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Abstract of Dissertation 

 
Community Colleges and Public Health: Opportunities for Training  

Community Health Workers, Health Care Navigators, and Related Professions 
 

Community colleges have long been recognized as essential collaborators in the 

training of frontline health care professionals such as nurse’s aides, medical assistants, 

and paramedics. More recently, growing policy and programmatic interest has led to an 

increased emphasis on integrating allied health and public health training at community 

colleges into the broader continuum of public health education, and creating viable 

professional pathways for students entering the field at all levels of the continuum. This 

study examined the specific role of community colleges in developing health navigator 

training programs leading to employment as community health workers, health care 

navigators, and related professional roles as part of a continuum of public health 

education.  

A convergent parallel mixed-methods approach was used to examine the current 

practices of community colleges regarding training for the health navigator professions, 

and perspectives on the Health Navigator Framework developed by the a special 

taskforce of the Association of Schools and Programs of Public Health. Data were 

collected from approximately 280 community college leaders and program managers 

through a national online survey and key informant interviewing. Results suggest a 

preference for associate-level programs that are heavily embedded in the community. 

Programs including a focus on prevention and community health, health care delivery, 

and health insurance were also preferred. Strategies for establishing sustainable 

community and workforce partnerships, and aligning with the state policy context for 

community health worker training, are also discussed.  
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Chapter 1: Background 

 

Introduction 

This dissertation examines the training and preparation of health navigator 

professions at community colleges in the United States. While community colleges have 

a well established role in training frontline health care professionals such as paramedics 

and nursing or medical assistants, they have only recently become increasingly involved 

in the training of health care navigators, community health workers, and similar 

professions. Drawing on the experience of existing community college programs, this 

study assesses promising practices for creating successful health navigator training 

programs, and also examines the broader potential for health navigator program growth 

through a national survey of allied health leaders at community colleges. 

Chapter 1 provides background information on the historical role of, and training 

approaches for, health care navigators, community health workers, and similar 

professions in the United States. In particular, it addresses their traditional role in 

addressing health disparities in underserved communities, as well as more recent efforts 

to embed these workers in health care delivery and health insurance settings. Chapter 1 

also discusses the current policy context affecting health navigator training programs at 

community colleges, and concludes by introducing the research questions and goals 

guiding this research. 
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Context for the study 

Definitions  

The health navigator professions represent a host of interrelated professions or job 

titles that have traditionally been associated with frontline public health service. 

Community health workers, health care or patient navigators, lay health advisors, and 

promotoras are but a few of the terms commonly used to define the duties and services 

performed by these community-based public health workers (Brownstein, Mirambeau, 

Roland, 2013; US HRSA, 2007; Rosenthal, Brownstein, Rush, et al., 2010; US CDC, 

2011). The term “health navigator professions” will be used as an umbrella term to refer 

to these job titles. The terms “health navigator training programs” and “health navigator-

type training programs” will be used to refer to community college programs providing 

formal training, at the certificate or associate degree level, for any or all of these job titles 

and professions. These terms were selected for this study because they align with the 

“health navigator” academic framework developed by a taskforce of the Association of 

Schools and Programs of Public Health (ASPPH) and subsequently endorsed by that and 

other organizations, as described later in this chapter. Other terms, such as CHW, patient 

navigator, or health insurance navigator, will be used when referring to a specific subset 

of the health navigator professions. 

The aim of this dissertation is not to debate the merits of varying terminology, but 

to highlight the potentially shared core functions across these interrelated professions that 

may be able to be jointly served through community college training programs. It is 

important to note that the umbrella terms described above are used solely for the purpose 

of simplicity and clarity, and to emphasize the fact that this research focuses on formal 
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preparation in the community college context and the potential applicability or utility of 

ASPPH’s “health navigator” framework. A brief history of the most prominent of these 

terms is provided by way of background, to describe the diversity of services provided by 

these health professionals across three core disciplinary tracks or areas of emphasis 

established in the literature: prevention and community health, health care, and health 

insurance.  

 

Scope of work 

Prevention and community health: Community health workers  

The community health worker (CHW), as a concept, originates from the 1960s 

out of efforts to address health issues related to poverty and other challenges of low-

income communities (US HRSA, 2007). According to a 2007 CHW National Workforce 

Study, most CHWs work on prevention and primary-care initiatives (Rosenthal, 

Brownstein, Rush, et al., 2010). Cancer care accounts for approximately 27% of CHW 

work (US HRSA, 2007). 

The American Public Health Association defines the CHW as follows: 

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 CHW 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 CHW 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 
(APHA, 2014). 

 

“Community health worker” is also an occupational title officially recognized by 

the US Department of Labor. The Bureau of Labor Statistics provides the following 
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Standard Occupational Classification, which is also a reportable profession in the US 

Census: 

[CHWs] Assist individuals and communities to adopt healthy behaviors. Conduct 
outreach for medical personnel or health organizations to implement programs in 
the community that promote, maintain, and improve individual and community 
health. May provide information on available resources, provide social support 
and informal counseling, advocate for individuals and community health needs, 
and provide services such as first aid and blood pressure screening. May collect 
data to help identify community health needs. Excludes “Health Educators” (21-
1091). 

Illustrative examples: Peer Health Promoter, Lay Health Advocate 

Broad Occupation: 21-1090 Miscellaneous Community and Social Service 
Specialists  

Minor Group: 21-1000 Counselors, Social Workers, and Other Community and 
Social Service Specialists  

Major Group: 21-0000 Community and Social Service Occupations (US 
Department of Labor, 2010). 

 
In the community college context, the presence of a Standard Occupational 

Classification, such as the CHW definition provided here, can be important in facilitating 

reimbursement of training, and for the more formal study of job prevalence and growth 

which the Bureau of Labor Statistics provides. Despite the value of having access to 

formal definitions, however, the term CHW continues to be used interchangeably with a 

host of other terms not defined by the Department of Labor, depending on the needs and 

priorities of employers. 

 

Health care delivery: Patient navigators 

The concept of the “patient navigator” was first launched by Harold P. Freeman in 

1990 to address health disparities affecting cancer care in Harlem, New York. Building 

on this tradition, patient navigators now work with individuals and communities to help 

reduce barriers to preventive services, such as cancer screening, as well as all stages of 
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diagnosis, treatment, care, and survivorship (Rosenthal, 2012; Hopkins & Mumber, 2009; 

Harold P. Freeman Patient Navigation Institute, 2014). Initially, patient navigators were 

trained individuals from the same cultural background as the target population, who 

could assist in overcoming barriers to treatment and follow-up services (Moy & Chabner, 

2011; Vargas, Ryan, Jackson, et al., 2008).  

Patient navigator programs have become increasingly established in a variety of 

cancer care settings, and have been heavily studied in the academic literature. Patient 

navigator programs and related research initiatives have been funded by US government 

agencies such as the Health Resources and Services Administration (HRSA), the Centers 

for Medicare and Medicaid Services (CMS), and the National Institutes of Health (NIH), 

as well as non-governmental organizations such as the American Cancer Society (Varner 

& Murph, 2010; US HRSA, 2010; US NCI, 2009a). In the 20-plus years since the 

concept was introduced, patient navigators have become an integral part of the standard 

of care for cancer treatment (Rosenthal, 2012; Hopkins & Mumber, 2009). For example, 

the Commission on Cancer (American College of Surgeons) reported that as of 2015 all 

Commission of Cancer-accredited cancer centers would be required to include patient 

navigators in their health care teams (Rosenthal, 2012). 

Definitions of patient navigators can vary by context, with some models focusing 

on lay health workers (such as CHWs), and others emphasizing professional staff such as 

oncology nurses or social workers (ASTHO, 2012; Oncology Nursing Society, 2013). 

Despite differences in operationalization, definitions include common elements focusing 

on personalized guidance to overcome specific barriers throughout the cancer care 

continuum and assure the satisfaction of patients and families (US CDC, 2011; US NCI, 
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2009b). The National Cancer Institute, for example, defines patient navigators as 

“trained, culturally sensitive health care workers” who “help people ‘navigate’ through 

the maze of doctors’ offices, clinics, hospitals, outpatient centers, insurance and payment 

systems, patient-support organizations, and other components of the health care system” 

(US NCI, 2009c). The related terms of health care navigators and community paramedics 

are also increasingly used to describe the variety of contexts beyond cancer care in which 

these health care professionals may now serve (Kizer, Shore & Moulin, 2013; Rodgers & 

Purnell, 2012). 

 

Health insurance: Health insurance navigators 

Health insurance navigators were introduced under the Patient Protection and 

Affordable Care Act (ACA) to advise Americans on health insurance decisions in the 

new health insurance marketplace. Since October 1, 2013, health insurance navigators 

have been available to assist consumers in understanding new health insurance options 

and preparing applications within their home state. At minimum, the duties of health 

insurance navigators may consist of consumer-oriented outreach and education services, 

such as raising public awareness about the marketplace; providing accurate, unbiased, 

and culturally-mindful expertise on programs, eligibility, and enrollment and assisting 

with the selection process; and providing referrals to insurance ombudsmen or consumer 

assistance programs as needed, based on individual needs (US CMS, n.d.a; Brooks & 

Kendall, 2012).  

A suite of related job positions such as in-person assistance personnel, certified 

application counselors, consumer assisters, and insurance agents or brokers can also 
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assist consumers in making health insurance decisions. Some states, such as New York, 

will jointly certify individuals as health insurance navigators in conjunction with other 

titles such as in-person assisters (New York State of Health, 2012). 

While the Department of Health and Human Services (HHS) has established 

guiding principles or standards for the health insurance navigator program, it is the 

responsibility of each state-based exchange to determine the specific duties of health 

insurance navigators, as well as any formal training and certification requirements. The 

New York program noted above, for example, requires that health insurance navigators 

be trained and certified by the New York Department of Health and be employed by 

specific agencies under contract with the New York Department of Health (New York 

State of Health, 2012). 

In April 2013, HHS issued further proposed regulations that would require some 

baseline requirements in terms of conflict-of-interest and credentialing for health 

insurance navigators and non-navigator personnel working within this context of 

federally-facilitated exchanges, including partnership exchanges, and to non-navigator 

assistance personnel in state-based exchanges that are funded through federal exchange 

establishment grants (78 FR 20581). Depending on the specific job duties of exchange 

personnel, training requirements may vary.  

For health insurance navigators serving under cooperative agreements in health 

insurance marketplaces, HHS now requires the successful completion of approximately 

30 hours of a formal training as well as an exam prior to assisting consumers, to be 

renewed annually (45 CFR Part 155, US CMS, n.d.b; US CMS, 2013). Additional 

training materials have been developed for other types of consumer assisters (US CMS, 
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n.d.c). Regardless of the type of state marketplace or specific position description, these 

navigation personnel play a prominent role in the new health insurance landscape. 

 

Overlapping roles 

As will be discussed in Chapter 2, it has been well established in the literature that 

the three professional roles of community health worker, health care navigator, and health 

insurance navigator share a common aim of connecting individuals and communities with 

essential public health and health care services (US HRSA, 2007; Pedersen & Hack, 

2010; Goodwin & Tobler, 2008). Whether directly engaging in community outreach, 

serving on a health care delivery team, or assisting in call centers or insurance enrollment 

efforts, the health navigator professions can serve a vital role in connecting individuals 

with essential health services, and ultimately improving health outcomes. 
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Policy context 

The Patient Protection and Affordable Care Act (ACA) places an unprecedented 

emphasis on extending preventive health care and public health services to all Americans. 

Under its provisions, millions of Americans will gain new access to public insurance 

programs, new preventive services will be covered under insurance plans, and health care 

organizations will be expected to play an increasing role in promoting community health. 

The law also includes quality initiatives whereby reimbursement is tied to specific 

outcome measures, further encouraging providers to support community health services 

(Public Law 111-148). The Congressional Budget Office (CBO) estimates that as many 

as 13 million new enrollees will benefit from ACA expansion efforts in 2015 alone (US 

CBO, 2014).  

Further, the Centers for Medicare and Medicaid Services reports that Medicaid 

and Children’s Health Insurance Program (CHIP) enrollment has also been impacted by 

the ACA; as of March 2014, Medicaid and CHIP had enrolled an additional 4.8 million 

new beneficiaries since open enrollment under the federal insurance marketplaces began 

in October 2013 (US CMS, 2014). With these expansions comes a critical need for 

trained public health professionals at the community level.  

The health navigator professions play an important role in meeting these needs. In 

addition to introducing insurance navigators into the new health insurance marketplace 

(Public Law 111-148, Section 3510), the ACA recognizes the importance of patient 

navigation in promoting positive health outcomes among vulnerable populations and 

improving the cost-effectiveness of a variety of public health and health care priorities 

(Moy and Chabner, 2011). The growing emphasis on both quality and cost-effectiveness 
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indicators across the health care sector creates an opportunity to research and identify the 

best ways to integrate the health navigator professions into the health care workforce, and 

establishing a standard of practice for the institutions involved in training these 

individuals.  

Within this context of ACA implementation, hospitals and other workforce 

partners are increasingly called upon to emphasize integrated health care teams instead of 

isolated points of care, and to extend their reach into catchment areas through 

community-oriented care (Alssid & Goldberg, 2013). The potential for job opportunities 

within the health navigator professions is thus growing. The US Department of Labor 

predicts an increase of at least 25% in community health worker positions from 2012 to 

2022 (US DOL, 2013).  

Furthermore, in August 2013, HHS announced an additional $67 million in grant 

funding for 105 health insurance navigator groups within the 34 states with federally 

facilitated or state-partnership health insurance marketplaces (US HHS, 2013).1 

Additionally, HRSA has provided $150 million to support outreach and enrollment 

assistance activities in a total of 1,159 health centers (US HRSA, 2014). Both of these 

new funding streams make funding conditional on formal training for the health navigator 

professions (Zomorrodian, Dorley, Grace, et al., 2013). While some uncertainty remains 

as to the surety of long-term federal funding mechanisms for navigator training, the new 

emphasis on, and incentives for, more community-oriented, integrated approaches to 

health care, together with strong job growth forecasts, suggest that the role of the health 

navigator professions will continued to grow, at least in some settings (Moy and Chabner, 

                                                        
1 State-run marketplaces have their own navigator funding (Zomorrodian, Dorley, Grace, 
et al., 2013). 
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2011). While it is not likely that these national forecasts will apply to all regions and 

locales, these figures are suggestive of an overall positive trend in national job growth for 

the health navigator professions.  

If these health navigator professions become increasingly integrated into the 

health care and public health systems through ACA implementation, as the above-

mentioned trends suggest, it is likely that community colleges and other institutions will 

become increasingly interested in providing training for these careers. One of the driving 

interests of this dissertation, therefore, was to examine how ACA implementation and 

related policy changes may impact community college perspectives on health navigator 

training programs. 

 

Framing the Future initiative 

Meanwhile, the Association of Schools and Programs of Public Health (ASPPH), 

together with the League for Innovation in the Community College (the League), have 

launched an initiative to create recommendations for community colleges for health 

navigator training programs through associate degrees and/or certificate programs. The 

aim of this initiated is not to replace the numerous other contexts in which the health 

navigator profession are, and will continue to be, trained—such as area health education 

centers, non-profit organizations, foundations, funders, and other employers—but rather 

to better articulate the role of community colleges within the continuum of public health 

education and to establish a framework for competency-based, formal academic 

preparation for these professions and, potentially, future academic study or professional 

advancement. 
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This emphasis on community colleges as training partners for the health navigator 

professions is warranted by a number of considerations. Historically, community colleges 

have demonstrated strong connections to local service areas and high receptivity to these 

local needs. They have also established a precedent as a key training partner for other 

allied health programs, have consistently demonstrated high enrollments of students from 

under-represented minorities, and have the capacity for degree articulation with four-year 

academic institutions (Framing the Future Task Force, 2013). For all of these reasons, the 

role of community colleges in training the health navigator professions seems promising. 

The research aims of this dissertation will directly inform this ongoing policy initiative 

sponsored by ASPPH and the League. 

 

Research goals and purpose 

The central purpose of this dissertation is to gain a better understanding of 

community college practices and perspectives on health navigator training, and the role 

of employer and community-based partnerships in this process. In particular, its purpose 

is to identify specific characteristics that may impact the decision-making processes of 

community colleges regarding the development of health navigator training programs, 

and to identify promising practices for establishing sustainable health navigator 

programs.  

There are intellectual and practical research goals underlying this purpose. From 

an intellectual perspective, this dissertation aims to better understand the factors 

impacting the decision-making process of community college leaders regarding health 

navigator program development. From a practical perspective, this dissertation aims to 
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identify promising practices for the development and implementation of health navigator 

programs at community colleges. 

The goals lead to two primary research questions: 

1. What are the prospects for community colleges to develop health 

navigator-type associate degree programs?  

a. What is the current state of practice at community colleges? 

b. What are the perceived facilitators and barriers to community 

college adoption of health navigator training programs? 

2. Among community colleges with existing health navigator-type training 

programs, what are the barriers and facilitators to establishing and 

maintaining effective relationships with local employers? 

 

Conclusion 

This chapter presented historical information on the role of the health navigator 

professions in three distinct, yet interrelated traditions, including prevention and 

community health, health care delivery, and health insurance settings. It provided an 

overview of training practices within these three settings, and described new national 

priorities affecting health navigator training resulting from the Affordable Care Act and 

ASPPH’s Framing the Future initiative. Chapter 1 also presented the research questions 

guiding the subsequent chapters in this study. 

Chapter 2 will provide a overview of the literature on specific training approaches 

for the health navigator professions within prevention and community health, health care 

delivery, and health insurance settings, and also introduces the conceptual model guiding 
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this research. Chapter 3 describes in detail this study’s mixed-method approach to data 

collection and analysis. Chapter 4 presents the results of the qualitative portion of this 

study, while Chapter 5 presents the quantitative portion. Chapter 6 discusses the 

qualitative and quantitative results, and their broader implications for policy and practice 

concerning health navigator training programs. 
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Chapter 2: Theory and Literature 

 

Introduction 

The first half of Chapter 2 provides an overview of the literature on formal and 

informal approaches to health navigator training in the areas of prevention and 

community health, health care delivery, and health insurance. It reviews the traditional 

core competencies associated with the training of health navigator professionals serving 

in those areas, as well as the impacts of federal and state-specific credentialing within the 

health navigator professions. It also describes the current role of community colleges that 

are already involved in the training of these frontline public health professionals. 

Drawing on the findings of this literature review, the second half of Chapter 2 

introduces a conceptual framework that contextualizes health navigator training for the 

community college environment. How can the existing literature inform future 

community colleges practices, and what can we learn from community colleges that are 

already engaged in training health navigator professionals? Why do community college 

leaders decide to develop health navigator programs and what makes these programs 

successful? The conceptual framework, or logic model, guiding this study uses Everett 

Rogers’ diffusion of innovations theory as a lens for exploring these questions.  

 

  



 16

Review of the literature 

Health navigator training programs and status of core competencies 

As described in Chapter 1, health navigator professionals have historically 

worked in a variety of settings spanning the areas of prevention and community health, 

health care delivery, and health insurance. Despite commonalities in the duties of health 

navigator professionals serving in these roles, the training and preparation of these 

frontline public health workers can vary within and across these three settings. 

 

Prevention and community health: Community health workers 

Over 120,000 community health workers (CHWs) are working throughout the US 

in a variety of settings from neighborhoods, schools, and community-based organizations 

to clinics, hospitals, and health departments (Rosenthal, Brownstein, Rush, et al., 2010; 

Balcazar, Rosenthal, Brownstein, et al., 2011; Alssid & Goldberg, 2013). The training 

and preparation of these CHWs is equally diverse. Some may be volunteers, or may only 

receive on-the-job training, according to the needs and priorities of specific employers. 

Others may take advantage of more formal training programs, such as the handful of 

existing two-year associate degrees or certificate programs at community colleges, area 

health training centers, or state-specific credentialing practices (Arizona Area Health 

Education Centers Program, Community Health Worker National Education 

Collaborative, 2008). Despite this diversity, a series of core competencies have been 

established in the literature.  

A foundational report on “community health advisors” established seven “core 

roles” including: 1) cultural mediation between communities and health and human 
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services system; 2) informal counseling and social support; 3) providing culturally 

appropriate health education; 4) advocating for individual and community needs; 5) 

assuring people get the services they need; 6) building individual and community 

capacity; and 7) providing direct services (Wiggins, 1998).  

Other regional CHW groups have elaborated on these core roles, such as the 

following list of competencies developed by the Community Health Worker Initiative of 

Boston (2007). As with Wiggins’ seven core roles, Boston’s core competencies are 

largely process-oriented and do not require the CHW to have a background in the biology 

of health and disease, or the terminology to effectively communicate with other health 

professionals (Table 2.1).  

Table 2.1 Traditional community health worker core competencies 

Competency Definition 

Outreach methods and strategies Reaching out to serve individuals in their home communities, 
where the need is greatest 

Client and community assessment Engaging individuals and communities to actively identify client- 
and community-specific needs, concerns, and assets 

Effective communication Providing clear and appropriate health information  

Culturally-based communication and 
care 

Providing respectful and culturally competent services at all times 

Health education for behavior change Empowering individuals and communities to make positive 
behavior changes 

Support, advocate, and coordinate 
care for clients 

Liaising with the health care community and other partners to 
assure effective coordination of care 

Apply public health concepts and 
approaches 

Understanding and actively integrating the work of CHWs into the 
broader scope of public health practice 

Community capacity-building Assisting communities in building their own resources and 
capacities 

Writing and technical communication 
skills 

Clearly articulating the work of CHWs to professional and other 
audiences 

Special topics in community health Obtaining additional specialized training to address specific job-
related needs 

Adapted from the Community Health Worker Initiative of Boston (2007). 
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Health care delivery: patient navigators 

There is significant overlap across the core competencies and training programs 

for patient navigators and CHWs. As with CHWs, patient navigators serve in a variety of 

settings and may bring diverse backgrounds and levels of prior training or experience. 

However, as with CHWs, a set of common skills has emerged as fundamental to 

successful patient navigation.  

The core competencies summarized below in Table 2.2, developed by the 

Massachusetts Department of Health, are representative of many patient navigator 

programs (Nelson, 2011). Unlike the CHW competencies described above, the following 

list implies a working knowledge of relevant diseases and conditions. Depending on the 

specific health-related aims of the patient navigation programs, patient navigators may 

also require training in additional areas such as HIV/AIDS or diabetes. 

Table 2.2 Traditional patient navigator core competencies 

Occupational core competencies Health- and disease-specific core competencies 

1. Communication skills 
2. Organizational skills 
3. Assessment skills 
4. Documentation skills 
5. Cultural competency and responsiveness skills 
6. Service coordination skills 

1. Cardiovascular health and cardiovascular 
disease 

2. Breast health and breast cancer 
3. Cervical health and cervical cancer 
4. Prostate health and prostate cancer 
5. Colorectal health and colorectal cancer 

Adapted from Nelson, 2011. 

 
Other professional agencies have developed their own lists of core competencies 

applied to specific subsets of patient navigators. For example, the Oncology Nursing 

Society (ONS) promotes the term “oncology nurse navigator” as separate and distinct 

from patient navigators that do not have formal training in nursing. ONS identifies the 

three core competencies for nurse navigators, which echo the National Cancer Institute’s 

definition of patient navigation discussed in Chapter 1, and include: 1) Participating in 

patient care for those with a past, current, or potential cancer diagnosis; 2) Assisting 
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cancer patients, families, and caregivers to overcome barriers in the health care system; 

and 3) Offering education and resources to “facilitate informed decision-making and 

timely access to quality health and psychosocial care throughout all phases of the cancer 

continuum” (ONS, 2012, pp. 7-8). 

Regardless of the level of additional clinical training or preparation, both of these 

lists emphasize the importance of timely and culturally appropriate communication and 

interaction with individuals and communities, to address specific health concerns and 

coordinate care across a network of community and health care partners.  

 

Health Insurance: Health insurance navigators 

Due to the relative newness of the concept of health insurance navigators and the 

open-ended language of ACA legislation, there are no formally established national core 

competencies for health insurance navigators operating within the context of state-based 

exchanges. However, efforts have been made in the literature to identify core 

competencies which states may wish to consider in developing their state-based health 

insurance navigator programs. Brooks and Kendall offer eight competencies, summarized 

in Table 2.3. 
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Table 2.3 Proposed competencies for health insurance navigators 

Competency Content 

emphasis 

Process 

emphasis 

Knowledge of current public coverage programs, including Medicaid and 
CHIP 

Yes No 

Experience conducting outreach and application assistance for low-income 
consumers in establishing financial eligibility for public programs 

No Yes 

Ability to serve consumers with limited English proficiency, low literacy, 
and limited experience with insurance 

No Yes 

Expertise and accessibility aids to assist people with disabilities No Yes 

Familiarity with health insurance, including benefits, cost-sharing 
requirements, and how managed care works 

Yes No 

Ability to translate complex policy and insurance jargon into plain 
language 

Yes Yes 

Aptitude to learn and communicate how advanced premium tax credits 
(APTC) work, as well as the financial implications of tax credit 
reconciliation 

Yes Yes 

Knowledge of local resources such as community health centers, health 
and human services, and immigrant-related resources 

Yes Yes 

Adapted from Brooks and Kendall, 2012, p. 6. 
 

The Centers for Medicare and Medicaid Services (CMS) has provided grant 

funding to support the implementation of health insurance navigator programs within the 

context of the state-based exchanges. As of August 15, 2013, CMS awarded a total of $67 

million in Navigator Cooperative Agreements to support the training and implementation 

of 34 federally-facilitated and State Partnership Marketplaces (US CMS, n.d.a). 

 

Formal training and state credentialing 

A limited number of community colleges and four-year institutions offer CHW or 

patient navigator associate degrees or certificates. Due to the interrelated nature of CHW 

and patient navigator skillsets, many of these programs offer one program to serve both 

these populations. Additionally, many Area Health Education Centers (AHECs) offer 

trainings for CHWs and patient navigators, independently or in concert with academic 

institutions and health departments (Dickson & Yahna, 2012). AHECs are academic-

community partnerships, funded by federal and state-specific resources, that aim to 

enhance health-related workforce training opportunities in underserved areas (Public Law 
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92-157, Section 774). Since first chartered by Congress in the 1970s, the national AHEC 

network has expanded to more than 200 unique centers that provide training for health 

professions “with the goal of ultimately improving access to health care in underserved 

areas” (US HRSA, n.d.). Beyond formal training opportunities at AHECs, community 

colleges, and programs at four-year institutions, a diversity of other training partners, 

including non-profit organizations, governments, businesses, and web-based learning 

services are also expected to continue to play an important role in training health 

navigator professionals for various contexts (Kash, May & Tai-Seale, 2007).  

In addition to specific requirements for the training or certification of health 

insurance navigators under the ACA, a limited number of state governments or state-

sponsored initiatives offer formal or informal training and certification programs for 

CHWs. States such as Minnesota, Ohio, and Texas have passed legislation regarding 

formalized CHW credentialing programs. Texas, for example, requires the state health 

department to implement a training and certification program for CHWs, promotoras, as 

well as those serving as CHW instructors at sponsoring institutions or programs (Texas 

77(R) Senate Bill 1051).  

Other states have developed more context-specific or “implied” requirements, or 

use externally developed materials such as the Cornell “Family Development Certificate” 

as a basis for certification (Rush, 2012). In addition to CHW certification, some states 

provide patient navigator training. Colorado, for example, offers the Patient Navigator 

Training Collaborative as a means for preparing navigators for cancer care settings 

(2013). Appendix A provides a table of current CHW policies by state. 
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However, the topic of credentialing remains controversial in some respects. While 

state-specific credentialing measures, as described above, have created opportunities for 

the professionalization of the workforce and for additional personal and professional 

development opportunities for CHWs—benefits which have been further reinforced by 

the advent of the ACA (Shah, Heisler & Davis, 2014)—some argue that the shift toward 

CHW credentialing will alienate informally-trained individuals seeking to remain in the 

field as volunteers or paid workers (Rosenthal, Wiggins, Brownstein, et al., 1998; Keane, 

Nielsen & Dower, 2004; Arizona Area Health Education Centers Program, Community 

Health Worker National Education Collaborative, 2008). As will be described in 

Chapters 3 and 4, local perceptions regarding more formal approaches to the preparation 

and credentialing of the health navigator professions is one of the topics examined in the 

qualitative portion of this dissertation. 

 

Conceptual framework for the study 

As suggested in the review of literature, numerous overlapping yet 

compartmentalized and state-specific approaches for training the health navigator 

professions exist, emphasizing varying degrees of content knowledge and process skills. 

This information provides the practical or programmatic context for the study. Equally 

important are the theoretical underpinnings guiding this research.  

