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The Case for Community Health Workers as an Effective 
Model in Reducing Health Disparities 
Presented by the Connecticut Multicultural Health Partnership 
Consumer Initiative Committee 
 
Community Health Worker 

 
Community health workers are lay members of communities who work either for 
pay or as volunteers in association with the local health care system in both 
urban and rural environments and usually share ethnicity, language, 
socioeconomic status and life experiences with the community members they 
serve.  
 
The Multicultural Health Partnership Recommendation: Health care 
organizations serving underserved communities should consider incorporating 
community health workers into their care teams; both as a means of increasing 
access, improving outcomes and providing a unique multicultural skills training 
opportunity for healthcare providers and staff.  
 
CHW…have been identified by many titles such as community health advisors, 
lay health advocates, “promotores(as),”1 outreach educators, community health 
representatives, peer health promoters, and peer health educators. CHWs offer 
interpretation and translation services, provide culturally appropriate health 
education and information, assist people in receiving the care they need, give 
informal counseling and guidance on health behaviors, advocate for individual 
and community health needs, and provide some direct services such as first aid 
and blood pressure screening. 

Racial and ethnic minority groups are at greater risk for poor health yet 
experience numerous obstacles in accessing health care. Community health 
workers (CHWs) are indigenous, trusted, and respected members of the 
underserved community. They can serve as a bridge between peers and health 
professionals. Use of CHWs has fluctuated since the federal government first 
endorsed their use for expanded health access to the underserved in the 1960s. 
National demands to eliminate health disparities and recent socioeconomic 
pressures have focused attention on use of CHWs to improve community health. 
Still, underutilization exists due to, in part, a lack of understanding of the CHW 
concept and a dearth of evaluation literature on CHWs. This article describes the 
CHW concept, provides a summary of CHW evaluation literature, and suggests 
quality care indicators to strengthen evaluation. The review of evaluation 
research relating to CHWs provides a preliminary state of the science for nurses 
to begin building an evidence-based practice. Quality of care indicators pertinent 
to CHW are summarized from the existing evaluation literature. The three best 
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practice domains (therapeutic alliance, risk reduction and health care utilization) 
are proposed along with suggestions for using quality indicators to improve 
evaluation. A reduction in health disparities can occur with enhanced CHW 
utilization.1 
 
Community Health Workers should be part of a healthcare team to identify 
barriers to assist the community with accessing 
healthcare and other services, as well as bring 
community/cultural information to healthcare 
providers and clinic administrators. The 
contributions of community health workers 
(CHWs) in the delivery of culturally relevant 
programs for hypertension control have been 
studied since the 1970s. The effectiveness of 
community health workers in helping African-
Americans decrease and control their blood 
pressure has been demonstrated.2 

Another study investigated the effectiveness 
indigenous community health worker program 
which also demonstrated decreases in blood 
pressure in an urban African-American 
population.3 In this study, a four-year 
randomized clinical trial was conducted in an 
area that showed an excess prevalence of high 
blood pressure. Two different levels of 
interventions were compared regarding the 
effectiveness of high blood pressure control. 
One level of intervention included the outreach 
and supervision of a nurse and the other level included the outreach and 
monitoring of a community health worker the control of high blood pressure. The 
community health workers were trained and certified in blood pressure 
management, monitoring, education and counseling, social support mobilization, 
and community outreach and follow up. The primary results were a significant 
decrease in mean systolic and diastolic pressures after both levels of 
intervention, and a significant increase in the percentage of individuals with 
controlled high blood pressure. Surprisingly, no differences in results were 
observed between the two levels of intervention intensity. This study supports the 
utilization of the community health worker model as a cost-effective intervention 

                                                
1 PMID: 12823786 [PubMed - indexed for MEDLINE Fam Community Health. 2006 Apr-
Jun;29(2):89-102. 
2 Levine DM, Bone LR, Hill MN, Stallings R, Gelber AC, Barker A, Harris EC, Zeger SL, Felix-
Aaron KL, Clark JM 
3 Sandtown-Winchester High Blood Pressure Control Program, The Johns Hopkins Schools of 
Medicine, Public Health and Nursing, Baltimore, Maryland 21205, USA. 

Key functional areas for 
CHW activity included 
creating more effective 
linkages between 
communities and the health 
care system, providing health 
education and information, 
assisting and advocating for 
underserved individuals to 
receive appropriate services, 
providing informal 
counseling, directly 
addressing basic health 
needs, and building 
individual and community 
capacity in addressing health 
issues. 
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for the control of high blood pressure in a disproportionately effected urban 
population. 

