and congenital syphilis has increased by 
184%. Bacterial STI can lead to pain, infertility, and even, in the case of syphilis and congenital 
syphilis, death. With appropriate detection and treatment, all of these STIs are curable. And yet a 
range of barriers between communities and the healthcare system perpetuate the STI epidemic.  

Community health workers (CHWs) could play a key role in helping bridge the gap between the 
public health and healthcare systems and communities to provide STI education, prevention, 
detection and treatment services. The Medicaid program, which covers 89 million Americans, is 
slowly beginning to include CHWs into payment models. However, to date, CHWs’ potential to 
help address STIs has not been fully explored. This study was undertaken to identify ways that 
CHWs could be integrated into the STI field with the support of Medicaid coverage and in 
collaboration with the existing STI workforce.  

 
Methodology 
George Washington University (GW) researchers conducted interviews via teleconference with 
25 key informants, including national STI and healthcare system experts, national CHW experts, 
CHW experts and practitioners, and DIS experts and program managers.  

 

Findings 
This project yielded a range of insights about opportunities to expand and support CHWs’ role in 
the STI field; to explore how the Medicaid program can best support CHWs performing that 
work; and how CHWs could complement the existing disease intervention specialist (DIS) 
workforce in tackling the current STI epidemic.  

Interviewees suggested a range of roles that CHWs could play in addressing STIs, including 
referrals, linkages to care, patient navigation, individual education, community education, and 
more. CHWs also work in a range of settings, creating the opportunity for integration in multiple 
types of organizations addressing STIs, including health departments, clinics, and nonclinical 
community organizations. Participants noted that several core strengths of CHWs, including their 
ability to bridge gaps between the community and providers, as well as their focus on addressing 
social determinants of health, could be particularly useful in linking underserved populations to 
STI services and in reaching youth and adults with sex education resources. Some CHWs might 
focus exclusively on STIs and sexual health, but other CHWs who address a broader set of health 
and social needs would benefit from STI education and referral resources. 

Participants were in general agreement that Medicaid coverage could provide sustainable support 
for the CHW workforce. However, many cautioned that certain reimbursement approaches could 
inadvertently hinder CHWs’ effectiveness. For example, reimbursement based on strict units of 
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service might not adequately reflect the time CHWs spend in outreach, such as finding and 
connecting with people who have fallen out of care. Performance measures or quotas could 
incentivize volume over meaningful – and effective – interactions. In addition, participants noted 
that most Medicaid reimbursement models would remain out of reach for CHWs situated in 
nonclinical settings. 

Multiple interviewees noted that a growing presence of CHWs in the STI field could 
complement and support the existing DIS, or disease intervention specialist, workforce. DIS 
workers track individual cases of STIs, conducting interviews and partner notification services, 
among other roles. CHWs could wraparound this work by providing ongoing outreach or 
services to individuals, such as follow-up to answer further questions about STI risk and 
prevention. CHWs could also work more broadly to educate the community and STIs and 
existing resources. Several participants also noted the potential value of convening DIS and 
CHWs in a region to discuss their work and potential collaboration, as well as the possibility of 
cross-training.  

 

Considerations 
Based on the interviews as well as a literature review, the authors offer the following steps for 
stakeholders to consider: 

Expanding CHWs’ role in addressing STIs 

STI programs in health departments can: 

• Identify if CHWs are already providing sexual health-related services in the community 
and in what settings.  

• Consider the feasibility of hiring CHWs into state and local health department STI 
prevention programs.  

• Work with substance use disorder agencies in the region to develop joint programs for 
CHWs.  

The CDC can:  

• Work with partners to develop national education materials for CHWs about STIs.  

Health Clinics and Community Based Organizations (CBOs) can: 

• Integrate CHWs into their programs to provide more holistic, culturally-sensitive STI 
services and outreach.  

 

Developing effective Medicaid coverage models for CHWs in the STI field 

STI Programs in Health Departments and their partners can: 
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• Identify and engage in any ongoing state-level discussions of Medicaid 
reimbursement for CHWs.  

• Reach out to any Medicaid Managed Care Organizations (MCOs) in the state about 
CHW reimbursement.  

• Identify funding sources to sustainably support CHWs who serve uninsured or 
underinsured populations.  

STI Programs in Health Departments can work with Medicaid agencies and managed care 
organizations to: 

• Ensure that payment models allow for continued flexibility for CHWs to effectively 
address STIs and other health issues facing the community.  

• Create opportunities for Medicaid to support CHWs in the community.  
• Consider required ratios for CHWs to beneficiaries within MCO plans.  

 

Integrating DIS and CHW Work  

STI programs in health departments can: 

• Create additional opportunities for CHWs and DISs to better understand each other's 
roles.   

• Supplement their DIS workforce with CHWs.  
• Consider opportunities for cross-training.  

 
 

Conclusion 
CHWs could play a key role in addressing the STI epidemic, and current Medicaid policy 
changes to cover CHWs could sustain their work. STI programs, providers, and other 
stakeholders can work with CHWs, Medicaid programs and plans, and the existing DIS 
workforce to integrate CHWs into the STI field.
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INTRODUCTION 
 
The United States is in the midst of an epidemic of sexually transmitted infections. Preliminary 
data for 2021 show that while chlamydia cases have decreased slightly since 2017 (-4.7%), cases 
of gonorrhea have increased by 25%, and syphilis by 68%.1 If undetected, sexually transmitted 
infections can lead to pain, infertility, increased susceptibility to HIV infection, and, for syphilis, 
death. Congenital syphilis, acquired in utero, can lead to stillbirth, low birth weight, infant death, 
and other complications – and rates have increased by 184% since 2017.2 
 
Yet all of these bacterial STIs are entirely detectable and treatable. The challenge for the public 
health and healthcare systems is connecting individuals and communities with STI screening, 
diagnostic, and treatment services, as well as education about STIs and sexual health. For STIs, 
issues related to stigma, privacy, and medical mistrust can compound barriers to care and hamper 
the kind of engagement needed to turn around the current epidemic.  
 