As this study seeks to explore community college preferences and practices 

toward health navigator training programs, the theoretical framing of this study draws on 

Everett Rogers’ diffusion of innovations theory (Rogers, 2003). First published in 1962, 
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Rogers posits that new ideas or innovations will either spread, or fail to spread, through 

organizations or cultures based on a five-stage decision process: 

Stage 1: Knowledge—initial exposure to the innovation 

Stage 2: Persuasion—active search for information about the innovation 

Stage 3: Decision—adoption or rejection of the innovation 

Stage 4: Implementation—determination of how to implement the innovation and 

its perceived usefulness 

Stage 5: Confirmation—continued adoption or rejection of the innovation  

Rogers also suggests that there are specific factors influencing decision-makers as 

they progress through this process, and that of all the potential environmental and 

organizational characteristics that may play a role—including “prior conditions” such as 

the culture of communication within an organization and the social system more 

broadly—most important are the “perceived attributes” of the innovation itself. Rogers 

identifies five key perceived attributes, which are likely to influence the Persuasion phase 

particularly. These include: 

Relative advantage—how the innovation is perceived, vis-à-vis other existing 

practices or ideas 

Compatibility—how consistent the innovation is perceived to be with the values, 

experiences, and needs of the decision-maker considering adoption 

Complexity—how easy or difficult the act of implementing the innovation is 

perceived to be, if it were to be adopted 

Trialability—the perceived ability to adopt the innovation provisionally, or 

experiment with its implementation 
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Observability—the extent to which the outcomes or results of the innovation 

under consideration can be viewed by others 

In addition to the perceived characteristics of the innovation itself, as described 

above, Rogers further characterizes three broad classes of personal characteristics unique 

to the individual considering adoption of an innovation, which also impact the decision 

process. These include the decision-maker’s 1) socio-economic status, 2) personality, and 

3) communication behavior.  

As a whole, the diffusion of innovations theory describes a comprehensive, 

iterative process whereby a decision-maker considers an innovation, makes a decision, 

and then may continue to evaluate or update that decision. The theory provides a 

structure for examining stages of the decision process, as well as the individual or 

environmental factors which may impact this process, and it also provides a vocabulary 

for describing the decision-makers themselves—and the broader population of potential 

adopters—depending on how quickly or slowly these individuals proceed through the 

decision process. According to Rogers, “innovators” who very quickly chose to adopt a 

newly available innovation, whereas “laggards” are those last to adopt an innovation. In 

between these extremes are the “early adopters,” the “early majority,” and the “late 

majority” (Rogers, 2003). Rogers’ work has been widely cited and utilized across a 

variety of academic disciplines and has influenced the development of discipline-specific 

studies of organizational innovation, as will be described below. 

In this case, community colleges may be understood as organizations facing a 

decision of whether to adopt and implement the “innovation” of health navigator training 

programs. As introduced in Chapter 1, the research questions for this dissertation 
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examine the potential barriers and facilitators that community college leaders may 

experience as they consider the adoption and implementation of health navigator training 

programs. Rogers’ theory was selected for this dissertation because it is particularly well 

suited to exploring various factors that may influence college decisions at various stages 

of the decision-making process. In addition, the decision to utilize Rogers’ theory for this 

study was influenced by the fact that it has been used extensively in the literature 

pertaining to institutional leadership and innovation, in both health services research and 

in higher education.  

In health services research, Rogers’ theory has been used to explore concepts 

related to “reverse innovation” in health care, and the impact of developing-economy 

innovations in health care on health care systems in more developed economies such as 

the US (Depasse & Lee, 2013). This research identifies strategies that motivated, 

progressive health care decision-makers and leaders in developed countries can take, to 

stay on the vanguard of innovation in health care by looking to, and collaborating with, 

non-traditional trailblazers in the developing world. Related studies have been conducted 

which suggest that the flow of innovation from developing economies to higher income 

countries has also led to advances in health care technologies and services (Cotton, Henry 

& Hasek, 2014). 

Additionally, Rogers’ theory has been used to examine specific subgroups of 

health care leaders and practitioners, such as in the field of nursing. Recent studies have 

used the diffusion of innovations theory to examine decisions regarding curricular 

innovation in nurse training (Doyle, Garrett & Currie, 2013); decisions regarding 

innovative practice strategies such as the use of genetic counseling in nursing practice 
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(Andrews, Tonkin, Lancastle, et al., 2014); and the use of new tools such as social media 

in nursing research (Archibald & Clark, 2014). Another recent study employed diffusion 

of innovations theory to examine organizational characteristics facilitating the adoption 

of nutrition guidelines in child-care centers (Farmer, Nikolopoulos, McCargar, et al., 

2013). 

In higher education, the diffusion of innovations theory has been used to examine 

decisions regarding curricular innovation across a variety of disciplines. For example, the 

theory was used to examine factors affecting the adoption of new curricula in schools of 

social work (Damron-Rodriguez & Lubben, 1994; Damron-Rodriguez, Villa, Tseng, et 

al., 1997), and in psychology training programs (Prochaska et. al., 2009). 

Other studies on innovations research in higher education have also shown how 

the curriculum adoption and implementation process can be impacted by local 

institutional factors. These studies have highlighted some of the potential barriers and 

facilitators to curricular innovation. According to this literature, barriers may include 

factors such as difficulties in transitioning faculty to new courses and knowledge areas 

and the impact that newly developed courses may have on existing courses, such as 

scheduling concerns. Facilitators included factors such as actively involving faculty in the 

innovation decision and implementation process; and articulating, and preparing for, the 

needs of future students and community stakeholders (Kirkwood, 2012; Dibblee, 1992; 

Grigg et al., 2004; Grigg et al., 1996; Maggi et al., 2008).  

For the community college environment more particularly, literature on the 

diffusion of innovations is more limited. However, two studies were of particular 

importance to this dissertation (Davis, 1996; Kirkwood, 2012). Kirkwood’s research 
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suggested a number of factors that may influence the decision-making practices of 

community colleges, such as a demonstrated presence of jobs for program graduates, 

articulation with four-year degrees, an ability to collaborate within the college and with 

outside partners, and the availability of resources, among others (Kirkwood, 2012). Davis 

explored the specific attributes of proposed innovations (in this case, the “innovations” 

were related to the infusion of specific general education competencies within 

community college curricula) that are most important to adoption, and the specific 

strategies that were used to make these innovations successful (Davis, 1996). This 

research highlighted factors such as the role of administrative support in innovation 

attempted by faculty members, and the importance of the perceived value of specific 

characteristics of the innovation, such as its compatibility and complexity.  

While Rogers’ theory has been less commonly used in community college 

research, its structured approach to examining the decision-making process, and its use 

within the broader strands of health services and higher education research, render it 

more appealing to this dissertation than other related conceptual models for examining 

the diffusion of innovations, such as those based on network analysis (Coleman, Katz & 

Menzel, 1966; Burt, 1973), or management- and business-oriented models, many of 

which have themselves been influenced by Rogers’ initial theory (Hage & Aiken, 1970; 

Damanpour & Aravind, 2011; Damanpour, 2012).  

Taken together, the literature described above suggests that a host of factors are 

likely to influence the decision-making process regarding the adoption of health 

navigator training programs. This dissertation, therefore, aims to build on the work of 

Kirkwood and others to better understand community college decision-making practices, 
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while also identifying the specific characteristics of community colleges and their 

environment that promote the cultivation of sustainable health navigator training 

programs. Table 2.4 summarizes some of the operational processes, expectations, and 

mediating factors that may influence college decision-making practices toward health 

navigator training programs (Shadish, Cook & Campbell, 2001). 

Table 2.4 Potential factors affecting community college decision-making regarding health navigator 
training programs 

Characteristics of the local environment 

• Basic demographics: State, urbanicity, proximity to hospitals and community health centers 

• Status of ACA Health Insurance Marketplace 

• State of ACA-related Medicaid Expansion 

Characteristics of two-year colleges, decision-makers, and students 

Institutional characteristics 

• Formal program review process 

• Financial sustainability of the program/internal funding mechanisms 

• Administrative flexibility 

• Competition or support from other allied health programs 

• Availability of career services 

• College culture of innovation, learning culture 

• Staff advocacy 
Characteristics of decision-makers 

• Socio-economic characteristics 

• Personality variables 

• Communication behavior 
Student characteristics  

• Self-efficacy 

• Self-confidence 

• Outcomes expectations 

• Skills-job match 

• Socio-economic characteristics 

Health navigator program implementation 

• Curricular model (degree and certificate options; credit and non-credit options)  

• Specific job titles or professions for which professions (CHW, navigator, etc.) 

• Age of program 

• Role/type of experiential learning 

• Role/type of workforce partnerships 

Health navigator program outcomes 

• Institutional goals: Student enrollment, retention, and completion; Program graduates hired; 
Employer/community partnerships working with the program 

• Employer/community partner satisfaction  

• Student/graduate satisfaction 

• Potential impact of institutional processes: sustained program funding, formal program review 
process 
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For this study, it was necessary to merge Rogers’ diffusions theory with the more 

practical or programmatic considerations potentially driving community college decision-

making regarding health navigator programs. Therefore, the proposed logic model, or 

theory of change, guiding this research sought to embed Rogers’ decision process within 

the everyday practical context of health navigator training program development and 

implementation. Figure 2.1 provides the initial model.  

As will be described in the next chapter, an online survey and a purposeful 

selection of interviews among community college decision-makers were used to assess 

the applicability of this model to the study sample and modify it as appropriate.  

 

Conclusion 

Chapter 2 has presented an overview of the literature on common training 

practices and core competencies for the health navigator professions in the areas of 

prevention and community health, health care delivery, and health insurance. This 

chapter has also presented the conceptual model guiding this study, which is based on 

Rogers’ theory on the diffusion of innovations.  

In the following chapter, the methodology for the qualitative and quantitative 

portions of this study is presented. Chapters 4 and 5 present the results from the 

qualitative and quantitative portions of the study, respectively. Chapter 6 concludes the 

dissertation by answering the research questions presented in Chapter 1, and discussing 

how these findings may impact the policy and practice environment as it concerns health 

navigator training programs at community colleges.  
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Figure 2.1 Preliminary logic model of health navigator program growth 

Adapted from Rogers, 2003. 
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Chapter 3: Methodology 

 

Introduction 

This dissertation used mixed-methods procedures to examine two research 

questions related to the role of community colleges in training health navigator 

professionals and their subsequent integration into the public health workforce. The 

blending of qualitative and quantitative data in a single methodological approach can 

provide a stronger understanding of the research questions at hand, and help to overcome 

the potential limitations specific to either the qualitative and quantitative components. 

Though a relatively new research approach, mixed-methods procedures are gaining 

attention across a diversity of disciplines within the social and health sciences (Creswell, 

2014).  

A convergent parallel mixed-methods design was adopted for this study, whereby 

qualitative and quantitative data were collected concurrently, and then compared to 

answer the research questions. Figure 3.1 summarizes this approach, as it was deployed 

in this study. The design was submitted to the Institutional Review Board at George 

Washington University and was determined to be exempt research. The qualitative 

portion of this analysis consisted of in-depth interviews and document review within a 

small and purposeful selection of community colleges. The quantitative portion consisted 

of an online survey of deans and directors of allied health programs at community 

colleges across the country. Both the qualitative and quantitative portions of the study 

were given equal emphasis or weight, and both portions contributed toward answering 

the following research questions: 
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1. What are the prospects for community colleges to develop health 

navigator-type associate degree programs?  

a. What is the current state of practice at community colleges? 

b. What are the perceived facilitators and barriers to community 

college adoption of health navigator training programs? 

2. Among community colleges with existing health navigator-type training 

programs, what are the barriers and facilitators to establishing and 

maintaining effective relationships with local employers? 

Chapter 3 begins with a discussion of the qualitative portion of the study, 

describing how interview data and other documents were collected and reviewed. The 

chapter then discusses the survey design and implementation strategy, and methods used 

for analyzing these quantitative data. 

 

Figure 3.1 Convergent parallel mixed methods 

 
 
 

 

 

 

 

 
Adapted from Creswell, 2014. 
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Qualitative design: A review of community college health navigator-type training 

programs 

For the qualitative portion of this study, a small and purposeful selection of 

community colleges with existing health navigator-type training programs were selected 

for in-depth interviews and document review. A benefit of this qualitative approach to 

data collection was the ability to explore supplemental program information not collected 

in the survey, and to pose probing questions related to the “hows” and “whys” underlying 

health navigator-type program adoption and implementation. A target of ten to twelve 

colleges was set for study inclusion, with the community college serving as the unit of 

analysis. 

 

Selection criteria for community colleges 

The search for community colleges began by a review of the literature for 

references to health navigator-type training programs; the literature developed by 

professional networks on high-quality community college preparation programs in the 

United States; and by nominations of programs from subject-matter experts in the field.2 

This process returned a list of thirty programs. 

Next, each program was researched on the web to review them against the 

following selection criteria: 

• The institution is an accredited community college in the United States; 

                                                        
2 As discussed in Chapter 1, health navigator-type professions include an array of job 
titles such as community health worker, patient navigator/health care navigator, lay 
health advisor, promotora, and health insurance navigator/IPA (in-person assister). These 
were used as search terms in tandem with the term “community college.” 
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• The institution offers specific training in health navigator-type 

professions; 

• The institution is currently administering the program.  

This process reduced the list to a total of 18 college programs. Once it was 

determined that the selection criteria were met, initial solicitations for study participation 

were sent via email to the program director of the health navigator-type program by the 

League for Innovation in the Community College, the flagship professional organization 

for community colleges in the United States.3 A total of eleven colleges agreed to 

participate in the study. For the remaining seven colleges that did not respond, repeated 

follow-up email and phone invitations were sent over a period of two months with no 

result.  

Snowballing was used to identify additional interviewees at each college, 

whereby initial interviewees were asked to identify other important college stakeholders 

who should be interviewed (Mason, 2002). A total of twenty-two interviews were 

conducted across the eleven colleges, with community college staff that are directly 

involved in health navigator-type program implementation and decision-making.  

Community colleges vary greatly regarding where health navigator training 

programs reside in the college, what departmental or divisional umbrellas hold the 

programs, and who is involved with program adoption and implementation. As such, the 

“program directors” and other staff who agreed to be interviewed were sometimes deans 

or vice presidents for health-related disciplines, sometimes divisional or departmental 

                                                        
3 The League is the primary professional organization for community colleges concerned 
with academic leadership and innovation. The American Association of Community 
Colleges, the other main professional association for community colleges, is concerned 
with political advocacy and federal and state policy issues. 



 35

administrators, and sometimes lead faculty members deeply involved with program 

management and decision-making. Chapter 4 provides additional details regarding the 

specific leadership roles of individuals that were interviewed. 

Summary characteristics of colleges included in the qualitative analysis are 

collected in Table 3.1. Colleges were randomly assigned a number from CC 1 to CC 11 

for all subsequent tables related to the qualitative portion of this study. 
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Table 3.1 A profile of participating community colleges 
College State-specific variables County-specific figures College-specific  

student enrollment figures 

Program-

specific 

US 

Census 

Region1 

Health insurance 

marketplace type2 

Medicaid expansion 

status2 

Community health 

worker legislation 

status3 

Urbanicity1 Percent 

white1 

Total annual 

enrollment 

(FTE)4 

Percent 

enrolled 

part-time5  

Average 

student age 

(years)5 

Primary 

program 

emphasis 

CC 1 South Federally-facilitated 
Marketplace 

Not adopting the 
Medicaid expansion at 
this time 

None Urbanized 
area 

50% 20,000 70% 30 Maternal & 
child health; 
community 
health 

CC 2 Midwest State-based 
Marketplace 

Adopted the Medicaid 
expansion 

Medicaid payment 
for CHW services 

Urbanized 
area 

75% 5,000 65% 30 Community 
health 

CC 3 Midwest State-based 
Marketplace 

Adopted the Medicaid 
expansion 

Medicaid payment 
for CHW services 

Urban 
cluster 

95% 5,000 50% NA Community 
health 

CC 4 South Federally-facilitated 
Marketplace 

Not adopting the 
Medicaid expansion at 
this time 

CHW certification or 
training laws/ 
regulations 

Urbanized 
area 

70% 5,000 80% 30 Health care; 
community 
health 

CC 5 Midwest Federally-facilitated 
Marketplace 

Adopted the Medicaid 
expansion 

CHW certification or 
training laws/ 
regulations 

Urbanized 
area 

70% 10,000 65% 30 Community 
health 

CC 6 Midwest Federally-facilitated 
Marketplace 

Adopted the Medicaid 
expansion 

CHW certification or 
training laws/ 
regulations 

Urbanized 
area 

90% 5,000 70% 30 Community 
health 

CC 7 South Federally-facilitated 
Marketplace 

Not adopting the 
Medicaid expansion at 
this time 

CHW certification or 
training laws/ 
regulations 

Urbanized 
area 

85% 10,000 75% NA Community 
health 

CC 8 South Federally-facilitated 
Marketplace 

Not adopting the 
Medicaid expansion at 
this time 

CHW certification or 
training laws/ 
regulations 

Urbanized 
area 

70% 40,000 70% 35 Community 
health 

CC 9 South Federally-facilitated 
Marketplace 

Not adopting the 
Medicaid expansion at 
this time 

None Urbanized 
area 

50% 10,000 55% 25 Health care; 
community 
health 

CC 10 Midwest State-based 
Marketplace 

Adopted the Medicaid 
expansion 

Medicaid payment 
for CHW services 

Urban 
cluster 

75% 5,000 65% 30 Community 
health 

CC 11 West State-based 
Marketplace 

Adopted the Medicaid 
expansion 

None Urbanized 
area 

95% 5,000 60% 25 Health care 

1US Census Bureau. Regarding county-specific urbanicity data, the Census Bureau defines two types of urban areas: 1) an urbanized area has a population of 50,000 people or more; and 2) an urban cluster has a population of at 
least 2,500 people but less than 50,000 people. County-specific figures on percent white were rounded to the nearest 5% for greater anonymity. Retrieved from http://www.census.gov 
2State Health Facts, Kaiser Family Foundation, State Decisions of Health Insurance Marketplaces and the Medicaid Expansion (Dec. 2014). Retrieved from http://kff.org/health-reform/state-indicator/state-decisions-for-creating-
health-insurance-exchanges-and-expanding-medicaid/ 
3Association of State and Territorial Health Officials, CHW Training/Certification Standards (Dec. 2014). Retrieved from http://www.astho.org/Public-Policy/Public-Health-Law/Scope-of-Practice/CHW-Certification-Standards/ 
4US Department of Education. Total annual enrollment figures were rounded to the nearest 5,000, and percent enrolled part-time to the nearest 5%, for greater anonymity. Retrieved from 
http://nces.ed.gov/ipeds/datacenter/InstitutionByName.aspx 
5Average student age was rounded to the nearest 5 years for greater anonymity. Data provided by college-specific sources 
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Interviewing methods and analysis 

Due to the geographic spread of participating colleges, all interviews were 

conducted by phone. Whenever interviewees consented, conversations were audio 

recorded to assist the transcription process. Two interviewees requested that 

conversations not be recorded or transcribed; therefore, while those interviews helped 

increase knowledge and awareness, they were not directly cited throughout the 

presentation of results in Chapter 4.  

Quotations from all other interviews are provided verbatim, although extraneous 

words such as “uh” were removed when it could be done without changing the meaning 

or tone. All interviewees received confidentiality information, and were assured that if 

quotations were used, they could not be traced with any personal or location-specific 

identifiers.  

Interviews were semi-structured, with a combination of open-ended and more 

specific questions. Interview questions addressed four main content areas: 1) background 

information about the development and content of the health navigator training program; 

2) employer and community partnerships; 3) students and their workforce goals; and 4) 

the policy and funding environment. Interviewees were also asked to reflect on their 

programs’ challenges and successes, and what recommendations they would offer to 

other community colleges seeking to develop similar programs. The full interview guide 

is available in Appendix B.  

Following each interview, interviewees were asked if they would be willing to 

discuss any follow-up questions or clarifications (i.e., a member checking process), and 

were promised that study results would be shared with them in due course. Interviews 
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were transcribed, de-identified, and imported to NVivo 10 software for coding and 

analysis.  

This study adopted an applied or pragmatic research approach, and for coding and 

analysis, a combination or deductive and inductive approaches was used (Smith, Bekker 

& Cheater, 2011). The initial codebook was deductively derived from the preliminary 

logic model provided in Chapter 2 (Figure 2.1). As the interviewing and analysis process 

progressed, sub-codes were revised and added inductively as new themes or patterns 

arose.  

A secondary coder familiar with the subject matter was trained to independently 

code the interviews in NVivo. During this process, some minor definitional ambiguities 

in coding arose and were discussed together. As a result, two code definitions were 

updated to clarify meaning, and one new code was added. Following updated definitions, 

there was full coding agreement, varying only as to how much surrounding text each 

coder chose to select. Notes and memos written during and after interviews were also 

used during the qualitative analysis, but were not coded by the secondary coder. 

NVivo is a valuable analytical tool because it facilitates several procedures that 

would otherwise be very difficult, such as a word frequency queries, coding relationship 

visualizations, text queries, and matrix queries that can help to identify key variations or 

similarities in coding patterns across interviews. All of these procedures were used to 

guide the presentation of results and discussion in Chapters 4 through 6. As this study 

adopted an applied research stance, this analysis focused on an iterative process of 

identifying similarities and differences within the data organized around thematic 

clusters, guided by the logic model, but equally sensitive to inductively derived findings. 
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Document review 

In addition to interviews, associated documentation was reviewed for each 

college. These documents included program-specific promotional materials; websites; 

program requirements and curricular content including course descriptions, syllabi and 

learning objectives; and other materials such as strategic planning documents, newspaper 

and journal articles, and state-specific legislative materials. These data were not coded for 

formal content analysis in NVivo, but were used heavily to fact check and cross-reference 

information shared in the interviews. Table 3.2 provides a summary of documents 

reviewed. 

Table 3.2 Key documents reviewed for each community college 

College Website and 

program-

related 

documents* 

Workforce 

alliance 

materials 

State health 

department 

materials 

State 

legislative/ 

policy 

materials 

Recommended 

journal articles, 

newspaper 

articles 

Referred to 

curricular 

materials at 

other 

institutions  

CC 1 Yes Yes Yes No Yes Yes 

CC 2 Yes Yes Yes Yes No No 

CC 3 Yes Yes Yes Yes No No 

CC 4 Yes Yes Yes Yes No No 

CC 5 Yes Yes Yes Yes Yes No 

CC 6 Yes Yes Yes Yes No Yes 

CC 7 Yes Yes Yes Yes No No 

CC 8 Yes Yes Yes Yes No No 

CC 9 Yes No Yes No No Yes 

CC 10 Yes Yes Yes Yes No No 

CC 11 Yes Yes No No No Yes 

*Program-specific materials include promotional leaflets, program requirements, curricular materials, 
student characteristics, planning documents 
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Quantitative design: A national survey of community college leaders 

The quantitative portion of this study consisted of primary data collection through 

an online survey of community college leaders serving in allied health programs. 

Administered in parallel to the qualitative data collection piece, the quantitative analysis 

provided a national snapshot of community college perspectives on topics related to both 

research questions. As health navigator training at community colleges is an emerging 

and rapidly evolving phenomenon, little published literature is available that explores, at 

a national level, the preferences of community college decision-makers toward formal 

academic programming in this area. Some of the advantages of online survey design 

include its economic feasibility and relatively rapid data collection (Sue & Ritter, 2012). 

Online surveys may also engender higher response rates and be more effective at 

addressing potentially sensitive topics (Kays, Keith & Broughal, 2013). 

 

Survey design and procedures 

Survey sample 

The target audience of this survey was deans and directors of allied health-related 

programs at community colleges throughout the United States, and was administered in 

partnership with the League for Innovation in the Community College. As noted in the 

qualitative discussion above, titles and administrative structures vary widely across 

community colleges, but the aim was to reach deans or similar executive administrators 

who are familiar with allied health program offerings at community colleges.  

To identify an appropriate survey sample, two related sources were used. First, 

the League’s membership database was queried for individuals with the title of “dean” 
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for allied health programs, as well as other individuals self-identifying with a “director” 

position title in allied health, such as academic vice presidents and divisional leaders. The 

League’s membership database returned 390 recipients. Second, non-League members 

were added to the survey distribution list using similar search procedures in distribution 

lists of allied health leaders at community colleges that were created or purchased by the 

League. 525 recipients were added to the distribution list through these secondary 

sources, for a total of 915 individuals on the final survey distribution list. As this 

sampling strategy was conducted independently from the qualitative portion, there was 

very little overlap between the qualitative and quantitative study participants. Only two of 

the 22 interviewees participating in the qualitative design were also invited to take the 

online survey through the sampling procedures outlined above.  

This two-pronged approach, including both League Alliance members and non-

members, represents a convenience sample. Federal government estimates suggest that 

there are approximately 1,700 community colleges in the US (US Department of 

Education, 2013). Using this estimate, this convenience sample represents approximately 

50% of all community colleges in the US. However, depending on how individual 

community colleges are counted—such as whether colleges with multiple campuses are 

counted distinctly or collectively, national estimates vary widely, with other highly 

reputable sources suggesting that the true number of community colleges is just over 

1,100 (American Association of Community Colleges, 2015). In this latter instance, 

which is the more widely cited statistic, the convenience sample for the online survey 

represents approximately 80% of all community colleges in the US. 
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Survey content 

The survey was organized around four key content areas: 1) academic, 

institutional, and student characteristics of the respondents’ colleges; 2) information 

regarding the provision of health navigator-type programming; 3) perspectives on the 

Framing the Future Health Navigator associate degree framework described in Chapter 1; 

and 4) characteristics of the local environment. Appendix C provides the survey in full. 

The majority of questions were collected as categorical variables, or ordinal variables on 

numeric Likert-type scales of (1) to (5) or (1) to (3). The survey also included a small 

number of interval variables and opportunities for free-response feedback. 

To assure that the target audience was reached, screening questions were also 

included in the survey. The first screening question asked respondents to identify their 

leadership role at their college from a menu of options including: dean or executive 

administrator; departmental or programmatic administrator; and faculty or instructor, 

with an additional option not to identify with any of these roles, or select more than one 

role. The second screening question asked respondents to state if they were involved in 

programmatic decision-making processes concerning their institutions’ health-related 

programs. 

 

Survey format and distribution procedures 

The survey was adapted for online release by a computer-programming specialist 

at the League, and went through content and usability testing by individuals advising this 

project, including League research and technical staff and content experts affiliated with 
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the Framing the Future initiative described in Chapter 1. The survey was housed on the 

League’s secure server and was accessible by invitation only.  

The initial survey invitation and informed consent documentation were distributed 

by the League via email, with a personalized link to the online survey platform. 

Personalized links were used to track respondent completion and to help assure that only 

those invited to participate had access to the survey. However, all sensitive data (i.e., 

email addresses associated with the survey invitation) were encrypted on the server and 

removed before data analysis. The survey itself collected no sensitive information, aside 

from an optional question about the respondents’ college location (i.e., state).  

Three follow-up invitations were sent to remaining non-respondents at two-week 

intervals over a period of six weeks. At the close of this initial open period, a final, more 

personalized survey invitation was sent to all non-respondents.  

Finally, a targeted follow-up attempt to reach additional non-respondents was 

conducted with a random sample of 100 non-respondents. These 100 non-respondents 

received another personalized survey invitation, with options for survey participation via 

phone or email. This additional targeted follow-up approach was used in an effort to 

include as many perspectives from “non-respondents” as possible. While phone and 

email feedback from the targeted non-respondents varied in the level of detail and 

content, a target list of ten core survey questions guided this intensive follow-up. These 

questions focused on reactions to Framing the Future’s Health Navigator associate degree 

framework and factors affecting program adoption, and also served as the core questions 

for the series of subgroup analyses presented at the conclusion of Chapter 5 (Table 5.20).  
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As will be further described in Chapter 5, a total of 236 valid online surveys were 

collected and 25 individuals provided varying levels of phone or email feedback on the 

survey in the targeted follow-up effort. While a relatively small number of non-

respondents were reached through this targeted follow-up approach, many of these 

individuals were willing to provide additional background and perspectives that could not 

have been collected through the more structured and close-ended online survey. Findings 

were shared with all survey participants at the conclusion of the study. 

 

Statistical methods and analysis 

The de-identified dataset was imported into Stata 13 for analysis. As with the 

qualitative portion of this dissertation, the quantitative analysis addressed both research 

questions guiding this dissertation. Descriptive statistical procedures were used to 

characterize respondent feedback in the four content areas described above. This study 

proposed no causative model, but instead sought to explore current practices and 

perspectives at community colleges.  

A series of subgroup comparisons and tests of statistical significance were, 

however, incorporated into the analysis. As the variables of primary interest in this 

dataset were categorical and ordinal in nature, these analyses involved non-parametric 

measures including the Wilcoxon-Mann-Whitney test and Kruskal-Wallis one-way 

analysis of variance. As will be further described in Chapter 5, the primary aim of the 

subgroup comparisons was to test the robustness of the descriptive findings by comparing 

respondent subgroups on a number of key variables, of which some were unique to 

individual respondents, and some state-level policy characteristics that were matched to 
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respondents for analysis. The independent variables used in subgroup comparisons were 

identified pre-hoc and are summarized in Table 3.3.  

