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INTRODUCTION 

Leadership can be defined as a process of social influence that maximizes the efforts of 

others toward achieving their aims (Bishop, 2009; Kruse, 2013). Leadership is often ascribed to 

those elected or appointed to positions of political or professional power or authority. 

Community leaders, however, emerge as agents of change committed to the improving the lives 

of others (Evans, 2012; Mack, Uken, & Powers, 2006). Community health workers (CHWs) are 

commonly characterized as natural community leaders (O'Brien, Squires, Bixby, & Larson, 

2009).  While the range of CHW job titles (i.e. community health advocate, lay health worker, 

peer navigator, community health representative) incorporate an array of organizational settings 

and responsibilities, a common and driving motivation, as characterized by CHWs themselves, is 

the role of teaching others how to gain influence over factors impacting their lives and to give 

them the tools to achieve their goals  (Arizmendi & Ortiz, 2004; Catalani, Findley, Matos, & 

Rodriguez, 2009; Ingram et al., 2015).  

Community health workers are trusted members of their community who engage in activities 

to promote health (educating, informal counseling, navigating, capacity-building, and 

advocating), and often providing a bridge between community members and the service delivery 

system (Balcazar et al., 2011; Ingram et al., 2012; Wiggins & Borbon, 1998).  While natural 

leadership may draw individuals to the CHW profession, daily work responsibilities tend to 

hinder CHWs’ capacity to address broader social issues because they are constantly 

overwhelmed with the individual needs of their clients (Standing & Chowdhury, 2008).  There 

are several examples in the U.S. and internationally that demonstrate that, when given the 

opportunity, CHWs act as change agents to address the social determinants of health in their 

communities (Farquhar, Michael, & Wiggins, 2005; Ingram, Sabo, Rothers, Wennerstrom, & de 
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Zapien, 2008; Ingram et al., 2014; Jara, Ritterman Weintraub, Clifton-Hawkins, & Martinez, 

2014; Nandi & Schneider, 2014; Zanchetta et al., 2014).  Thus, CHWs have both an interest and 

need for specific leadership training (Catalani et al., 2009; Werner, 1981).  Leadership training 

can build on CHWs’ instinctive desire to address health disparities on both the systems and 

community level (Farquhar et al., 2008). Existing CHW training curricula may include a focus 

on leadership, however these efforts tend to be intervention and locale-specific (Farquhar et al., 

2008; Schachter et al., 2014; N. Wiggins et al., 2013).  In this paper, we describe the results of 

the Women’s Health Leadership Institute (WHLI), a national three-year initiative to increase the 

capacity of CHWs as change agents in their communities.  

Women’s Health Leadership Institute 

The WHLI curriculum grew out of an effort, conceptualized and supported by the 

Department of Health and Human Services (HHS) Office on Women’s Health, to train and 

support CHWs across the country in non-traditional leadership development to enhance their 

capacity to influence change in their communities and address women’s health disparities. 

Typically, traditional leadership training programs focus on helping participants find their 

leadership style to reach personal and/or professional career goals.  The WHLI focused on 

enhancing participants’ leadership skills to enable them to address disparities within the 

community environment, engage communities in resolving their own problems and increase 

communities’ capacity for health and wellness.  The purpose of WHLI was to train CHWs to use 

a public health systems approach to reduce health disparities and chronic diseases in their 

communities.   

The WHLI curriculum addressed five competency areas adapted from the Turning Point 

Leadership Collaborative (Larson, 2001) that were integrated throughout three day training.  
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Through mastery of specific skills related to the five competency areas, the WHLI prepared 

participants to work for positive, systemic change in their communities. 

1. Systemic thinking: To recognize the interrelatedness and complexity of a society 

where change is desired to take place. 

2. Challenging the process and mastering change: To use reflection, critical analysis and 

creative thinking skills to contribute to change. 

3. Shared vision and collective action: To involve and organize groups to build a shared 

vision through collective action. 

4. Strengthening collective capacity for action: To engage in an analytical planning 

process to undertake advocacy tasks that generate action. 

5. Building leadership: To implement strategies that identify, build and strengthen 

personal commitment to social change. 