Given these challenges, community health workers could play a crucial part in the response to 
the STI epidemic. Community health workers, or CHWs, are defined by the American Public 
Health Association (APHA) and the National Association of Community Health Workers as 
“frontline public health workers who are trusted members and/or have a close understanding of 
the community served.” 3 CHWs can work in a range of settings – from clinics to health 
departments to community based organizations – and provide a range of services, including 
education, screening, patient navigation, peer support, and more. While some CHWs do already 
work in the sexual health field, overall the workforce remains a largely untapped resource for 
addressing STIs. Likewise, the Medicaid program - which covers nearly 89 million Americans4 
and pays for a disproportionate share of STI related visits5 – is still in the early stages of 
determining how best to support the CHW workforce. 
 
This study was undertaken to identify opportunities to expand and support CHWs’ role in the 
STI field. This report begins with background information on CHWs in the United States, 
including their current role in addressing sexual health and HIV; how some states are including 
CHWs in their Medicaid systems; and distinctions between CHWs and disease intervention 
specialists. It then presents findings based on a set of interviews with state and national experts 
in sexual health, CHWs, and STIs. The findings cover three areas: how CHWs’ distinct skills 
could allow them to contribute in the STI field; how Medicaid can best support CHWs 
performing that work; and how a growing CHW workforce could complement the existing 
disease intervention specialist (DIS) workforce in tackling the current STI epidemic. The report 
concludes with a set of considerations for public health agencies, Medicaid programs, and other 
stakeholders interested in integrating more CHWs into the STI field. 
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METHODOLOGY 
GW conducted 19 semi-structured interviews via teleconference with 25 key informants, 
including national STI and healthcare system experts, national CHW experts, CHW experts and 
practitioners, and DIS experts and program managers (see Appendix for a full list of 
interviewees and affiliations). Interviews were conducted from April to June of 2022. Interview 
guides were developed based on literature reviews and a detailed comparison of the roles of 
CHWs and DIS workers. 

All interview transcripts were reviewed by at least two researchers and key themes were coded 
through an iterative process in which participants’ insights were organized by theme. Additional 
themes were added as identified. Project interviews were deemed exempt from IRB review by 
the George Washington University Institutional Review Board. All quotations included in this 
report are from project interviews, and de-identified per agreement with participants. 

 
BACKGROUND  
The CHW workforce in the U.S.  
The APHA and many other public health organizations use the following definition of a CHW: 
 

A community health worker is a frontline public health worker who is a trusted member 
of and/or has an unusually close understanding of the community served. This trusting 
relationship enables the worker 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 community health worker 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 

 
While the breadth of the term “CHW” makes the exact number working today difficult to 
quantify, the Bureau of Labor Statistics estimates that over 60,000 CHWs were working in the 
United States in 2021, with a mean annual wage of approximately $48,000.7 CHWs are 
employed by outpatient care clinics, hospitals, insurance companies, local governments, and 
individual and family care service providers, and work in every state in the country8: 
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Figure 1 Employment of Community Health Workers, May 20219 

 
  

CHW effectiveness 
Studies have confirmed CHWs’ effectiveness in improving health outcomes among low-income 
and minority populations by connecting them to care.10,11,12,13 Overall, when CHWs are 
integrated into healthcare clinics, patients working with CHWs are more likely to follow 
recommendations, maintain regular care, and self-manage chronic disease better; and health plan 
leaders and providers positively view CHWs in clinical practices.14 CHWs have the most impact 
when delivering certain specific and preventive services to low-income, minority, or otherwise 
underserved populations.15 Hispanic or Spanish-speaking CHWs, often called “promotores,” are 
valuable in connecting the community to health providers, particularly for community members 
who do not speak English, and leveraging resources to address health disparities.16,17 
 
In addition to the individual and community level benefits of CHW programs, return-on-
investment analysis has found that CHWs provide economic benefits and are a cost-effective 
way to connect patients with care. A multi-year study conducted in Arkansas used CHWs to 
identify adults with unmet healthcare needs and connect them with care, resulting in a nearly 
24% average reduction in annual Medicaid spending per participant.18 Additionally, the study 
found a substantial return of nearly three dollars for each dollar invested in the program.19 
Subsequent studies utilizing ROI analysis to assess CHWs services have returned similar 
results.20,21  
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CHWs are also effective when integrated into an Emergency Department to refer and connect 
patients to community resources, provide long-term support, and help patients navigate the 
fragmented healthcare system.22  

CHWs addressing sexual health and HIV 
While there is little peer-reviewed literature focused on CHWs in the STI field, CHWs have a 
clear record of providing support and aid to historically marginalized people living with HIV 
(PLWH). CHWs provide holistic support for PLWH to address social determinants of health 
(SDOH), and can spend more time with patients than clinicians to establish a better 
rapport.23,24,25,26,27CHWs are well-suited for recruiting populations for HIV screenings, fostering 
trust, facilitating care with community members, and locating and reconnecting people who have 
dropped out of care into the healthcare system.28,29,30,31 CHWs are effective in under-resourced 
communities, and are particularly adept at finding or developing affordable, targeted 
interventions that benefit that marginalized community.32  
 

Many CHWs also address HIV outside the clinical setting. CHWs have demonstrated 
effectiveness when working on HIV prevention, encouraging people to know their HIV status, 
educating and ing diverse populations, and linking people who test positive to healthcare.33,34,35 
CHWs are effective at providing sexual health information to the community, in part because 
they likely have the community’s trust and assurance of confidentiality.36 CHWs can deliver 
information on sexual and reproductive health and screenings to communities with low rates of 
health insurance, or “healthcare deserts” lacking adequate healthcare providers.37 One study 
found that CHWs who provide sexual health education, particularly in the Latino community, 
had intergenerational impact: youth educated on HIV prevention in schools were found to relay 
that information at home to parents, grandparents, and extended family.38 
 
CHWs’ effectiveness in addressing HIV is partly because CHWs are typically from the 
community they serve and so possess a deep understanding of both the community and 
members’ beliefs about HIV, and how to work with patients and reduce stigma.39,40,41,42 CHWs 
can conduct home visits to keep PLWH retained or re-engaged in care, and involve and educate 
family members and support systems regarding care.43,44  
 

Medicaid coverage for CHWs 
A lack of stable funding at both the state and federal levels remain a barrier to CHW 
integration.45 Payment options for CHWs include grant funding, nonprofit contributions, 
reimbursement for services, federally qualified health centers (FQHCs), and general revenue, 
which vary by state. These sources generally result in unreliable payment for CHWs.46  

 

Because of the growing recognition of the contribution of CHWs to better health (as well as 
lower costs), state Medicaid programs have increasingly looked to develop reimbursement 
models that include this workforce. The Center for Medicare and Medicaid Services allows 
Medicaid programs to reimburse CHWs (and other non-licensed providers) for providing 
preventive services if the services have been recommended by licensed providers.47,48 
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Currently, 15 states provide direct reimbursement for CHW services through Medicaid, and in 10 
states, Medicaid managed care organizations (MCOs) reimburse for CHW services or hire 
CHWs directly:49,50 

 
Figure 2: State Approaches to Medicaid Reimbursement for CHWs51 

 

 
NASHP’s State Community Health Worker Models, as of December 2021.  