Research also supports the community health worker model as an effective 
intervention regarding the prevention and control of heart disease and stroke.45 A 
considerable body of research indicates that community health workers are 
effective in improving chronic disease care and health outcomes. Much of the 
research regarding community health workers has been on hypertension 
because of its high prevalence and because it is a major risk factor for 
cardiovascular, cerebrovascular, and renas. Integrating community health 
workers as part of the healthcare team has a beneficial effect on the quality of 
care and contributes to the significant improvements in the community members' 
access to care, continuity of care and adherence to treatment for the control of 
hypertension. Community health workers assume multiple roles, including patient 
and community education, counseling and support, monitoring patient health 
status, linking people with health and human services.   

This systematic review examines the effectiveness of CHWs in supporting the 
care of people with hypertension. 6 Computerized searches were conducted of 
multiple bibliographic electronic databases from their inception until May 2006. 
No restrictions were applied for language or study design, and studies were 
restricted to those that reported at least one outcome among participants. 
Fourteen studies were identified, including eight randomized controlled trials 
(RCTs). Many of the studies focused on poor, urban African Americans. 
Significant improvements in controlling blood pressure were reported in seven of 
the eight RCTs. Several studies reported significant improvements in participants' 
self-management behaviors, including keeping appointment and adherence to 
antihypertensive medications. Four studies reported positive changes in 
healthcare utilization and in systems outcomes. Two of the RCTs showed 
significant improvements in other patient outcomes, such as changes in heart 
mass and risk of CVD. Programs involving CHWs as multidisciplinary team 
members hold promise, particularly for diverse racial/ethnic populations that are 
under-served.7 

John Hopkins provides a systematic examination of randomized controlled trial 
(RCT) evidence regarding the usefulness of CHWs in the U.S. health care 

                                                
 
5Cardiovascular Health Branch, National Center for Chronic Disease Prevention and Health 
Promotion, Atlanta, Georgia 30341-3717, USA. jnb1@cdc.gov 
6 Division for the Prevention of Heart Disease and Stroke, National Center for Chronic Disease 
Prevention and Health Promotion, Centers for Disease Control and Prevention, Atlanta, Georgia 
30341-3717, USA. jnb1@cdc.gov 
7 Progress in Community Health Partnerships: Research, Education, and Action 
Volume 1, Issue 4, Winter 2007 E-ISSN: 1557-055X Print ISSN: 1557-0541 DOI: 
10.1353/cpr.2007.0035 Gibbons, M. Christopher. Tyus, Nadra C. 
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system. They searched electronic databases from January 1, 1990, to June 7, 
2007, to identify RCTs using CHWs.8 Two researchers systematically reviewed 
all eligible articles. Data were extracted from each eligible study and 
independently reviewed by both investigators. 

Twelve studies were eligible for inclusion in this review. Of those 12 studies, 10 
demonstrated CHW efficacy in enhancing oucomes. Three of these studies 
addressed breast cancer screening behaviors and three evaluated Pap Smear 
testing. The review found one study each in the areas of patient enrollment in 
research, early intervention services, child development, blood pressure 
reduction and control, and nutritional eating habits. 

Although significant heterogeneity among studies precluded pooling of data and 
meta-analyses, the weight of the available RCT evidence suggests positive 
benefits may be attributable to the use of CHWs interventional strategy in the 
context of the U.S. health care setting. Community health workers have an 
important role in eliminating health disparities in heart disease and stroke. 
Adequate translation of research into clinical practice remains a major challenge. 
However, addressing this issue has national implications toward sustainable 
funding; appropriate reimbursement to support enhanced efforts that integrate 
community health workers as part of the healthcare team. This will lead to 
effective utilization of their skills; improved community health worker training, 
supervision and career development; as well as policy changes and cost-benefit 
evaluations.9 
 
Recommendations to CMHP Members  

1. Provide CHWs with essential training and professional development on-
the-job. 

2. Ensure those who supervise CHWs have a true understanding of the 
nature of the job, the responsibilities involved, and the stressors that are 
frequently encountered (i.e. eligibility requirements, fee-for-service, 
transportation, etc). 

3. Track CHW effectiveness to support sustainable funding levels. 
4. Create career pathways and development opportunities for CHW to grow 

within an organization. 
5. Write a letter of commendation for a CHW who I particularly skilled     
6. Support standardized credentialing or certification of CHWs. 

 
 

                                                
8 Systematic Review of U.S.-Based Randomized Controlled Trials Using Community Health 
Workers Progress in Community Health Partnerships: Research, Education, and Action - Volume 
1, Issue 4, Winter 2007, pp. 371-381 
9 PMID: 16389138 [PubMed - indexed for MEDLINE] Am J Prev Med. 2007 May;32(5):435-47 
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Traditional, Complementary, Alternative Medicine and 
Healing 
 
Alternative medicine is defined as the treatment of illness using remedies such 
as homeopathy or naturopathy that are not considered part of mainstream 
medicine (Webster Medical Dictionary).  It is also defined as the healing arts not 
taught in traditional Western medical schools that promote options to 
conventional medicine that is taught in these schools. An example of an 
alternative therapy is using a special diet to treat cancer instead of undergoing 
surgery, radiation, or chemotherapy that has been recommended by a Western 
physician.  
 