Table 3.3 Independent variables and theoretical basis for subgroup comparisons of survey respondents 

Variable Level Source Definition Theoretical basis 

Health 
navigator 
training 
program 

Individual Survey 
instrument 
(Q4)1 

Whether respondent 
reports existing CHW2 
or other health 
navigator-type training 
programs at their 
institution 

Respondents with existing 
programs may have different 
preferences regarding 
community college training 
and the Health Navigator 
framework 

Dean 
leadership 
position 

Individual Survey 
instrument 
(Q1a)1 

Whether respondent 
self-identifies as a dean 
or executive 
administrator 

This was a screening 
question to identify the target 
audience. Executive 
decision-makers may have 
different preferences than 
mid-level administrators or 
faculty 

Health 
program 
decision-
maker 

Individual Survey 
instrument 
(Q1b)1 

Whether respondent 
self-identifies as a 
decision-maker 
regarding health-related 
programs 

This was a screening 
question to identify the target 
audience. Individuals 
familiar with the existing 
landscape of health-related 
programs at community 
colleges may have different 
preferences than other 
decision-makers in non-
health disciplines and non-
decision-makers. They are 
also more likely to be able to 
provide accurate information 
about existing health-related 
programs at their institutions 

Date of survey 
completion 

Individual League’s 
secure server 
(survey 
platform); 
phone/email 
logs for 
targeted 
follow-up of 
non-
respondents 

Date on which survey 
was submitted 

Early respondents may have 
different preferences than 
later respondents regarding 
community college training 
and the Health Navigator 
framework 

League 
Alliance 
member 

Community 
college 

League’s 
membership 
database 

Whether respondents’ 
institution is a member 
of the League Alliance. 
Membership is 
institutional, so all 
respondents affiliated 
with a member 
institution are 
considered League 
members 

League members may have 
different preferences to a 
survey administered under 
the auspices of the League 
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Variable Level Source Definition Theoretical basis 

Medicaid 
expansion in 
state 

State State Health 
Facts (2014)3 

Whether states have 
adopted the Medicaid 
expansion option under 
the Affordable Care 
Act. Respondents were 
matched to this variable 
based if they indicated, 
on the survey, the state 
where their college is 
located (Q25)1 

States opting to expand 
Medicaid may also have 
different approaches to the 
training and employment of 
the health navigator 
professions in their state, 
especially as these 
professions often serve 
vulnerable populations using 
Medicaid services. These 
factors may, in turn, affect 
respondent preferences 
toward community college 
training and the Health 
Navigator framework. While 
Medicaid expansion is a very 
new phenomenon, it may 
still be valuable to examine 
this variable as a proxy for 
state preferences toward 
serving vulnerable 
populations 

Type of state 
Health 
Insurance 
Marketplace 

State State Health 
Facts (2014)3 

Refers to the specific 
type of Marketplace, as 
described in Chapter 1. 
Types include state-
based, federally-
supported state-based, 
state-partnership, and 
federally-facilitated. 
Respondents were 
matched to this variable 
based if they indicated, 
on the survey, the state 
where their college is 
located (Q25)1 

Differences in state 
preferences toward the 
Health Insurance 
Marketplace may also be 
suggestive of different 
approaches to the training 
and employment of the 
health navigator professions 
in their state, especially as 
Marketplaces employ Health 
Insurance Navigators and 
related health navigator-type 
professions. These factors 
may, in turn, affect 
respondent preferences 
toward community college 
training and the Health 
Navigator framework 

CHW2 policy 
in state – 
restrictive 
definition 

State Association of 
State and 
Territorial 
Health 
Officials 
(2014)4 

Whether states have 
enacted legislation 
pertaining specifically 
to CHWs, as described 
in Chapter 1. 
Respondents were 
matched to this variable 
based if they indicated, 
on the survey, the state 
where their college is 
located (Q25)1 

States with specific 
legislation pertaining to the 
training and employment of 
CHWs2 may affect 
respondent preferences 
toward community college 
training and the Health 
Navigator framework 
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Variable Level Source Definition Theoretical basis 

CHW2 policy 
in state – 
expanded 
definition 

State Association of 
State and 
Territorial 
Health 
Officials 
(ASTHO) 
(2014)4; 
Centers for 
Disease 
Control and 
Prevention 
(CDC) (2013)5 

Restrictive CHW2 
policy definition, plus 
additional states 
identified by CDC that 
may have developed 
initiatives for 
integrating CHWs2 into 
health care practice in 
specific contexts, but 
don’t meet ASTHO’s 
definition, as described 
in Chapter 1. 
Respondents were 
matched to this 
variable based if they 
indicated, on the 
survey, the state where 
their college is located 
(Q25)1 

Same rationale as restrictive 
definition for state CHW2 
policy. Further, even if states 
don’t have clear training or 
certification standards for 
CHWs2, CDC’s list may 
nonetheless be suggestive of 
broader differences in state 
approaches toward CHW2 
training and employment. 
These factors may, in turn, 
affect respondent preferences 
toward community college 
training and the Health 
Navigator framework 

1See Appendix C for specific question numbers associated with the survey instrument 
2Community health worker(s)  
3State Health Facts, Kaiser Family Foundation, State Decisions of Health Insurance Marketplaces and the 
Medicaid Expansion (Dec. 2014). Retrieved from http://kff.org/health-reform/state-indicator/state-
decisions-for-creating-health-insurance-exchanges-and-expanding-medicaid/ 
4Association of State and Territorial Health Officials, CHW Training/Certification Standards (Dec. 2014). 
Retrieved from http://www.astho.org/Public-Policy/Public-Health-Law/Scope-of-Practice/CHW-
Certification-Standards/ 
5Centers for Disease Control and Prevention, State Law Fact Sheet, A Summary of State Community 
Health Worker Laws. Retrieved from http://www.cdc.gov/dhdsp/pubs/docs/chw_state_laws.pdf 

 
 

Conclusion 

This chapter delineated the methodological approach used to guide the qualitative 

and quantitative portions of this study. The qualitative portion involved interviewing and 

document review within a purposeful selection of community colleges that currently offer 

navigator-type training, while the quantitative portion used an online survey tool to 

ascertain the practices and preferences of community colleges leaders across the US 

toward health navigator-type training. The following chapter presents the results of both 

qualitative portion of the study, followed by the quantitative results in Chapter 5. As the 

qualitative and quantitative portions were developed and conducted simultaneously, these 

portions could also potentially have been presented in reverse order. However, as the 
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qualitative portion provides extensive background and detail on the development and 

implementation of health navigator training programs, this portion is presented first, to 

provide a rich context for understanding the higher-level quantitative results which 

follow in Chapter 5. 
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Chapter 4: Qualitative Results 

 

Introduction 

This chapter provides the results of the qualitative portion of this study. Twenty-

two interviews connected with the eleven community colleges described in Chapter 3 

were conducted to explore decision-making practices at community colleges regarding 

the development and implementation of training programs for CHWs, health care 

navigators and related professions, as well as the role of community-based partnerships 

with local employers and other stakeholders in these processes. The twenty-two 

interviewees were community college decision-makers directly involved in the 

implementation of health navigator-type programs at their institution.   

Due to the diversity of community college administrative structures and the 

relatively small size of health navigator-type training programs, it is not uncommon to 

encounter individuals who hold different professional titles serving in a similar function, 

or single individuals wearing multiple hats including both programmatic leadership and 

faculty roles. In light of this diversity, the twenty-two interviewees can be described in 

terms of the following leadership categories: four executive administrators (including 

deans and academic vice presidents); eleven divisional or programmatic administrators; 

and seven lead faculty members directly involved in program leadership. In the 

quotations provided throughout this chapter, these categories are abbreviated as EA, DA, 

and LF, respectively. 
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Seven additional interviews were conducted with key stakeholders based outside 

community colleges who collaborate with community colleges on health navigator-type 

program implementation or serve as subject-matter experts on community health workers 

or patient navigation. These non-community college-based interviews provided useful 

background information on the topics discussed with college-based interviewees. As 

noted in Chapter 3, community colleges were randomly assigned a number, from CC 1 

through CC 11, for use in the tables provided in this chapter.  

A total of nine major themes were identified. Table 4.1 presents these nine major 

themes, and associated minor themes, as they relate to the diffusion of innovations-based 

logic model, or theory of change, that was introduced in Chapter 3, and serves as the 

organizing structure for the presentation of findings which follows.  
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Table 4.1 Themes related to the diffusion of innovations-based theory of change 

Knowledge 

Initial program influences 

Persuasion 

Relative advantage: Filling a local need  
Compatibility: Aligning with existing mission and programs 
Complexity: Aligning with the state and local environment 
Trialability: Remaining open to program modifications 
Observability: Learning from external programs and partners 

Decision 

Sufficient stakeholder buy-in 

Implementation 

Enrollment 
Staffing 
Fees 
Curricular framework: A range of program models 
Establishing employer and community relationships 

Confirmation 

Maintaining employer satisfaction 
Student satisfaction and professional fulfillment 
Continued program refinement and overcoming barriers 

Individual mediating factors: community college decision-makers 

Connecting with students 
Connecting with campus partners 
Connecting with community partners 

Institutional mediating factors: community colleges 
Availability of financial aid 
Institutional website or marketing support 
Availability of career services 

Individual mediating factors: students 
Self-efficacy 

External factors 

External political/policy environment and funding mechanisms 
Workforce alliances and workforce identity 
Patient willingness and ability to receive care 

 

 

PRESENTATION OF THEMES 

 

Knowledge: Initial program influences 

The interviewees in this analysis identified two main influences leading to their 

colleges’ initial exposure to the idea, or innovation, of implementing a health navigator-

type training program (Table 4.2). The first influence was the role of state-level policy or 

practice. Interviewees at seven of the eleven colleges indicated that state legislation, or 

initiatives from the state health department, played a role in instigating their colleges to 

consider developing a program. In some cases, individuals directly affiliated with their 
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college programs were themselves active in state policy initiatives in addition to their 

colleges’ program development. For example: 

[Specific person] is the faculty member that really got this all started here. She’s 
also been one of the architects in years past on the state level to help create the 
certification and the program accreditation process and all of that. She’s been very 
much part of the whole evolution and politics of this training, and this role in 
[specific state]. She is still faculty with us (DA). 
 
Really the state [health department] has a statewide collaborative group called 
[specific name], and the CHWs are a part of a larger program. So they pulled 
together people from across the state. I was not in on it at the beginning. There 
was one person from a local private college who said you needed the technical 
colleges as part of this, and recruited me…. (EA). 
 
The second main influence identified by interviewees was the role of funding 

partnerships. Three of the colleges were directly approached by external partners with 

funding and invited to join broader efforts to integrate health navigator training programs 

at the community college level; a fourth college received a similar funding opportunity. 

Six of the interviewees in this context further noted that their personal connections 

through their professional work led to this invitation. For example: 

We just started building the navigator [certificate] out of a request from [specific 
funding partner] (LF). 
 
[Another academic institution] had gotten grant funding for this [certificate], and 
a lot of this funding was across the country basically. And so there were a number 
of colleges that collaborated on this and we developed this [certificate] (EA). 
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Table 4.2 Reported initial knowledge sources instigating decision-making processes 

College Approached by partner 

with funding or received 

funding opportunity 

Within-state policy 

and practice 

Policy and 

practice in 

another state 

Professional or 

institutional 

connections 

CC 1 Yes Yes No No 

CC 2 No Yes No No 

CC 3 No Yes No No 

CC 4 No Yes No No 

CC 5 No Yes No Yes 

CC 6 No No Yes No 

CC 7 Yes No No Yes 

CC 8 Yes Yes No No 

CC 9 No Yes No No 

CC 10 No Yes No No 

CC 11 Yes No No Yes 

 
 
 

Persuasion 

The persuasion phase involves the active pursuit of additional knowledge about 

the innovation, and is characterized in Rogers’ diffusion model by five key types of 

characteristics, or potential advantages, which decision-makers may perceive the 

innovation to possess: relative advantage, compatibility, complexity, trialability, and 

observability.  

 

Relative advantage: Filling a local need  

In addition to the broader policy and practice environment and the interest in 

particular funding partnerships described in Table 4.2, a key theme identified by many 

interviewees (19 of 22) was that this broader context only becomes important when it 

aligns with local perceptions about the need for CHWs, health care navigators, and 

related professions. The ‘relative advantage’ therefore, from the perspective of the 

interviewees, was that the effort needed to create and implement a program would be 

supported by community partners who felt the college was pursuing a needed service. 
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The following perspective from a program dean speaks to sentiments raised by these 

interviewees. For example: 

We find out the specific needs of the community, what that’s going to look like. 
We then move forward with hiring the individuals to develop the curriculum and 
teach the courses. So we find out what the industry needs first, and then work 
backwards from there…. I had an opportunity to talk to our community leaders as 
well our public health commissioners both in [specific county] and then [in 
specific metropolitan district], and talk to them more about what their visions 
were for public health at the larger scope, but also how they saw the role of 
community health workers. So with that kind of as a framework, as a background 
for it, I really see an opportunity for the community health worker certificate to 
expand, to grow more. There’s definitely a need in the community (EA). 

 

 

 

Compatibility: Aligning with existing mission and programs 

Many interviewees (15 of 22) noted that health navigator training programs fit 

well not only with the community college mission, but with the suite of other allied 

health programs often offered at these institutions. “It sits well into a community college 

setting,” noted one lead faculty member. This compatibility with both the college mission 

and existing programs can help attract students in related fields to consider pursuing 

coursework for CHWs and health care navigators, and also allows faculty to make shared 

use of existing resources, such as classrooms. The following quotations illustrate these 

perspectives:  

Well, when [the state] designed the curriculum, it was definitely designed and 
specifically placed in the community college system so that people could use it as 
a stepping-stone to other health field kinds of things. For the folks that are taking 
it, it’s a huge diversity in all kinds of aspects…which does reflect what you see in 
students that come to this particular institution anyway (LF). 
 
If [students] have a degree of any type they really only need nine more credits to 
finish the [navigator] certificate. And that’s what was nice, when we started it, we 
actually got a scholarship for past graduates to come back and the scholarship 
paid for all those nine credits for them to come back and finish the navigator 
certificate (LF). 
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I am in the allied health academy here at [specific college], which, an academy is 
all the programs that a particular dean is over, and so the allied health academy 
includes dental hygiene, nursing assistant, nursing, some of those kinds of things, 
and so my offices are up there in the same area as them. I have gone to the 
nursing labs for teaching beginning hand-washing in a health care environment, 
and what does blood pressure look like, and so I’ve kind of tapped into the 
nursing lab for a couple of things. So I have access to those kinds of resources, as 
well as people who understand where I’m coming from, from a health standpoint 
(LF). 
 
 
 

Complexity: Aligning with the state and local environment  

The value of carefully aligning the new program within the state and local 

environment was a consistent theme across the interviews. Two opposite factors related 

to complexity emerged, based on differing state contexts. In some contexts, interviewees 

perceived very little complexity in aligning their new programs with the state and local 

environment, while in others, the development of new programs was much more 

complex.  

In some states, interviewees noted that a strong policy or workforce environment 

greatly facilitated their own consideration of implementing the program at their 

institutions. For example, the State of Minnesota offers a unified, standard curriculum 

across its community colleges, while Texas has delineated specific statewide core 

competencies for community health workers to which training programs can align. While 

great variation across programs can exist even in such environments, some interviewees 

(12 of 22) noted that there was relatively little perceived “complexity” in the 

development of health navigator-type training programs due to strong external influences. 

For example: 
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I can tell you that teaching the program from the start [at specific college], I 
wasn’t the one who acquired the program, or developed the curriculum. And the 
curriculum is a state curriculum that all the schools in the state have to use, so I 
helped decide which criteria went in which course, but otherwise the actual set up 
of courses and credits were done before I got there (LF). 
 
In contrast, other interviewees (5 of 22) cited the many complexities related to 

new health navigator-type training programs that can delay the final adoption of the 

program. The following quotation comes from an institution working towards adding new 

options to its current programming: 

So we’re going through the process with our [state] certification board, and going 
through the whole process of looking at the scope of practice, looking at the core 
competencies, because honestly, if it were me, [we] would have been 
implementing this months ago. But we know what we want to do; we’re just 
waiting for the seal of approval to go, ok, we’ve done all this process, we’ve gone 
through our procedure, and we’ve done our role delineation study, we’ve done 
everything, and now develop the curriculum and go from there (DA). 

 
Another interviewee described initial challenges at a more grassroots level in 

attempting to align with the local environment: 

We tried to partner with some of the local organizations to get our program built, 
but that turned out to be very, very difficult. No one wanted to share curriculum. 
So that turned out very difficult. The second option, I had an instructor that I was 
hiring for a ‘Spanish for health’ class and she had previously worked for a 
community organization [in specific city] that was a nonprofit doing community 
health care work, so she recommended me to this nonprofit, and the gentleman 
that helped build their course was very helpful in getting me started (EA). 

 
 
 

Trialability: Remaining open to program modifications  

Related to trialability, one of the perceived characteristics of health navigator-type 

training programs that was consistently mentioned was the need for community colleges 

decision-makers to remain open and flexible to trying differing models and approaches, 

especially regarding specific curricular options or times of course offerings. “Anything 
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that we’re doing well, probably was a result of, we do it very well and then we changed 

it,” noted one interviewee; “very little of this started out great” (LF).  

In speaking of early phases of program adoption and development, many 

interviewees (18 of 22) noted that even after their institutions had decided to adopt the 

program, its flexibility or trialability was important to their continued adoption, 

especially regarding the evolution of curricular options. For example: 

[Our program founders] were part of the training as it evolved over those first five 
years, and then certification came to being in [specific state], and we, you know, 
we… So the curriculum went through changes according to that (LF). 
 
First of all, the way we’ve designed it now, last year was the first time we offered 
[the program] more than just one semester. When it first started, we were doing it 
in the fall and one of the other community colleges that was out in the suburbs 
was doing it in the spring. And a couple years ago…[the other college wasn’t] 
getting enough people to sign up for it. And so that’s when we started offering it 
for spring semester. [They] looked at canceling it. So we decided to see if part of 
the problem was transportation, and being [downtown] which we are, would make 
a difference. And this year, was the first year that we let people take it over more 
than one semester…. This is the first year that we’ve been completely at capacity 
and I believe that’s because we’re offering the ability to not have to take it the full 
semester. We do offer it in the evenings, so we attract people that are usually 
working full time as well as trying to do school and family commitments (LF). 

 
Another interviewee described a much longer process of adopting, abandoning, 

and then restarting the program when local circumstances were more favorable:  

[A former college executive] was very instrumental in getting community health 
care worker started at [specific college]. But for some reason, she was probably 
too early, or early for her time, a little too innovative for [specific metropolitan 
area]. So I wasn’t, I did not continue on the track that she started. There were a 
number of years that we didn’t do community health care worker at all. And then 
I picked it up, how many years later was that, wow I don’t remember, I think it 
was about six years later…. I think we really started with [a particular grant] 
really bringing the students in, because before that…we weren’t getting the 
numbers to really implement a solid program. So after we started getting students 
with [a particular grant], we were able to implement, mostly looking at, OK, 
what’s working and what’s not working in this program. Then we were able to 
start restructuring some things (EA). 
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Observability: Learning from external programs and partners  

Another important part of the persuasion-decision process is the ability to observe 

other institutions with similar programs. The single most common program element 

mentioned by interviewees was related to the review of curricula. Interviewees mentioned 

a range of processes, from a systematic review of national programs and curricula, to 

more local, iterative processes involving state-specific programs and workforce training 

tools. Table 4.3 summarizes sources mentioned by interviewees as their colleges 

considered how program adoption would look in their specific contexts. Beyond other 

community college curricula, these sources include state standards, direct input from the 

workforce, and workforce-related materials, such as position descriptions, and textbooks. 

For example: 

Well, we looked at Minnesota’s curriculum, and there was a local curriculum 
done by [specific institution]; they were the first ones in this area to hold a CHW 
training. So we looked at both of those, and then I pulled together local people 
who were experts, and said what do we need, what are the things that you think 
people need to know, and of course we also had the ten competencies that the 
state created for CHWs. So we really worked with all of those things to pull 
together a curriculum (EA). 
 
We looked at [a specific college], and theirs is more of a community health focus. 
We also had been involved with some of the community paramedicine partners… 
We also looked at, one of our employers has a case management assistant 
position, and looked at what their qualifications were for it (LF). 
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Table 4.3 Early curricular influences on health navigator-type training programs 

College Specific college 

programs or 

curricula 

State-specific 

standards, curricula, 

or coalitions 

Policy 

institutes 

and centers 

Workforce 

partners and 

materials 

Textbooks 

CC 1 Yes Yes Yes Yes Yes 

CC 2 No Yes No No No 

CC 3 No Yes No No No 

CC 4 No Yes No Yes Yes 

CC 5 Yes Yes No Yes No 

CC 6 No Yes No Yes No 

CC 7 No Yes No Yes No 

CC 8 No Yes No Yes No 

CC 9 Yes Yes No Yes No 

CC 10 No Yes No No No 

CC 11 Yes No No Yes Yes 

 
 

Decision: Sufficient stakeholder buy-in 

As this analysis focused only on institutions that have decided in favor of 

implementing health navigator-type programs, the knowledge and persuasion phases 

described above led to the decision to adopt and implement health navigator-type training 

programs. Relating to the decision itself, interviewees offered little additional 

commentary, simply suggesting that once knowledge and persuasion are attained, a 

favorable decision follows. 

However, the role of sufficient stakeholder buy-in did emerge as one recurring 

element of the “decision” phase. Some interviewees (16 of 22) cited a decision point 

when it became clear to them that they had obtained sufficient buy-in from external 

stakeholders to assure that the program would be viable. Viability refers not only to the 

availability of jobs for program graduates, but also to the availability of internship 

experiences for students. Twelve interviewees emphasized the need of establishing strong 

partnerships to support experiential learning requirements as part of the decision process. 

For example: 
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You can talk to 25 people but until you talk to absolutely the right person who 
says, “Yes, this will work, let’s get them in” kind of a thing, then you’re ready to 
go (DA).  
 

Methods of approaching community partners and successfully sustaining a working 

relationship are explored in the Implementation section which follows.  

 

Implementation 

Enrollment 

Of the eleven community colleges in this study, enrollment is relatively small, 

often intentionally so. Though program sizes vary, most programs are in the range of ten 

to twenty students, with a revolving mix of full- and part-time enrollments. A small 

number of institutions currently offer only full- or only part-time programs; or they offer 

cohort-based models, whereby intensive CHW-type training sessions are offered for 

specific groups at specific times. In addition, six of the eleven colleges offer specialized 

continuing education opportunities for the health navigator professions. In some states, 

such as Texas or Ohio, certified CHWs are required to pursue continuing education (CE) 

to maintain their certification, and community colleges can play a role in that training. In 

other instances, interviewees described being approached by employers with a request for 

specific CE trainings for their CHW workforce. Table 4.4 provides enrollment 

characteristics by college.  

While enrollment is relatively low across the colleges, most interviewees (18 of 

22) were satisfied with their programs’ size and noted that they had no immediate plans 

for expansion. Two key reasons for program size were cited: 1) a feeling that the current 

number of graduates aligned well with local workforce needs, and that the market should 
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not be oversaturated; and 2), that the program was already at capacity in terms of staffing 

ratios, internships, or other program resources. For example: 

I don’t think it’s going to grow any more; I think it’s just going to reach out. Like 
I said, the more…different people are going to buy into it, hopefully get more 
returning students to come back or employers sending us people to train (LF). 
 
In email exchanges following an interview, another interviewee wrote: 
 
We keep class size small at this time. (Not a huge number of jobs, doesn’t make 
sense to graduate lots of students who do not have a chance to get a job. It’s a 
justice thing to me) (LF).  
 
Other interviewees (4 of 22), however, spoke to the possibility of expanding 

enrollment options for their students, as college resources and community needs expand. 

For example: 

Right now [the program] is only on a yearly basis, so it’s like if the students start 
in the fall, they will finish in the spring if they go full-time. So, some courses are 
only offered in one semester, and I think we are going to wait until we get to the 
point that where students can start at any time and finish at their own pace…. We 
do have some students who want to do part-time. It’s a little bit challenging 
because the courses that they want are only offered once a year. So, I think…we 
should build to that point…if first we were full, at full capacity, and we could 
have all the courses every semester (LF).  
 
We have the supply side, you know, we are ready to go and we’ve got the 
capacity and we’ve got the quality standardized training, and what we need now is 
more demand and we thought that would happen more quickly as a result of ACA 
than it has (LF). 
 
We were looking at starting other classes but have decided that, given the job 
market, that this probably if we’re really wanting people to get employed after 
they do this, that there’s enough folks here doing the classes that the supply 
probably is a little bit more than the demand right now. So it doesn’t make sense 
to start offering classes at a different time where we are here (LF). 
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Table 4.4 Enrollment characteristics of health navigator-type training programs 

College Approximate 

number of students 

per year 

Full-time enrollment 

options currently 

available 

Part-time enrollment 

options currently 

available 

Alternative 

enrollment formats 

CC 1 10-20 Yes Yes Continuing 
education workforce 
trainings 

CC 2 20-30 Yes Yes Considering 
workforce trainings 

CC 3 10-20 Yes Yes No 

CC 4 10-20 Yes Yes Continuing 
education workforce 
trainings 

CC 5 10-20 Yes Yes Continuing 
education workforce 
trainings 

CC 6 20-30 No Yes Concentrated hybrid 
trainings and 
continuing 
education workforce 
trainings only 

CC 7 20-30 Yes Yes Continuing 
education workforce 
trainings 

CC 8 10-20 Yes Yes Continuing 
education workforce 
trainings 

CC 9 10-20 No Yes Concentrated hybrid 
trainings only 

CC 10 1-10 Yes No No 

CC 11 10-20 Yes Yes No 

 

 
 

Staffing 

Two staffing models were common across the eleven colleges. Four of these 

institutions have a single program director who also serves in the role of lead faculty and 

teaches all courses. Interviewees linked their staffing choices to their program size, or to 

their relatively small program model vis-à-vis larger community college programs. For 

example: 

Currently, I am the only instructor. Because right now, it’s enough of a load that I 
can handle it myself (LF). 
 
Well, I’m it. I do all of the 14 community health worker credits. And it’s not 
considered full-time here for a teacher (LF). 
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The other common model was for programs to employ two or more instructors as 

adjunct faculty to teach specific curricular components, or to draw on affiliated full-time 

faculty at their institutions. Among the seven programs with this multiple-faculty model, 

program faculty come from a variety of backgrounds, ranging from human services and 

social work to nursing, hospital administration, marketing, and epidemiology. For 

example: 

One of our other long-standing faculty members who has been working…on this 
program from the beginning, [specific individual] does a lot of the clinical 
practicum work (DA). 
 
We have a lot of part-time faculty that, but for this navigator [program] 
specifically, when we were picking them, we wanted somebody that was someone 
of an expert in that area, but I also knew that they were looking to employ them 
for the first time, so one of the people that’s teaching our navigation and case 
management is actually the director of discharge signing and case management at 
the hospital, and hires all those navigator positions. So we approached her first to 
see if she’d be interested in teaching it; that way she has an investment in trying to 
find jobs for those students… We also had a local mortician that’s helped us with 
our gerontology classes, and has gone above and beyond when we did our tours 
there, so we brought him back in. Plus, he’s very well connected in the 
community with a lot of agencies, so he can help with some of those internships 
with placement. And then…I brought in a retired respiratory therapist that was 
also a marketing director for one of the larger home medical companies, and I’ve 
worked with her…and I knew she had a lot of contacts to help us to find key 
speakers or whoever we needed for that program. So they were all very rich in 
networking, and to get them to have buy-in can help us to be more successful 
(LF). 
 
As this lead faculty member noted, careful staffing can also serve to enrich the 

program outside the classroom by expanding internship and employment opportunities 

and networking opportunities. One interviewee, however, expressed a certain degree of 

frustration that, due to state credentialing requirements, she was not able to take full 

advantage of potential program faculty: 
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Currently in [specific state], the only people that they allow to provide instruction 
for CHWs are CHW Instructors. And I happen to work at an institution where we 
have nursing instructors, we have instructors at universities with doctorates and 
specializations in all types of diseases and global health, and so I have access to 
that type and that quality of an instructor all around me, and I can’t use it. So 
there’s so many ways that I can enhance my program, and I’m not permitted to do 
it because the doctor who specializes in global health is not permitted to teach my 
students (EA). 
 
Four interviewees at colleges with a multiple staffing model emphasized that, 

while more than one faculty member is needed, the staffing needs are relatively small. 

For example: 

Adjuncts utilized beside myself as program coordinator are those who have 
worked as or with a CHW and have specific interest in the role, have a 
background in public health, or health care. At this time there are only two 
adjuncts, one is a former CHW who graduated from the program, the other is 
myself (LF). 
 
We have hired two faculty members, both are MSWs [individuals with a master’s 
degree in social work], and we hire them on a class-by-class basis. Both are 
MSWs who have worked in medical social work. One has worked with mental 
health, with young mothers, and other areas too. And to me that seems like the 
ideal qualification if it’s going to be one person teaching the whole curriculum 
(EA). 

 
As suggested by the above quotations, interviewees expressed a variety of 

opinions as to what would be the “ideal” credential. However, one commonality across 

these contexts was a sentiment that whomever the staff, it is important that those 

associated with health navigator-type training programs understand the uniqueness of the 

health navigator professions, compared to other health-care and social service 

professions. For example: 

It is imperative that those who are implementing and teaching the curriculum 
understand completely the unique role and function of CHWs and not just develop 
them as [a] mini-nurse, mini-social worker (LF).   
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Fees  

Funding for health navigator training programs comes from a variety of sources. 