The WHLI’s interactive and experiential teaching approach was inspired by the educational 

methodology developed and practiced by Paolo Freire (Freire, 2003; Wiggins et al., 2013).  One 

premise of the Freire model is that education is a participatory process in which the student is an 

active participant. This model encourages listening, reflection, questioning and interaction in 

order to apply personal and collective experience to problem solving and social change. The 

Institute harnessed the leadership experience of seasoned CHWs across the U.S. by training them 

as WHLI Master Trainers, who then trained CHWs using the WHLI curriculum. The Institute 

intentionally drew on the collective knowledge of participants by engaging them in discussions 

about their experiences in culturally-diverse communities. CHWs built upon their experiences, 

personal qualities and abilities to further develop their own leadership skills. This internal 

process of change occurred not only during the initial training, but also as each CHW put her 
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skills into practice within her own organization, through collaboration with other agencies and 

institutions, and in her direct work with the community.   

To develop skills in systemic thinking, for example, participants selected an issue of concern 

in their community, such as domestic violence. They developed a problem tree for that issue that 

encouraged them to identify the “root” causes of the problem, or the social, economic, cultural 

and political factors associated with that issue.  Working collaboratively to formulate a response 

to the issue, they were thus encouraged to address the social determinants of health issues.  In 

another activity to build skills in developing shared vision and collective action, CHW were 

assigned a color that represented specific personality type.  The CHWs formed groups that 

included diverse colors and were given scenarios instructing them to work on a plan to develop a 

community project. Through this role play, the participants sought to accommodate different 

perspectives and communication styles in order to meet their objective.   

In 2011, the Institute initiated the nation-wide training effort by engaging a stakeholder group 

representing CHW leaders, researchers, and advocates.  The stakeholder group was instrumental 

in ensuring ongoing feedback from CHWs in refining the curriculum, recruiting CHW Master 

Trainers, advising the training process, and reflecting on evaluation outcomes. Under the 

guidance of this group, the Institute developed a process through which experienced CHWs 

could apply to be WHLI Master Trainers. On the application CHWs described ways in which 

they had exercised leadership in the past, as well as their previous efforts to build leadership 

skills in others. The Institute required that the application be submitted in collaboration with the 

CHW supervisor, if applicable, in order to ensure that the participants would be supported in 

fulfilling their role as Master Trainer, which required a commitment to co-conduct at least two 

WHLI trainings in their region. The Institute circulated the Master Trainer application through 
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the stakeholder group, as well as through CHW state associations and networks.  Institute staff 

trained 20 CHWs, all women, representing diverse racial, ethnic and geographic areas as well as 

the ten Department of Health and Human Services Public Health Regions. Sixteen Master 

Trainers completed all of the training requirements and subsequently trained 388 CHWs across 

the country, including American Indian/Alaska Native Community Health Representatives, who 

are financed under the Indian Health Service and work in tribal communities. Master Trainers 

advertised upcoming trainings through their networks, and interested CHWs applied directly to 

the WHLI.  Selection of CHWs for this next round of training was based upon previous 

experience and their reflections on how they might use leadership skills in their community.  

Table 1 here 

METHODS 

Evaluation of the WHLI utilized mixed methodologies that unfolded over the 3-year period.  

Corresponding to the developing interests of the Institute, evaluation focused first on measuring 

CHW mastery of WHLI competencies, second on qualitatively documenting ways CHWs 

applied competencies in the community, and finally on determining the extent to which the 

training contributed to leadership activities that focused on concrete change on the community 

level.   

CHW mastery of curriculum competencies was measured using pre/post questionnaires 

administered to participants immediately prior to and following the workshop. The 

questionnaires employed a 5-point Likert scale that asked CHWs to rate their ability to put 18 

skills into practice, each of which related to at least one of the five WHLI competencies (Table 

2).  In the first year of the WHLI, the intent of the pre/post questionnaire was to provide process 

evaluation for the development of the curriculum and thus as the curriculum was refined, the 
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questionnaires were modified to the extent that they could no longer be compared to the initial 

questions.  Due to these changes, only 254 of the 388 participated in a matched pre/post 

questionnaire.  We performed Wilcoxon Signed-Rank test with α = 0.05 to determine the 

difference in means between pre-post ordinal measurements for each WHLI competency for the 

aggregated five regions.    