Complementary medicine is different from alternative medicine. Complementary 
medicine is used together with conventional medicine; alternative medicine is 
used in place of conventional medicine. The use of complementary and 
alternative medicine, including acupuncture, chiropractic, biofeedback, herbal 
medicine, folk medicine, and others have increased in the US. There is also 
indication that the use of the terms complementary and alternative medicine is 
becoming acceptable by the general medical community. 
 

The use of Complementary and Alternative Medicine (CAM) in the United States 
has greatly increased during the past decade. The percentage of adults who 
reported using at least one CAM therapy during the previous year increased from 
34% in 1990 to 42% in 1997. More recent estimates based on the 2002 National 
Health Interview Survey (NHIS) show that 62% of U.S. adults used CAM 
therapies during the previous year.3 Using survey data from the 2002 National 
Health Interview Survey (NHIS), adults who did not get or delayed needed 

medical care because of cost in the prior twelve months were more likely than all 
other adults to use CAM. Recent increases in CAM use could be the result of not 
only the desire for individual empowerment and patient dissatisfaction with 
conventional medicine, but also of increases in the relative cost of conventional 
health care. Finally, it could also be due to the congruence between CAM and 
personal beliefs, values and the spirituality patients.  
 
The most common CAM modalities include prayer for one’s own health, natural 
products, deep-breathing exercises, meditation, chiropractic care, yoga, 
massage, and diet-based therapies. Interestingly, the number of visits to 

practitioners of alternative therapies is now higher than the number of visits to all 
U.S. primary care physicians.  

Several hypotheses have been proposed to explain why CAM use has become 
so prevalent.  Patient dissatisfaction with conventional treatment may have led to 
increased CAM use because of the perceived ineffectiveness of modern 
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medicine and a lack of trust in the health care system.  It could also be a result of 
the need for individual empowerment and personal control over health care use. 
The increasing use of CAM has taken place at the same time that conventional 
health care has generally been thought to have improved in effectiveness, while 
simultaneously becoming much more expensive. From 1988 to 2001, yearly 
increases in job-based health insurance premiums were higher than increases in 
both earnings and overall inflation, except during the 1995–1997.  Moreover, the 
percentage of uninsured workers grew from 20 percent in 1988 to 23 percent in 
1999. If the per capita cost of health care continues to increase faster than 
personal income, recent estimates put the percentage of uninsured workers as 
high as 30 percent in 2009.  

Cost concerns are particularly relevant for low-income uninsured adults with 
chronic health conditions that require ongoing health care treatment. The World 
Health Organization (WHO) recently released guidelines to promote the proper 
use of CAM and reduce its potential risks. Adverse CAM effects could be a 
source of concern among people in this population because they also would be 
more likely to delay or postpone health care because of cost or to use CAM 
without supervision. 10 

Integration of Traditional Healers/Practices 
Literature Review Abstracts 

The Inter-Relationship of Folk, Traditional and 
Western Medicine within an Asian Community  
 

Bhopal, Rajinder S. 
Social Science & Medicine. Vol 22(1), 1986, 99-105.  

Bhopal conducted a community-based interview study of 65 Asians living in 
Scotland (aged 19-70 yrs) and a questionnaire study of 40 health professionals 
to examine the role of traditional medicine in the context of health care within the 
Asian community. Results indicate that Asians are very knowledge of herbal 
remedies, respect Asian healers, and treatment of illness through herbal 
remedies is culturally supported. Asian peoples frequently use culinary 
ingredients to treat common diseases such as abdominal discomfort, earache, 
and toothache, while the use of metal-based medications is rare.  

Among health professionals, awareness of Asian cultural medicine was low 
though 50% of the health professionals reported that such remedies should be 
encouraged unless shown to be harmful.  
                                                
1Department of Health Policy and Administration, College of Pharmacy, Washington State 
University, Spokane, WA and 2Department of Social and Administrative Sciences, College of 
Pharmacy, University of Michigan, Ann Arbor, MI, USA  
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Effective Management Strategies when 
Incorporating Curanderismo into a Mainstream 
Mental Health System  

Del Castillo, Ramon R. 
Dissertation Abstracts International: Section B: the Sciences & Engineering. Vol 
60(4-B), Oct 1999, 1524 
 
This study is exploratory in nature, utilizing the topical life history approach with 
curanderas/os (indigenous healers) through the practice of curanderismo 
(spiritual folk medicine) generally used in Indian and Mexican-American 
communities  being utilized in publically administrated  and publicly funded 
mental health system. This dissertation asks the question what management 
strategies are effective when incorporating into a publicly funded mental health 
system. 
 