In addition to start-up funds from external donors, as described above, a host of other 

sources contribute toward covering program costs including student tuition, employer 

contributions, direct funding from the college, and additional grants from public or 

private sources. Ten interviewees noted shifting funding structures as their programs 

grow and evolve. For example: 

When I was hired, I was brought in my first year on [a federal grant]. And it was 
the last year of that grant. So I’ve been here two years; the last year, the college 
carried me, and this year it looks like that the students will carry me (LF). 
 
Other interviewees (4 of 22) reported that scholarship funds covering student fees 

were an important source of revenue, and that scholarship funds had the added benefit of 

making their programs more accessible to students with financial constraints. One 

interviewee described how she was able to negotiate with a donor to carve out additional 

scholarship money from existing program funds:  

It wasn’t only scholarship; it was funds for programs that I’ve used to purchase 
some equipment like low-vision goggles for our geriatric classes. And I asked [the 
funder] if we could potentially fund a scholarship through that funding, and they 
agreed to do that (LF). 
 
Another interviewee noted that under their program’s grant, in addition to 

covering student fees, internship sites affiliated with the program receive a stipend for 

hosting program students: 

The grant monies that go to each practice pay for the training of the CHWs and a 
small amount of administrative overhead for working these CHWs into the care 
team (EA). 
 
Most programs charge differently for credit- versus non-credit enrollments, with 

non-credit tuition being less expensive. For full-time, credit-earning students, financial 
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aid can defray some or all of the program fees for students who qualify (see mediating 

factors section below). These fees tend to align with college-wide, state-specific, or 

federal requirements for student fees, and are not dependent on program-specific choices.  

 

Curricular framework: A range of program models 

The eleven colleges in this analysis represent a range of program models, 

including credit-based, non-credit-based, or blended models. Table 4.5 provides a 

summary of program models across these institutions. 

 
Table 4.5 A summary of health navigator-type program models  

College Non-credit 

certificate 

Credit 

certificate 

Applied associate or 

associate of science 

degree 

Associate 

degree for 

transfer 

Common majors 

for associate 

degree options 

CC 1 No Yes Yes Yes Human services 

CC 2 No Yes Yes Yes Varies 

CC 3 No Yes Yes Yes Varies 

CC 4 Yes No No No NA 

CC 5 No Yes Yes Yes Health, science, 
technology 

CC 6 Yes Yes Yes Yes Human services 

CC 7 Yes Yes  Yes Yes Community health 

CC 8 No Yes Yes Yes Human services 

CC 9 Yes No No No NA  

CC 10 No Yes Yes Yes Varies 

CC 11 No Yes   Yes Yes Health care  

NA: Not applicable 

 
 
Credit-based model 

Nine programs are based around a core CHW or health care navigator-type 

academic credit-based certificate that can potentially lead to a two-year degree in a 

related field, with further options for transfer to four-year institutions. Seven of these 

institutions noted having specific articulation agreements with area four-year colleges to 

facilitate degree transfers for students wishing to pursue Bachelor degrees. For example: 
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But it’s nice, like I said, we’re getting more students to finish the associate’s and 
then a lot of them are transferring on to four-year. We have a collaboration 
agreement with [specific institution] for a four-year degree, and then we also have 
students go on to [another institution] as well (LF). 
 
We have a four-year school in town that we are associated with; we are working 
on making some kind of an agreement with them for, not only for our students 
who want to go on, but also for their four-year community health students who 
might also want to come out with the [CHW] certificate (LF). 
 
Furthermore, four interviewees with credit-based models noted that they are in the 

process of developing additional two-year degree options at their own institutions. For 

example: 

At [specific college], we are currently in the process of planning to have a two-
year public health degree (LF). 
 
And that was part of, also, why I wanted to have an associate degree of public 
health, so that individuals could get the general training that’s in this community 
health worker program, and then go on from there to look at specialties within 
that. Whether it’s behavioral health, maternal and child development, whichever 
their interests are, they can really move on from there and focus on that…. (EA). 
 
One of the benefits of the credit-based model is that, regardless of whether 

students pursue two- or four-year degrees or even graduate programs, they receive 

academic credit that they can build upon, when and if they wish to pursue additional 

education. Fifteen interviewees mentioned this benefit. For example: 

Now what happens is, if somebody wants to do the [certificate], it’s their start. It’s 
kind of their step-up point is, people that say, “I don’t know if I want to go back 
to school or get a degree.” And it’s like, “well, let’s do the [certificate] first.” You 
know, “I’m afraid of math, I haven’t gone to school in forever.” “Ok, let’s do the 
[certificate],” and then they get used to school. So the majority now have been 
consistently moving on and getting the associate’s. It’s like a stepping-stone for 
them (DA). 
 
For our students, particularly public health, if you make that commitment to be a 
public health professional, that’s a long haul. You’re looking at at least a master’s 
degree previously. And for many of our students, especially our diverse students, 
that’s too much of a chunk to bite off, all at once. And so having that pathway 
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approach, those career stepping-stones if you will, that allows students to move up 
through that pathway is going to be very valuable to our community (EA). 
 
 
 

Non-credit-based model 

Four institutions offer non-credit certificates that are intended to serve students 

wishing to enter the workforce directly; or more commonly, are already working in the 

field and wish to obtain the certificate at the request of their employer, or to pursue 

personal professional development goals (Table 4.5). In other instances, non-credit 

programs can provide a less threatening opportunity to return to school. For example: 

I have a number of students who already have their degrees, but where they work 
requires State certification as a community health worker and they’ll come in 
under the CE option. They don’t want any more college credits; they just need to 
get State-certified (LF). 
 
We see high-school dropouts that have a desire to return to a college setting, and 
have the desire to find employment and don’t want to be in the academic setting 
for the two years, sometimes longer, of a credit program (EA). 
 
 
 

Blended models to increase accessibility 

Credit- and non-credit-based models are not mutually exclusive. Two institutions 

already offer both options to students (Table 4.5). A common theme related to blended 

models—and indeed all models, as echoed above—was to make the program as 

accessible as possible, to as many as possible. For example: 

One of the things we did at the very beginning, was to offer the courses both in an 
academic format, and you’re familiar with that—you register for college, apply 
for financial aid, you get credit hours. But we also put the same classes, identical 
classes, available for continuing education, which means that all you need is to 
pay for a class. You don’t get academic credit, but it allows our students—some 
of them didn’t complete their high school diploma, or did not finish their GED, or 
may even not have papers to be in the country legally—but they can enter into the 
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classes and get the same State certification as everybody else. The entry point is, 
“there’s no obstacles” (LF). 
 
Interviewees at institutions not currently offering blended models agreed that 

while they may only offer a particular program model currently, they were open to 

creating a blended model should the need arise, and in some cases, were already planning 

to do so (6 of 22 interviewees). For example:  

Right now, the only program we have is the continuing education program. It’s a 
non-credit program. Once we’ve established that there are employers wanting to 
hire CHWs, then we can work on adding the credit program (EA). 

 
So far nobody’s asked to take it non-credit. We are asking that question at this 
point because we are in discussion with [specific organization] who wants to 
bring the program over on-site there, but we haven’t figured out how that affects 
the certificate yet. But we’re asking that question. At this point, everybody gets 
the certificate (LF). 
 
Yes, we are actually in the works of doing that [integrating credit and non-credit] 
right now. We’ve already petitioned to the State about our idea. They have 
approved the idea; they’re just waiting to see the curriculum…. So it allows the 
credit students as well, to be able to continue with whatever their course of study 
is already, and also has this additional [CHW] certificate so that if they get jobs as 
community health care workers, that can supplement their schooling as you 
continue along in whatever their chosen major is (EA). 

 
In states with prescribed competencies or curricula, interviewees did not 

necessarily perceive state requirements as an impediment to making individualized 

program model decisions. For example:  

OK, so in [specific state] it’s pretty prescribed. What’s different about our 
program…is that it is for college credit, and those credits can then roll into the 
human services degree so if they want to go further, continue on and get their 
human services degree they can (DA). 
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Curricular components 

Whether a certificate only or a full two-year program, the program models 

outlined above can also be described in terms of curricular emphasis areas. Common 

curricular components include coursework in topics related human services or social 

work, case management, soft skills training such as counseling and interpersonal 

processes, population-specific or disease-specific coursework, and an internship 

experience. Table 4.6 summarizes key curricular components by institution.  

Table 4.6 Thematic areas addressed in health navigator-type program curricula 
College Human 

services and 

case 

management  

Human 

relations-

related, 

including legal 

and ethical 

aspects 

Community 

health 

Health 

promotion 

and 

education 

Population-

specific 

Disease-

specific or 

other health 

and science 

content 

knowledge 

Internship 

option 

CC 1 Yes  Yes  No No Yes No Yes 

CC 2 Yes Yes No Yes No No Yes 

CC 3 Yes Yes No Yes No No Yes 

CC 4 Yes Yes Yes No No No Yes 

CC 5 Yes Yes No Yes No Yes Yes  

CC 6 Yes Yes No Yes Yes No Yes 

CC 7 Yes Yes Yes Yes No Yes Yes 

CC 8 No Yes Yes Yes No No Yes  

CC 9 Yes Yes No Yes No Yes Yes 

CC 10 Yes Yes No Yes No No Yes 

CC 11 Yes Yes No Yes Yes Yes Yes  

 
 

While Table 4.6 shows areas of overlap in core courses across the eleven colleges, 

representing in large part the fact that many programs in this study were created to reflect 

traditional CHW core competencies (see Table 2.1), there is nonetheless a diversity of 

approaches to coursework, even across community health worker training programs.  

When asked what were the core messages to graduates, or in other words, the 

most important curricular components, some interviewees emphasized “content” goals, 

others “process” goals, but in most interviews (16 of 22), both content and process issues 

were raised.  
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For example, illustrative of content goals: 

The one area that I think could be expounded on, and this might be just my bias, 
is that concept of the epidemiology as diseases spread and how it happens. 
Infection control is essential, and…I don’t feel it’s always emphasized in all areas 
of the allied health professions. And it’s kind of glossed over as something like, 
“Oh yeah, it’s there,” but not necessarily as something that’s as critical as it is…. 
When you’re going into someone’s home, and you’re in an environment where 
there is the potential for disease transfer, it’s important that these health care 
workers understand their role in that disease transfer process (EA). 
 
The second part [of the curriculum] which I think is very important is nutrition. 
You know, we have a separate course on nutrition and it just surprises me so 
much how I can have forty- and fifty-year-old people in the class continually, who 
have never read a nutrition label, who don’t understand the ingredients listings or 
serving size. And so they don’t—that’s a blind spot (LF). 
 
And illustrative of process goals: 
 
You know they’re not necessarily supposed to be content experts in health care 
content. They’re supposed to be experts in navigating the system and assisting 
their clients. There’s one core competency out of eight that actually talks about 
health care-specific knowledge…. We don’t always focus on any specific content 
area. We really go with what the students’ interests are and what’s their 
preference (DA) 

 
Now when the students leave, I tell them there’s only three things that I really 
want them to be able to do. OK. The first one is to be able to communicate, 
written and orally. The second one is to solve problems. I think we can’t teach 
you everything in here, but you can figure stuff out, and you have to be bold to do 
it. All the problems figured out. And then the last one is just reinforce that you’ve 
got to be reliable (LF). 
 
Finally, the following examples link content and process, highlighting the value 

of the role of CHWs, health care navigators, and related professions as knowledgeable 

advocates: 

A lot of the issues that people were dealing with that were preventing them from 
getting to their appointment had to do with social service type issues. The people, 
they didn’t have transportation, they were dealing with food insecurity or 
homelessness or other issues. And we felt that needed to be addressed. You know, 
working with people in the community, in their homes that, you know, you just 
can’t go away and say, you know your kids need their shots…. Probably 70% of 
what a community health worker does is a social service base. Very important too 
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is that they have knowledge, a very basic knowledge, of the human body. That is 
why it is in our training, and not in training in another states, I know. We really 
put the big focus on health literacy and health education and that is why we feel 
that general understanding of body systems is important (LF). 

 
And by advocacy I mean that each community health worker has to have a basic 
and even somewhat detailed understanding of the major programs out there—
Medicaid, Medicare, CHIP, Social Security disability, supplemental security 
income, immigration, those types of things. Because those are the, that’s the 
world that those folks live. They don’t live in a world where they wake up and 
say, “Gee, I wonder what my blood sugar is.” There’s other things in their life that 
they need to understand and connect with. So that ability to navigate and advocate 
is very important. And that’s at a local level too. Other than the federal programs, 
it’s “what’s there at the state? What’s at the city level?”…. What I tell them is that 
you have to know what you’re talking about. And you should never refer someone 
to an agency that you have not talked to already. You’ve got to know what they 
do and how they treat people and so forth. And that’s the thing that you do all the 
time. Every day. It’s always a different scenario (LF). 

 

 

 

Curricular flexibility   

A recurring theme across all institutions, program models, and curricular 

components was the value of curricular flexibility. Whether programs offer credit-based, 

non-credit based, or blended models; whether their curricula emphasize content or 

process; whether based on community health or health care models; interviewees 

consistently mentioned the importance of adapting to student needs and life issues. Three 

key methods of promoting curricular flexibility were highlighted, including: 1) providing 

online learning options; 2) scheduling non-traditional class times; and 3) encouraging 

diverse student interests. 

 

Curricular flexibility: Providing online learning options 

Some interviewees (8 of 22) noted that online learning can be an effective tool in 

some contexts, for certain audiences. This is especially true if students are geographically 
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isolated, or are not attracted to traditional learning formats for other reasons, such as 

challenging work-life issues, or even citizenship issues, as noted above.  

Three of the eleven colleges offer a full online certificate as part of their health 

navigator-type curriculum. A fourth institution offers specific supportive classes online, 

and a fifth offers a hybrid format. The following descriptions are representative the range 

of online learning options: 

We offer face-to-face, and then we offer the same classes online. We use the 
CANVAS platform, which is probably one of the more popular online platforms 
now. But all those courses are offered online. And there’s two parallel schedules. 
I keep track so that if you enter an online course you’ll have exposure to all the 
courses within a six-month period, same as if you entered in a face-to-face, but 
there is no strict sequencing of classes. We let the students jump in any time that 
they’re ready (LF).  
 
And I can tell you that, first of all, I can tell you online is not for everyone. Not 
everyone can do this online. For those who can, the feedback has been very, very 
positive from both, the students and their supervisors…. Internship supervisors or 
work supervisors. Because some people take—are hired and then need to take the 
certificate (LF). 
 
So, what the ideal was is that, primarily all assignments, all class materials are 
online, and then we try to have two in-person meetings a semester and that’s to go 
over things that, you know, at least it’s nice for them to get a chance to get to 
meet each other, so they can have a network of support (LF). 
 
[The online portion is] kind of a supplement to what happens onsite, so we have, 
usually we have 4-5 days with them face-to-face, and these are long days, these 
are like from 8 in the morning until 5:30 at night. But they come in because we 
just want to give them, you know, the blitz week set-up, and we do, we take them 
to the computer lab and show them how to use—we use CANVAS at [specific 
college] for a format—and just show them how to use it, if they are comfortable 
with it (LF). 

 
Among all interviewees with and without online programs, many (14 of 22) 

recognized that online learning could be valuable in certain contexts, but that in general, 

the specific nature of CHW and health care navigator work makes face-to-face learning 

essential. For example: 
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For the online learning course…it was designed specifically to reach some of the 
people that really are out-state and don’t have access, the ability to access some of 
the community colleges. We don’t say that if you have access to a college that 
you can’t do it, but that was one of the pushing factors… (LF).  
 
We talked about [online options] a lot, but because so much of what students need 
to learn has to do with interacting with other people, we wanted them in a room 
with other people. And we wanted them to be able to practice group work, to 
practice motivational interviewing, to practice conflict resolution, and we needed 
them all in the same room to be able to do that (EA). 
 
We have been encouraged to move online because the State, from my 
conversations with them, doesn’t offer many courses online. But I think we still 
probably need a little more time to really feel like we have in our curriculum what 
we want to have our curriculum, as well as have our instructors trained the way 
we want them trained, and we’re still waiting for the State to implement some 
guidelines, some rules, that will enrich our program (EA). 
 
 
 
Curricular flexibility: Scheduling non-traditional class times   

Another important example of curricular flexibility is offering classes and 

internship opportunities at non-traditional times such as evenings and weekends. For 

example: 

We do offer [the program] in the evenings, so we attract people that are usually 
working full time as well as trying to do school and family commitments…. One 
guy was working for the school system and knew that he wouldn’t be able to get 
time off for doing internships during the week; we ended up looking for an 
internship that he could do all on weekends. When you’re working with people 
who are also working full time, sometimes we have to work around work 
schedules, whether they’re helpful or not helpful (LF). 
 

 

 

Curricular flexibility: Encouraging diverse interests 

A final key theme related to curricular flexibility emerging from the interviews 

was the role of class discussions and internships to allow students to explore diverse 

interests. While students pursuing two-year degree options may have more opportunities 
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to take electives of special interest, students in shorter certificate programs may not have 

the option to pursue courses outside of the standard curriculum.  

In these contexts, interviewees noted that their programs make an effort to support 

diverse student interests in two important ways. First, they use each class discussion as an 

opportunity to discuss dimensions and topics of special interest to students. And second, 

they allow students to pursue a range of internships in varying settings. Related to class 

discussion, several interviewees (17 of 22) noted that they tailor case studies or other 

learning tools to specific student interests. For example:  

I think that the curriculum is kind of broad right now, and as we are covering 
things, if students in the discussion bring up a certain topic, or a certain area that 
interests them, I encourage them to do more research on that; you know, say, 
“look at this website; this might be something you are interested in,” so on a 
personal basis, [I can] advise them, the strength of the work they’re handing in 
(LF). 
 
It has to be general and then the assignments and the things that would be done, 
people may do according to their specialty (DA). 

 
 
 
Internships 

Internships are the main means by which programs can encourage students to 

pursue their particular career-related goals and interests. While all institutions in this 

study strongly encourage their students to complete an internship, three colleges noted 

that to apply for state CHW certification, the internship experience is not required. 

Across the eleven colleges, internships range in length from 48 hours to 130 hours, and 

are usually accomplished within a single semester, after students have completed some or 

all of the related coursework. In some instances, students enter the program with existing 
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employer connections, as employees for a particular organization, in which case they may 

be able to fulfill their internship with their current employer. For example: 

So most of [my students] are—if they’re not working in the clinics already as 
CHWs, I end up placing either in community clinics or in community 
organizations that are like social service. Like [particular student example], she 
was already working there and she wanted to do her internship there. And they 
were specifically looking at outreach and education around cancer, so they could 
provide the experiences that she needed (LF).  
 
In most cases, however, the internship is a chance for students to “work in your 

passion area” and determine how they want to tailor their experiential learning and serve 

in the field (LF). For example: 

Some will be [wanting to work with the] aged and disabled; others will be 
grassroots community; others look at a specific population, want to be more 
involved with them. So our internship sites allow for that flexibility (LF). 
 
In fact we’re building some of [the students’] internships right now, customizing 
them according to where they’re looking at getting placed in the industry. Several 
of them, we went to a…health fair last week, and they were asking, pursuing 
where they want to go and dragging me along where they want to get their 
internship. That’s where they want to go work (LF). 
 
Some interviewees (7 of 22) cited their willingness and ability to work 

extensively to assure that students are placed in internships that best meet their needs and 

wishes. For example:  

At the beginning of the semester, I ask them to identify three places that they 
think that they would like to work, in terms of either they want to learn more 
about it or it’s where there passion is. And then I start looking for internships 
going from there…. I had one lady who had a [specific condition] herself and she 
said she wanted to work for [specific organization focusing on that condition]. So 
I went to them and I talked to them about what a community health worker is, and 
will you be able to offer the kinds of opportunities that they need to accomplish 
the objectives that are part of the internship. And if they have the ability to offer 
the experiences, and they have somebody who will be the mentor there, then we 
can set up an internship with any of those (LF).  
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Another reason for the active involvement of program staff in facilitating 

internships is to assure that programmatic requirements are fully articulated and legal 

responsibilities addressed. One interviewee noted: 

We don’t really like the students to [set up their own internships] because it 
causes some legal headaches. There’s a lot involved in those internships. 
Typically with all of our areas we have clinical coordinators that help us going out 
securing those contracts and approaching them to find those internship sites. We 
really try to keep the student out of that process for legal reasons (LF).  

 
Interviewees were asked to describe the types of local settings that host student 

interns. Table 4.7 captures internship sites by institution. While most colleges provide 

internship experiences across a range of local settings, four of the programs indicated that 

they do not currently provide internship experiences in selected settings, as indicated by a 

“no” in the table. 

 
Table 4.7 Reported internship sites in health navigator-type training programs 
College Government 

agencies and 

services 

Community-based 

non-profits 

Hospitals, health care 

facilities, doctor’s 

offices 

Health 

insurance 

Other 

specific 

examples 

CC 1 Yes Yes Yes Yes NA 

CC 2 Yes Yes Yes Yes Cancer 
associations, 
brain injury 
associations 

CC 3 Yes Yes Yes Yes YWCA 

CC 4 Yes Yes Yes No NA 

CC 5 Yes Yes Yes Yes NA 

CC 6 Yes Yes Yes Yes NA 

CC 7 Yes Yes Yes Yes Diabetes 
associations 

CC 8 Yes Yes Yes No NA 

CC 9 No No Yes No NA 

CC 10 Yes Yes No No Schools 

CC 11 Yes Yes Yes Yes Ambulance 
services, fire 
departments 
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While the most common internship sites are government agencies or assistance 

programs serving underserved populations and non-profit organizations in community 

health settings, interviewees noted that a growing number of students also find positions 

in health care delivery, health insurance, and a diversity of other settings, as suggested by 

Table 4.7. 

A common theme raised by interviewees was that traditional community health, 

health care delivery, and health insurance settings are increasingly interconnected. 

Community health workers are increasingly working in health care delivery and 

insurance settings, while those trained specifically as health care navigators may find 

themselves working in community settings, human service agencies, and “anywhere we 

have social workers” (LF). The following vignettes highlight this interconnectedness: 

Well, the largest system in town happens to be [specific health care system]. And 
they have community health workers in the Emergency Rooms, and in all their 
outpatient clinics, primarily to manage Medicaid patients. To make sure that the 
Medicaid patients are not abusing the Emergency Room. So they find them 
medical homes, they go through the whole process, and again that can be a 
vulnerable population as far as health literacy and all kinds of other things going 
on. But what they’re trying to do there is avoid loss. Insurance companies are 
trying to avoid the loss with those populations that they know could be expensive, 
but, if they know their behavior changes, could be a lot less expensive (LF). 

 
The other thing we’re seeing is some of our insurance companies are utilizing the 
community health workers more. One of our local insurance companies…just 
hired 20 community health workers, about 4-6 months ago. And they hired them 
throughout this area (DA). 
 
I believe that there was a forty-hour course that they had to attend in order to 
become a [health insurance] navigator. And what most organizations did, let’s say 
like the big Federally Qualified Health Centers and so forth, they trained a small 
number of navigators, and some of those were, in my experience, some of those 
folks were mostly case managers in those clinics with the social work 
background, but then they used the community health workers to do the grass 
roots enrollment. They were the ones going out to the senior centers, the churches, 
the homeowners organizations and saying “this is what you need to do, and this is 
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this is where you need to go to do it.” So I think that’s where they were working 
more (LF). 
 
I have one student who has just been promoted as a supervisor for Hospice Care. I 
have another student who works for AmeriCorps. I have another student who is 
working in a drug rehab center. I have another student who just graduated, who is 
working in the ER as a community health care worker. So I have them have them 
kind of working all over. One of the students that worked at the drug rehab center 
used to work for a funeral home; they were interested in her credential as a 
community health care worker, and she got hired at a funeral home. It’s kind of 
been all over (EA).  

 
 
 

Establishing employer and community relationships 

Programs use a variety of strategies to establish effective partnerships with local 

stakeholders. Attracting interest from community partners to serve as internship hosts, 

and ultimately, to employ program graduates, can require skill and planning on the part of 

community college program staff. Interviewees cited several key strategies that have 

proven effective in their contexts (Tables 4.8 and 4.9).  

These strategies emerged from open-ended questions to interviewees about their 

approach for establishing relationships, and include: 1) emphasizing the return on 

investment for CHWs and health care navigators; 2) emphasizing the diversity of roles 

that CHWs and health care navigators can fill; 3) highlighting state-specific programs for 

CHW reimbursement; 4) creating job aids to help articulate and market the position; 5) 

drawing on state-specific workforce alliance resources; 6) obtaining direct public 

marketing or informational sessions; and 7) drawing on pre-existing personal or 

institutional partnerships, or hiring program staff who are well connected and respected 

in the field. 
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Table 4.8 Strategies for establishing employer and community partnerships 

College Return on 

investment 

data and 

framing as 

mutually 

beneficial 

Diversity of 

CHW and 

health care 

navigator roles, 

functions  

Reimbursabilty 

of CHW 

services 

Job aids, 

briefs, 

information 

packets, 

letters 

Pre-existing state-

specific workforce 

alliance advocacy 

Direct marketing 

and/or 

information 

sessions 

 

Pre-existing personal and 

institutional relationships 

and/or hiring program 

staff with pre-existing 

connections 

CC 1 Yes Yes No Yes Yes No Yes 

CC 2 Yes Yes Yes Yes Yes No Yes 

CC 3 Yes Yes Yes No Yes No Yes 

CC 4 Yes Yes No No No No Yes 

CC 5 Yes Yes No Yes No No Yes 

CC 6 Yes Yes No No Yes No Yes 

CC 7 Yes Yes No No Yes No Yes 

CC 8 Yes Yes No No Yes No Yes 

CC 9 Yes Yes No No Yes Yes Yes 

CC 10 Yes Yes Yes No Yes Yes Yes 

CC 11 Yes Yes No No No Yes Yes 
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Table 4.9 Quotations illustrating strategies for establishing employer and community partnerships 

Theme Illustrative quotations 

Return on investment data and 
framing as mutually beneficial 

Well I think the evidence is so strong with CHWs on the return on investment. And that seems to get people’s attention 
more than anything (DA). 
 
We had something that they needed, and they had something we needed. They were, they had received funding for 
community health care workers and in the ER…. And they were able to show that they saved the hospital thirty percent in 
the ER. But what they didn’t have, when the funding ran out, they had these community health care workers or people 
working in the role of community health care workers, and they weren’t certified. So we were an approved program; they 
needed additional community health care workers, and we needed a practicum. And they also needed—we’re an approved 
provider for CEUs—well, they had curricula that they were training their CHWs, to use in the hospital. But they weren’t 
approved by the State. So we would approve, we would submit their curriculum for the CEUs; they would provide the 
practicum; and we would provide their CHWs. So you have to present it in a manner that they benefit (EA). 
 
I think it is the same as building any other relationship: making sure that there is mutual fulfillment and satisfaction, and 
that they get something good out of it as well as put some time into it (LF). 

Diversity of CHW and health care 
navigator roles and functions 

I usually start from the role and behaviors, the things in the organization that fit the role…. I was just talking with [specific 
large health care organization]… and they were saying that they were doing bicycle safety, and because they didn’t know 
how to talk to some of the communities in the [downtown metropolitan area] where their office is, they were going out to 
some of the white suburbs to offer that. And so they were talking about having community health workers who are more 
culturally specific as a way to take a program that you’re successful with and maybe then be able to give it to other 
communities. And for many of the health care organizations, that looks good on their reports, and that kind of stuff. So 
that’s another way of doing it (LF).  
 
We have a list of probably 60 common job titles for the community health worker. And I have found that that is absolutely 
the best tool that you can have. Because whatever is on there, something is going to hit home. It might be this title with this 
person, or that title with the other person. So I have found that to be without a doubt the biggest eye-catcher for folks or 
attention grabber. And then secondly, we have the return on investment. (DA). 
 
The hard sell, if you will, for community college administrators is to be able to communicate what they need in an 
articulated fashion to employers. Because as we said earlier in the conversation, employers call these folks any number of 
things. And so you’ve got to be able to know what those learning outcomes are and see those outcomes as part of a 
continuum, all in a competency-based kind of approach (EA). 
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Theme Illustrative quotations 

Reimbursabilty of CHW services I think that is what gets people’s attention, is “You can bill for this?” (LF). 
 
I think that just being able to say that they [potential employers] can bill is an attention-getter. And then, from there on, you 
still kind of have to educate them on what a community health worker is (LF). 

Job aids, briefs, information 
packets, letters 

And [a colleague] did the policy brief for us…as we first started going and that’s what we used. We took it everywhere—we 
used it with legislators; we used it with program developers; we used it with employers; we used it with everybody. And it 
was really, really extremely well done…. It really spoke to who community health workers are, and what the return on 
investment for them was, how the change in your patient-client outcomes would be improved, and really those two pieces of 
paper made more impact than anything that you could say or do almost (DA). 
 
I send them a packet of information, which has a definition of the community health worker, and then it has scope of 
practice—but I’ve laid it out more simply than it does in the legislation—but scope of practice, these are the things that they 
can do (LF). 

Pre-existing state-specific 
workforce alliance advocacy 

With our [local professional network], they do have the availability to work with providers and pay part of their salary for a 
period of time. And so that way, they’re getting the employee but they’re not having to pay for the entire salary for maybe 
10 weeks or something like that. So they get almost like a freebee in that they’ve got a worker and they’re not having to pay 
the entire salary right from day one. And then I think that given that amount of time, particularly with community health 
workers, you’re going to see a pretty quick turnaround on your return on investment (DA). 