Reimbursement can take various forms. For example: 

• Minnesota enacted a State Plan Amendment in 2008 allowing CHWs to provide health 
education and care coordination services following demonstration of a return on 
investment for funds spent on CHW training and employment.52  

• Idaho has a Primary Care Case Management (PCCM) program that reimburses primary 
care providers for care coordination. The Medicaid program pays a higher PCCM 
monthly rate for providers who include CHWs in their care team. 

• Indiana’s Medicaid fee-for-service program permits billing for self-management 
education and training offered by CHWs.  

• Louisiana reimburses for CHW services through Medicaid MCOs. 
• Michigan requires Medicaid health plans to employ at least one CHW for every 5,000 

members. 
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The reimbursement approach is still under consideration in more states. For example, California 
Governor Newson has proposed a $16.3 million revised budget for CHWs to serve Medi-Cal 
beneficiaries by July 2022.53,54 CHWs, under the supervision of a licensed provider, will be able 
to provide services including diagnosis, prevention, and treatment of health conditions for Medi-
Cal beneficiaries in both FFS and managed care systems.55 
 
In addition to direct reimbursement, a 2021 study found that a number of states have included 
CHWs as a component of innovative Medicaid payment model.56 This analysis found that 27 
states utilized CHWs in State Innovation Models to test novel multipayer delivery system 
reforms, and 11 states used CHWs in Patient-Centered Medical Homes or Health Homes that 
reimburse provider teams to coordinate care and support for people with chronic conditions. For 
example, New York City has successfully integrated CHWs into Medicaid health home 
networks, with CHWs coordinating care for “super-utilizers” who access the health care system 
frequently57; and Texas is utilizing its Section 1115 Delivery System Reform Incentive Payment 
to provide payment for CHW services.58 
 

 

FINDINGS 
The key informant interviews yielded an array of findings on the roles CHWs could play in 
addressing STIs, how Medicaid programs and managed care organizations could best support 
CHWs in that work, and how CHWs could complement the work of the DIS workforce. 

Key Finding 1: CHWs can play an important role in addressing STIs, particularly for 
historically marginalized populations  
Many interviewees stated that CHWs could play multiple key roles in addressing the STI 
epidemic, given their demonstrated strengths and the history of CHWs working in the HIV field. 

CHWs can effectively reach individuals and communities to link them to STI services  

Multiple interviewees stated that CHWs would be effective in providing STI care to historically 
marginalized groups because they are viewed as more trusted members of the community and 
often have shared-lived experiences. They stated that CHWs could perform a range of tasks 
related to STI patient needs, including (but not limited to): 

• Referrals to testing; 
• Referrals to treatment; 
• Aiding in STI prevention; and 
• Helping patients reenter and navigate care. 

In addition, CHWs have a strong referral network to a range of health and social needs, which is 
important for populations at higher risk for contracting an STI.  
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"One of the roles [for CHWs] would be care coordination, and particularly in the HIV 
and STI area. This is where we see community health workers playing a really significant 
role, because they are the ones who really spend the time to, once somebody tests 
positive, to really connect them to the services, the education, the follow up care and 
treatment and treatment support that necessarily other members of the clinical care team 
may not have, so I think care coordination is one role that they could play."  

Other interviewees noted that at-risk populations who experience multiple barriers to the 
healthcare system can particularly benefit from CHW services.  

“Most of the people who are having these high rates [of STIs], you know again are 
probably from more marginalized communities that need other resources. It's not just 
about the health it's about other resources as well, and they can connect them and that's 
what a Community Health Worker does. And then the care and treatment side, once 
they're in care and treatment, keeping them and sustaining them to make sure they follow 
the course of treatment, so if they have to reorder pills making sure that they follow up 
with the appointments that they are getting they're completing the course of treatment.” 

"I would think it's anybody who doesn't regularly access the healthcare system. 
Sometimes that's youth, sometimes that people who live in poverty or are experiencing 
homelessness, people with language barriers. All those pieces are important; how many 
barriers they have to getting their needs met, and that's the important part.” 

“We've had some [CHWs] go as far as, you know, so and so didn't make it to their 
appointment; if it's ok, you know, I'm going to call and might stop by at their house if it's 
safe, etc. It's a different type of wrap around to be physically present in a way that [...] 
case managers and nurses can't, I think. There's an element of support that looks a little 
bit different, especially with peers with lived experience.”  

 
CHWs can work in a range of settings relevant to STIs 

CHWs work across a wide range of settings relevant to addressing STIs. These include: 

• local health departments 
• clinical settings, such as STI clinics or federally-qualified health centers 
• community-based organizations 
• health issuers, such as Medicaid managed care organizations 

As multiple interviewees discussed, the function of CHWs can vary based on their different 
employer types or settings. For example, CHWs in a local health department could collaborate 
with DIS workers (see Finding 3 for more detail). CHWs in a clinical setting can engage with 
clients to help them navigate their medical and other services, and create a bridge of trust 
between the client and other members of the care team. CHWs in non-clinical community-based 
organizations can do community education and outreach, linking people to information and 
referring them to services. 
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Several interviewees noted that CHWs can conduct outreach in many public settings, such as 
grocery stores, college campuses, libraries, clubs, and COVID-19 testing sites, to connect 
patients to care. Maintaining this flexibility is important for CHWs to meet patients where they 
are and provide comprehensive sexual education and information.  

“My job is not a 9-5, especially in HIV because for example, I would see in terms of 
[HIV] spreading it's going to happen in the night time. We're going to the club, we see a 
nice person, we want to go home. [...] You're not going to be in the strip club at 3 in the 
afternoon, you're going to be in the strip club at 3 o clock in the morning so that's where 
I need to be at 3 o clock in the morning.” 

“It's a different type of wrap around to be physically present in a way that [...] case 
managers and nurses can't, I think. There's an element of support that looks a little bit 
different, especially with peers with lived experience.” 
 