The findings demonstrate that the incorporation of curanderismo into a 
mainstream mental health system can be successfully accomplished. Building a 
solid infrastructure to support alternative mental health programming, the 
demonstration of effective leadership, a strong minority voice, the introduction of 
intermediaries who play key roles in the process of institutionalization and 
cultural competency training for all level of staff, contributed to the successful 
implementation integrating spiritual folk medicine into westernized mental health 
treatment. 
 

Use of Alternative Health Care by Family Practice 
Patients 

Elder NC. Gillcrist A. Minz R.  
Comment in: Arch Fam Med 1997 Mar-Apr;6(2):155-6 
Archives of Family Medicine. 6(2):181-4, 1997 Mar-Apr. 

A survey of patients representing four family practices in their use of alternative 
medicine was performed in a large community in the western region of United 
States. Volunteers from the survey respondents attended a focus group to 
discuss their use of alternative medicines. Questionnaires were completed by 
113 family practice patients. Fifty percent (50%) of the patients had or were using 
some form of alternative medicine, but only half of them told their family 
physician about this use. There was no significant difference in the percentage 
who used alternative medicine or who told their physician was attributable to sex, 
educational level, age, race, or clinic attended.  

The main reason given for using alternative medicine, alone or in combination 
with care from a family physician, was a belief that it would work. Many of those 
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who worked in combination with a family physician spoke of acceptance and 
control, but those who did not work with their physician mentioned western 
medicine's limitations and narrow-mindedness.  
 

Ritual Healing: An African-Centered Model of 
Psychotherapeutic Intervention Based on Ndepp, 
Candomble and Urban Baptist Ritual 

Foster, P M 
Dissertation Abstracts International 
 
The project demonstrating excellence is an original contribution to the newly 
emerging field of ethno-psychology and seeks to integrate key elements of 
traditional African healing with Western approaches to psychotherapeutic 
intervention. The model draws heavily from healing rituals and practices 
emanating from three African cultural and religious traditions: Ndepp (Rufisque, 
Senegal), Candomble (Bahia, Brazil) and (afro-) Baptist (U.S.A.). The model 
proposes five phases of intervention which are thematically and procedurally 
centered on therapeutic rituals:  

1. Rite of Inclusion 
2. Rite of Expiation 
3. Rite of Immolation 
4. Rite of Transfiguration 
5. Rite of Passage 

 
The five phases of intervention also involve the culturally competent use of 
techniques drawn from western models of psychotherapy. The model expands 
upon the group’s approach to intervention and requires the participation of 
(extended or reconstructed) family and community in the therapeutic process, 
and extends the meaning of "therapeutic use of self" in clinical practice.  
Drawbacks of the model include its focus on cultural practices that may be 
unfamiliar to Western consumers of therapeutic services, and the labor- and 
resource intensive design. Strengths of the model include its experiential and 
ritual focus, cultural specificity and applicability to a clinically diverse client 
population. 

Developing A Community Mental Health Clinic on 
The Papago Indian Reservation. 

Kahn, Marvin W; Delk, John L. 
International Journal of Social Psychiatry. Vol. 19(3-4), Fall 1973, 299-306 
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Delk and Kahn describe the establishment of the first mental health facility 
serving the Papago Indian Tribe of Arizona. The success of the clinic was 
founded on several policies determined during planning:  

1. Tribal approval and support was viewed as essential 
2. Papagos were employed as staff members when possible and they were 

encouraged to develop professional skills 
3. Papago medicine men were used as paid consultants on cases involving 

traditional Papago beliefs 
4. Communication with other agencies serving the Papagos was encouraged 

These policies have resulted in general acceptance of the clinic and widespread 
use of its facilities. Demographic and symptomatic characteristics of 73 clients 
seen during the 1st 15 mo of operation are presented. 
 

Navajo Use of Native Healers 

Kim C. Kwok YS. 
Archives of Internal Medicine. 158(20):2245-9, 1998 Nov 9. 

A cross-section interview of 300 Navajo patients seen consecutively in an 
ambulatory care clinic at a rural Indian Health Service hospital took place. Sixty-
two percent of Navajo patients had used native healers and 39% used native 
healers on a regular basis. Those who utilized native healers were not 
distinguishable from non-native healers by age, educational level, income, 
fluency in English, identification of a primary provider, or level of compliance. 
Patients consulted native healers for common medical conditions such as 
arthritis, depression, and diabetes mellitus as well as "bad luck." Perceived 
conflict between native healer advice and medical provider advice was rare. Cost 
was the main barrier to seeking native healer care.  
 