Direct marketing and/or 
information sessions 

There is not a lot of awareness, and we are working on having workshops and things like that (LF). 

Pre-existing personal and 
institutional relationships and/or 
hiring program staff with pre-
existing connections 

So for practicum sites, once again, it came initially from those agencies that had had staff trained, that…down the road 
became sites for us (LF). 
 
A lot of those people I knew and was coming in contact with…so it was pretty easy to call upon them, once we started this 
program because of the existing relationships. So it was easy. And we still add a couple of two or three new ones each year, 
and that’s almost done by word of mouth. So someone will be working, let’s say, I’ll just make an example—one of my 
interns will be [at a particular organization], and somebody will come in from [another organization] and say, “Wow, how’d 
you get this person? How does that work?” And I start getting phone calls (LF). 
 
It’s finding key personnel to work that have those relationships, those bonds, and can maintain them. I think people 
underestimate the marketing that needs to happen with that and how you have to build with those employers (LF). 
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Confirmation 

The confirmation phase of the logic model introduced in Chapter 3 refers to 

intermediate (1-3 years) and longer-term (3-6 years) outcomes that may encourage 

community college decision-makers to continue offering a health navigator-type training 

program at their institutions, or to abandon it. None of the eleven institutions in this study 

were actively considering abandoning the program. For newer and longer-standing 

programs alike, several key themes related to maintaining employer and student 

satisfaction reinforced the decision to sustain, and in some cases, expand, these programs.  

 

Maintaining employer satisfaction 

Two important factors related to maintaining successful employer relationships 

were making regular site visits and involving employers in multiple aspects of program 

decision-making, beyond their involvement with hosting internships. 

 

Making site visits 

One of the most important themes related to maintaining strong relationships with 

local employers was regularly conducting site visits. This not only assures that students 

are meeting internship expectations appropriately, but it also allows community college 

program staff to better maintain strong working relationships with the hosting sites, even 

when students are not currently being hosted. For example: 

The best thing is just maintaining really good relations with employers in the area, 
and when you do put students out, the key is visiting those sites as often as you 
can and maintaining contact even when you don’t have the students there. 
Because otherwise they kind of forget about you, and that’s a whole different art 
(LF). 
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I think probably the biggest mistake we made was not making sure that everyone 
involved knew what the community health worker was supposed to do. And that 
included the agencies employing them. And we’re trying to fix that. But these 
health care professionals that the CHWs are working with are busy people. And 
getting them to sit down and listen to an explanation is sometimes rather 
challenging. But we are working on that…. The other thing we’re trying to do, 
and that’s connected to that, is have a list of experiences we want the CHW to 
have while they’re in the clinical. Doing a home visit with somebody, whether it’s 
a home-care nurse, whether it’s another CHW, or a social worker, but to make a 
home visit with somebody so they’re not going off by themselves the first time. 
And just some other types of experiences we think they need to have (EA). 
 
 
 

Regular employer involvement in program planning 

Another key aspect of assuring employer satisfaction is involving them in other 

program elements beyond the internships themselves. This is most commonly achieved 

through program advisory boards. A regular component of community college 

institutional structures, advisory boards are normally comprised mainly of community 

stakeholders who can provide direct input on program implementation.  

Benefits of advisory board meetings range from specific program suggestions to 

the general benefit of strengthening partner relationships. One program director offered 

the following example:  

They are the community input. They provide us feedback; we have a semi-annual 
meeting. One will be on, say, strictly on curriculum. So they make suggestions 
like, one of the suggestions that came up was skills with the Microsoft Office 
products. We have mostly non-traditional students and the profile would be 
someone who’s been out of school maybe ten, fifteen, or twenty years and they 
did not get exposed to the digital age in school. So now they’re looking at a 
number two pencil but that environment has changed. So we didn’t modify the 
curriculum but we put it in various exercises throughout the coursework, to drive 
them into the Internet and Microsoft documents and PowerPoint and stuff like 
that. So there is a feedback loop. And the internship sites are also the employers, 
so we get both of that feedback (LF).  
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Interviewees also emphasized the role that advisory committees can play in 

curricular advising:  

The curriculum itself for the community health worker was based on the need of 
the community, and we have an advisory committee that looks closely at that 
curriculum, and makes sure that it meets the needs of that workforce as a 
community health worker profession within our area. So it’s grounded in 
diversity, multicultural training, so that individuals will have an understanding of 
the community in which they work (EA). 
 
And because we’ve got that practicum component and the advisory committee 
function, we have the stakeholders from the community at the table that do help 
us, not to give our students jobs, but to advise us on the curriculum (DA). 
 
Because advisory boards typically do not meet more than a few times a year, 

some interviewees (4 of 22) noted that they regularly supplement advisory board 

meetings with other more direct invitations to remain involved in the program. For some 

colleges, interviewees noted that they actively involve community partners in ongoing 

program development, including applications for grant funding and ongoing curricular 

review: “We bring in local hospital groups, we have a lot of agencies, our health councils, 

etc., that are involved in not only seeking the grant, but then identifying the curriculum 

and passing it through” (DA). 

Other interviewees (5 of 22) cited specific consultations with employers about 

post-internship employment and even salary negotiations. By engaging employers 

actively in discussions about the program’s role in the community on an ongoing basis—

beyond initial needs assessments for program start-up—colleges can assure they are 

meeting workforce needs and creating opportunities that benefit both graduates and 

communities. One lead faculty member noted: 

What we’re finding with employers is they may hire them as a Medical Assistant 
or an EMT at entry-level wages between nine and ten dollars an hour, and several 
of the employers agreed to bump their wages up to 16 dollars an hour if they also 
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have this navigator training. They’re not necessarily hiring them just as a 
navigator, but they want them to have that skill on top of it (LF). 

 

 

 

Student satisfaction and professional fulfillment  

The second key aspect of program outcomes that can reinforce a college’s 

decision to keep or expand existing health navigator-type training programs, relates to 

student satisfaction and their ongoing professional development. 

 

Student enrollment, retention, and completion 

Perhaps the most basic measure of student satisfaction relates to stable or 

increasing levels of student enrollment, retention, and completion. Many interviewees (15 

of 22) noted that the great majority of enrolled students complete the program as 

expected. For example: 

Actually the one person I had that was directly out of high school didn’t make 
it—she was very young emotionally, educationally, all of that kind of stuff, so no 
matter what program she would have been in at a community college, she 
probably would have had to take off and go grow up a few years. This was the 
first year that we had more than 30 people asking to join. So I ended up doing a 
cap override for 2 people because I knew that people would have life happening 
to them and there would be some dropping out. So it looks like by the end of the 
semester, for the folks that just started, the newbies, we’re going to have 28 at the 
end of the semester…. It’s been fun as a teacher (LF). 
 
Given that these programs attract many non-traditional students who face other 

work or life challenges, the success of health navigator-type training programs is striking. 

One interviewee noted that one of the reasons their students tend to be successful in 

completing the program is precisely because they are usually older (than traditional 

college-age) with previous life experiences, and have come back with an intention to 

learn: 
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I don’t think we get many high school-type graduates that come out looking to be 
CHWs. We get people who are actually doing some of the work in the community 
and want the credential. And so I think we get a lot of people who are already 
professionals and that understand why to look at a college to do this. And so we 
get folks that step out of the program ready to go. And I think that’s some of the 
feedback we’re really getting, is that they don’t have to be additionally educated 
or groomed much after they leave our program (DA). 

 
 
 
Professional fulfillment  

Many interviewees (18 of 22) related their students’ sense of satisfaction with the 

program to the fact that students often consider these programs as a chance to pursue 

their passion or give back to the community, giving a sense of personal or professional 

fulfillment. For example: 

When the program was started here at [specific college], it was definitely 
considered part of the health track that people could get on. And the execution of 
it, I don’t know, I’ve had some nursing students come and really find the classes 
valuable. I’ve had other people who have taken this class and they’re looking at it 
as a one-semester thing that they can do and get out and they can start working. 
So some of them…you know, this is what they want to do to help their 
community (LF). 
 
Another reason commonly cited for high student satisfaction with health 

navigator-type programs was the flexibility these programs provide to introduce students 

gradually to coursework through stackable certificates that can ultimately lead to degrees. 

The flexible program models described above not only increase accessibility, but also 

allow students to ease themselves into the school environment and consider more 

carefully their career goals. For example: 

And a lot of the students come in thinking they just want a certificate. Then once 
they’re in the program, they feel a little more confident, they come back for a 
second [certificate]. Then they realize it’s not that hard to get that Associate’s 
degree. So we’ve increased the number of students actually fulfilling that 
Associate’s degree (LF). 
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What people do is they’ll take [the certificate] and it transfers right into an 
Associate of Science degree, and then that goes to our Bachelor’s degree. And 
then a lot of them, they can move on. I had a student who was, for example, case 
in point—she was the receptionist at Healthy Start in [a specific town]. And we 
had grant money, so there were her colleagues who were coming to school and 
getting this [certificate] under the grant money, and she said, “Well, I want to do 
it too.” And so she went through that—she was the receptionist, she went back to 
school, and she’s now a nurse. She came back, she went into nursing, and she 
works at the Health Department as a nurse. So that’s where some of our students 
do go off into different areas of health and human services from that [certificate] 
(DA). 
 
So they can work in health care, come back and finish their degree, and kind of 
really decide what they want to be when they grow up. And then…the health care 
navigator is kind of an enrichment (LF). 
 
As these quotations suggest, interviewees noted a range of professions in which 

students ultimately find employment. As discussed above, internship sites or similar local 

organizations serve as the most common employment sites for those who enter the 

workforce immediately upon completion of the health navigator-type training program, 

or who are already employed by such organizations. For those students who pursue a 

bachelor’s degree or more, the most common paths mentioned by interviewees were 

human services and social work, though numerous other career paths were also described. 

As one interviewee explains: 

Let me outline the pathway that’s most commonly taken. Certificate first, work a 
year or two, come back to finish your Associate degree in community health. The 
Associate degree will get you more money per hour, wherever you’ve been 
working, and put you in a position of being a leader or a supervisor for a group of 
community health workers. So there is a benefit to that. However, we encourage 
and mentor and talk and cajole the Associate students to go to, the most common 
pathway is to go to [a specific university] and get their Bachelor’s degree in 
sociology, because it’s a social work model; it's not a clinical model. And then 
they can come back and do their graduate degree in social work at [a specific 
university]. That’s a public school option; that’s much cheaper than the private 
colleges here (LF).  
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Table 4.10 highlights the range of career paths that students pursue, as described by 

interviewees through open-ended questions. 

Table 4.10 Career paths pursued by health navigator-type training program graduates 

College Working directly 

upon community 

college program 

completion in the 

health navigator 

professions 

Specific continuing education pathways Illustrative examples 

of program 

graduates’ employers 
Human 

services/ 

social work 

Nursing Other examples of 

program 

graduates’ 

continuing 

education 

CC 1 Yes Yes Yes No *Head Start 
*Health departments 
*Healthy Start 
*Insurance companies 

CC 2 Yes No Yes No *Cancer associations 
*Community health 
centers 
*Community non-
profits 
*Diabetes associations  
*Social service 
agencies 

CC 3 Yes Yes Yes *Lab and 
pharmacy tech 
programs 
 

*Community health 
centers 
*Hospitals 
*Insurance companies 

CC 4 Yes No Yes *Lab and 
pharmacy tech 
programs 

*AmeriCorps 
*Drug rehab centers 
*Funeral homes 
*Hospice 
*Hospitals 
*Public clinics  

CC 5 Yes Yes Yes *Education 
*Health education 
*Communications 
*Non-profit 
administration 
*Public 
administration 

*Infant mortality 
reduction programs 
*Hospitals 

CC 6 Yes Yes Yes No *Community health 
centers 
*Hospitals 
*Infant mortality 
reduction programs 

CC 7 Yes Yes No No *Community health 
centers 
*Diabetes associations 
*Health and human 
service agencies 
*Hospitals 
*Insurance companies 

CC 8 Yes Yes No No *Community health 
centers  
*Community non-
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profits 
*Health and human 
service agencies 
*Hospitals with public 
clinics 

CC 9 Yes No No No *Primary care 
practices 

CC 10 Yes No Yes *Health education *Community health 
centers 

CC 11 Yes No  No *Business 
*Community 
health  
*Gerontology 
 

*Ambulance services 
*Cancer associations 
*Hospitals 
*Insurance companies 
*Long-term care 
facilities 

 
 

When asked specifically whether students go on to obtain the Certified Health 

Education Specialist (CHES) credential, SOPHE’s certification option for graduates of 

four-year programs, responses were mixed. Some interviewees (5 of 22) acknowledged it 

as a possible career pathway, while others saw fewer graduates selecting this option. One 

program director, who is herself a CHES, describes how the community health worker 

and CHES pathways can reinforce each other: 

I would like to see, I am a Health Education Specialist and I would like to see us 
get to the point where not just with community health workers, but in general that, 
you know, people are moving up to that, the four-year status and…a more 
supervisory role…. (LF). 
 
The majority of interviewees (17 of 22), however, reported less direct overlap 

between the two: “I don’t get a lot of folks who call me about being a CHES or even 

needing CHES continuing education. Those students gravitate more toward the 

universities” (LF).  

Two interviewees related the lack of direct overlap between CHWs and health 

educators with the CHES credential to broader policy influences that have encouraged 

more students to stick with a community health worker identity, or seek alternative 

advanced degrees, such as nursing or social work credentials: 
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Well, going back, I might misquote it but I believe it was 2008 was when the 
Department of Labor developed a separate job occupational code for community 
health workers. Previously it had been under the community health educator. So 
there were a few of us who said, “Yea! Now we have our own Department of 
Labor identifier,” which is the next step into getting Medicaid and Medicare to 
reimburse for those services. So there was a turf struggle to become identifiable as 
a community worker, and I really, you know in our community here in [specific 
town], we probably have more folks aware of community health workers than we 
do community health educators. And it’s not something that’s deliberate but it’s a 
workforce that, because they’re able to form relationships with the target 
populations, and that’s what’s really been key. The students we have, mirror the 
populations that they're trying to influence. And that goes a long way to 
influencing behavior (LF). 
 
I don’t think it is that popular around here. I mean, I’ve heard of that in other 
states…. I think [specific institution] has a degree maybe similar to that, but I just 
heard about that like a month ago, so it’s something that I think it would be good 
for me to look at. And you know, some people want to stay at the agency that 
they’re at and move up into a supervisory capacity, so they’ll get a bachelor’s 
degree and something that is going to help them with—whether it’s nursing, or 
social work, or whatever.  And the community health worker program, in 
[specific state], typically either have supervisors who are RNs or LSWs (LF). 
 
Based on these data, it is likely that the mix of perceptions regarding roles of 

CHWs and health educators with the CHES credential speaks more to the diversity of 

career goals and pathways pursued by students in varying contexts, and to state and local 

workforce norms.  

Finally, it is worth noting that programs have a mixed capacity to formally track 

students’ professional and academic advancement after graduation. A minority of the 

colleges in this study (3 of 11) were able to formally track program graduates. Of these, 

interviewees reported that approximately 60 to 90 percent of graduates worked directly in 

the health navigator professions. For example: 

One of our requirements is to track our graduates and to find out how many go on 
to work in the field or how many go to work in a different field. And we learn just 
about eighty-five percent go to work in the field, and then the ones that don’t 
work are usually the ones that are going on for their associate degree (LF). 
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Some interviewees (7 of 22) mentioned that their programs are working toward 

more formal tracking of program graduates. For example: 

I don’t have a good way of tracking because of some of the structure that’s here at 
the school…. The tracking for the community health worker program is put in 
with three other smaller programs, and so it just has for “allied health,” these four 
programs. And you didn’t have a way of pulling out the community health worker 
ones. So I’m looking at trying to put something together that would be just 
specifically for the community health worker program, but right now I can’t pull 
out those statistics. You know, “for all four programs, this many people have 
jobs…” Not very helpful (LF). 
 
We try to track that information. Sometimes it is very difficult because we work 
with a very urban population, where phone numbers and email addresses change 
frequently. So we do the best that we can to keep up with that information. 
Usually, during the last class, around the last day when they’re receiving grades 
and things of that nature, I send out a survey to the students for them to do in 
class. I ask if they have present employment, has a job been offered to you 
already, that sort of a thing to keep up with some employment data, and also, 
under grants, grants want you to have that employment data as well. So we try, to 
the best of our knowledge, to keep up with that information (EA). 
 
I will say, historically, and this is across the board in every community college or 
every university I ever worked in, it’s very difficult to maintain graduation 
records on career pathways in this context. Because usually, especially in the two-
year realm, when students graduate, they’re gone and they don’t come back. It’s 
not like we have a real strong alumni association in a four-year or even a master’s 
or doctoral program, where students begin to associate themselves real closely 
with the institution and they do activities, and they get involved. In the 
community college, because we’re very short programs, usually students are in 
and out. They come in, they get their degree, and they leave. Or their certificate 
and they leave. It’s just very difficult to try to find what they’re doing after they 
graduate. Now that said, because of our numerous grants that we’ve gotten, we 
are looking at purchasing specific software or partnering with institutions that 
have the software, so we will be able to track students after graduation (EA). 

 
 
 

Continued program refinement and overcoming barriers 

A final major theme regarding confirmation and reaffirmed adoption relates to 

ongoing program refinement and the capacity to identity and overcome potential 

challenges as they arise.  
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As noted above, interviewees at all eleven institutions expressed satisfaction with 

their current programs, and indicated no major concerns regarding the overall health or 

effectiveness of these programs, but rather, an effort to continuously refine them. For 

example: “[We are] trying to make this a really solid program. So we’re still moving 

down the road” (EA). Instead of relying solely on formal institutional requirements for 

assessment that colleges or accreditation bodies may require, interviewees spoke more to 

the value of staying actively engaged, on a day-to-day basis, with students, community 

stakeholders, and statewide or even national groups as a means for constantly assessing 

program strengths and areas for improvement.  

As described above, these programs have few full-time staff, with many program 

directors serving as lead faculty, while also remaining active in related community and 

professional groups. For example: “[I have] no other colleagues. I am a member the area 

community health board and I kind of have connections in the field of public health, so I 

use those as resources” (LF). All interviewees cited the value of deep engagement at 

multiple levels, as well as a detailed knowledge of the broader communities they are 

trying to serve, as the key to their programs’ ability to refine and adapt. For example: 

Anything that we’re doing well, probably was a result of, we do it very well and 
then we changed it. Very little of this started out great… But there’s some 
colleges that are starting that just look from the campus outside and have no idea. 
[A group in a different part of the state] were going to establish a program with 
the community college and they had no idea what the health and human service 
agencies were in [that location] (LF).  
 
Interviewees noted that engaging professionally in their communities not only 

raises visibility for their own college-based programs, but also builds consensus and 

helps to assure that colleges align with broader allied health- and public health-related 

priority settings in the community. For example: 
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In [specific city], I’m on the executive committee for the health careers 
collaborative, which is a consortium of educators and members of our various 
hospital groups…. And the resounding thoughts are, that everyone agrees on, is 
that we’re going to have to put our resources, in terms of education and 
awareness, into more of these jobs like home health care, community health 
worker, and STNA [State-tested Nurses’ Assistant]—STNA only to the point that 
they will be supportive to these others. But there is definitely an interest. We also, 
in [specific city], have a group called [specific health care council], and I’m a 
member of that as well. And again, the hospital associations have all gotten 
together to have a group that periodically gets together to talk about those issues 
that are related to our community and the health care needs of our community. So 
in that group again, we are talking more and more about the movement away from 
more acute care models into looking at those needs of the community-based, 
home health kinds of outpatient care (EA). 

 

 

 

Advice for new programs: Successfully addressing specific barriers and challenges 

The experience of the programs in this study may also shed light on ways in 

which specific challenges can be successfully addressed. Interviewees provided advice on 

five specific challenges that new programs should anticipate. These include: 1) the lack 

of financial aid for non-credit students; 2) the fact that not all health navigator-type 

positions are reimbursable; and three additional challenges related to the workforce 

identity of the health navigator professions, including 3) the necessity of training students 

to have a strong professional identity; 4) potential pushback from community 

stakeholders on the professionalization of the workforce; and 5) potential pushback or 

disagreement from community stakeholders on the specific academic program name 

selected by the college (i.e., CHW, health care navigator, or other title).  

  

Challenge 1: Financial aid 

While non-credit-based programs can serve an important function in increasing 

program accessibility to diverse student audiences, as described above, some 
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interviewees (6 of 22) noted that the lack of financial aid for these students can be 

burdensome. “One thing is just the economics of it. There’s very, very little financial aid 

for students who are taking continuing education. But if they take credit classes, they 

have the full array of financial aid available to them” (EA).  

Other interviewees (3 of 22) noted that even if students are enrolled in credit-

based programs, financial aid can be a challenge if students are only seeking a short 

certificate program:  

Because it’s only 12 credit hours, it’s not financial aid eligible as a certificate. If 
it’s part of a larger program…then it can be, because then it meets the gainful 
employment expectations of the Department of Education. But as a stand-alone, if 
they were just doing this, it’s not financial aid eligible (EA). 
 
Programs addressed this issue in two key ways. First, interviewees stated that they 

advise those who can, to enroll in a full-time credit-based option when appropriate. For 

example: 

If they are concerned about financial aid, they do have to take the full program 
which includes like an English course which is part of the standard things that 
everyone has to take when they come here. So that makes it a 17-credit course 
which makes it eligible for financial aid (LF). 
 
We’ve got different resources and it, I think it takes students longer to get through 
our program, but then again, we often have financial aid. I mean it’s the whole 
method of a community college. It takes you longer, but you get it free (DA). 

 
Second, many interviewees (9 of 22) noted that program tuition can sometimes be 

acquired through other means, such as local employer networks willing to invest in the 

program generally, or in specific students as future employees. For example: 

We also have workforce involvement. Locally… as we move forward in 
mobilizing some of their clients to those particular programs that are of interest to 
them, possibly helping with financial assistance—because the non-credit doesn’t 
count toward financial aid… And then getting them out into work (DA). 
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Challenge 2: Reimbursability 

As described in Chapter 1, reimbursement for services within the health navigator 

professions varies by state and by job title. In states such as Minnesota, community health 

workers who are registered with the state health department can charge for services 

rendered through Medicaid reimbursement protocols. In other states, however, no such 

mechanisms exist. Obtaining initial buy-in from local employers to invest in program 

interns or graduates can thus be challenging. While many of the strategies described 

above for establishing employer partnerships apply here, the most frequent advice from 

interviewees in this context relates to the return-on-investment data. One lead faculty 

member noted:  

The biggest obstacle we see—I think everybody’s aware of it—the issue with the 
navigator position is it’s not reimbursable, so employers are going to have to see 
how it pays for itself. And if you look at the research, like in California and 
different places, it’s paying for itself in less than six months. So I think people 
realize it, that it’s going to work. It’s more cost-effective to hire our students than 
it is to hire an RN to do the job, but it’s just going to be getting those jobs out 
there and seeing the trend so they can support it. It’s kind of like activities in a 
nursing home; it’s not reimbursable, but physical therapy is. But you wouldn’t 
have a successful nursing home unless you have those activities either (LF). 
 

As this interviewee suggests, programs can help mitigate potential employer concerns by 

mastering the broader cost-effectiveness literature, even if local data are not yet available.  

 

Challenge 3: Training students to have a strong professional identity  

Beyond the topics of financial aid and reimbursability or return on investment, a 

third area which interviewees highlighted is the necessity of being able to contribute 

effectively to campus and community dialogue concerning the professional identity of 

program graduates. Interviewees spoke extensively about the importance of instilling in 
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students a sense of professional identity within the health navigator professions. As 

discussed above, program graduates have diverse career goals, diverse job titles, and 

often work side by side with multiple other public health professionals serving in 

sometimes overlapping roles (such as nurses, social workers, home health aides, and so 

on). Interviewees emphasized that new programs should be able to provide leadership in 

contributing to this dialogue, both on campus and in the broader community. 

To help students navigate this potentially bewildering professional environment, 

interviewees identified specific strategies for explicitly exploring these topics with 

students. First, all interviewees stressed the importance of teaching students how to 

search for jobs by reviewing job duties, not job titles. For example: 

And so what we end up doing is spending a lot of time with the students helping 
them understand how to go find that job, how to sell their skill set, and match that 
up with the job description rather than looking for the community health worker 
title (DA). 
 
Now we can tell them, of course, “you may find it under navigator, patient 
assistant, or any number of names; community aide, or just any number of names. 
It could be what that organization chooses to call a community health care 
worker. But the important thing is the description of the job…. My conversation 
with them is, “What have you been trained to do, do not apply for a job that 
you’re not qualified for, and if you’ve been trained to do this job, no matter what 
the title is, this is a job that you need to apply for.” And so that’s been our way of 
handling it because by no means can you master all the titles that are out there for 
a community health care worker (EA). 
 
Second, interviewees emphasized the value of connecting students with 

community or statewide professional networks or alliances as a means for establishing a 

sense of professional identity. For example: 

I try very hard to get them connected with the [state workforce alliance] because 
the alliance is one of the places where they can see job announcements and they 
can do networking within the alliance. And the alliance also has the peer support 
group underneath its umbrella, which is another way to get to know people who 
are out there working because we know most of the jobs tend to be because you 
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know somebody. You know, somebody is working as a community health worker 
and knows that somebody’s deciding not to do it anymore because they have a 
baby or whatever. They’ll know that kind of stuff. So I really encourage them to 
get connected with both the Alliance and the peer network that’s here in town 
(LF). 
 
It’s been partly through the career services and partly through the Minnesota 
Community Health Worker Alliance, which, you know, sends out… when there is 
job opening in the state it tends to get sent through the Community Health Worker 
Alliance and they send it out through email and I get it, and I send it out to all my 
students and graduates (LF). 
 
Third, as suggested by this last quotation, interviewees also noted the value of 

connecting students with campus career counselors or other program-specific career 

resources. For example: 

What we have here is a district-wide health resource center, and the sole purpose 
is to help students in health-related career programs find jobs. And they are, the 
system is tied to employers that are looking for students that are majoring in 
particular occupations. And so the students have the opportunity to pursue 
resumes on different websites, they have the opportunity to get help with 
formatting their resumes, and we also work with [specific job training program] 
(EA). 
 
Fourth, interviewees described the value of hosting special sessions on campus to 

discuss workforce identity, and of using class discussion to address specific topics. For 

example: 

We sponsor, the college sponsors, four CEU sessions per year. We offer one each 
quarter. And it’s a five-hour session each quarter and these are free to anybody. 
We don’t charge for those because [an external partner] underwrites everything—
the room, the meals, and everything. So we get fifty, sixty people every quarter 
and that’s another time for us to talk about new developments in the field, what 
are the requirements if there are any changes at the state level. We bring in the 
people from the state the talk occasionally. And we keep an email distribution list 
of all of our graduates, and they’re the ones that are, that’s how they get the 
information about what’s going on. We do include job announcements (LF). 

 
Based on these eleven colleges, the most common approach to navigating campus 

dialogues on workforce identity joins these four strategies. Programs connect students 
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with broader statewide workforce alliance services and college-wide allied health career 

counseling services, while also creating opportunities within the health navigator-type 

training program for discussions with students about how best to navigate diverse 

position names and other workforce identity concerns. 

Finally, twelve interviewees also noted that these four strategies for navigating 

campus dialogues on workforce identity are only effective if students are well trained in 

problem-solving and critical thinking skills to better prepare them for the complex 

environments in which they will ultimately serve. Beyond the real-world training which 

internships and service-learning opportunities can provide, specific training in analytical 

skills can help students navigate potential challenges related to workforce identity after 

completing their education. For example:  

So when you take those sort of work things and then we take the education that 
we’ve given them, what we find is that the students will go on— for example, we 
just had a large number of folks, we have an organization here…[that] was hiring 
180 community health workers last weekend in anticipation of expanding their 
program to more vulnerable populations. So a lot of students who had jobs and 
wanted different jobs, or whatever, a lot of folks went and their feedback was, 
“Well, they want me to do this and they want me to do that, and I feel that I can 
do it because I have a framework in which I can figure stuff out.” That’s where 
you put the classroom stuff, which is maybe ten percent of what they need to 
know eventually, but they’re able to figure it out and go from there. And I think 
they have the confidence to do that (LF). 
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Challenge 4: Potential pushback from community stakeholders on workforce 

professionalization 

A fourth challenge highlighted by interviewees which new programs should be 

prepared to address is the possibility of pushback from community stakeholders on the 

professionalization of the workforce. The following quotation summarizes the challenge, 

and one possible strategy for addressing community pushback:  

There is a small group of folks—and sometimes I think they’re larger than that—
but there’s a small group of folks that really believe that the only community 
health workers, the only promotoras, should be people with no formal education, 
that are strictly with the people, and just figured things out on their own, and 
that’s the only true promotora there is. And I always counter that saying that the 
more education and training that any person receives, now we’re going to move to 
a professionalized workforce that gets paid for what they’re doing. And not just 
someone who hangs over the back fence, maybe dispenses pretty good advice, ok, 
but she ain’t gettin’ paid for it. So there is still some of that tension (LF).  
 
Another reason that workforce professionalization poses a potential challenge to 

new program planning is that the sometimes low salaries of CHWs may make some 

community stakeholders think that formal training at community colleges is unwarranted. 