“You need to be able to call me at 3 o clock in the morning saying ‘I don't have condoms, 
I don't have any money for condoms but I'm outside.’ I say all right sis, say no more, we 
have a team coming around the corner right now we're about to give you the whole list of 
dental dams, condoms, etc.” 
 

CHWs can help mitigate medical mistrust between patients and health providers 

Several interviewees mentioned that CHWs can be critical in serving communities that have 
been historically mistreated by the medical system. Judgement, stigma, and lack of urgency from 
clinical providers may deter patients from seeking community-based services for STI treatment 
and contributes to loss to follow-up. However, CHWs can serve as patient advocates both within 
clinical settings and outside of them to mitigate these discriminatory experiences, while 
providing sexual education and patient navigation.  

 “Mistrust of healthcare institutions and stigma related to the condition and all of that 
are areas where CHWs are, that's their wheelhouse I mean that is, that is exactly what 
you need it for.” 

“That experience actually prevents a lot of women from using the services in the 
Community, because nobody wants to feel as if their bodies are being policed, especially 
as a woman, because we already feel that way.” 

“CHWs help in navigating the healthcare system and breaking down those concepts 
which patients would not necessarily understand, and acting as an advocate on their 
behalf.” 

“But if you couple that [provider] with a Community Health Worker who's sitting in a 
waiting room, answering questions, talking to people, being the resource before and after 
your conversation with the provider, how great is that.” 
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STI-related stigma can prevent individuals from talking to providers about their sexual health, 
especially in small rural areas or closely knit communities. Several interviewees mentioned that 
CHWs can reduce STI stigma on both an individual and organizational level in either 
community, local health department, and clinical settings so patients receive adequate STI care.  

“Because it's sexually related and there's sex in the word, there's some people way more 
uncomfortable with talking about STIs than COVID. [...] But CHWs are partnering with 
HIV agencies to add HIV screening to the work that they do. I see this as just being one 
more thing they can do to help the community and most of them are really committed to 
making their community stronger [...] and will work with whatever issues they need to. 
You just have to give them the skills and talk with them on different approaches.” 

However, one interviewee did caution that in more rural communities, individuals may know 
their local CHW worker personally, which may deter them from sharing information about their 
sexual health. 
 

CHWs prioritize the social determinants of health  

Many interviewees highlighted that CHWs provide a comprehensive approach to care that 
addresses the needs of the whole person in addition to their medical conditions. By linking 
patients to services that address these health-related social needs (education, food, housing, 
employment, transportation, social services), CHW services can improve health outcomes in 
multiple areas, including sexual health. Interviewees noted how CHWs addressing the social 
determinants of health is foundational in treating patients for STIs. 

“I think the most important thing is making sure that we address the concerns that 
individuals have because we all know that if you don't have basic things…an HIV test is 
the least that you need to worry about... So, it's more of a holistic approach… and we 
have found that once we help them overcome those barriers, then it's much easier to get 
them screened, you know, for us.” 

“The CHWs we train … spend I think most of their time dealing with all the other social 
determinants and knowing where to connect people.” 

CHWs can play a role in youth and adult sex education, addressing STI risk proactively 
Multiple interviewees noted that because of their relationship to the community and the relative 
flexibility of their time and roles, they could engage more meaningfully than other providers in 
offering sex education information and resources. 

“I think if there's a place for Community Health Workers to make a big difference, I think 
sexual health education is a big part of that. It is a significantly under-addressed issue 
that contributes to a lot of our other problems. [...] One of the things that we routinely 
deal with is you know folks that do not really know a whole lot about STIs or STI 
prevention or sexual health in general.” 
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Multiple interviewees mentioned that CHWs can work more effectively with youth than other 
providers. One interviewee stated that in contrast to health department employees, CHWs can 
contact and conduct follow-ups with youth at their homes. On an interpersonal level, CHWs can 
use their life experiences and cultural competence to relate to youth and gain their trust in order 
to provide information about sexual health and connect them to youth-serving agencies.  
 
While a CHW could focus entirely on STIs, a broader approach can also be appropriate 

Interviewees discussed multiple models for CHWs to play a greater role in STIs. CHWs could 
focus entirely on HIV, STIs, or sexual health more broadly. Alternatively, CHWs who focus on 
other health conditions, such as diabetes or asthma, could be trained on STIs and existing 
resources related to STIs, in order to refer people to information when STI questions arise. Some 
CHWs, such as those employed by Medicaid MCOs, may focus entirely on upstream 
determinants of health across all patients; these CHWs too could benefit from STI training. 

“It's not just that I have to get my kid’s asthma taken care of, it’s not that I just have to 
get diagnosed with HIV or I [...] need prenatal care, I think it's the Community Health 
Worker, they kind of need to know a little bit about a lot.” 

 

Key Finding 2: Carefully designed Medicaid coverage can sustainably bolster the 
CHW workforce 
 As described in the Background section, a number of state Medicaid programs currently cover 
CHW services, either through their FFS programs or through mandatory or voluntary efforts by 
managed care organizations. Interviewees described the overall benefits and drawbacks of 
Medicaid reimbursement for CHWs, including those who might work to address STIs, and how 
different coverage models could impact their work. 
 

Reimbursement through Medicaid can result in improved stability for CHWs and improved 
patient care.  

Most interviewees agreed that reimbursement through Medicaid or MCOs could benefit CHWs 
and their clients, particularly compared to other less-stable funding. For example, five 
interviewees indicated that Medicaid reimbursement can provide more long-term stability for 
CHW funding than grants. Job stability for CHWs enables CHWs to become more 
knowledgeable about available community resources, and build stable relationships with 
providers.  

“If we can get the mindset that a CHW is needed in every entity, whether a for-profit or 
nonprofit, because no matter what the employer is, or what type of employer, it deals with 
the community in some form or fashion and keeping that connection. Then, we can 
advocate for the case that CHWs needs to be on the permanent payroll, not that grant.” 
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The specific approach to CHW coverage can have significant intended and unintended impacts 
on their practice 

Interviewees discussed the benefits and drawbacks of different models for Medicaid 
reimbursement of CHWs, for the workforce in general and for CHWs addressing STIs: 

Nearly all interviewees indicated that paying for specific units of service delivered by CHWs on 
a fee-for-service basis could limit CHW flexibility and effectiveness. For example, multiple 
interviewees noted that paying for specific or limited units of time with a CHW could reduce 
their ability to conduct effective outreach and build relationships.  