Follow-up interviews with CHW participants in two consecutive waves qualitatively 

documented the application of WHLI competencies and skills in their agencies and 

communities. The two waves corresponded to completion of the second and third years of 

WHLI training, and were scheduled to capture outcomes between six and nine months 

following WHLI graduation. The WHLI coordinator provided the evaluators with a list of 

WHLI graduates who were still working as CHWs. We randomly selected a sample that 

reflected the ten public health regions. The WHLI coordinator sent an initial email informing 

them of the interview, and we subsequently contacted them no more than three times by phone 

or email to schedule an interview. The duration of the interview varied between 20 and 40 

minutes.  In the two waves of interviews, a total of 108 CHWs had completed the curriculum 

within the past 6-9 months and were still working as CHWs and thus eligible to participate.  The 

evaluation team contacted a random sample of 92 CHWs (40 in the first wave and 52 in the 

second wave) by email to request a telephone interview. Transcriptions of the interviews were 

coded for specific skills, competencies and activities that emphasized leadership skills and 

activities that were the focus of the WHLI training.  

Finally, the National CHW Advocacy Survey (NCHWAS), an anonymous online survey 

designed to investigate the professional status and activities of CHWs in the United States 

(Ingram et al., 2012; Sabo et al., 2015), provided a measure of the extent to which the CHW 
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utilized leadership skills that resulted in concrete changes designed to benefit community 

members. The NCHWAS was distributed through email lists of CHW state, regional and 

national associations and programs and networks. To measure the impact of WHLI, the 

NCHWAS included a question to determine if respondents had ever participated in the WHLI 

training.  Multivariate logistic regression demonstrated the influence of WHLI training on 

community engagement, community-wide advocacy, and improving community condition 

outcomes relative to those CHWS who did not participate in that training. Covariates used to 

control in these models included years as a CHW, education, income and ethnicity.  Finally, the 

survey asked for specific CHW activities and community changes qualitatively through the 

question “Tell us about a time you advocated for a change in your community” in order to 

capture how WHLI participants contributed to improvements in community conditions.  The 

process was reviewed and approved by the university internal review board.  

RESULTS 

Mastery of WHLI competencies 

On the pre-questionnaire, the CHWs reported high levels of confidence in their ability to 

apply WHLI skills across competencies, with the average range of scores falling between 3.5 and 

4.1 on the scale (Table 2). All of the questions showed statistically significant improvement at 

post-test with the greatest positive change related to: developing an action plan, implementing an 

action plan; mapping the power structure that influences the community decision-making 

process; identifying the social determinants of health; and developing personal strategies to 

achieve effective and sustained leadership. 

Table 2 Here 

Application of WHLI competencies 
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The overall response rate to the interview was 54%, for a total of 50 interviews. Information 

gathered through the interviews was extensive; for the purpose of this article we focus on the 

how CHWS reported applying the competencies and activities defined in Table 1 to specific 

leadership activities in their communities. In general, the participants described themselves as 

feeling empowered, motivated and confident in their capacity to address community issues, both 

internally in their respective organizations, and externally in their communities. The CHWs 

provided many examples of exercising leadership skills in their workplace with their colleagues 

and supervisors.  For many participants, WHLI transformed their definition of leadership so that 

it became something they could practice.  Prior to the training, for example, a leader was the 

person in charge, while after the training they felt that their opinion was also important.  

I am not by definition or classification in my job a leader.  I have several layers of 

management above me, but in a group I am willing to speak up with my opinion, whereas 

before I would be silent and let people discuss around me. 

Participants also felt that they were more effective at speaking their opinion. 

I’m not a good speaker at first, and I feel discomfort going in front of people … I can tell you 

that I’ve improved a lot…Before my voice was very soft; now people can hear me loud at the 

back of a room. 

Re-defining leadership also influenced how WHLI participants interacted with their community, 

with leadership being defined as “helping people find their own voice” and “being able to guide 

others to work on their own.” 

 Well, before taking the training, I would define leadership as the one always in charge, 

giving everyone else direction, who is more of a dictator.  After taking the training, I would 

define a leader as someone who is part of the community they are serving and who is also 
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open to learning from the community they are serving, instead of being the one who is 

always wanting to teach the community. 