It seems that among the Navajo, use of native healers for medical conditions is 
common but is inversely correlated with the Pentecostal faith (Pentecostals were 
less likely than any other group to utilize native healers). Navajo patients are 
willing to discuss their use of native healers and rarely perceive conflict 
westernized medicine. This corroborates other research suggesting that 
alternative medicine is widely used by many cultural groups for common 
diseases. 
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Between Two Worlds: The Use of Traditional and 
Western Health Services by Chinese Immigrants 

Ma GX. 
Journal of Community Health. 24(6):421-37, 1999 Dec. 

This study examined the use of traditional and western health services by 
Chinese immigrants, as well as the cultural and socioeconomic factors affecting 
health-seeking behaviors and health service utilization patterns among from the 
perspectives of both the Chinese patients and Chinese health care providers. 
Two instruments were used for data collection. The first, a consumer instrument, 
was designed for interviews of service recipients; the second, a health provider 
instrument, was designed to elicit information from traditional and Western 
providers. A few topics in the former instrument were cross-examined from the 
perspectives of health care providers. The investigation employed a combination 
of qualitative and quantitative research methods for data collection. Qualitative 
ethnographic methods used included:  

1. Participant-Observation  
2. Face-To-Face Interview 
3. Case Study 

To complement the qualitative data, a structured quantitative survey was 
conducted with all selected informants. A total of 105 informants participated in 
the study: 75 Chinese consumers and 30 Chinese health professionals. The 
latter group was composed of western physicians and traditional practitioners. 
 
Results revealed several patterns of health-seeking and service utilization 
behaviors among the Chinese patients. These included high rates of self-
treatment and home remedies (balanced diets and other alternative medicines); 
medium rates of utilization of integrated western and traditional health services, 
including travel to country of origin for care; and low rates of exclusive utilization 
of western or traditional Chinese treatments. 
 

Use of Native American Healers among Native 
American Patients in An Urban Native American 
Health Center 
 

Marbella AM. Harris MC. Diehr S. Ignace G. Ignace G. 
Archives of Family Medicine. 7(2):182-5, 1998 Mar-Apr. 

To gain an understanding of the prevalence, utilization patterns, and practice 
implications of the use of Native American healers together with the use of 
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physicians,  semi-structured interviews were conducted at an urban Indian Health 
Service Clinic of a convenience sample of 150 patients at least 18 years old. The 
mean age of the patients was 40 years, and the sex distribution was 69% women 
and 31% men. Thirty tribal affiliations were represented, the largest groups being 
Ojibwa (21%), Oneida (20%), Chippewa (11%), and Menominee (8%).  The 
number of patients seeing healers, the types of healers, ceremonies used for 
healing, reasons for seeing healers, and whether patients discuss native healers 
with their physicians was measured. It was found that 38% of the patients utilize 
a native healer, and of those who do not, 86% would consider seeing one in the 
future. 

 Most patients reported seeing a healer for spiritual reasons. The most frequently 
visited healers were herbalists, spiritual healers and medicine men. Sweat lodge 
ceremonies, spiritual healing, and herbal remedies were the most common 
treatments. More than a third of the patients seeing healers received different 
advice from their physicians and healers. The patients rated their healer's advice 
higher than their physician's advice 61% of the time. Only 15% of the patients 
seeing healers told their physician.  

 

Treating Psychiatric Disorders among Mien 
Refugees from Highland Laos 

Moore LJ. Boehnlein JK. 
Social Science & Medicine. 32(9):1029-36, 1991. 

The Mien, a Southeast Asian hill people, have immigrated to various countries 
throughout the world since the mid-1970s. During the last several decades they 
have suffered much war-related trauma, including extensive human, material and 
symbolic losses. This report describes the clinical experience with Mien refugees 
in the Indochinese Psychiatric Program of the Oregon Health Sciences 
University. The article discusses symptom presentation among this group of 
patients, diagnostic and treatment issues and the impact of cultural health beliefs 
upon illness and treatment. Major depression and post-traumatic stress disorder 
have been the most commonly encountered psychiatric diagnoses, usually 
revealed through somatic symptoms. 

Not only must clinicians take careful medical and psychiatric histories, but they 
must also be alert to the high probability of an extensive history of trauma. 
Clinical improvement in response to psychotropic medications has been limited. 
As a result, psychosocial and psychotherapeutic approaches to treatment have 
been developed and expanded and now are commonly employed, effectively 
combining support and education in the creation of a holding environment that 
includes both individual and group formats. Two case histories are presented 
which describe symptom presentation, health belief systems and therapeutic 
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issues involved in treating Mien patients. The article also illustrates that 
traditional and western healing approaches can co-exist in the optimal care of 
these patients. 

Active Patients: The Integration of Modern and 
Traditional Obstetric Practices in Nepal 

 
Reissland N. Burghart R. 
Social Science & Medicine. 29(1):43-52, 1989. 
 