“Part of what a CHW is doing is building relationships in the community and building 
that trust. It's really hard to measure that and it's hard to do that in 20 minutes, 30 
minutes, or an hour. It may take a half a day of being with somebody to earn the trust 
level that you need to talk about the things you need to talk about with somebody. And it 
may take repeated visits to do that.” 

One interviewee noted that finding one unhoused person and linking them to care for an STI 
could result in a dramatic reduction in community spread. Not reimbursing for time spent 
searching for a person could prevent CHWs from looking for and aiding people who are harder 
to reach, such as unhoused and migrant patients, even though they, and their  community, may 
benefit significantly from CHW services. 

Another interviewee stated that CHWs do a significant amount of community engagement that is 
not traditionally reimbursable within the healthcare sector. This includes community events, such 
as playing pick-up basketball games. This work, which is important in building trust and 
relationships with the community, would not be reimbursable in a typical fee-for-service or 
delivery-based model of care.  

One interviewee specifically noted the drawbacks of Minnesota’s fee-for-service model for 
CHWs:  

“It was a big to-do to get that [model], and it’s very, very limited. It’s education for 
certain things, and certain amount and the time is limited, and the payment is very 
limited, and there's a whole lot of boxes and the CHWs who are working in that system 
were very frustrated.” 

Six interviewees cautioned that regardless of how an employer is reimbursed for CHW services, 
CHWs themselves should receive salaries that are not directly linked to billing, so that they 
retain flexibility in responding to patients’ needs.  

“The fundamental value of CHWs is self-determination, so anything, and certainly 
Medicaid payment policies around CHW activity, can have a profound impact on their 
practice.” 

Any quality measures linked to Medicaid reimbursement should be carefully designed to avoid 
problematic incentives. Interviewees noted that tying payment to quality metrics could have 
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adverse impacts. For example, one interviewee stated that linking CHW reimbursement to a 
deliverable, such as increasing PrEP adherence by a certain percentage in a population, could 
lead the CHW to focus mainly on this deliverable, and remove some of the flexibility of 
addressing all of the patient’s needs. Another interviewee noted that, when designing a payment 
model, there must be strong guidelines to discourage plans from assigning high numbers of 
clients to the CHW solely to increase reimbursement.    

Required ratios for MCOs could improve CHW funding and flexibility. Interviewees noted that 
states could require or incentivize Medicaid MCOs to employ a certain ratio of CHWs to 
beneficiaries, similar to Michigan’s current model. This would provide long-term employment 
opportunities for CHWs while allowing CHWs the flexibility to best support enrollees.  

“[Funding CHWs through required ratios in MCOs] seems promising in that payment 
for the CHW, their salary, isn't tied to a specific action, like a specific patient encounter. 
So they can be funded and still go out into the community and kind of do that bigger-
picture patient advocacy stuff. Like, if they go to somebody's home and they see oh, they 
have all these other unmet social needs, they can still be funded to address those, or, like, 
maybe do some housing navigation or kind of have a little bit more flexibility in what they 
do.”  

Some interviewees noted that Medicaid MCOs already employ care coordinators. Typically, 
these care coordinators are not CHWs, though they could either be hired to do both the role of 
CHW and care coordinator, or care coordinators could be trained to do the work of CHWs. This 
could allow CHWs to receive a salary and have more flexibility in how they support their 
patients.  

A range of novel payment models in Medicaid could permit the inclusion of CHWs. 
Interviewees noted the variety of alternative payment model structures (e.g., value-based 
payment and Accountable Care Organizations) where provider networks or groups receive per-
member per-month money that is more flexible, which could allow the inclusion of CHWs to 
address STIs and other health issues: 

“We don't have good ways right now of billing for CHW services, so if you have a 
financing model where the funds, like a value-based payment model or some kind of 
managed care model where the entity receives a per Member per month rate or 
something like that, then the funds have a lot more flexibility attached to them and can 
fund CHW-type roles.” 

One interviewee noted that states or MCOs could structure a proactive incentive for providers, 
offering clinical teams an additional payment either tied to a quality measure or structured 
around social complexity to increase the likelihood of using CHWs to help address social needs. 
The interviewee noted that the success of such an approach would depend on collaboration with 
CHWs and thoughtful design to ensure that the CHWs would retain flexibility and 
effectiveness.   
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Medicaid support could be difficult to access for CHWs working in non-clinical settings 
Multiple interviewees noted that the benefits of Medicaid coverage would likely be most 
accessible for CHWs who work in clinical settings, because their employers are likely already 
billing Medicaid for other providers and services. In contrast, community-based organizations 
(CBOs) and some health departments could face significant challenges in creating billing 
structures to initiate billing Medicaid for CHW services.  

“I hope that when we look at [payment] models, that we don't just focus on medical 
practices, medical settings for supporting CHW work because there's a lot of value in 
having people in the community who aren't connected to a medical practice.”  

One benefit of having CHWs in community-based settings is that many people either do not trust 
traditional healthcare settings or do not have health insurance to access clinical care. This may be 
particularly salient in non-Medicaid expansion states, where many low-income adults fall in the 
“Medicaid gap” and lack health insurance altogether: 

“I hope we will look at not just paying for people in healthcare settings to do the 
community health workers. I hope we will [pay CHWs that are] community based and 
community placed and are not part of the healthcare system because we are one of the 
states that have not expanded Medicaid - we have a lot of people who don't have any 
insurance, who don't have a medical home, [...] who when they need medical care they 
tend to go to the emergency room. We have a lot of people in the community who need 
someone to help them navigate the system, to help them understand we have free and 
reduced-priced clinics, that we've got people who will see them on the sliding scale or get 
hooked up in other ways of assistance when they're not insured.” 

One interviewee expressed concern that Medicaid reimbursement for CHWs could disincentivize 
outreach to uninsured individuals, frustrating CHWs who want to serve the whole community.  

Some interviewees offered potential models for connecting CHWs in nonclinical settings to 
Medicaid reimbursement. One interviewee suggested having clinics collaborate with CBOs, with 
a clinic-employed CHW situated in the CBO setting. This could potentially allow the clinic to 
bill Medicaid for the CHW’s services.  