In an email exchange following an interview, one interviewee emphasized that it is 

important to assure that programs gauge their training based on the level of pay their 

graduates will receive: 

Big issue [the workforce professionalization debate]. Some CHWs believe that 
formal education stifles the grassroots CHW and is a detriment. Others think that 
they cannot do the job well if not more highly educated (i.e., Assoc. Degree or 
higher). Comes down to what the market will bear. What is the salary that 
employers are willing to pay. Right now the pay is not high enough to justify 
higher levels of education (LF). 
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Challenge 5: Potential pushback from community stakeholders on selecting a 

name for the health navigator training program 

A final challenge that interviewees recommended that new programs be prepared 

to address relates to the name of the college program itself. Will it be a community health 

worker training program, a health care navigator program, or something else entirely? 

Interviewees shared mixed opinions on program name. Some strongly preferred one title 

over another, while others expressed some ambivalence given the mix of approaches and 

contexts currently seen around the county.  

Sixteen interviewees felt that “community health worker” or “community health 

care worker” was the most appropriate program name. For example: 

Everybody is trying to define community health workers, so heaven forbid if we 
say, “ok, now we’re going to call them family support workers now”….  They’re 
people in the community connected to their community serving…. They’re out 
there in the community doing it, so yes we’re going to keep the name… Whatever 
you call it, you can be a health navigator and be a community health worker. But 
if you’re a community health worker it doesn’t necessarily mean you’re a health 
navigator. It’s a hierarchy of terms kind of thing (LF). 
 
We had that discussion way back in 2003 when the curriculum was being 
developed and we had a list of 50 different names, like outreach worker and care 
coordinator and promotora, and we landed on community health worker as the 
name that encompassed all of those others. And now certainly the use of the term 
navigator, the way it’s being used now, does complicate that, but in [specific 
state], we agree on community health worker. We have a specific scope of 
practice (LF). 

 
Three interviewees expressed a preference for health care navigator. For example:  

I think the good thing is, we had some debate here on campus and I can tell you 
people were concerned about what you called it. And navigator really is the buzz-
all term. That gets people’s attention and it fits a multitude of things. I think 
we’ve kept our program diverse enough that we can customize it and they’re 
pretty well rounded to go into any specific piece (LF). 
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Three additional interviewees expressed a sense of ambivalence, recognizing that 

there a benefits and drawbacks to different program names. These interviewees linked the 

question of academic program name to the broader debate in the community about the 

appropriate job titles for CHWs, health care navigators, and related professions. For 

example: 

We just had a meeting earlier in the week about naming programs. So when we 
name our new programs, or if we’re going to change our names, how do we do 
that as an institution…. The students, when they see “community health worker,” 
when they see that title, “community health worker”—and this is somebody that 
doesn’t know anything about it; they’re just wondering what they’re going to do 
with their life—…they’re going to think, “Oh, I’m somebody that’s going to go 
work in the community, and I’m going to be talking to people in the community, 
I’m going to be downtown, doing whatever,” but it’s very defined, very finite. 
And so it doesn’t encompass all the things that they do. It doesn’t, and this is my 
opinion, it doesn’t encompass the changing landscape, as you say, within the 
health care field, whereas something like “patient navigator” or “community 
health educator” or all these other kinds of titles would. That’s the one thought.  

But on the other hand, if you are an incumbent worker, if you are familiar 
with that title and that work, and you’re part of a larger organization because there 
is a community health worker organization, then you want to be associated with 
that. You want to be tied to that title because that defines you as a professional 
within that field. You know, I think, because I’m not a community health worker, 
so it’s easy for me to say, but I would think that having a title that encompasses 
more of what you do would be more beneficial to the field than something that’s 
very restrictive….  

So in some ways, it’s kind of like when you get married, and you’re 
deciding on whether to change your name. To change your name is a big, big 
deal. So now we have these groups of community health workers, as an 
organization, who feel very strongly about who they are and what they do. And 
we’re asking them potentially to change their name to something else. There’s a 
sense of loss of identity in that. So I can see both sides of the debate. And I say 
it’s a debate because it is something that’s going to have to be taken very 
carefully. I do think that the name needs to change in order to better reflect what’s 
happening in the field. But I’m not a community health worker (EA). 
 

Ultimately, each program must make its own decision on a program name based on its 

particular context and program emphasis.  
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Individual mediating factors: community college decision-makers involved in health 

navigator program development 

The initial logic model described in Chapter 2 included three proposed mediating 

factors pertaining to community college decision-makers (i.e., health navigator program 

directors) that may influence the cycle of Knowledge, Persuasion, Decision, 

Implementation, and Confirmation described above. These mediating factors included: 1) 

the socio-economic status of decision-makers; 2) the “personality” of decision-makers; 

and 3) decision-makers’ effectiveness as communicators. 

Interviewees in this study spoke extensively about the personal characteristics of 

health navigator program leaders that can impact program growth and development. 

However, instead of specifically describing these characteristics in the terms noted above 

(program leaders’ socio-economic status, personality, and communication behavior), 

interviewees instead emphasized program leaders’ personal capacity to connect with 

three specific audiences: 1) the ability of program leaders to connect with students; 2) the 

ability of program leaders to connect with campus partners (i.e., other departments or 

programs); and 3) the ability of program leaders to connect with community partners.  

A program leader’s capacity to connect with students, campus partners, and 

community partners may indeed be influenced by factors such as his or her socio-

economic status, personality, or communication style, as noted by Rogers. However, the 

themes that emerge from these data emphasize the art of connecting with specific 

audiences, and not the specific socio-economic status, personality, or communication 

style of program leaders. Table 4.11 provides examples of interviewee perceptions 

regarding the personal characteristics of program leaders. 
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Table 4.11 Quotations illustrating the personal characteristics (mediating factors) of health navigator 
program leaders  

Personal characteristics of 

health navigator program 

leaders 

Illustrative quotations 

The personal capacity to 
connect with students 

One of the things that we do—on purpose—we have a beautiful campus, 
if you ever come to [specific town], you come and visit our campus, 
we’re right next to [a main attraction]. I sit in my office and I can see 
[this attraction]. Beautiful campus. But I don’t teach there. I have all my 
classes on the west side of [town], in the barrio, so that folks feel more 
comfortable. And once we sort of get them into the groove, and see their 
self-confidence and their self-image, then they’re ready to take on the 
world. They can come to any campus; they can do whatever. But I think 
initially for some of our students it’s important that they sort of ease into 
that. That’s my suggestion (LF). 

The personal capacity to 
connect with campus partners 

We partner all the time. I mean [my colleague] might as well put a desk 
in my office because we’re always doing something together regarding 
this field in an area…. There’s always a partnership. And I think if we 
develop any new programs, we’re ultimately looking at, “Ok, we’ve got 
this program; now how do we do continued education for this particular 
audience?” … So even though we’re in the process of developing [a new 
curriculum], we’re also looking at the same time at doing curriculum that 
will transpose itself into continuing education for the community health 
workers as well (LF). 

The personal capacity to 
connect with community 
partners 

One of our other instructors and I were just talking about it this morning. 
It’s really hard to find somebody that understands how to—you almost 
have to have a marketing background to maintain those contacts…. We 
had a big impact last year with [a particular group], and they’ve actually, 
I’ve been talking with them; they didn’t have enough case managers to 
handle the load; they still don’t. And they were pretty determined they 
were only going to hire RNs. Now that they’ve been talking to us and our 
students, they’ve kind of backed off of “it has to be an RN,” and they’re 
looking at our students to help fill the slots…. Coming in to this job 
already having some of those relationships and then continuing to 
maintain it. You know, like with CTE [career and technical education], 
you have to have had experience working in that area. If we brought 
somebody in from out of state to run [this program], I don’t think it 
would run. I think it would kind of flop in this area (LF). 
 
I found out who was the director, sent an email meeting request, went to 
the meeting armed with some materials…and then followed up with calls 
until I got an answer (LF). 

 
 

As the table above suggests, the personal capacity of program leaders to connect 

with students, campus partners, and community partners, can be achieved through 

different means. The ability of program leaders to bring personal persistence and 

professional connections, to actively engage with day-to-day program implementation 

and advocacy, and to connect with students, are likely to greatly improve community 



 105

colleges’ chances of being confirmed in their decisions to adopt health navigator-type 

training programs. 

 

Institutional mediating factors: community colleges 

Beyond the individual characteristics of health navigator program leaders and 

decision-makers, the overall practices and resources of the host colleges can also impact 

the cycle of Knowledge, Persuasion, Decision, Implementation, and Confirmation 

regarding health navigator program growth. There were three key themes or factors 

related to the community college environment that emerged from this study. These 

institutional mediating factors include: 1) the availability of financial aid; 2) the 

availability of institutional support for health navigator program websites or other 

marketing efforts; and 3) the availability of college-wide career services for health 

navigator program students. 

 

Availability of financial aid 

As described above, the availability of financial aid can greatly impact the 

accessibility and attractiveness of health navigator-type training programs for many 

students, in many contexts. Most financial aid practices mentioned by interviewees are 

college policies, not program-specific choices. While the role of program staff is to help 

advise students on the best choices for their contexts, the institution’s practices and 

resources for financial aid—reflecting broader federal and state requirements—are 

equally important. For example, one interviewee described how these college-wide 
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services, above and beyond program-specific individuals or services, can be beneficial to 

students: 

The college itself, we’re actually one of six colleges in [specific college system]. 
We’re the only one that’s specifically single industry, it’s all health care here at 
[specific college]. But all of the colleges have of course student services and a 
counseling department, and they’ve all instituted at least one financial counselor 
at each college to help students with understanding and balancing their personal 
finances and that kind of thing. And part of what we’ve added to that is the 
certification as a certified application counselor so they can help our students 
access the health insurance marketplace (DA). 
 
 
 

Institutional website or marketing support 

A number of interviewees (6 of 22) noted that they were currently in the process 

of revising or updating their program websites, or engaged in other direct marketing 

activities. While individual skills and program-level inputs can play a large role in this 

process, some interviewees mentioned that broader marketing support is important. Even 

program leaders cannot always control how their programs are presented online. “Right 

now we’re in the process of redoing our website, so it’s pretty bad now,” noted one 

interviewee (EA). In describing this issue, another administrator added: “I just don’t 

know what’s out on the web. It’s not always the most current” (DA). 

When asked for any advice for other institutions considering the development of 

health navigator-type training programs, one interviewee stated: 

I would definitely say, in my experience, because I am in a rural area and this 
might hold true for others or not, but definitely creating an awareness, and having 
marketing support is important. Because that is what students are going to want to 
know when they come to this program: “Am I gonna get a job when I am done?” 
(LF). 
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Some interviewees (5 of 22) noted their institutions are able to hire web 

developers for specific program-related purposes, such as adapting curricula for online 

learning formats. For example:  

We had hired a curriculum developer to take the curriculum and adapt it for 
online. So I got the curriculum that she had adapted for online, and I put that 
online (LF). 
 
As more colleges considering offering online learning options, the availability of 

resources at the college level to develop these tools may play an increasingly important 

role.  

 

Availability of career services 

As described in the Confirmation section above, the availability of career services 

can be a key factor in student satisfaction and sense of professional fulfillment. 

Interviewees most often described directing their students to broader college career 

counseling services, often serving multiple allied health-related professions, and then 

supplementing those services with program-specific advising and extensive professional 

networks. For example: 

Yes we do have “counselors,” we call it. And we have what’s called our health 
education center, where all of our health programs, for the most part, are housed. 
So if somebody’s coming to look at health-related education, they would come 
here and have the opportunity to meet with a counselor and talk about some of the 
things that might guide them (DA).  

 
As suggested by this interviewee, one of the advantages of using pooled career 

counseling services is that it can also help with program marketing and advertisement. 

For students who have not yet identified a specific career path within the health-related 
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professions, pooled counseling services can expose students to options that they may not 

have considered specifically. For example: 

There’s not a lot of awareness within the allied health student population that this 
is an option within the allied health field. And you know we see that across the 
board, so there’s five or six key careers that students hone in on, and they don’t 
even see the other stuff. And so this is kind of one of those that they don’t see, so 
there is an element of bringing it more to the forefront, explaining more to our 
incoming students what is a community health worker, what do they do, what is 
their critical function in the community, and help the students see themselves as 
part of that career path (EA). 

 

 

 

Individual mediating factors: students 

Beyond the institutional and programmatic support that students may receive, 

their own personal characteristics can play a large role in determining their overall 

success in health navigator-type programs and in the workforce. What was striking from 

the interviews in this study, is the overarching role that self-efficacy can play in 

overcoming or improving other potential mediating factors that may negatively impact a 

student’s academic or professional trajectory, such as socio-economic characteristics, 

outcomes expectations, or skills-job match. 

A student’s inherent self-efficacy, together with the program’s capacity to 

inculcate and encourage this sense of empowerment, can help to assure that unfavorable 

socio-economic characteristics do not cripple students’ prospects, but rather become a 

means for better connecting with others in their future work. For example: 

They’re able to form relationships with the target populations, and that’s what’s 
really been key. The students we have, mirror the populations that they’re trying 
to influence. And that goes a long way to influencing behavior…. If all my 
students had plenty of money, and everybody else was relatively healthy, we’d 
call them life coaches. And we’d charge a hundred bucks an hour. But we’re 
working with low-resource communities, very vulnerable to health inequities, and 
the students mirror those populations. So you have to have a program and a 
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format and an environment that’s welcoming to those folks. Now let me try to be 
plainer. But I don't want to be rough. If you take someone who is essential a 
tourist to the populations that you’re trying to influence, it doesn’t work. But if 
you take someone who understands, really understands, and has an empathy based 
upon life experiences, then that does make a difference. So I don’t want to build 
public health tourists (LF). 
 
As discussed above, interviewees noted that many of their students face 

significant socio-economic challenges. For example:  

The people that are normally taking [this certificate] do not have any higher level 
of education or might not have any at all… (DA). 
 
So these are going to be generally first-generation students, many of them are 
going to be economically challenged; they often come from families where they 
don’t have a lot of the skills, the basic kinds of life skills that we would consider 
just everyday kinds of activities (EA). 
 
The majority of folks who come have been out in the community, have had their 
knocks, got through the knocks and are at a point in their life where they’re either 
changing jobs and wanting to do something that gives back to their community, or 
they’ve gotten through their knocks, whatever they were, and are coming back for 
that particular reason (LF). 

 
Self-efficacy can also help assure that students find jobs matching their skills, and 

can help them overcome practical problems on the job. For example: 

The students now know they have to pretty much market themselves. It’s a new 
deal and they’re not going to just find a job advertised. They have to do the 
legwork to get hired (LF). 
 
A strong sense of self-efficacy, combined with mentoring and career counseling, 

can help students develop reasonable expectations regarding their professional and 

academic aspirations. Interviewees emphasized that one of the benefits of health 

navigator-type programs, is that they can provide students with additional opportunities 

to be successful, whatever their personal circumstances. For example: 

We hear that all the time, “more nurses, more nurses, more nurses.” Well, the 
reality of it is, 70% of the folks that think they’re going to be nurses will never 
make it into nursing school, much less pass. That’s the reality. And it’s not to say 
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that they couldn’t, it’s just their interests are different, or they find out the 
expectations are not what they thought, it’s just any number of things. So to have 
a pathway devised, where you outline where this fits on the continuum, so you do 
have an option for students, if they don’t want to go on to nursing, or they can’t 
go into nursing, or they decide to go on a different path, you’ve got that laid out 
for them… (EA). 
 
So a new student comes in and what we do is try to advise them into…different 
certificates. They have a menu to choose from. And what we tell them is the more 
versatile they are, the better the hireability (LF). 
 
 
 

External factors 

The final key element from the logic model introduced in Chapter 2 is the role of 

external factors in potentially influencing the program cycle of Knowledge, Persuasion, 

Decision, Implementation, and Confirmation. Due to the interrelatedness of themes in 

qualitative research, many external factors have already been described in the preceding 

presentation of results: the importance of local demand and local job availability, the role 

of state and local policies around workforce training for the health navigator professions, 

and the role of external program funders. 

The following discussion, therefore, seeks only to provide a better overall picture 

of key themes emerging from the data, and to fill in the remaining gaps in the discussion 

thus far. Table 4.12 summarizes key external factors perceived to potentially influence 

current program growth, emerging from the interview data.  
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Table 4.12 External factors perceived to be affecting health navigator-type training programs 

College External political/policy environment and 

funding mechanisms 

Workforce 

alliances and 

workforce identity 

Patient 

willingness and 

ability to receive 

care 
ACA State-specific legislation  

CC 1 No No Yes Yes 

CC 2 Yes Yes Yes No 

CC 3 No Yes Yes No 

CC 4 No Yes No No 

CC 5 Yes Yes Yes Yes 

CC 6 Yes Yes Yes No 

CC 7 Yes Yes Yes Yes 

CC 8 No Yes Yes Yes 

CC 9 No Yes No Yes 

CC 10 No Yes Yes No 

CC 11 Yes No No Yes 

 

 

 

External political/policy environment and funding mechanisms  

Among external policy considerations, the potential impact of the Affordable 

Care Act looms large. One of the related goals of this research was to better understand 

the perceived impact of the ACA on health navigator-type training programs and their 

students. Interviewees shared mixed perceptions as to its impact. Some noted an obvious 

impact, while others saw little or no major change on their programs.  

Among those interviewees perceiving an impact of the ACA (14 of 22), they 

discussed everything from its effect on the programs’ creation, to increased job 

opportunities, to increased effectiveness in the communities: 

“That’s kind of why [an employer] was talking to us about this. It’s been in the 
forefront… And that’s where the big drive for [this program] came from. So in 
[our students’] class, they’ve discussed this in depth, at looking at not having 
readmissions to the ER or to the hospital, how to keep people home, how to help 
them to be not 911 abusers (LF). 
 
We’ve seen a big impact [from the ACA]. Because what our students are finding 
as they’re doing their practicum, that they are hearing actually from their patients 
and clients about what’s now the health care they can get. In fact, one student told 
me that she had an elderly lady who thought that she had gotten a Christmas gift 
(LF). 
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Definitely I talk about [the ACA] in lots of different places in the curriculum, but 
it’s talking about the Affordable Care Act making the system, being one of the 
reasons why jobs will be increasing. And even maybe looking at internship sites, 
being able to say, because of the Affordable Care Act there’s these new grants 
coming down through the state that are encouraging organizations to hire 
community health workers and encouraging them to check out those grant 
opportunities. So that, they can, if they get an intern and really like the idea, that 
they might have an option for figuring out how to pay for them. So that’s kind of 
more how it impacted (LF). 

 
Other interviewees (8 of 22) noted less of an impact of the ACA: 

What we see in [specific state] is in [specific metropolitan area], they can’t get 
enough of them [CHWs]. But in the rest of the state is slower to catch on and it is 
harder for people to get, or buy into, the return on investment. They are looking 
for a funding source to add a new position. They are not getting the—there is a 
return on investment and they can have fewer nurses or fewer social workers or 
whatever, but it is a totally different thing. So we now have this ‘emerging 
professions division’ within the department of health at the state level, which is 
going to be doing more work on the demand side and educating people about the 
return on investment and why invest in these emerging professionals. And the 
[workforce alliance] is also doing more work on the demand side (LF). 
 
Related to state-specific ACA implementation, some interviewees (6 of 22) also 

noted effects of Medicaid expansion or a lack of expansion, or other related funding 

opportunities. For example: 

Now unfortunately in [specific state], we didn’t get the Medicaid expansion and 
some of the other things, so everyone’s still on the fence, because that initial 
investment is still the bottom line (DA). 
 
Well, [specific state] turned down the Medicaid expansion, and said that instead 
they were going to work to reduce health disparities in other ways, and CHW 
seems to be one of these other ways. They cut down on emergency room visits, 
help people to be more compliant with their medicines, not miss doctors’ 
appointments, all those ways of helping with costs. So my understanding is that 
the CHWs will be part of that (EA). 
 
It’s only been in the last few years when we’ve seen a lot of grant money coming 
down from Medicare, Medicaid, and all that, and promoting the use of community 
health workers and industry, have we actually seen employment start to pick up 
(EA). 
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Finally, as already described, in addition to the impacts of the ACA, states with 

specific legislation other statewide CHW practices can have a direct and obvious 

influence on program-specific decision-making. For example: 

I co-chair [a state committee] and we are charged with ensuring quality as much 
as we can across sites and standardization as much as we can across sites which 
means we talk about it, we encourage people, but we don’t have any authority, 
any enforcement authority. But there is a group in the state that is really keeping 
an eye in that standardization curriculum and quality (LF). 
 
Though few states currently have standardized statewide practices regarding 

training or certification requirements for the health navigator professions, the state-

specific policy environment may play an increasingly important role in new program 

development. Some interviewees (7 of 22) described how state contexts can continue to 

evolve. For example:  

[CHW learning outcomes] are pretty standard across the profession. They’re set 
by what the community needs are. There isn’t an accreditation exam per se, but 
there is an expected outcome. And I do know, and this may be jumping ahead a 
little bit, but from a policy decision in [specific state], [that state] is looking at 
standardizing the community health worker, the state-tested nursing assistant, and 
the home health aide program, and looking at devising some kind of test so that 
there is a standardization among them (EA). 

 

 

 

Workforce alliances and workforce identity  

States also vary as to the presence of statewide workforce alliances or networks. 

In states with a strong workforce identity around community health workers or related 

professions, workforce alliances can have an important impact on community college 

programs. As described above, interviewees in these contexts cited the value of drawing 

on these external resources for their students, when available. For example: 
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We have a professional organization in [specific city, specific organization name], 
which are community health workers. And they’re a professional networking 
social organization and so that’s an important part of what the folks do because a 
lot of jobs and a lot of connections are made within that organization (LF). 

 
Many interviewees (19 of 22) noted that a key function of CHWs and health care 

navigators is to help encourage patients to own their health and make positive changes in 

their health-related behaviors. 

 

Patient willingness and ability to receive care 

A final theme which has not yet been fully discussed is the impact that patients 

and communities can have on health navigator-type training programs and their 

graduates. The patients, or clients, will always retain the ultimate authority and role of 

decision-maker, with respect to their personal health goals and outcomes. Program staff 

in community colleges recognize this reality, and seek to prepare their students to work 

within this environment, where their students can seek to build influence, but will never 

have control over their clients’ choices.  

As already described above, one way that programs address this reality is by 

seeking to enroll and train students who come from, and share the characteristics and 

values of, the communities these programs seek to serve. The following quotations 

provide other examples of this theme: 

I found this article I love, it’s “I am who I serve,” and…that’s the exact 
description of what a CHW is. They’re people in the community, connected to 
their community serving….. They’re out there in the community doing it (DA). 
 
There are a lot of folks in [specific location] that don’t file federal tax reports. 
They don’t file their income tax. And to be eligible for some of the insurances, 
you do have to have some kind of documentation about your income level and so 
forth. So there’s a lot of, in some of the very rural counties in [specific state], 
there’s a hesitancy to sign up for some of the insurance that they would be eligible 



 115

for, only because they don’t want to share their personal information, for 
whatever reason. And so I do think having someone that is aware of the options, 
to be able to talk to people about it can help to defray some of the hesitancy, and 
the distrust about the system, so that they can get the insurance that they need 
(EA). 
 
Interviewees also noted that their curricula emphasize skills that can assist their 

students to build relationships, and to increase the possibility of influencing their clients 

to make positive choices related to personal health behaviors. For example: 

So the entire curriculum thrust of the program is influencing people’s behavior. 
And if we don’t influence their behavior to better choices, we’re not doing our 
job. So it’s [being] aware of all the things that people need to do as far as public 
health and disease prevention and those types of things, but it’s also “how do you 
make people do the things, or consider doing the things, that would improve their 
health, their wellness?” (LF). 
 
Working with individuals to achieve health goals. And that can be very different 
than community health. Community health can be going to the neighborhood 
grocery store and saying, “I see you don’t sell spinach. What can we do to get 
spinach so that people can get some healthy foods?” As opposed to sitting down 
with someone and saying, “Oh, I see you’re used to cooking spinach, but you put 
all this wonderful fat back in it, and there are healthier ways to cook that” (EA). 

 
 
 

Conclusion 

This chapter presented the findings from the qualitative portion of the study. By 

examining the decision-making process of community college leaders involved in health 

navigator training programs, the chapter has described the key factors contributing to 

successful program development and implementation, as well as strategies for addressing 

potential challenges facing new health navigator programs in other contexts. These 

findings provide essential context for better understanding the quantitative results, which 

are presented in the next chapter.  
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Chapter 5: Quantitative Results 

 

Introduction 

This chapter provides the results of the quantitative portion of the study. Under 

the auspices of the League for Innovation in the Community College, an online survey 

was sent to community college deans and directors of allied health programs across the 

US, following the procedures described in Chapter 3. The aim of the survey was to 

determine the current state of practice at community colleges related to health navigator-

type programming, and to examine perceptions regarding the development of new 

programming in this area. A total of 915 survey invitations were sent. Of these, 98 were 

undeliverable, having been sent to invalid email addresses, and 580 were non-

respondents. Of the remaining 262 successful invitations, 237 responses were submitted. 

One response was submitted as a final functionality test, and was excluded from the 

results. The raw response rate to the online version of the survey was 26%. If 

undeliverable invitations are removed from the denominator, the response rate to the 

online version of the survey was 29%.  

During targeted outreach to non-respondents, an additional 25 partial survey 

responses were obtained via phone and email. As respondents varied as to how much 

information they shared, these data were included in specific subgroup analyses only, 

where indicated. Figure 5.1 summarizes the survey implementation process. 
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Figure 5.1 Survey distribution and response 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

 

Respondent characteristics 

The 236 online survey respondents come from community colleges across 42 

states. Eight percent of respondents chose not to indicate a state. Of those providing 

location information, the states with the highest participation included California (10% of 

respondents), North Carolina (7%), Texas (6%), and Illinois (5%). The states with the 

fewest respondents were Connecticut, Hawaii, Idaho, and West Virginia, with one 

respondent only from each of these states. No respondents identified with Delaware, 

District of Columbia, Maine, Nevada, New Hampshire, Rhode Island, South Dakota, 

Utah, and Vermont. Table 5.1 provides a summary profile of respondents. Raw numeric 

versions of this and all future data tables are provided in Appendix D. It was not possible 

to collect institutional-level data on non-respondents to compare with these respondent 

characteristics, but as will be discussed below, subgroup analyses comparing survey 
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respondents to individuals that were reached through targeted follow-up did not show any 

statistically significant differences between these two groups. 

Table 5.1 A profile of survey respondents 

 Frequency (%) 

 

 Midwest Northeast South West 

Geographic distribution of respondents by US 
Census Region (n=218) 

23% 8% 43% 26% 

 

 Dean/ 

executive 

administrator 

Departmental/ 

programmatic 

administrator 

Faculty/ 

instructor 

Which of the following options best matches your 
role at your institution? Please check all that apply. 
(n=236) 

59% 39% 11% 

 

 Yes No 

Are you involved with programmatic decision-
making for health-related programs at your 
institution? (n=235) 

97% 3% 

Member of League Alliance (n=236) 40% 60% 

Note: It is possible on this an all future tables that percentages don’t add to 100% due to rounding. 

 
 

Screening questions 

As described in Table 5.1, the majority of respondents (59%) in this survey self-

identified as deans or executive administrators, followed by departmental or 

programmatic administrators (39%), and faculty (11%). Of these, 8% of respondents 

identified with more than one leadership category and 3% reported that they were not 

directly involved in health-related programmatic decision-making at their institutions.  

As described in the presentation of qualitative results earlier in this chapter, 

community college administrative structures vary greatly by size and disciplinary 

organization, with faculty sometimes providing programmatic leadership, or higher-level 

administrators also serving as faculty. Even individuals not formally involved in 

programmatic decision-making, such as faculty, can be knowledgeable about program-

specific content and college characteristics. While all responses were retained for the 
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general presentation of results which follows, differences across respondent groups are 

further described in the subgroup analyses below.  

 

Current state of practice at community colleges 

College program offerings by discipline 

Respondents were asked to describe the broad categories of academic programs 

offered at their institutions as well as specific health-related professions, summarized in 

Table 5.2. More than 90% of all respondents reported that their colleges offer general arts 

and science disciplines for transfer to four-year institutions, education-related disciplines, 

and allied health disciplines. Business and public administration offerings were also 

frequently reported (89%). Only one discipline group, environmental studies, was 

reported by a minority of respondents (48%). 