Also related to the personal practice of leadership, CHWs described an increased capacity to 

listen, and as a result developing a better understanding of the needs of their clients.  They also 

found that they were more able to listen to colleagues, expressed by one participant as: “I am 

also more willing to listen to the opinions of others and have them help me, as a group, make 

things better.” 

Participants were able to describe the application of specific skills in creating partnerships,  

saying that they were “more open to collaboration” and “more community-minded”  after WHLI, 

and describing active ways that they reached out to other people and organizations in their 

community that were addressing the same issues. 

Before it seemed that it was kind of hard to convince people to partner with you, but now 

with the critical thinking and being creative with how you approach a partnership, it has 

made it possible to partner with different agencies. Now I pretty much figure out what the 

goal of the organization is, what I can bring to the table and what they offer, and then figure 

out a way to marry the two and then I present it to them. 

The participants also described using their WHLI skills to initiate an effort to address a 

community need. One participant began organizing workshops for refugee women in their homes 

and encouraged them to speak frankly about their health to one another.  Another moved beyond 

organizing a health fair to holding a weekly group to provide ongoing support. The skills they 

applied in these efforts were described by one participant in this way: “The program has taught 

me how to plan a project. Planning and implementation has really added value.” 

Impact on CHW role as change agents 
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Among the 1,767 CHWs who responded to the NCHWAS, 145 indicated that they had 

participated in WHLI training (Table 3).  The majority of respondents were female (91%).  Of 

the participants, 43% were Hispanic and 33% were African American. All had worked as CHWs, 

with 91% having at least 2 years of experience working as a CHW. Compared to the 1,622 

NCHWAS respondents who did not indicate they had attended a WHLI training, WHLI 

participants were significantly more likely to report that they had engaged in leadership activities 

related to community change.  We found that CHWs who had WHLI training were 1.7 times 

more likely to advocate for a change by interacting with local government (AOR=1.665, 

p=0.000) followed by civic agency (AOR=1.474, p=0.000), and federal government 

(AOR=1.332, p=0.000).  

Table 3 Here 

CHWs who had WHLI training were also more likely to engage community members in 

social change by helping them to attend public meetings (AOR=2.141, p=0.000) and helping 

them to organize events (AOR=1.681, p=0.009). WHLI graduates were more likely to believe 

that their work led to increased participation in elections (AOR=1.850, p=0.003), more 

community members attending public meetings (AOR=1.766, p=0.008), community leaders 

taking action on issues (AOR=1.816, p=0.007), and a concrete policy change (AOR=1.471, 

p=0.047). 

An open-ended question asking WHLI participants to describe a concrete change in their 

community resulting from their leadership activities yielded a variety of responses that broadly 

encompassed efforts to increase the quantity and quality of community resources to more 

specific efforts to improve the built environment and access to healthy food. A small number of 

respondents addressed policy changes in specific health areas. (Table 4) 
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Table 4 here 

DISCUSSION 

Recent calls to action from CHW leaders and champions set high expectations for the CHW 

workforce (Balcazar et al., 2011).  Evidence of the effectiveness of CHW interventions has 

stimulated rapid expansion of CHW programs designed to improve individual health promotion 

and disease management behavior and health outcomes (Martinez, Ro, Villa, Powell, & 

Knickman, 2011), while CHWs are still seen as vital to helping communities address the 

underlying conditions and social determinants of health (Ingram et al., 2013) . A cornerstone of 

the CHW workforce is to ensure that diverse communities have access to care, and they are 

increasingly charged to improve the quality of the health services being delivered (Rosenthal et 

al., 2010).  Clearly, there are varying emphases on these CHW roles in diverse organizational 

settings. Leadership skills, however, such as the ability to engage others in creating a vision, 

develop plans, and constructively address decision makers, are relevant and significant across all 

these roles and responsibilities.  