This article describes the integration of modern and traditional obstetric practices 
in a provincial hospital in the Maithili-speaking area of southern Nepal. The 
doctors and nurses consciously distance themselves from the traditional 
practices of their obstetrical patients, whom they view as 'ignorant'; but because 
hospital resources are insufficient to impose the normative form of modern 
medical organization, patients and their relatives assert an active role in 
providing hospital-based care. In consequence, mothers are delivering babies 
with modern clinical care as well as local cultural practices. Recent WHO policy 
has cast modern medicine as the agent in the integration of traditional healing 
within national health systems. The author stresses that in poor countries power 
or authority may not be exclusively in the realm of medical professionals. 
Patients and others in their social networks have become agents, constraining 
and negotiating the terms on which modern medicine is to be integrated within 
their traditional obstetric practices. 
 

Utilization of Curanderosamong Foreign-Born 
Mexican-American Women Attending Migrant 
Health Clinics. 

Skaer TL. Robison LM. Sclar DA. Harding GH. 
Journal of Cultural Diversity. 3(2):29-34, 1996. Summer 
 
This study explores the parallel use of "folk healers" and modern medicine 
among foreign born, Mexican-American women attending migrant health clinics 
in rural, eastern Washington State. Face-to-face interviews of 434 women 
revealed that 21% had sought care from curanderos (native healers) within the 
past five years. Statistically significant predictors of utilization included Spanish 
as the language of preference, having resided in the U.S. from one to five years 
and having received medicine or medical care from Mexico within the prior five 
years. Implications for providers working in cross-cultural settings are discussed. 
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Mental Health Beliefs, Practices, and Knowledge 
of Chinese American Immigrant Women 

 
Tabora BL. Flaskerud JH. 
Issues in Mental Health Nursing. 18(3):173-89, 1997 May-Jun. 
The purpose of this study was to describe the mental health beliefs and practices 
of Chinese American immigrant women. A two-part design using both qualitative 
and quantitative techniques was employed. The first step utilized focus group (n 
= 14) and key informant (n = 2) interviews to discover the beliefs, practices, and 
knowledge about mental health of this population. Content analysis was used to 
examine and condense the qualitative data. After completion of the qualitative 
component, 72 women were recruited to complete a set of questionnaires, which 
included a demographic questionnaire, culture and work subscale, and the 
mental health portion of the Health Behavior Scale of the Survey of Chinese 
American Mental Health (NRCAAMH, 1993). Pearson product-moment 
correlations and regression analysis were used to analyze the quantitative data. 
  
Content analysis found that the cultural value placed on the avoidance of shame 
and the inadequacy of western-type services to meet the needs of the Chinese 
American immigrant population, act as barriers to utilization of mental health 
services. These results are cross-validated by the quantitative findings. The 
importance of culture in determining the pathway to care was supported by the 
finding that higher levels of acculturation are related to greater use of mental 
health services. 

Traditional Native Healing: Alternative or Adjunct 
to Modern Medicine? 
 

Zubek EM. 
Canadian Family Physician. 40:1923-31, 1994 Nov. 

Physicians generally accepted the use of traditional native medicines for health 
maintenance, palliative care, and the treatment of benign illnesses. 
Disagreement was found among physicians for the use of native medicines for 
serious illnesses, including outpatient treatment, hospitalization, and especially in 
intensive care. 

Many physicians had difficulty forming a definition of traditional native medicine, 
and were unable to give an opinion on its health risks or benefits. A significant 
positive correlation appeared between agreement with the use of traditional 
native medicines and physicians' current practice serving a large Native 
American population, as well as with physicians' knowing more than five patients 
using traditional medicine.  
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Alternative Therapies Used by Women With Breast 
Cancer in Four Ethnic Populations  

Marion M. Lee NCI Journal of the National Cancer Institute 2000 92(1):42-47; 
doi:10.1093/jnci/92.1.42  © 2000 by Oxford University Press.  

The types and prevalence of conventional and alternative therapies used by 
women in four ethnic/racial groups (Latino, White, Black and Chinese) diagnosed 
with breast cancer from 1990 through 1992 in San Francisco, CA, was studied.  
Approximately 400 women completed a 30-minute telephone interview in their 
preferred language. Logistic regression models assessed factors associated with 
the use of alternative therapies after a diagnosis of breast cancer. About 50% of 
the women used at least one type of alternative therapy and about one-third used 
two types of therapies. Both the alternative therapies used and factors influencing 
the choice of therapy varied by ethnicity. Blacks most often used spiritual healing 
(36%), Chinese most often used herbal remedies (22%), and Latino women most 
often used dietary therapies (30%) and spiritual healing (26%).  White women 
used dietary methods (35%) and physical methods (21%), such as massage and 
acupuncture. In general, women who had a higher educational level or income, 
were of younger age, had private insurance and exercised or attended support 
groups were more likely to use alternative therapies.  