Among the health-related disciplines, nursing programs were most commonly 

reported (91%), followed by nurse’s aide (78%), EMT/paramedic (77%), and medical 

assistant programs (55%). Thirteen percent of respondents reported that their colleges 

offer health navigator-type training programs.  
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Table 5.2 Frequency (%) of academic program offerings reported by respondents 

 Frequency (%) 

All respondents 

(n=236) 

Respondents 

reporting health 

navigator-type 

programs 

(n=30) 

Discipline groups 

Arts and sciences (for transfer to four-year programs) 95% 100% 

Education, early childhood education, teaching 92% 100% 

Business and public administration 89% 93% 

Skilled trades and technical services 83% 80% 

Information technology and communications 81% 83% 

Science and engineering 80% 90% 

Environmental studies 48% 60% 

Allied health, health sciences, community health 91% 100% 

Specific health-related professions 

Nursing 91% 80% 

Nurse’s aide 78% 77% 

EMT/paramedic 77% 73% 

Medical assistant 55% 63% 

Health information management 53% 67% 

Respiratory therapist 36% 47% 

Community health worker/navigator 13% 100% 

 
 

Degree offerings and other characteristics  

Degree offerings 

Respondents were asked to describe the distribution of students at their 

institutions, in terms of the percent of students pursuing career and technical (applied) 

associate degrees, associate degrees for transfer, and credit-based or non-credit certificate 

programs. Sixty-two percent of respondents indicated that half or more than half of all 

students at their institutions were pursuing applied associate degrees, and 58% indicated 

that half or more than half were pursuing associate degrees for transfer. For credit-based 

and non-credit certificates, the overwhelming majority of respondents indicated that less 

than half of their colleges’ student body were pursuing those options (79% and 94% of 

respondents, respectively).  
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These data suggest that community colleges provide a range of academic options 

to meet diverse student needs. While no single program format dominates, the results do 

suggest that applied associate degrees are the most commonly pursued format, followed 

by degrees for transfer, academic certificates, and finally, non-credit options. These 

findings are summarized in Table 5.3.  

Respondents were also asked if course offerings at their institutions were 

scheduled on weekdays, weeknights, or weekends. Not surprisingly, 100% of respondents 

answering this question indicated that their institutions scheduled courses on weekdays 

before 4PM. Almost all respondents (97%) affirmed that courses were also offered on 

weeknights after 4PM, and almost two-thirds of all respondents (62%) indicated that their 

institutions did offer courses on weekends. 

 
Table 5.3 Respondent estimates of their colleges’ student body  

Student characteristics Less than half 

of all students 

Half of 

students 

More than 

half of all 

students 

Pursuing career and technical (applied) associate 
degree programs (n=196) 

38% 34% 28% 

Pursuing associate degree programs with a view to 
transfer to a four-year degree program (n=191) 

41% 39% 19% 

Pursuing academic (credit-based) certificate 
programs (n=181) 

79% 15% 6% 

Pursuing non-credit options (n=156) 94% 5% 2%  

Ethnically diverse including: Black/African 
American; American Indian/Alaska Native; Asian; 
Native Hawaiian/Other Pacific Islander (n=202) 

63% 17% 20% 

  
 
Student diversity  

Respondents were also asked to estimate the diversity of the student population at 

their institutions, using the US Census Bureau’s definition of ethnic diversity (defined as 

including Black/African American; American Indian/Alaska Native; Asian; Native 

Hawaiian/Other Pacific Islander). While the majority of respondents indicated that less 
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than half of their student body met this definition of diversity, the opposite statistic is 

perhaps more striking: 37% of respondents indicated that half or more than half of all 

students at their institutions were ethically diverse (Table 5.3).  

 

Proximity to health facilities 

The survey also asked respondents to estimate how close their institutions were to 

community hospitals and community health centers or other institutions specifically 

aimed at serving low-income individuals. As both hospitals and organizations serving 

underserved communities play a potentially important role in offering experiential 

learning and job opportunities for students in health navigator-type training programs, 

respondents were asked to estimate the distance from their colleges to these types of 

facilities.  

Community hospitals were defined for respondents as all non-federal, short-term 

general hospitals and other hospitals providing specialized, services such as OB/GYN or 

rehab, that are accessible to the general public (American Hospital Association, 2014). 

The great majority of all respondents (94%) indicated that the nearest community hospital 

was located within 15 miles from their college. Eighty-four percent of respondents 

reported that a community health center or other institution serving underserved 

populations was also within 10 miles from their college. These findings are summarized 

in Table 5.4. 
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Table 5.4 Community college proximity to community hospitals and community health centers or other 
institutions serving underserved individuals 

Facility type 0-15 miles 16-30 miles >30 miles 

Proximity to community hospital (n=235) 94% 6% 1% 

Proximity to community health center, or other 
institutions specifically aimed at serving low-income or 
underserved individuals (n=219) 

94% 5% 1% 

 
 

Health navigator-type program offerings 

Of the respondents reporting health navigator-type training programs, 73% 

indicated that their institutions offer five or more of the seven health-related professions 

listed in Table 5.2. As with the broader pool of respondents, nursing, nurse’s aid, and 

EMT/paramedic programs were also the most commonly reported disciplines among 

respondents with health navigator-type training programs at their institutions (Table 5.2). 

Respondents were asked to use the terminology of their institutions to describe the 

profession(s) or job title(s) for which their health navigator-type programs provide 

training. Respondents were allowed to select as many terms as applicable. Community 

health worker (70%) and patient/health care navigator (50%) were the most commonly 

reported terms. Except for two respondents who did not identify with any of the job titles 

provided, all respondents selected at least one of the above-mentioned terms.   

As respondents were able to select more than one term, it is also possible to look 

at common job title groupings that were reported. Using CHW and patient navigator as 

organizing terms, we see that 46% of respondents indicated that their programs train for 

CHWs, but not patient navigators. Twenty-five percent reported training for patient 

navigators, but not CHWs, and 29% reported training for both CHWs and navigators. 

Table 5.5 provides a summary of all job titles and job title groupings. 
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Table 5.5 Professions for which health navigator-type programs train students 

 Frequency (%) 

Yes No 

Job title 

CHW (n=30) 70% 30% 

Patient navigator/health care navigator (n=30) 50% 50% 

Promotora (n=30) 20% 80% 

Health insurance navigator/in-person assister (n=30) 10% 90% 

Lay health advisor (n=30) 10% 90% 

Other (n=30) 10% 90% 

Job title groupings  

CHW* but not patient/health care navigator (n=30) 46% 54% 

Patient/health care navigator but not CHW* (n=30) 25% 75% 

CHW* and patient/health care navigator (n=30) 29% 71% 

*Community health worker 

 
 
Age of programs 

Among the respondents reporting health navigator-type training programs at their 

institutions, over half (57%) noted that these programs were no more than two years old, 

with 40% reporting that their programs have been in operation for less than one year. 

Figure 5.2 shows the association between program age and professional emphasis areas 

or job titles. As the figure shows, all types of programs, whether emphasizing training for 

community health workers, patient/health care navigators, or both, range in age from less 

than one year to over ten years.  
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Figure 5.2 Professions for which health navigator-type training programs train by program age 

 
Notes: 

CHW: Community health worker 
Navigator: Patient/health care navigator 

 
 
Affordable Care Act 

Respondents were asked to estimate the extent to which the Affordable Care Act 

(ACA) influenced the creation or ongoing development of their institutions’ health 

navigator-type program (Table 5.6). Ninety-two percent of all respondents with programs 

less than a year old, and 67% of respondents with programs between one and four years 

old, reported a strong influence from the ACA. It is interesting to note that approximately 

30% of respondents whose programs that have been in operation for more than five years 

also reported a strong influence, suggesting that long-standing programs have also 

adapted to the new the changes in health care (and public health more generally) brought 

in by the ACA.  
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Table 5.6 Perceived influence of the Affordable Care Act on program development by program age 

Perceived influence of ACA 

on program development 

Age of program 

<1 year (n=12) 1-4 years (n=9) 5 years or more (n=7) 

Low (1-2) 8% 33% 71% 

High (4-5) 92% 67% 29% 

Total 100% 100% 100% 

Note: No respondents reported a medium influence (3). 

 

 

Online learning 

 Respondents were also asked to report the extent to which their health navigator-

type programs include options for online learning. Regardless of the number of years 

programs have been in operation, most respondents reported that online learning did not 

figure greatly into their programs. Compared to younger programs, however, it is 

interesting to note that greater numbers of respondents with programs that are more that 

five years old reported that online learning options were greatly present (27%, compared 

to 14% of respondents with programs one to four years of age, and 20% of programs that 

have been in operation for less than one year). Table 5.7 summarizes these findings. It is 

possible that the higher proportion of online learning in older programs may reflect the 

considerable start-up time and cost involved in initiating online programs.  

 
Table 5.7 Perceived presence of online learning options in health navigator-type programs by program age  

Presence of online 

coursework options 
Age of program 

<1 year (n=5) 1-4 years (n=7) 5 years or more (n=15) 

Not very present (1-2) 60% 43% 67% 

Somewhat present (3) 20% 43% 6% 

Greatly present (4-5) 20% 14% 27% 

Total 100% 100% 100% 
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Academic program model 

Academic (credit-based) certificates were the most commonly reported program 

format for health navigator-type programs (reported by 66% of respondents with existing 

programs), followed by applied associate degree options (45%), associate degrees for 

transfer to four-year programs (39%), and non-credit certificates (33%). Respondents 

were able to select more than one academic program model, and the majority did so. 

However, 13% of respondents with existing health navigator-type programs reported 

offering non-credit certificates only, with all others reporting at least one credit-based 

option. Seventeen percent of respondents reported offering academic certificates only. 

Table 5.8 provides a summary of overall program models, while Figure 5.3 shows these 

program models in relation to the specific types of professions for which they train. 

 
Table 5.8 Frequency (%) of academic program models used for training the health navigator professions 

Program type Frequency (%) 

Yes No 

Applied associate degree (n=29) 45%  55% 

Associate degree for transfer (n=28) 39% 61% 

Academic credit-based certificate (n=29) 66% 34% 

Non-credit certificate (n=27) 33% 67% 
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Figure 5.3 Professions for which health navigator-type programs train by academic program model 

 
Notes: 

CHW: Community health worker 
Navigator: Patient/health care navigator 

 
 
  For those institutions with an applied associate degree program option, 

respondents were asked to provide the academic department(s) linked to those degrees. 

The most common department affiliations were community health (46%) and human 

services (23%), though responses ranged from health technology and respiratory therapy 

to business, design and workforce. Summary results are found in Table 5.9. 

 
Table 5.9 Associate degree departmental affiliations for health navigator-type programs (n=13) 

Department affiliation Frequency (%) 

Community health 46% 

Human services 23% 

Health technology-related 15% 

Business, design and workforce 8% 

Health and patient simulation 8% 

Respiratory therapy 8% 

Social work 8% 
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Experiential learning 

Seventy-four percent of respondents reported that the health navigator-type 

training programs at their institutions included options for experiential learning. Two 

semester credit hours was most commonly reported (41%), followed by three semester 

credit hours (24%) and one semester credit hour (18%). Only one survey respondent 

reported that his or her institution’s program requires four or more credit hours. Two 

respondents reported that experiential learning opportunities were available, but not 

required. 

The most common internship site reported by respondents was community health 

centers (federally qualified health centers) or other community-based organizations 

(reported by 90% of respondents). Hospitals or hospital networks was the second most 

common response (60%), followed by local government agencies (45%), state 

government agencies (25%), and health insurance companies (20%).  

Ninety-four percent of respondents reported that experiential learning sites had 

expressed an interest in program graduates for post-graduate employment. Furthermore, 

78% of respondents reported that other local organizations not currently providing 

experiential learning opportunities for their programs’ students had expressed an interest 

in potentially hiring program graduates. Respondents also noted that more than half of all 

internship sites, as well as other local employers not hosting interns, had expressed an 

interest in providing volunteer opportunities for program graduates. Table 5.10 provide a 

summary of these findings. 
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Table 5.10 The role of community-based partnerships and employers 

 Frequency (%) 

Yes No 

Internship availability 

Experiential learning options available (n=27) 74% 26% 

Internship sites 

Hospitals (n=20) 60% 40% 

Insurance companies (n=20) 20% 80% 

Local government (n=20) 45% 55% 

State government (n=20) 25% 75% 

Community health centers, community-based non-profits (n=20) 90% 10% 

Other (n=20) 5% 95% 

Employer interest in students and graduates 

Internship sites express interest in hiring graduates (n=17) 94% 6% 

Internship sites express interest in post-graduate volunteer 
opportunities (n=10) 

70% 30% 

Non-internship local employers express interest in hiring grads 
(n=18) 

78% 22% 

Non-internship local employers express interest in post-graduate 
volunteer opportunities (n=17) 

65% 35% 

Types of employers expressing interest in jobs or volunteer opportunities 

Hospitals (n=15) 47% 53% 

Insurance companies (n=15) 20% 80% 

Local government (n=15) 40% 60% 

State government (n=15) 27% 73% 

Community health centers, community-based non-profits (n=15) 80% 20% 

Other (n=14) 14% 86% 

Where graduates ultimately find employment 

Hospitals (n=21) 57% 43% 

Insurance companies (n=21) 14% 86% 

Local government (n=21) 38% 62% 

State government (n=21) 5% 95% 

Community health centers, community-based non-profits (n=21) 95% 5% 

 
 

Respondents were also asked to describe the most important factors in 

establishing and maintaining effective employer relationships for their health navigator-

type training programs. Respondents were asked specifically about the importance of four 

specific factors, including: 1) existing faculty relationships with employers and 

community partners; 2) existing institutional partnerships with employers and community 

partners; 3) hosting informational meetings for employers and community partners; and 

4) participation in state or local professional networks or working groups. Respondents 

were also given an opportunity to identify other factors not specifically queried.  
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Existing faculty relationships, and existing institutional partnerships, with 

employers and community partners were both reported by 80% of respondents. Seventy-

three percent of respondents reported that participation in state or local professional 

networks or working groups was also important, and 40% identified hosting 

informational meetings for employers and community partners as an important factor. 

Table 5.11 provides a summary of these findings. 

 
Table 5.11 Factors that assist health navigator-type training programs in establishing and maintaining 
relationships with local employers 

Factors that assist relationship-building Frequency (%) 

Yes No 

Existing faculty relationships with employers and community 
partners (n=30) 

80% 20% 

Existing institutional partnerships with employers and community 
partners (n=30) 

80% 20% 

Hosting informational meetings for employers and community 
partners (n=30) 

40% 60% 

Participation in state or local professional networks or working 
groups (n=30) 

73% 27% 

 
 
 

Perspectives on Framing the Future’s Health Navigator program framework 

Beyond studying the current state of practice at community colleges regarding 

health navigator-type training programs, this survey also aimed to assess respondents’ 

perspectives toward the adoption of new health navigator training programs, and the 

potential barriers and facilitators that may influence these perspectives. All online survey 

respondents, regardless of whether they currently have health navigator-type programs, 

were asked to share their perspectives on the health navigator curricular framework 

developed by the Framing the Future Task Force. As described in Chapter 1, this 

framework includes foundational and public health core courses; coursework in the 

content areas of prevention and community health, health care delivery, health insurance, 
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as well as accessing and analyzing health information; and opportunities for experiential 

learning and health-related electives. The framework is designed as an applied associate 

degree that can be adapted to local needs and preferences. 

Respondents were asked a series of questions as to whether their interest in 

developing a health navigator training program based on the Framing the Future 

framework would increase if certain factors were in place. These questions fell in two 

broad categories: factors pertaining to the curricular content of the program itself (Table 

5.12), and external factors that may impact program implementation or desirability 

(Table 5.13).  

 

Curricular factors affecting respondents’ interest in the health navigator framework 

When asked if their interest in the framework would increase if it focused only on 

a specific content area or disciplinary track (prevention and community health, health 

care delivery, or health insurance), 75% expressed a strong preference for keeping all 

three tracks in the framework, compared with 30% of respondents, if the program 

focused only on community health; 42% if it focused on health care delivery only; and 

23% if on health insurance only. Disinterest in specific program emphases echo these 

findings, with only 9% of respondents indicating that they would “not at all” be interested 

in the framework if it were to include all three content areas. These findings are 

summarized in Table 5.12. 

In terms of degree formats, respondents expressed the strongest interest in applied 

associate degree options (68% being greatly interested), followed by associate degrees for 

transfer and academic certificates (53%). In contrast, the majority of respondents were 
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not interested in non-credit program options, with 59% indicating that they would not at 

all be interested in a non-credit program model. Online learning also attracted 

considerable interest, with a majority of respondents (62%) stating that including options 

for online or distance learning would increase their interest in offering the program at 

their institutions. 

 
Table 5.12 Extent to which specific curricular factors would increase interest in offering Framing the 
Future’s Health Navigator program 

Program characteristics affecting interest in the 

framework 

Frequency (%) 

Not at all  Somewhat Greatly 

Program focused only on community health (traditional 
community health worker core competencies) (n=207) 

32% 38% 30% 

Program focused only on preparing students to work in 
health care delivery settings (n=215) 

28% 30% 42% 

Program focused only on preparing students to work in 
health insurance settings (n=206) 

44% 33% 23% 

Program included all three content areas (community 
health, health care delivery, health insurance) (n=216) 

9% 15% 75% 

Program included an applied associate degree option 
(n=214) 

14% 18% 68% 

Program included an associate of arts degree option (for 
transfer to four-year program) (n=211) 

25% 22% 53% 

Program included an academic (credit-based) certificate 
option (n=204) 

20% 28% 52% 

Program included non-credit certificate options (n=205) 59% 20% 21% 

Program included options for online learning (n=211) 15% 26% 62% 
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External factors affecting respondents’ interest in the health navigator framework 

There were four external factors that more than 85% of all survey respondents 

indicated would greatly increase their interest in offering the health navigator framework 

at their institutions. Of these, three were directly related to local employers: local 

employers expressing an interest in potentially hiring program graduates; needs 

assessment or employer survey data demonstrating job availability; and local employers 

expressing interest in providing experiential learning opportunities for students. The other 

very highly ranked factor was sufficient student interest from students to suggest that 

enrollment needs would be met.  

A majority of respondents also answered positively to the remaining factors 

queried in the survey. In descending rank order of the number of respondents expressing 

that these factors would greatly increase their interest, these include: national 

employment statistics indicating at least 15% job growth in the program area in the next 

five years (81%); professional or trade association recommendations (67%); and 

successful program modeling from other community colleges (58%).  

Small but consistent minorities indicated that the seven above-mentioned factors 

would not at all increase their interest in offering the framework (representing 6% to 14% 

of respondents, depending on the specific variable). These findings are further 

summarized in Table 5.13. 
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Table 5.13 Extent to which specific external factors would increase interest in offering Health Navigator 
framework 

External factors affecting interest in framework Frequency (%) 

Not at all  Somewhat Greatly 

Local employers expressed interest in potentially hiring 
program graduates (n=208) 

7% 5% 88% 

Local needs assessment or employer survey demonstrated 
the presence of jobs (n=207) 

6% 6% 87% 

Local employers or organizations expressed interest in 
providing experiential learning opportunities for students 
(n=208) 

6% 6% 88% 

National employment statistics indicated at least 15% job 
growth in the program area in the next five years (n=213) 

6% 13% 81% 

There was sufficient student interest to suggest enrollment 
needs would be met (n=210) 

6% 6% 88% 

Other community colleges or educational institutions had 
successfully developed similar programs (n=204) 

14% 28% 58% 

National professional or trade associations had 
recommended that community colleges consider offering 
such a program (n=206) 

13% 21% 67% 

  
 
 

Respondent recommendations 

The above-mentioned internal and external factors potentially influencing 

respondents’ interest in adopting health navigator-type programs at their institutions can 

be helpful in understanding the degree to which specific components of the health 

navigator framework and related external characteristics match the preferences of survey 

respondents.  

To better understand how these preferences translate into specific program 

recommendations, respondents were then asked more directly which types of academic 

program models they would recommend, if their institution were to adopt such a 

program. Responses mirrored the preferences expressed above, with applied associate 

degrees being highly recommended by 65% of respondents, followed by associate 

degrees for transfer to four-year institutions (57%), academic certificates (50%), and non-

credit certificates (14%). These findings are provided in Table 5.14.  
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Table 5.14 Extent to which respondents recommend academic program models 

Program model Frequency (%) 

Not at all  Somewhat Highly  

Applied associate degree (n=224) 9% 27% 65% 

Associate degree for transfer (n=219) 8% 35% 57% 

Academic (credit-based) certificate 
(n=221) 

10% 40% 50% 

Non-credit certificate (n=209) 55% 31% 14% 

 
 

Respondents were also asked to indicate the extent to which specific program-

related characteristics influenced their recommendations as to these academic program 

models. More than half of the respondents ranked four characteristics as highly important 

in their program model recommendations described above. These include: expected 

employment opportunities for graduates (expressed by 87% of respondents); expected 

student enrollment, retention, or completion (80%); expected availability of program 

faculty (68%); and expected program costs (59%). Given respondents’ prior rating of 

employment-related factors related to their interest in the health navigator framework 

(Table 5.13), it is not surprising that respondents once again rate these factors as highly 

important.  

For most of the remaining characteristics, while responses were somewhat more 

evenly distributed, respondents continued to indicate that they were somewhat or highly 

important in their decision-making regarding academic program model 

recommendations. Table 5.15 provides a summary of findings for each of the seven 

characteristics surveyed.   
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Table 5.15 Characteristics affecting academic program model recommendations  

Characteristic Frequency (%) 

Not at all Somewhat Highly  

Expected student enrollment, 
retention, or completion (n=224) 

5% 15% 80% 

Expected program costs (n=224) 8% 33% 59% 

Expected availability of program 
faculty (n=229) 

7% 25% 68% 

Expected employment opportunities 
for program graduates (n=224) 

2% 12% 87% 

Expected competition from other 
training programs at other local 
institutions (n=218) 

22% 44% 35% 

Expected collaboration from other 
training programs at other local 
institutions (e.g., jointly offering a 
program) (n=217) 

19% 34% 47% 

Expected opportunities for providing 
online or distance learning formats 
(n=222) 

11% 43% 46% 

 
 
 
Naming academic programs 

The survey also asked respondents to react to the proposed name of this program 

framework. As described above in the context of institutions with existing health 

navigator-type training programs, these programs train for a diversity of interrelated 

professional titles, and thus may also vary as to the program names selected by their 

institutions. Therefore, respondents were asked to rate their preferences regarding the 

name proposed in the Framing the Future framework, “health navigator,” as well as 

another commonly used term, “community health worker.” 

  In both instances, respondents tended to express a sense of ambivalence or 

indifference toward program names (Table 5.16). Only 32% of respondents indicated that 

“community health worker” was a highly appropriate name, and for “health navigator,” 

only 30% indicated the same. Respondents were given the opportunity to provide open-

ended feedback at the conclusion of the survey, and some took this opportunity to discuss 
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the question of naming. The following quotations provide examples of respondents’ 

diversity of opinion: 

In this region there is much confusion about the term “community health worker.” 
Most people in this area consider it to be a short-term training program for lay 
people. I think using this as a generic term would make it hard to market a credit 
program (anonymous survey respondent). 
 
I would be concerned regarding the title of the program especially for Community 
Health Worker. If the term Health Navigator was used, I would make sure this is 
the same term used by employers and within the community. I think the program 
is a great concept (anonymous survey respondent). 
 
When I hear the term “health navigator” I think of the ACA, and the public might 
as well. Therefore, I believe a better name is needed (anonymous survey 
respondent). 
 
This is an interesting program but I'm not sure of the title. Is there an SOC code 
for Health Navigator yet? (anonymous survey respondent). [SOC refers to the 
Department of Labor’s Standard Occupational Classification system]  
 
 

Table 5.16 Perceived appropriateness of proposed program names for the health navigator framework 

Academic program name Frequency (%) 

Not at all Somewhat Highly  

Health navigator (n=207) 19% 51% 30% 

Community health worker (n=216) 24% 44% 32% 

 
 
 

Institutional characteristics 

Finally, the survey asked respondents to provide additional information about 

administrative processes at their institutions. These questions were included not only to 

shed additional light on factors which may potentially be viewed as barriers or facilitators 

to the adoption of the health navigator framework, but also to explore how respondents 

perceive their institutional environment.  

Therefore, respondents were asked to identify the extent to which specific 

administrative processes occur at their institutions. While 91% of respondents indicated 
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that their institutions have a very clearly defined process for approving new programs, a 

somewhat smaller percentage of survey respondents indicated that the same was true for 

the retirement of existing programs (69%). A majority of respondents (83%) answered 

similarly when asked as to the extent to which employer-related advisory boards are 

involved in decision-making processes concerning allied health programs specifically. 

These findings are summarized in Table 5.17. 

 
Table 5.17 Perceived presence of administrative processes at community colleges 

Administrative process Frequency (%) 

Not at all  Somewhat Very 

Clearly defined process for the 
approval of new programs (n=231) 

3% 6% 91% 

Clearly defined process for the 
retirement of programs (n=222) 

13% 18% 69% 

Employer-related advisory boards 
involved in decisions related to the 
development of the allied health 
programs at your institution (n=226) 

4% 14% 83% 

 
Respondents were also asked to estimate the number of new programs per year 

that their institutions develop, summarized in Table 5.18. Half of all respondents (50%) 

indicated that their colleges develop no more than one new program per year. An 

additional 39% of respondents indicated that their institutions develop two or three new 

programs per year. It is interesting to note that as many as 10% of respondents reported 

that their colleges develop four or more programs per year. 
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Table 5.18 Number of new programs at community colleges per year (n=206) 

Number of new programs Frequency (%) 

0-1 50% 

2-3  39% 

>4 10% 

Total 100% 

  
 

In terms of the factors that respondents perceive their institutions to value when 

considering whether to sustain or expand specific programs, respondents were once again 

asked to rate a number of factors on a Likert-type scale (Table 5.19). A majority of 

respondents rated all of the items queried as highly important to institutional decision-

making in their contexts.   

Factors affecting decisions to sustain or expand programs (and the percent of 

respondents rating them as highly important) are: adequate tuition or other revenue to 

sustain the program (89%); institutional goals met regarding student enrollment, 

retention, and completion (87%); satisfaction expressed by employer or community 

partnerships working with the program (86%); institutional goals met regarding 

employer- or other community-based partnerships working with the program (83%); 

satisfaction expressed by current or former students (83%); institutional goals met 

regarding program graduates hired (83%); and formal review process (82%). In many 

ways, these findings seem to underscore the preferences expressed by respondents 

throughout the survey, and once again suggest that institutions consider numerous 

interrelated factors when considering whether to sustain or expand programs, with 

employer and community partnerships and sufficient program funds playing a prominent 

role.  
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Table 5.19 Perceived importance of factors influencing institutional decision-making processes concerning 
program development (sustaining or expanding programs) 

Decision-making factors Frequency (%) 

Not at all Somewhat Highly 

Institutional goals met regarding 
student enrollment, retention, and 
completion (n=230) 

3% 10% 87% 

Institutional goals met regarding the 
percentage of program graduates 
hired (n=226) 

2% 15% 83% 

Institutional goals met regarding 
employer/community partnerships 
working with the program (n=226) 

7% 14% 83% 

Satisfaction expressed by employer 
or community partnerships working 
with the program (n=227) 

1% 13% 86% 

Satisfaction expressed by current or 
former students (n=227) 

2% 15% 83% 

Adequate tuition and other revenue to 
sustain the program (n=226) 

2% 10% 88% 

Formal program review process 
(n=226) 

4% 13% 82% 

 
 
 

Subgroup analyses 

There are a number of factors—those unique to individuals and institutions, and 

also those related to the broader state policy contexts—which could potentially influence 

respondent preferences expressed throughout the survey. As described in the Chapter 3, 

ten survey questions were used to examine potential variation across subgroups of 

respondents. The questions were selected to reflect key survey topics, as well as specific 

issues that are more likely to be influenced by the state policy environment or political 

context. These topics, as already described for the broader survey population, are:  

1. Program focused only on community health (traditional community health 

worker core competencies) 

2. Program focused only on preparing students to work in health care 

delivery settings 
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3. Program focused only on preparing students to work in health insurance 

settings 

4. Program included all three content areas (community health, health care 

delivery, health insurance) 

5. Program included an applied associate degree option 

6. Program included an associate of arts degree option (for transfer to four-

year program) 

7. Program included an academic (credit-based) certificate option 

8. Program included non-credit certificate options 

9. “Health navigator” program title 

10. “Community health worker” program title 

 
As all of the above questions were assessed on a numeric Likert-type scale, the 

Kruskal-Wallis test was used to individually test these questions (as the dependent 

variable) across nine consecutive specific subgroup comparisons (as the independent 

variable). The specific groups were identified using five survey-specific (individual-

level) variables inherent to the dataset and four external (state-specific) variables that 

were matched to survey respondents using the procedures described in Chapter 3. For 

each specific comparison, the null hypothesis tested was that the subgroups were 

statistically equivalent to each other, at the 95% confidence level.  

The five individual-level variables were selected with several goals.  

The first variable compares those respondents indicating the presence of existing 

health navigator-type training programs to the rest of respondents. The goal was to see if 
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respondents with existing programs vary significantly in their preferences toward the 

proposed health navigator framework.  

The second variable compares respondents indicating that they are deans (or 

comparable executive administrators) with the rest of respondents. This was one of the 

screening questions to assure that the target audience was reached. As all survey 

respondents were included in the general presentation of results (for the reasons identified 

in the discussion of screening questions), it is important to compare these subgroups. 

The third variable addresses the second screening question inserted in the survey, 

which asked respondents to indicate if there are involved with programmatic decision-

making for health-related programs at their institutions. As noted above (Table 5.1), only 

3% of survey respondents indicated that they were not involved in these decision-making 

processes. However, response patterns of health-related decision-makers and non-

decision-makers were still compared. 

The fourth variable compares respondents who are League Alliance members 

with those who are not. As described in Chapter 3, the survey distribution list included 

League members as well as non-member community college partners. It is possible that 

non-members would respond differently from to a framework presented under the 

auspices of the League, compared to League Alliance members. 