The comprehensive evaluation of WHLI presented here has broad implications for the CHW 

profession and practice.  Pre/post evidence that WHLI participants gained confidence in their 

ability to utilize WHLI competency-related skills indicates the effectiveness of the curriculum’s 

content and methodology.  The ability of CHWs to subsequently apply WHLI skills and 

competencies in addressing community issues as identified in the interviews offers a glimpse 

into the potential impact of providing experienced and committed CHWs with the opportunity to 

pursue professional growth through leadership training. Upon gaining proficiency in the WHLI 

leadership competencies, CHWs evolved from defining leadership as a position of authority to 

identifying themselves as leaders, and recognizing their own voice, expertise and experience in 
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addressing health issues.  Participants reported that they were better able to listen to and engage 

community members and that they had the skills to develop a plan to meet their desired goal. The 

opportunity to compare leadership activities of WHLI participants to a national sample provided 

further evidence that the application of some of these skills, particularly addressing decision 

makers to make a change and helping others to take action on an issue, lead to concrete changes 

in the community. While the WHLI focused on women’s health, the national survey also 

documented the fact that participants had extended their learning to other arenas. Participants 

described addressing availability of community resources, environmental improvements, and 

tobacco-free housing, all of which address underlying issues related to community health.   

These findings contribute to a body of research that emphasizes the value of building upon 

the intrinsic desire of CHWs to address underlying social inequities. In addition to advocating for 

the individual needs of clients, WHLI participants engaged in social change efforts along the 

socio-ecological continuum to increase community resources, improve the physical environment, 

and address structural barriers through policy change. Further, the NCHWAS documented the 

impact of CHW leadership on community member civic and political engagement that could 

potentially contribute to sustainable changes in the social determinants of health (Ingram et al., 

2014). The inclusive and systemic approach utilized by the WHLI provides a roadmap for future 

efforts to provide wide-spread training of the CHW workforce. In particular, guidance from a 

CHW peer network and engagement of CHW master trainers ensures that training is responsive 

to both community and cultural contexts of the participants, as well as the broader agenda of the 

state and national CHW professional networks (Sabo et al., 2015).   

WHLI findings thus emphasize the importance of CHW leadership and the role of training in 

facilitating that role.  In order for CHWs to meet this potential, however, it is vital that they be 
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supported by the organizations and systems within which they operate (Reinschmidt et al., 2015). 

Community-based organizations that have a history of engaging with community will more 

likely encourage CHWs to take on a leadership role (Sabo et al., 2013).  Health care 

organizations, which are increasingly integrating CHWs into the clinical settings to meet the 

complex needs of their patients (Rosenthal et al., 2010), may be more challenged in providing 

the training and the work environment that will allow CHW-leadership to flourish.  Clearly, the 

importance of CHWs in continuing to define their professional role within the health care 

delivery system and to developing a standardized framework for training that is inclusive of 

leadership competencies will be vital.  

The limitations of the WHLI evaluation lie in the implicit challenges of an evolving program 

that responded to the feedback and needs of participants over a three-year time period.  This 

resulted in changes to the pre/post questionnaire as well as some modifications to the process of 

providing technical assistance to WHLI graduates in implementing their community projects.  

Additionally, it was difficult to follow CHW participants over time, making it challenging to 

reach CHWs selected for the follow up qualitative interview. It should also be noted that the 

selection of CHWs who had received WHLI training as identified in the NCHWAS was not 

random, nor was there an attention-control condition or alternative training model compared.  

Despite these limitations, the diversity of evaluation components, methodologies, and the 

statistical control of confounders, collectively strengthen the inferences about the impact of the 

training program. 

The WHLI is a leadership development model tested with a diverse group of CHWs in terms 

of race, ethnicity, geographic location and topical focus. The evaluation demonstrated that 

leadership training positively increased the ability of experienced CHWs to act as change agents 
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in their communities. Although the WHLI was developed to specifically decrease disparities in 

women’s health, it could be applied to a variety of target groups and health issues.
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 Table 1 