About half of the women using alternative therapies reported discussing this use 

with their physicians. More than 90% of the subjects found the therapies helpful 
and would recommend them to their friends.  
 
Recommendations to CMHP Members  

1. Provide CAM presentations and workshops during in-service other 
continuing educational programming offered to staff. 

2. Ensure clinical staff has an understanding of the traditional health beliefs 
and practices among ethnic populations the agency or organization 
serves (i.e. comprising 10% or more of the population in the agency’s 
catchment area). 

3. Encourage patients to tell their physicians and other health care providers 
of any traditional medicines or native healers being utilized.  

4. Pilot the offering of traditional medicines and/or hire native healers as 
part of the health care team. 
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Electronic Health Record11 
  
There are several acronyms which refer to electronic methodologies used to 
document all aspects of patient-provider interaction. These are: 
 

1. EHR or Electronic Health Record: This is a generic term to include all 
patient care data systems. 

2. CPR; Computer-based Patient Record: This is a lifetimes worth of 
documentation that includes information from all specialists and clinicians 
regarding a patient.  

• It requires full Interoperability- An extremely important 
requirement in the planning and implementation of EHR 
systems. 

3. EMR or Electronic Medical Record: This is an electronic documentation 
system with full interoperability within a single health care system. 

 
Health Information Management Systems Society’s (HIMSS)  
 

“The EHR is a longitudinal electronic record of a patient’s health 
information generated by one or more encounters in any care delivery 
system. Included in this database are demographics, progress notes, 
problem areas, medications, vital signs, past medical history, 
immunizations, laboratory data and radiology reports. The EHR 
automates and streamlines the work flow. The EHR has the ability to 
generate a complete record of the a clinical patient encounter, as well 
as supporting other care related activities directly or indirectly via 
interface-including evidence based decision support, quality 
management and outcomes.”  
This is crucial to reducing, if not eliminating, health care 
disparities based on any one or more of the demographic 
attributes of a person receiving one or more episodes of care for 
one or more diagnoses in the same or different components of 
health care system. 

                                                
11 HTTP://WWW.PROVIDERSEDGE.COM/EHR_OVERVIEW.HTM 
Comprehensive prepared for the NIH National Center for Research Resources (NCRR) under 
contract by Mitre-Center for Enterprise Modernization, Mclean, VA. Entitled Electronic Health 
Records Overview- April 2008  
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The EHR can also be shared  across different health care settings by being 
embedded in network-connected enterprise-wide information systems. Individual 
patient records are maintain and the EHR is capable of compiling information to 
track patient populations, thus aiding in the detection of health care disparities. 
 
An over arching vision for an integrated interoperable EHR is to have a seamless 
system that will provide access to information from various domains including the 
following:  

1. Assign unique identifier for each patient 
2. Track patient demographics, including language preferences 
3. Track test results to reduce errors and increase patient safety  
4. Track physician/PA/APRN order entry systems and advanced 

directives  
5. Complies data to assist physicians with evidence based decision-

support   
6. Documentation of all clinical visits and treatment processes  
7. Contains radiological images and other visual aids (to prevent wrong 

sided surgery and surgery done on the wrong patients) 
8. Tracks surgical and medical procedures and medical devices  
9. Identification of patient support systems 
10. Documentation and tracking of administrative procedures 
11. Documentation and tracking of reporting mechanisms 
12. Enforces security of medical records 
13. Provides immediate access to patient and population information 
14. Track essential items regarding medical record requirements   
15. Monitor risk management and assessment outcomes 
16. Track staff credentialing 
17. Collect billing information 

 
The key to delivering value added services and maximize efficiency, 
effectiveness and profitability at the same time is to plan, design and implement 
an Health Electronic Record System whose synergy is optimized by seamlessly 
integrating information generated by: 

1. Patient and provider interactions 
2. All clinically relevant administrative processes 
3. All technological components and processes, pertaining to software and 

hardware as well as support systems, including IT staff and consultants. 
 
A software application to ease the learning process of maintaining and utilizing 
electronic health records is called lifehacker.com which is a simple to use. 
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A. Potential Barriers & Problems 
1. Start-up costs, software maintenance costs and training costs 

are barriers, as is the amount of time it takes to train physicians 
and other health care providers.  

2. Threats to patient safety caused by errors in documentation, 
such as not cross-matching information with other departmental 
records can result in grave injury, illness or death. 

3. Delays in payment and refusals to reimburse can result from 
poor or inaccurate documentation at many levels. 

4. Deficiencies in the interoperability and software designs or 
hardware issues can cause access problems and delays in 
acquiring necessary information before a procedure or 
assessment can take place causing patient and provider 
dissatisfaction. 
  