Another interviewee noted that CHWs could create groups and work as independent contractors 
or consultants for education and outreach, with a central mechanism for billing Medicaid. One 
interviewee cited the Minnesota-based organization CHW Solutions as an example. In addition 
to CHW services and training, CHW Solutions offers standing orders from a medical director 
and CHW billing services for entities to access Medicaid reimbursement.59  
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Key Finding 3: The CHW and DIS workforces bring complementary strengths to 
the STI Field 

DIS and CHWs have largely distinct roles and can be perceived differently by the community 

Interviewees emphasized a number of differences between the roles of CHWs and DISs, echoing 
distinctions that the research team identified (see Table #1). 
 
Table 1: Public Health Professions: CHWs and Disease Intervention Specialists 
 Community Health Workers (CHWs) Disease Intervention Specialists 

(DIS) 

Education 
Requirements 

Most CHW’s have a high school diploma 
or associate degree1 

Most DIS’s have a bachelors or 
master’s degree in public health or 
epidemiology2 

Training 
Some states have voluntary or required 
CHW certification programs that are either 
state or privately operated60,3 

Passport to Partner Services; 
subsequent trainings requirements 
vary by region61 

Compensation $42,000 to $70,79062 $59,06963 

Site of Service 
Department of health (DOH), hospitals, 
and health clinics, often in rural areas and 
underserved minority communities; some 
community-based organizations 

Primarily department of health (DOH) 

Defining 
features 

• Often members of community served 
• Multilingual 
• Culturally sensitive  
• Minority-focused 

• Targeted disease outreach 
• Counseling  
• STI/STD focused 
• Conduct case investigations 

Key 
tasks/SOW  

• Information dissemination 
• STI Services  
• Health literacy advocate  
• Referrals 
• Recruitment  
• STI/STD Services 
• Health education 
• Case management  
• Chronic disease service delivery  
 

• Patient notification 
• Expedited Partner Therapy 
• STI testing 
• Contact tracing  
• Referrals 
• Partner notification services  
• Infectious disease outbreak 
• STI/STD Services 
• Communicable disease service 

delivery 

Effectiveness 
• Connecting underserved populations to 

care64,65,66,67 
• Cultural competency 
• Mitigating language barriers68,69,70 
• Improving health literacy71,72 
• Working with youth and adolescents73,74  
• Long-term interventions 

• Infectious disease outbreak75  
• Short-term interventions  
• Coordinating care for those with 

chronic diseases76,77 
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Three interviewees noted that DISs have more specialized and high-level training than CHWs. 
On the other hand, interviewees described the CHW role as involving a more upstream, holistic, 
and consistent approach to addressing barriers to care by providing patients with education, 
resources, and linkage to care. 
 

“I would not see [CHWs] as being the folks who do the work around contact tracing or 
contact investigation like the Disease Intervention Specialists do, I see [CHWs] as being 
the ones who say well this is why you need to tell them all your sexual contacts and why 
you need to get tested before having your baby. That’s the CHW role, more than tracking 
people down and telling them they've been exposed.”  

 
Numerous interviewees noted exceptions to this division of labor. While most experts saw 
CHWs as being more involved in linkage to care, some interviewees noted that DIS can also be 
involved in linkage to care, care coordination, arranging transportation, referrals to address social 
determinants of health, domestic violence support, harm reduction, and school-based health 
education. Likewise, while most experts saw CHWs as being more involved in population-based 
prevention, one expert suggested that CHWs can also be involved in the hands-on prevention 
work that is typically associated with DIS. 
 

“People have a mental picture of CHWs involved primarily in population-based primary 
prevention, which they can be, but they can also be involved, very much hands-on, in 
tertiary prevention and helping people prevent the progression of the disease.”  

 
While most interviewees said that CHWs are highly connected to the communities they serve, 
interviewees had differing opinions about whether the same could be said about DIS. Two 
interviewees discussed structural barriers to increasing diversity in the DIS workforce in health 
departments, including strict requirements about residency, minimum education, years of 
experience, and/or lack of felony convictions. These requirements can make it difficult for health 
departments to hire people with lived experiences of poverty, discrimination, or other factors that 
make them relatable to the patient population they are serving.  
 

“It becomes very, very difficult to locate individuals once they are identified as being [a 
DIS]. When they come around the community or the neighborhood or and they've already 
been identified, [patients] want to avoid that person versus ‘Hey you're my helper, I can 
trust in you.’”  

 
There are efforts to increase diversity in the DIS workforce, but interviewees stated that these 
steps can be limited by policies and laws that prevent organizations from hiring based on 
protected status.  
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Cross-training between DIS and CHWs could strengthen both workforces 

Multiple interviewees pointed to a need for bidirectional education so that CHWs and DIS can 
better understand the strengths of each other's roles and work together. CHWs could learn more 
about DIS’s role to understand how their work reinforces the DIS approach: 
 

“CHWs do focus and learn so much depending on the program or the agency that they 
are working on, whether it's again the funding that they're tied to...[but] they might need 
additional training to really learn more about where the DIS’s role meshes a little bit 
more with their current role.” 

 
Similarly, DIS staff could receive CHW training to enhance their effectiveness; one interviewee 
cited a local health department that required all DIS staff to undergo the state’s CHW training 
curriculum. Another interviewee noted that this approach could be useful, though it is still 
important for DIS staff to reflect the community served: 
 

“I think there are certain skills that you can learn from the Community Health Worker 
model that can be incorporated into the interactions that we [DIS] have with clients. I 
think something that I've run into, and my staff have run into, is the moment that someone 
comes into the room with someone that they're not comfortable with– you know just 
looking them up and down, they shut down and maybe we bring in different DIS and that 
conversation does a complete 180. So yes, we can teach the tools, but it's not always 
going to be 100% effective.”  
 

People with CHW skills who reflect the community served could perform DIS services in a 
clinical or community-based setting 

Two interviewees shared that having DIS integrated into a clinic setting could help with 
immediate identification of a positive case, interview, and follow-up. For example, in Erie 
County, New York, a DIS worker is situated in the public STI clinic, and is able to connect 
immediately with clients as needed.  
 
In another model, the City of Chicago situates DIS-like partner services in a community-based 
clinic. These staff are not called CHWs, but reflect the community served and apply a CHW 
approach to relationship building. 
 