Regions and States Represented by Women’ Health Leadership Institute 

Participants 

N=254 

DHHS PHS 

Region 

States in the Region Number of 

Participants 

I Connecticut, Maine, Massachusetts, New 

Hampshire, Rhode Island, Vermont 

13 

II New Jersey, New York, Puerto Rico, Virgin 

Islands 

33 

III Delaware, District of Columbia, Maryland, 

Pennsylvania, Virginia, W. Virginia 

17 

IV Alabama, Florida, Georgia, Kentucky, 

Mississippi, N.  Carolina, S. Carolina, Tennessee 

19 

V Illinois, Indiana, Michigan, Minnesota, Ohio, 

Wisconsin 

20 

VI Arkansas, Louisiana, New Mexico, Oklahoma, 

Texas 

31 

VII Iowa, Kansas, Missouri, Nebraska 18 

VIII Colorado, Montana, N. Dakota, S. Dakota, Utah, 

Wyoming 

18 

IX California, Arizona, Nevada Hawaii and Pacific  37 

X Alaska, Idaho, Oregon, Washington 20 

 American Indian/Alaska Native 10 

 Pacific Islands 18 

Total  254 
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Table 2 

Women’s Health Leadership Institute Pre/Post Competencies and Skills 

N=254 

WHLI 

Competencies 
WHLI Skills N Pre Post Change 

Systemic thinking 
 

Identify social determinants of health and 

health disparities. 

212 4.1 5 0.9*** 

Map the power structures that influence 

the decision-making process in a 

community. 

238 3.5 4.4 0.9*** 

Challenging the 

process and 

mastering change 

Map the decision-making process of an 

organization or institution.  

211 3.5 4.4 0.9*** 

Inform and influence formal and 

informal power structures.  

239 3.7 4.4 0.7*** 

Deal with conflict as an opportunity for 

change.  

203 3.9 4.4 0.5*** 

Shared vision and 

collective action 
Formulate a vision and a mission.  232 3.8 4.5 0.7*** 

Involve and organize groups. 212 4.1 4.5 0.4*** 

Evaluate a community’s capacity and 

readiness to implement changes.  

212 3.7 4.3 0.6*** 

Strengthening 

collective capacity 

for action 

Build group consensus and facilitating 

dialogue and open communication.  

231 3.9 4.5 0.6*** 

Identify agents of change that have 

power in a community. 

239 3.9 4.5        

0.6** 

Formulate the appropriate strategies for 

change.  

239 3.7 4.4 0.7*** 

Develop an action plan or advocacy plan.  232 2.5 4.6 2.1*** 

Develop objectives for an action or 

advocacy plan. 

230 3.7 4.6 0.9*** 

Building 

leadership 
 

Develop personal strategies to achieve 

effective and sustained leadership. 

229 3.9 4.9 1*** 

Draw upon cultural strengths to develop 

leadership. 

229 4 4.5 0.5*** 

Collaborate with agents of change that 

have power in a community. 

230 4.1 4.5 0.4*** 

Implement an action plan or advocacy 

plan. 

231 3.8 4.8 1*** 

Develop a marketing or dissemination 

plan that includes a broad audience. 

201 3.5 4.3 0.8*** 

¶ Wilcoxon Signed Rank Test, ** p <0.01 *** p <0.001
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Adjusted Odds Ratio, *p <0.05; **p <0.01;  *** p <0.001 

 

Table 3 

Impact of Women’s Health Leadership Institute on CHW Role as Change Agents 

 National Community Health Worker Advocacy Survey 

N=145 

Predictor Variable  B p-

value 

95% CI AOR
¶
 

Advocated for a change (talked to, called, or wrote a letter/email to…) 

Civic Agency*** 0.388 0.000 1.208-1.799 1.474 

Local Government*** 0.510 0.000 1.321-2.100 1.665 

Federal Government*** 0.286 0.000 1.143-1.551 1.332 

Engaging community members  

Helped someone attend a public meeting*** 0.761 0.000 1.407-3.208 2.141 

Organized an event** 0.519 0.009 1.140-2.478 1.681 

Made a plan to improve a community 0.271 0.187 0.877-1.961 1.311 

Identified people or organization that influence change 0.330 0.303 0.755-2.564 1.391 

Community impact (my work has led to…) 

More community members voicing ideas or concerns 

about community issues 

-0.080 0.739 0.576-1.478 0.923 

Increased participation in elections** 0.615 0.003 1.237-2.766 1.850 

More community members attending public 

meetings** 

0.569 0.008 1.158-2.693 1.766 

Community leaders taking action on an issue** 0.597 0.007 1.181-2.794 1.816 

A concrete policy change*  0.386 0.047 1.006-2.150 1.471 
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Table 4 