B. Potential Benefits 
1. When clinicians have timely, secure, effective access to 

comprehensive and accurate data about the patients history and 
treatment, the health care system benefits because it can gain 
patients confidence by providing value added care and 
improved outcomes consistently.  This can result in: 
a. Increasing clinician’s level of satisfaction, leading to better 

retention and more successful recruitment efforts as the 
health care system grows. 

b. Offering and supporting patient centric services which 
enables patients to access their treatment history, as well as 
customized educational modules to promote recovery.  

c. Improving the patient’s level of confidence and satisfaction 
can cement a patient’s loyalty and increase referrals. 

d. Aggregates population data to track and monitor quality of 
care issues. 
 

Trends in Electronic Health Records 
 

Health care systems implementing EHRs have reported immediate rewards, 
intervening periods of pain, and certain amount of success over the time of 
implementation and development of the EHR system through the network of 
treatment sites and associated ancillary services. 
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1. Rewards: Virtually any of the current EHR systems can support more 
efficient and accurate collection, storage, analysis and distribution of 
information than current manual or partially implemented systems.  
 

2. Intervening Periods of Pain: Several of the currently available HER 
applications rarely allow the seamless flow of data to a common data 
base where multiple users can access and convert stored data into 
actionable intelligence or knowledge by using a few simple tools or 
clicks of the mouse. The learning curve and the periodic updates of the 
software packages are often at variance adding to the amount of pain 
experience when interacting with a developing technological solution to 
major ills built into the current fragmented healthcare non system.  
 

3. Certain Amount of Accrued Success: Any new technology must be 
compatible with the rapidly evolving data driven medical enterprise. 
More systems will be designed to allow data collection to become a 
byproduct of the underlying medical activity (e.g. documentation of the 
administration of a dose of medication could be integrated with 
inventory, billing and MAR systems. These and similar improvements 
will merge as systems mature and clinical users become more involved 
in the design of systems and associated process changes. 

 
 

Work Flow Implications 
 

The most often cited changes EHR can foster are increased efficiencies, 
improved accuracy, timeliness of availability, ease of access to the information 
collected from multiple points and numerous individuals by all individuals on a 
need to know basis in a secure network wide data base. 
 
Clinicians spend less time individually updating information because changes 
made at one point of the health care system to patients data base gets populated 
throughout the electronic patient record. 
 
Clinicians have much greater access to other automated information, improved 
organization tools, alert screens on assessments, drug side effects, drug-drug 
interactions and diagnostic strategies as well as treatment approaches based on 
EBM generated algorithms and best practices guidelines.  
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Challenges that EHRs may present to the workflow processes include initial 
documentation time(due to slow system response, System crashes, back and 
forth transit through multiple screens to enter data ), decreased direct inter-
disciplinary dialogue and impaired critical and conceptual thinking a cost imposed  
by potentially mind numbing repetitive sets of checklists involved in recording 
documentation.  
 
Crashing episodes and real slow processing of data as well as in network speed 
of data transfer or access can all greatly impede the delivery of seamless optimal 
care. have great impact by blinding clinicians to critical information, by causing 
wasteful and frustrating duplication of data collection, assessments etc and the 
difficult choices that need to be made about ordering tests and ordering and 
administering meds because historical record is not available in real time to 
inform the clinicians about prudent, safe and effective choices that are available 
to them. Further the prompts from the best practices guidelines and EBM 
algorithms will not be accessible also in real time to guide treatment approaches.  

 
EHR’s Return on Investment 
 
Memorial Sloan Kettering based its ROI and the financial benefits accrued when 
a Computerized Physician Order Entry (CPOE) was established. 

a. The CPOE saved an average of 1 hour per-shift of the nursing 
staff. 

b. Improved use of standardized EBM based order sheets 
reducing wasteful variations, duplications and improved cost 
effectiveness. 

c. Improved work flow across the entire MSK network especially 
because orders were complete, clear and legible when sent, 
and they could be entered into the data system during rounds at 
each patient’s bedside.  

d. The work flow in the pharmacy and the nursing station was 
evened out and the medications were made available to the 
patients because the nurses could handle this task right away 
instead of catching up on the work they had to defer while they 
verified and corrected the hand written orders by tracking down 
the prescribing clinicians after the rounds were completed 

Recommendations for CMHP Members 
1.  Become an expert in the EHR that your health care clinic or organization 
utilizes and mentor colleagues and staff. 
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2.  Request aggregate data on the racial/ethnic populations in your health 
care organization and review data regarding health status, health outcomes, 
and treatment services offered and treatment service provided to assess 
equity . in the health care services that are provided. 
3.  Request aggregate data of the health insurance companies your 
organization contract with to assess equity in the care provided to your 
employees. 
   

 
 