Case Study: Community-Based Partner Services 

As part of the comprehensive response to the syphilis outbreak in 2002, the Chicago Department 
of Public Health (DPH) funded and established a community-based DIS Program at Howard 
Brown Health (HBH), a multi-site, federally qualified health center with comprehensive health 
and social services focused on the LGTBQ+ community. Under a longstanding agreement with 
DPH, Howard Brown's Partner Services program conducts patient interviews and partner 
notification, two tasks typically performed by health department DIS, for clients seen in their 
clinics who are diagnosed with HIV or syphilis. Howard Brown's Partner Services Specialists 
undergo DIS training that is identical to that for health department DIS staff and receive ongoing 

https://urldefense.com/v3/__https:/howardbrown.org/about/mission/__;!!B24N9PvjPQId!aYK-jwCoxZP_JM8sYDh9VNkZ24mxZqFWn-au9C-0pL8iwqQJO6Hna6AJZlipv08oI3YFSIOLp9Y1Z-rpugdVelkWLzU$
https://urldefense.com/v3/__https:/howardbrown.org/about/mission/__;!!B24N9PvjPQId!aYK-jwCoxZP_JM8sYDh9VNkZ24mxZqFWn-au9C-0pL8iwqQJO6Hna6AJZlipv08oI3YFSIOLp9Y1Z-rpugdVelkWLzU$
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technical assistance from DPH to ensure compliance with partner service expectations and 
outcomes. Unlike DPH DISs, Howard Brown does not have direct access to surveillance data, 
but their staff can reach out to DPH to request necessary information (such as earlier syphilis 
testing results for staging purposes). 

While Howard Brown’s Partner Services staff are not officially titled “Community Health 
Workers,” they arguably merge the DIS role with many of the key strengths of CHWs. Similarly 
to the DPH DIS, HBH Partner Services Specialists perform a range of tasks to help patients 
navigate their diagnoses, such as linkage to care and providing pre-and post-test counseling. 
Importantly, the staff also reflect their client population and undergo training related to LGBT 
sensitivity, structural racism, and immigration, promoting community trust. DPH Director of 
Disease Investigations Michael Castro reports that based on previously published data, the 
partner services intervention delivered by Howard Brown staff has been better received by their 
clients; and that DIS outcomes from Howard Brown, including the percent of clients diagnosed 
with HIV or syphilis who were interviewed and the partner index (number of named partners per 
interviewed patient), have been slightly better than those achieved by traditional DIS. 

 
The current shortage of DIS workers could be mitigated in part through task-shifting to CHWs 

Many interviewees discussed the current shortage of DIS workers. Low pay has caused many 
DIS workers to leave the workforce in search of better paying jobs and prevents new hires from 
applying in the first place. Interviewees noted that DISs do not often stay in their positions long, 
with many moving onto other positions with more job mobility and promotion opportunity. 
Interviewees also noted that because of the COVID-19 pandemic, many DIS workers were 
transitioned from the STI field to COVID-specific roles like contact tracing, which resulted in 
high levels of burnout.  
 
As interviewees noted, there has been an influx of funding to STI programs for the next five 
years, which should provide increased capacity or opportunity to hire DIS workers and shift 
COVID-19 contact tracers back to STIs. However, multiple interviewees also suggested that 
CHW engagement could help decrease DIS workforce issues, and that it would be reasonable to 
train CHWs for some of the tasks more commonly performed by DIS. One interviewee stated 
that utilizing CHWs to fill some DIS roles could free up DIS’s time for things CHWs can’t 
typically do, such as partner notification. CHWs could also take on tasks typically performed by 
nurses, such as HIV testing.  
 
 

CONSIDERATIONS FOR THE STI FIELD 
Based on the above findings, the authors offer the following considerations for public health 
officials, CHWs, state Medicaid agencies, community-based organizations, and other 
stakeholders interested in strengthening the role of CHWs in the STI field. 

https://urldefense.com/v3/__https:/howardbrown.org/partner-services-specialist-3/__;!!B24N9PvjPQId!aYK-jwCoxZP_JM8sYDh9VNkZ24mxZqFWn-au9C-0pL8iwqQJO6Hna6AJZlipv08oI3YFSIOLp9Y1Z-rpugdV4Ifoh5c$
https://urldefense.com/v3/__https:/howardbrown.org/partner-services-specialist-3/__;!!B24N9PvjPQId!aYK-jwCoxZP_JM8sYDh9VNkZ24mxZqFWn-au9C-0pL8iwqQJO6Hna6AJZlipv08oI3YFSIOLp9Y1Z-rpugdV4Ifoh5c$
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Expanding CHWs’ role in addressing STIs 
As reflected in the literature and interviews, CHWs could play an integral role in addressing the 
current STI epidemic.  

STI programs in health departments can: 

• Identify if CHWs are already providing sexual health-related services in the 
community and in what settings. Assessing the existing CHW landscape locally, and 
whether any CHWs are doing some or all of their work in the sexual health field, is an 
important first step in order to build on existing efforts and/or identify current gaps. 
Many states have a CHW association or network, whose leaders and members could help 
STI programs understand and connect with the existing CHW workforce.78  
 

• Consider the feasibility of hiring CHWs into state and local health department STI 
prevention programs. CHWs could play a range of roles in STI prevention programs, 
including community outreach and referral to services; community or school based sex 
education; or creating trust between the department and the community. 
 

• Work with substance use disorder agencies in the region to develop joint programs 
for CHWs. Given the high comorbidity of substance use disorder and STIs, health 
department divisions focused on STI can reach out to colleagues in the SUD field to 
develop specialized training or other programs for CHWs on upstream risk factors for 
both challenges. 

The CDC can:  

• Work with partners to develop national CHW education materials on STIs. Federal 
stakeholders in STI prevention, such as the CDC, may consider partnering with the 
National Association of Community Health Workers (NACHW) to develop a module on 
the Community Health Workers role in STI prevention. Many states’ CHW certification 
programs include requirements for initial training and for continuing education (CE), and 
materials on STIs could be included in these state programs and made available to the 
larger CHW community. 

Health Clinics and Community Based Organizations (CBOs) can: 

• Integrate CHWs into their programs to provide more holistic, culturally-sensitive 
STIs services and outreach. As discussed throughout the report, CHWs could play a 
variety of roles in both clinical and nonclinical settings. In clinical programs with a high 
volume of STI patients, CHWs could be focused entirely on STIs, offering navigation, 
peer support, or referral to social service needs, as well as outreach to patients who fall 
out of care. Nonclinical organizations can hire CHWs to provide community-level 
outreach, sex education, and referral to services. 