Community Change Addressed by WHLI Participants  

Community Resources 

 Public transportation 

 Avoiding library closure 

 More youth activities 

 Spanish language services 

 More services 

 Improved quality of services 

 CHWs in community settings 

 Agency coordination 

 Extended agency hours 

 Expanded services 

Built Environment Food Environment 

 Lighting in the park 

 Open/improve local parks 

 Sidewalks on the route to local schools  

 Increase green space 

 Neighborhood safety 

 Improved pedestrian infrastructure 

 School lunches  

 Community Gardens 

 Access to fresh produce 

 Healthy food at functions 

 

Tobacco Community Safety 

 Smoke free zones 

 Smoke-free housing for low-income 

residents 

 Removing abandoned cars 

 Police monitoring of drug activity 

Reproductive Health Environmental Health 

 Family planning money 

 Doula Care Act 

 Policy guidelines in STD treatment 

 Remove toxic industry from  

neighborhoods 

 

 



RUNNING HEAD: NATIONAL TRAINING FOR CHWS AS CHANGE AGENTS 

19 
 

REFERENCES 

Arizmendi, L. G., & Ortiz, L. (2004). Neighborhood and community organizing in colonias. 

Journal of Community Practice, 12(1), 23-35.  

Balcazar, H., Rosenthal, E. L., Brownstein, J. N., Rush, C. H., Matos, S., & Hernandez, L. 

(2011). Community health workers can be a public health force for change in the United 

States: three actions for a new paradigm. American Journal of Public Health, 101(12), 

199-203.  

Bishop, V. (2009). Leadership for nursing and allied health professions (V. Bishop Ed.). 

Berkshire, England: McGraw-Hill International. 

Catalani, C., Findley, S., Matos, S., & Rodriguez, R. (2009). Community Health Worker Insights 

on their Training and Certification. Progress in Community Health Partnerships: 

Research, Education,and Action, 3(3), 227-235.  

Evans, S. D. (2012). Community Leadership. Global Journal of Community Psychology & 

Practice, 3(3), 1-6.  

Farquhar, S. A., Michael, Y. L., & Wiggins, N. (2005). Building on Leadership and Social 

Capital to Create Changein 2 Urban Communities. American Journal of Public Health, 

95(596-601).  

Farquhar, S. A., Wiggins, N., Michael, Y. L., Luhr, G., Jordan, J., & Lopez, A. (2008). "Sitting 

in different chairs:" roles of the community health workers in the Poder es Salud/Power 

for Health Project. Education & Health, 21(2), 39.   

Freire, P. (2003). Pedagogy of the oppressed. New York, NY: Continuum. 

Ingram, M., Reinschmidt, K. M., Schachter, K. A., Davidson, C. L., Sabo, S. J., De Zapien, J. G., 

& Carvajal, S. C. (2012). Establishing a professional profile of community health 



RUNNING HEAD: NATIONAL TRAINING FOR CHWS AS CHANGE AGENTS 

20 
 

workers: results from a national study of roles, activities and training. Journal of 

Community Health, 37(2), 529-537.  

Ingram, M., Sabo, S., Rothers, J., Wennerstrom, A., & de Zapien, J. G. (2008). Community 

Health Workers and community advocacy: addressing health disparities. Journal of 

Community Health, 33(6), 417-424. doi:10.1007/s10900-008-9111-y 

Ingram, M., Sabo, S. J., Gomez, S., Piper, R., de Zapien, J. G., Reinschmidt, K. M., . . . Carvajal, 

S. C. (2015). Taking a community-based participatory research approach in the 

development of methods to measure a community health worker community advocacy 

intervention. Progress in Community Health Partnerships, 9(1), 49-56.  

Ingram, M., Schachter, K. A., Sabo, S. J., Reinschmidt, K. M., Gomez, S., De Zapien, J. G., & 

Carvajal, S. C. (2014). A community health worker intervention to address the social 

determinants of health through policy change. Journal for Primary Prevention, 35(2),  

Jara, E. A., Ritterman Weintraub, M., Clifton-Hawkins, N., & Martinez, N. (2014). Effects of a 

promotor training on local school wellness advocacy capacity. Health Promotio Practice, 

15(1), 63-71.  