19 
 

 
Developing effective Medicaid coverage models for CHWs in the STI field 
As discussed above, many states are already integrating CHWs into their Medicaid systems in 
various ways, and these approaches continue to evolve.  

STI Programs in Health Departments and STI service providers can: 

• Identify and engage in any ongoing state-level discussions of Medicaid 
reimbursement for CHWs. Engagement is important to ensure that payment approaches 
support the unique strengths of STIs, most importantly by retaining their flexibility to 
meet the needs of individuals and communities. In addition, having a “seat at the table” 
for this planning will give STI stakeholders insight into the best way to leverage 
Medicaid funding for CHWs working entirely or partly on STI services. 

 
• Reach out to Medicaid MCOs in the state about CHW reimbursement. Medicaid 

MCOs typically have significant flexibility to fund CHWs through creative models. Even 
if a state Medicaid agency has not formally added CHW services to the state plan, a 
Medicaid MCO could potentially fund services that help serve their patient populations.  
 

• Help identify funding sources to sustainably support CHWs who serve uninsured or 
underinsured populations. A focus on Medicaid reimbursement is important but 
insufficient to supporting all who need CHW services, particularly in non-Medicaid-
expansion states where significant numbers of low-income adults remain uninsured.  

STI Programs in Health Departments can work with Medicaid agencies and managed care 
organizations to: 

• Ensure that payment models allow for continued flexibility for CHWs to effectively 
address STIs and other health issues facing the community. Key considerations 
include: 

o Not tying payment to rigid process or outcome measures that could unduly 
constrain CHW flexibility in spending time with patients, connecting with the 
community, and looking for hard-to-reach patients who have or could have STIs.  

o Carefully creating mechanisms to prevent adverse outcomes and disparities in 
equity for who receives care.  

 
• Create opportunities for Medicaid to support CHWs in the community. CHWs can 

play a role in the clinical setting, but work in the community allows them to meet a 
broader range of people and serve a broader set of needs. STI control programs – and 
interested partners in health departments – could work with Medicaid agencies or MCOs 
to develop ways to support CHW work in a community settings. This could include 
cooperative agreements, or other approaches to support CHW salaries in community-
based organizations. This could also include reimbursing for services by CHWs who are 
employed by a clinic or health system, but have the flexibility to offer services in a 
partnering community-based organization.  
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• Consider required ratios for CHWs to beneficiaries within MCO plans. This 
approach, already in place in some states, gives CHWs a large panel of MCO members to 
serve. While the work would not be focused on STIs, health departments can ensure that 
these CHWs have key information on STIs and sexual health, as well as appropriate 
referral resources. 

 

Integrating DIS and CHW Work  
There are multiple opportunities to integrate the existing DIS workforce with CHWs to bolster 
the overall response to STIs. 

STI programs in health departments can: 
 

• Create additional opportunities for CHWs and DISs to better understand each 
other's roles.  For example, a health department could host a convening where DIS staff 
can meet any CHWs working in the sexual health field in the community, or who might 
be interested in expanding their knowledge of STIs and sexual health. An initial meeting 
would create mutual knowledge of each other’s roles and allow those already in the field 
to help identify opportunities for collaboration.  
 

• Supplement their DIS workforce with CHWs. As noted above, STI control programs 
could consider directly hiring CHWs to play a range of roles. CHWs could specifically 
supplement the work of DIS staff through task shifting components of the DIS role, or by 
extending DIS’s reach. For example, CHWs could provide ongoing support and/or sex 
education to clients after their initial DIS encounter. STI staff in HDs could also convene 
teams of DISs and CHWs to jointly identify opportunities for collaboration 
 

• Consider opportunities for cross-training. DIS teams could participate in CHW 
training modules to advance their skills in community knowledge and engagement. 
Conversely, CHWs could undergo DIS training, either to support a shift to a formal DIS 
role, or to play a DIS-like role in a community setting (see, e.g., the Chicago model 
discussed above). DISs and CHWs working in the same community could also meet 
regularly to share lessons and insights on sexual health, unmet needs, and effective 
approaches.  
 
 

CONCLUSION 
Numerous challenges, from funding shortages to competing public health priorities to barriers to 
patient trust and care, are allowing the STI epidemic to continue and worsen. CHWs have the 
skills and demonstrated effectiveness that can help connect individuals and communities to STI 
education, prevention, testing, and treatment. By tapping into existing Medicaid coverage efforts 
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and coordinating thoughtfully with the existing DIS workforce, STI programs can work to 
integrate CHWs into STI response efforts. 

 

 

 

Note: This report was supported by the Centers for Disease Control and Prevention of the U.S. 
Department of Health and Human Services (HHS) as part of financial assistance award totaling 
$117,351 with 100 percent funded by CDC/HHS. The contents are those of the author(s) and do 
not necessarily represent the official views of, nor an endorsement by CDC/HHS, or the U.S. 
Government.
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Appendix: Project Interview Participants 
 
National STI and/or healthcare system experts 

Brianna Aldridge, MPH, Health Equity and Social Justice Program Analyst, National 
Association of County and City Health Officials (NACCHO) 

Stephanie Arnold Pang, Senior Director of Policy and Government Relations, National 
Coalition of STD Directors (NCSD)  

Anna Bartels, MS, Director of Clinical to Community Connections, Association of State and 
Territorial Health Officials (ASTHO) 

Elinor Higgins, MPH, Policy Associate, National Academy for State Health Policy (NASHP) 

Rebekah Horowitz, JD, MPH, Senior Program Analyst, HIV, STI and Viral Hepatitis, National 
Association of County and City Health Officials (NACCHO) 

Jenny Mahn, Director of Clinical and Sexual Health, National Coalition of STD Directors 
(NCSD) 

Chris Taylor, Director of Emerging Infectious Disease, Association of State and Territorial 
Health Officials (ASTHO) 

Bianca Ward, Associate Director of Healthcare Access, National Alliance of State & Territorial 
AIDS Directors (NASTAD) 

CHWs and CHW experts 

Allyson Baughman, MPH, PhD, Project Director, The Center for Innovation in Social Work 
and Health (CISWH) at Boston University 

Janine Guerrier, Community Health Worker, Morehouse School of Medicine 

Kathy Hodges, MSW, Community Development Specialist, North Carolina Department of 
Health and Human Services Office of Rural Health (NC DHHS) 
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