Kruse, K. (2013). What is leadership anyway? Forbes.   

Larson, C. Sweeney, C; Christian, A; Olson, L. (2001). Collaborative Leadership and Health: A 

Review of the Literature. Turning Point National Program Office, Seattle, WA. 

Mack, M., Uken, J., & Powers, R. (2006). People improving the community's health: 

Community health workers as agents of change. 17, 16-25.  

Martinez, J., Ro, M., Villa, N. W., Powell, W., & Knickman, J. R. (2011). Transforming the 

delivery of care in the post-health reform era: what role will community health workers 

play? American Journal of Public Health, 101(12), e1-5.  



RUNNING HEAD: NATIONAL TRAINING FOR CHWS AS CHANGE AGENTS 

21 
 

Nandi, S., & Schneider, H. (2014). Addressing the social determinants of health: a case study 

from the Mitanin (community health worker) programme in India. Health Policy 

Planning, 29 Suppl 2, ii71-81.  

O'Brien, M. J., Squires, A. P., Bixby, R. A., & Larson, S. C. (2009). Role development of 

community health workers: an examination of selection and training processes in the 

intervention literature. Journal of Preventive Medicine, 37, S262–269.  

Reinschmidt, K. M., Ingram, M., Schachter, K., Sabo, S., Verdugo, L., & Carvajal, S. (2015). 

The Impact of Integrating Community Advocacy Into Community Health Worker Roles 

on Health-Focused Organizations and Community Health Workers in Southern Arizona. 

Journal of Ambulatory Care Management, 38(3), 244-253.  

Rosenthal, E. L., Brownstein, J. N., Rush, C. H., Hirsch, G. R., Willaert, A. M., & Scott, J. 

(2010). Community Health Workers: Part Of The Solution. Health Affairs. 29(7), 1338-

1342.  

Sabo, S., Ashley, W., Phillips, D., Haywoord, C., Redondo, F., Bell, M., & Ingram, M. (2015). 

Community Health Worker Professional Advocacy: Voices of Action from the 

2014 National Community Health Worker Advocacy Survey. Journal of Ambulatory 

Care Management. 38(3),235-245. 

Sabo, S., Ingram, M., Reinschmidt, K., Schachter, K., Zapien, J. G., & Carvajal, S. (2013). 

Predictors and a Framework for Fostering Community Advocacy as a Community Health 

Worker (CHW) Core Function to Eliminate Health Disparities. American Journal of 

Public Health, 103(7), e67-e73.  

Schachter, K., Ingram, M., Jacobs, L., Hafter, H., Guernsey de Zapien, J., & Carvajal, S. (2014). 

Developing an action learning community advocacy/leadership training program for 



RUNNING HEAD: NATIONAL TRAINING FOR CHWS AS CHANGE AGENTS 

22 
 

community health workers and their agencies to reduce health disparities in Arizona 

border communities. Journal of Health Disparities Research and Practice, 7(2), article 3.  

Standing, H., & Chowdhury, A. M. R. (2008). Producing effective knowledge agents in a 

pluralistic environment: What future for community health workers? Social Science & 

Medicine, 66, 2096e-2107  

Werner, D. (1981). The village health worker: lackey or liberator? World Health Forum 1981; 

2(1):. World Health Forum, 2(1), 46–68.  

Wiggins, N. & Borbon, I. A. (1998). Core roles and competencies of community health workers. 

(Rosenthal, N. Wiggins, N. Brownstein, & S. Johnson, Eds.) Final report of the National 

Community Health Advisor Study, Baltimore, MD: Annie E. Casey Foundation, 15-49.  

Wiggins, N., Kaan, S., Rios-Campos, T., Gaonkar, R., Morgan, E., Rees, & Robinson, J. (2013). 

Preparing Community Health Workers for Their Role as Agents of Social Change: 

Experience of the Community Capacitation Center. Journal of Community Practice, 21, 

186-202.  

Zanchetta, M. S., Salami, B., Bailey, A., Guruge, S., Ohama, A., Renaud, L., . . . Boery, R. N. S. 

O. (2014). Enhancing Critical Reflection of Brazilian Community Health Agents’ 

Awareness of Social Determinants of Health. SAGE Open, 4(4).  

 

 