The final individual-level variable from the dataset relates to date which 

respondents submitted their surveys. Respondents were grouped chronologically by week 

to compare early respondents with later respondents. This time-based assessment also 

includes the so-called “non-respondents” who were reached through phone and email 

follow-up after the online submission period had passed. 
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In addition to these five variables which were already integral to the dataset, four 

state-level variables were also matched to respondents. The aim of including these 

additional variables was to ascertain if state-level policy decisions, that could potentially 

affect the workforce and training environment for the health navigator professions, could 

suggest any relationship with respondent preferences. While this study makes no attempt 

to present a causative association, it seems worthwhile to compare response patterns of 

survey respondents based on their state context. 

The first state-specific variable indicates the states’ Medicaid expansion status. As 

described in Chapter 1, the Affordable Care Act gave states an opportunity to opt in to a 

federally supported Medicaid expansion initiative to extend eligibility and facilitate new 

enrollments. As the health navigator professions often work with the underserved 

populations this expansion seeks to target, it is possible that state decisions concerning 

extended Medicaid coverage would be related to respondents’ perception of the role and 

potential value of health navigator training at community colleges. This variable 

compares response patterns of survey respondents based on their states’ expansion status. 

The second state-specific variable refers to the type of health insurance 

marketplace found in each state. Once again, state decisions regarding the insurance 

marketplace may directly impact state requirements for the training and preparation of 

insurance navigators as well as CHWs involved in outreach initiatives, and may thus have 

a relationship with respondent preferences toward health navigator training more 

generally. 

The two final state-specific variables relate to specific legislation or certification 

requirements for community health workers. The first utilizes ASTHO’s list of states 
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with CHW legislation or practices, as discussed in Chapter 1. This variable provides a 

stricter definition and only includes states on ASTHO’s list. As ASTHO has direct 

connections with state health officials and has updated this list as late as December 2014, 

the list is likely to closely reflect the current state-level landscape. The second variable 

builds upon this list, by also including states which have been identified by CDC as 

potentially having statewide CHW practices in specific contexts. The CDC list was 

published a 2012 list and was compiled using extensive searches of legislative databases. 

While this older source may be less likely to provide the most accurate snapshot of 

current state policy stances, it may nonetheless suggest state contexts that are more 

favorable to statewide CHW initiatives.  

Table 5.20 provides a summary of findings for Kruskal-Wallis tests run on each 

of these nine variables. While the p<.05 threshold was used as a measure of statistical 

significance in this table, it is important to note that due to the multiple hypothesis tests 

performed on this sample, there is the possibility of type I errors, i.e., falsely identifying 

findings as statistically significant. If the Bonferroni correction is applied, a p-value of 

.005 would be necessary to confirm statistical significance (α/n, or .05/10). The following 

discussion highlights all findings that are statistically significant at the p<.05 level, but p-

values of less than .005 may therefore be of special interest. Appendix D provides a raw 

numeric version of Table 5.20, which includes p-values for all test statistics that were 

performed. 

There were no statistically significant (p<.05) findings for any of the state-level 

variables. Lack of statistical significance among these state-specific variables may 

suggest that the results of the survey are less likely to be hiding state-level variations in 
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response patterns. Alternatively, the lack of statistically significant findings may simply 

suggest that these state-specific variables “don’t matter” in the community college 

context. It is also possible that other potentially important differences in state-specific 

characteristics may still exist among subgroups, related to variables that were not tested 

such as Medicaid Managed Care penetration. 
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Table 5.20 Summary of findings from 9 consecutive subgroup comparisons of survey respondents using Kruskal-Wallis one-way analysis of variance  
Dependent variable External state-specific variables Respondent-reported variables 

Medicaid 

expansion 

in state 

(yes/no) 

Type of state 

health 

insurance 

Marketplace   

(4 groups) 

CHW policy 

in state – 

restrictive 

definition* 

(yes/no) 

CHW policy 

in state – 

expanded 

definition* 

(yes/no) 

Health 

navigator 

program 

at college 

(yes/no) 

Dean 

leadership 

position 

(yes/no) 

Health 

program 

decision- 

maker 

(yes/no) 

League 

Alliance 

member 

(yes/no) 

Date of 

survey 

completion  

(5 groups) 

Program focused only on 
community health (traditional 
community health worker core 
competencies) 

NS NS NS NS p<.01§ NS NS NS NS 

Program focused only on 
preparing students to work in 
health care delivery settings 

NS NS NS NS NS NS NS NS NS 

Program focused only on 
preparing students to work in 
health insurance settings 

NS NS NS NS NS NS NS NS NS 

Program included all three content 
areas (community health, health 
care delivery, health insurance) 

NS NS NS NS NS NS NS NS NS 

Program included an applied 
associate degree option 

NS NS NS NS NS NS NS NS NS 

Program included an associate of 
arts degree option (for transfer to 
four-year program) 

NS NS NS NS NS p<.05 NS NS NS 

Program included an academic 
(credit-based) certificate option 

NS NS NS NS p<.001§ NS NS NS NS 

Program included non-credit 
certificate options 

NS NS NS NS p<.05 NS NS NS NS 

“Health navigator” program title NS NS NS NS NS NS NS NS NS 

“Community health worker” 
program title 

NS NS NS NS p<.05 NS NS NS NS 

NS: Not significant 

CHW: community health worker 
*The restrictive CHW policy definition uses the list maintained by the Association of State and Territorial Health Officials (ASTHO). The expanded definition 
includes additional states that may have developed initiatives for integrating CHWs into health care practice in specific contexts, but don’t meet ASTHO’s 
definition (see discussion in Chapter 1). 
§This finding is statistically significant under the terms of the Bonferroni correction (α/n, or p<.005). 
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Regarding the individual-level subgroup analyses, some interesting findings 

emerge. Four of the nine test statistics were statistically significant (p<.05) when 

respondents with existing health navigator-type training programs at their institutions 

were compared with the broader group. Two of these tests concerned the theme of 

program identity and curricular content. The first was the dependent variable concerning 

whether interest in the health navigator framework would increase if it focused only on 

community health (H statistic=8.265, 1 degree of freedom, p=0.004), and the second was 

the perceived appropriateness of the “community health worker” program title (H 

statistic=5.127, 1 degree of freedom, p=0.024).  

In both instances, respondents with existing programs ranked higher than 

expected, more often indicating a greater interest than expected in the program only 

focusing on community health and in the “community health worker” program name. 

Respondents with existing programs indicated that the most common professional job 

title for which their programs train is the community health worker title, so it follows that 

they may also have a preference for a community health program emphasis and name. 

Similarly, it is likely that the broader pool of respondents, lacking this program-specific 

context, may be less attracted to the notion of programs emphasizing the “community 

health worker” only. Tables 5.21 and 5.22 provide cross-tabulations of responses by 

group for these specific variables. 
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Table 5.21 Extent to which a community health program focus would increase interest in offering Framing 
the Future’s Health Navigator framework across groups with or without existing health navigator-type 
programs 

Interest in program focus on 

community health only 

Respondents with health 

navigator-type programs 

(n=26) 

Respondents without health 

navigator-type programs 

(n=181) 

Not at all (1-2) 15% 34% 

Somewhat (3) 27% 39% 

Greatly (4-5) 58% 27% 

Total 100% 100% 

 

 
Table 5.22 Perceived appropriateness of “community health worker” program name across groups with or 
without existing health navigator-type programs 

Appropriateness of “community 

health worker” program name 

Respondents with health 

navigator-type programs 

(n=30) 

Respondents without health 

navigator-type programs 

(n=186) 

Not at all (1) 17% 25% 

Somewhat (2) 30% 46% 

Highly (3) 53% 29% 

Total 30 100% 

 
 

The two remaining statistically significant (p<.05) findings within this subgroup 

analysis concern academic program model. Both dependent variables related to whether 

interest in the framework would increase if it included options for academic (credit-

based) and non-credit certificates showed a statistically significant difference in 

distributions across these populations (for academic certificates: H statistic=14.849, 1 

degree of freedom, p=.0001; for non-credit: H statistic=6.168, 1 degree of freedom, 

p=0.0130). Tables 5.23 and 5.24 show response frequencies for each group. 

Once again, the subset of respondents with health navigator-type programs ranked 

higher than expected, when compared to the larger pool of respondents. It is not 

surprising that respondents with existing programs would value credit-based or non-credit 

certificates more than other respondents. While the broader literature on community 

colleges suggests a general preference for degree programs over certificates, the 

respondents with existing health navigator-type programs in this sample reported 
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academic certificates as the most common program element. It seems plausible, therefore, 

that they would have a stronger preference for non-degree programs than the broader 

sample. The qualitative results presented earlier in this chapter also suggest that the 

current state of practice emphasizes certificate-based formats.  

 
Table 5.23 Reported interest in academic certificates across groups with or without existing health 
navigator-type programs 

Interest if academic certificate 

option included in navigator 

framework 

Respondents with health 

navigator-type programs 

(n=25) 

Respondents without health 

navigator-type programs 

(n=179) 

Not at all (1-2) 0 22% 

Somewhat (3) 24% 32% 

Greatly (4-5) 76% 49% 

Total 100% 100% 

 

 
Table 5.24 Reported interest in non-credit certificates across groups with or without existing health 
navigator-type programs 

Interest if non-credit option 

included in navigator framework 

Respondents with health 

navigator-type programs 

(n=25) 

Respondents without health 

navigator-type programs 

(n=180) 

Not at all (1-2) 32% 63% 

Somewhat (3) 36% 18% 

Greatly (4-5) 32% 19% 

Total 100% 100% 

 
 

There were no statistically significant (p<.05) findings for comparisons involving 

the early and later respondents or League Alliance members versus non-members. When 

deans were compared to non-deans, one statistically significant (p<.05) finding emerged. 

Deans ranked lower than expected, in reported interest for transfer degrees, compared to 

the broader population (H statistic=4.772, 1 degree of freedom, p=0.029). Table 5.25 

provides response frequencies by subgroup.  

It is not immediately clear why this effect was observed. One potential 

explanation is that because this survey targeted allied health deans, and most allied health 

professions at the community college level emphasize career and technical training for 
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immediate entry in the workforce, these deans would be less inclined to express interest 

in transfer programs. As the health navigator framework presented in this survey is 

anchored as an applied associate degree, this finding is not particularly concerning. 

 
Table 5.25 Reported interest in associate degrees for transfer to four-year programs as a component of the 
health navigator framework across leadership groups 

Interest if associate degrees for 

transfer option included in health 

navigator framework 

Deans (or similar executive 

administrators) (n=128) 

Not deans (or similar 

executive administrators) 

(n=83) 

Not at all (1-2) 30% 18% 

Somewhat (3) 25% 17% 

Greatly (4-5) 45% 65% 

Total 100% 100% 

 
 
 

Conclusion 

This chapter provided the findings from the quantitative portion of this study. 

These findings suggest that while only a minority of community colleges currently offer 

health navigator training programs, there is interest among allied health leaders in 

pursuing additional opportunities for health navigator program development, especially at 

the associate degree level. The findings also suggested a preference for programs that 

include training across the domains of prevention and community health, health care 

delivery, and health insurance, and that can fill locally expressed employer needs in the 

community. Further discussion of both quantitative and qualitative findings is found in 

Chapter 6. 
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Chapter 6: Discussion 

 

Introduction 

The previous five chapters have provided contextual information on common 

practices for the training of the health navigator professions in the US, described the 

growing importance of community colleges as training sites for these professions, 

proposed a logic model describing the process by which community colleges can grow 

successful health navigator training programs, described the methodology guiding this 

research, and presented the qualitative and quantitative findings of this study. Chapter 6 

concludes the dissertation by discussing study findings and identifying recommendations 

for community college leaders in the current policy and programmatic context, while also 

describing the limitations of the overall study design and its scope. 

 

Integration of findings 

Using qualitative and quantitative methods, this dissertation sought to answer two 

primary research questions: 

1. What are the prospects for community colleges to develop health 

navigator-type associate degree programs?  

a. What is the current state of practice at community colleges? 

b. What are the perceived facilitators and barriers to community 

college adoption of health navigator training programs? 
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2. Among community colleges with existing health navigator-type training 

programs, what are the barriers and facilitators to establishing and 

maintaining effective relationships with local employers? 

 

The first of these questions sought to better understand how community colleges 

currently approach health navigator-type training, and the factors which may influence 

their adoption of such programs, particularly at the associate-degree level.  

 

Current state of practice 

The qualitative and quantitative results presented in Chapters 4 and 5 show that 

current health navigator-type training at community colleges centers around certificate 

programs. Most programs offer certificates for academic credit, with non-credit 

certificates representing a minority. The qualitative findings indicate that programs with 

academic certificates can easily offer opportunities for students to embed their certificates 

in two-year degrees in related disciplines. Some students will pursue the two-year degree 

immediately, while others choose to work in the field upon completing the certificate, 

and later return to complete a degree; or alternatively, have already completed some 

college and later return to obtain a certificate to enhance their current professional 

standing.  

These programs serve therefore as a stepping-stone not only into the workforce, 

but also to further education in two-year programs and beyond. Both qualitative and 

quantitative findings indicate that colleges with health navigator-type training also offer 
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related allied health or public health degrees and programs, which make such articulation 

possible. 

There were only two colleges in the qualitative study not currently offering credit-

based certificates, and both programs indicated that they are in the process of creating 

credit-based alternatives that can be embedded in two-year degrees, or would like to do 

so in the future. The concept of ongoing program development and ongoing decision-

making—reported across the interviews—may help to explain why the survey showed a 

smaller percentage of programs currently offering two-year degree options in addition to 

certificates, where such fluidity could not be captured. 

Both the survey and qualitative findings show that internships are an important 

component of training programs, and occur in a variety of settings, from community 

health centers and non-profit organizations, to government agencies and hospitals. This 

research also shows that there is considerable overlap between the organizations where 

students complete program internships, and where they ultimately work. The ability of 

program staff to forge connections with community partners and employers is thus 

critical, and is further discussed below.  

 

Facilitators and barriers to adoption of associate-level health navigator-type programs 

Based on the current state of practice, what can we learn about community college 

prospects toward the adoption of health navigator-type programs at the associate-degree 

level? What are the perceived barriers and facilitators?  

As noted above, all of the colleges in the qualitative analysis either currently offer 

options for embedding their certificate programs in two-year degrees, or are moving 
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toward that reality. Despite the fact that the survey reported a smaller proportion of 

existing health navigator-type programs that currently offer two-year options, the survey 

also showed that across all respondents—with or without current health navigator-type 

programs—when considering factors that would increase their interest in adopting new 

health navigator-type programing (i.e., the Framing the Future Health Navigator 

framework), there was a strong preference for applied associate degrees, followed by 

associate degrees for transfer. Very few survey respondents were attracted to adopting 

credit-based or non-credit certificates. 

Both the qualitative and quantitative findings suggest that workforce-related 

factors may help to facilitate program adoption. The presence of jobs for program 

graduates, and similarly, the availability of internship sites for current students, were 

highlighted by interviewees and survey respondents as playing a role in program 

adoption. In short, enduring relationships between community college programs, their 

students, and community-based partners and employers. 

The qualitative findings, as well as write-in feedback from survey respondents, 

provide additional shading to this picture, and suggest two potential barriers to associate-

level program adoption: the risk of low salaries, and state-specific certification norms.  

For those students who seek to enter the workforce directly, there were some 

mixed perceptions of the necessity for two-year degrees. While interviewees were 

unanimous about the value of credit-based (as opposed to non-credit) certificates and of 

articulating these certificates with two- and four-year degree opportunities for future 

development, some interviewees expressed concern that the current salary range for 
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CHWs does not justify making a two-year degree the standard of practice for working in 

the community. As one interviewee described:  

CHWs are often seen as cheap labor to replace more expensive licensed 
personnel. CHWs should not have to compete with their clients for benefits 
because their wages are so low. If higher educational preparation is expected, then 
the payment systems and employers must match with adequate compensation 
(Lead faculty member). 
 
Further, in states with CHW legislation stipulating certificate-based training and 

continuing education requirements, interviewees noted that there is a value in keeping the 

certificate as the base credential for working in the community.  

These barriers do not negate the value of adopting two-year degrees, but make it 

important for colleges considering such options to assure they align their degree 

programs with any relevant state policies or practices, and engage local employers in the 

planning process to assure that a common vision is shared, and to assure that the local 

market can bear the addition of future graduates. Survey findings suggest that, in some 

contexts, the local market is ripe for graduates with two-year health navigator-type 

degrees. “The market requires an associate degree,” wrote in one respondent. Clearly, this 

is a question that each college considering program adoption will have to consider. Both 

qualitative and quantitative findings suggest that nationally, the prospects for program 

adoption at the two-year level are high, but that local circumstances must dictate 

individual college-level decisions. 

 

Establishing effective relationships with local employers 

The second research question that this dissertation explored relates to the barriers 

and facilitators that influence relationship-building with local employers. Results from 
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the first research question suggested that employer buy-in is critical to the development 

and continued adoption of health navigator-type programs. What the first question did not 

answer, however, is how these relationships can be established and maintained. 

Both the qualitative and quantitative findings emphasize some key strategies to 

facilitate relationship-building. The survey showed that existing faculty relationships or 

institutional partnerships with employers and community partners, as well as 

participation in state or local professional networks or working groups, may play a role in 

relationship-building. These findings were reinforced by the qualitative results. 

Interviewees consistently emphasized the value of hiring program directors and staff with 

deep professional connections who understand the local context—with many 

interviewees themselves bringing these connections—and of drawing on broader 

institutional partnerships that may already be occurring in the college environment with 

other health-related programs. Directly related to this, interviewees also emphasized the 

value of actively participating in state and local workforce alliances.  

In terms of potential barriers, the qualitative analysis points mainly to the absence 

of, or inability to pursue, key facilitators, including: the lack of program staff with 

community connections; difficulty in connecting with state or local employer alliances; 

or simply not following up with existing connections. For example, interviewees noted 

that employers who have previously hosted interns may lose interest if program staff do 

not work to maintain those relationships in between interns. As suggested by 

interviewees in the presentation of qualitative results in Chapter 4, program staff should 

be deeply familiar with the uniqueness of the health navigator professions, as compared 

to other health care professionals such as nurses and social workers. If these staff do not 
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fully grasp the roles and functions of the health navigator professions, these barriers 

related to a lack of energy or commitment in forging community relationships may 

become particularly pronounced. 

However, interviewees also emphasized that connecting with employers is a 

mutually reinforcing undertaking: the more college staff can engage in the community, 

the easier it becomes to do. For colleges that may not know how to start this process, one 

interviewee recommended:  

Try first the United Way. Go to the United Way and find out what those folks do, 
what their partner agencies are…. That’s a pretty good start to find out who does 
what to whom within your area (Lead faculty member). 

 
 
 

Updated logic model: Applying the diffusion of innovations theory  

As discussed in Chapter 2, Rogers’ theory on the diffusion of innovations was 

used in this analysis as a means to explore the community college decision-making 

process regarding the adoption and implementation of health navigator training programs, 

and more specifically, to integrate this decision-making process into a practice-oriented 

logic model for program development.  

The initial logic model proposed in Chapter 2 (Figure 2.1) was not intended to 

predict community college behavior as a causative model, but rather to suggest a general 

process of decision-making that may be illustrative of the community college 

environment, and to depict themes and relationships that may play a role in the 

development of health navigator training programs. 
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While the data from this study can provide only limited insights into the processes 

by which community colleges develop health navigator training programs, the initial 

logic model was updated to better reflect the findings of this study (Figure 6.1).  

First, concerning student mediating factors, self-efficacy and self-confidence had 

been included as separate factors in the preliminary version, due to the fact that both of 

these terms were used by individuals providing informational interviews and perspectives 

on the proposed study design, prior to formally initiating the study. However, during the 

qualitative data collection phase, it became evident that the concepts of self-efficacy and 

self-confidence, as expressed by interviewees, are interrelated, if not synonymous, 

concepts. Therefore, in the presentation of results in Chapter 4, the term “self-efficacy” 

was used because it was the term most often employed by interviewees. The term “self-

confidence” was therefore removed from the revised model as a redundant concept, that 

is already captured by the term “self-efficacy.”  

Second, the qualitative study highlighted the personal characteristics of health 

navigator program directors in terms of an ability to connect with students, campus 

partners, and community partners. These concepts were added to the “community college 

decision-maker” mediating factor section in place of the original concepts of socio-

economic status, personality, and communication behavior.  

The third and final update concerns program outcomes, within the “confirmation” 

phase of the decision process. The qualitative results indicated that as students begin 

working in the community, one of the rewarding outcomes was the improved health 

outcomes that students could themselves perceive among their clients. While the initial 

logic model included a long-term outcome of improved health outcomes at the 
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community level, it seems important to also recognize that improved health outcomes at 

the individual level may be perceptible within the first few years of program 

implementation. Therefore, this additional intermediate program outcome was added to 

the updated logic model.  

The other remaining aspects of the initial logic model were consistent with the 

themes and concepts raised by the interviewees in the qualitative portion, and the 

community college environment described by survey respondents in the quantitative 

portion. Figure 6.1 provides this revised model to describe the development, or “life 

cycle,” of health navigator training programs, as they appeared in this study. Though this 

model may not be applicable to the broader community college environment, it may help 

to describe the process by which health navigator training programs can be established in 

the community college environment. 
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Confirmation Implementation 

Activities 

*Execute 

program 

approval 

process 

including 

market analysis 

*Administer 

curricular 

components 

*Establish 

partnerships: 

Local employers 

and experiential 

learning 

opportunities 

*Community 

services 

rendered 

Individual mediating factors (students) 

*Self-efficacy 

*Outcomes expectations 

*Skills-job match 

*Socio-economic characteristics 

 

Outcomes: 

intermediate 

(1–3 years) 

*Increased 

student 

enrollment, 

retention, 

completion 

*Graduates 

employed  

*Community 

partner 

satisfaction 

(employers, 

community 

organizations) 

*Improved 

health outcomes 

for individuals 

 

Outcomes: 

long-term 

(3–6 years) 

*Continued 

graduate 

employment 

*Sustained 

community 

partnerships 

*Improved 

health outcomes 

in community 

*Fewer 

hospitalizations, 

readmissions 

*Lower health-

care costs 

 

Institutional mediating factors (community colleges) 

*Formal program review process 

*Financial sustainability of the program/internal funding mechanisms 

*Administrative flexibility 

*Competition or support from other allied health programs 

*Availability of career services 

*College culture of innovation, learning culture 

*Staff advocacy 

 

External factors          

*External political/policy environment and funding mechanisms  *Community demand     *Job availability  

*Prospective student demand     *Patient willingness/ability to receive care   *Occupational standards/norms 

   

Knowledge 

Inputs 

*Enrollment 

*Staffing 

*Fees 

*Curricular 

framework 

Decision Persuasion 

Adoption 

Rejection 

Perceived characteristics of the 

innovation (health navigator 

program) 

*Relative advantage 

*Compatibility 

*Complexity 

*Trialability 

*Observability  

 

Individual mediating factors (community 

college decision-makers) 

*The ability to connect with students 

*The ability to connect with campus partners 

*The ability to connect with community and 

workforce partners 

Figure 6.1 Revised logic model of health navigator program growth 

Adapted from Rogers, 2003. 
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Recommendations for policy and practice 

This study explored the role of community colleges in training health care 

navigators, community health workers, and similar professional roles serving in the 

frontlines of public health and health care delivery. The following recommendations draw 

on the results of the qualitative and quantitative analyses presented in Chapters 4 and 5, 

and seek to provide practical guidance for community college decision-makers who may 

wish to consider adopting health navigator training programs at their institutions. 

Recommendation 1: Community college leaders should hire program staff already 

embedded in the local workforce, and should identify opportunities for connecting with 

local workforce alliances well before program implementation begins. Employers should 

be invited and encouraged to remain involved in all levels of program development and 

implementation. As there is considerable local variation in workforce demand for the 

health navigator professions, this close collaboration between community college and 

workforce actors can help to determine the appropriateness of developing a health 

navigator training program, and its scope and size. Furthermore, opportunities abound for 

collaborating with neighboring area health education centers and training processes that 

are already embedded in hospitals. In addition to input from the broader workforce 

environment, those partners already directly engaging in workforce training should be 

considered as important collaborators for community colleges. 

Recommendation 2: Community college leaders should master the return-on-

investment literature on the effectiveness of community health workers and health care 

navigators in community health and health care settings alike. Based on the qualitative 
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findings of this study, the ability to ably articulate this literature is perhaps the single best 

“bargaining chip” that colleges may have as they approach local employers. 

Recommendation 3: Community college leaders should give careful consideration 

to naming their health navigator-type program, and should seek the input of local 

employers or state workforce alliances, as appropriate. This research suggests that there is 

no one-size-fits-all approach to program names. There are important reasons why 

programs may select “community health worker” as the program name, and equally valid 

reasons for adopting Framing the Future’s “health navigator” term or other terminology. 

Local context and preferences can help decision-makers navigate this question. 

Recommendation 4: Community college leaders should also carefully consider 

the local populations they wish to serve, and should especially recruit students from those 

populations. While both quantitative and qualitative analyses indicated that programs 

train students for a variety of workforce contexts, it was equally clear that most programs 

tailor more for community health, or alternatively, for health care. Whichever program 

focus (if any) a college selects, the program can more effectively serve its target 

populations if it can attract students who themselves come from underserved 

communities which can benefit from the services of CHWs, health care navigator, and 

related professions.  

Recommendation 5: Regarding program funding, federal and state policy contexts 

are favorable, but not guaranteed. A recommendation emerging from this research is for 

community colleges to seek funding through innovative partnerships with local 

employers. Several interviewees noted success in approaching local partners not only for 

experiential learning opportunities, but also for more direct program funding. On a 
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related note, community college leaders should be ready to apply for state or federal 

funding as it arises: this research suggests that community college leaders are more likely 

to be successful in grant applications if collaborative workforce partnerships are already 

in place.  

 

Limitations of the study design    

While the findings and recommendations discussed above provide useful insights 

to community college leaders who may wish to consider adopting health navigator 

training programs, it is important to emphasize that the scope of this study is limited to 

community colleges and should not be used to draw conclusions about other approaches 

to training health navigator-type professions in other settings. Further, the qualitative and 

quantitative data, as collected, represent relatively small datasets and may not be 

representative of the broader community college population. The final section of this 

chapter discusses the limitations of the qualitative and quantitative procedures that were 

implemented in this study.  

 

Limitations of the qualitative design 

Limitations of qualitative study designs often pertain to issues of authenticity or 

dependability of methods and findings (Creswell & Miller, 2000). A diversity of terms 

are used in the literature to address these two core concepts. Authenticity refers to the 

credibility of study procedures, and whether the interpretation and presentation of 

findings credibly reflect the experiences of the study population. Dependability addresses 

the extent to which study findings could be audited. While qualitative research can be an 
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inherently fluid or organic process, these concepts can provide a somewhat parallel 

cognate to the concepts of validity and reliability in quantitative research. 

Several steps were taken to mitigate authenticity and dependability concerns 

(Creswell, 2014): As described in Chapter 3, document review and interviews were 

conducted simultaneously to triangulate qualitative data, which in turn were triangulated 

with survey findings for the discussion of findings presented above. A member-checking 

approach was used, whereby specific descriptions, themes, and findings were taken back 

to interviewees to test the credibility of the analysis and provide opportunities for 

comment. Rich, thick descriptions were used in the presentation of results in Chapter 4, 

through the use of descriptive quotations and the use of multiple perspectives on themes. 

As shown in Chapter 4, negative or discrepant views were also provided wherever 

possible. Interviews were conducted over a period of months, which provided additional 

time to develop greater understanding of core themes. Finally, the use of NVivo 

analytical tools and employing a secondary data coder were also important in mitigating 

authenticity and dependability concerns. 
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Limitations of the quantitative design 

This section addresses concerns regarding the validity and reliability of survey 

measures, internal validity, and external validity, and statistical conclusion validity. 

  

Validity and reliability of survey measures 

The aim of the survey design was to accurately measure the intended content 

areas and concepts, and to yield consistent results that could be replicated if the survey 

were to be re-administered within the same sample of respondents (Newcomer, 2011; 

Creswell, 2014). However, as the survey sought to collect new knowledge on formal 

academic training programs for the health navigator professions, and as these professions 

are quickly emerging and evolving, it is possible that certain survey measures were 

operationalized inappropriately.  

The following steps were taken to address this concern. First, the survey was 

developed with feedback from subject-matter experts on survey content and the 

appropriateness of questions. Second, all potentially unfamiliar terms were defined in the 

survey instrument, and multiple examples were given of potentially ambiguous concepts, 

such as the professional titles which could be associated with health navigator-type 

training programs. Numeric Likert-type scales were also used in place of ordered 

adjectives like “good, better, best” to address related measurement reliability issues. 

Third, the survey was also pilot-tested in the community college environment to ascertain 

if end users in the target population interpreted specific questions as intended. Finally, 

respondents were given an opportunity to refrain from answering survey questions with a 
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“don’t know” option, which may help address inappropriate operationalization, but also 

addresses other measurement validity concerns such as accidental misrepresentation. 

 

Additional internal and external validity concerns 

Another important concern in this survey-based design is the possibility of 

selection bias and non-response bias. As described in the quantitative procedures section 

in Chapter 3, the survey population represented a convenience sample, and further, 

respondents from this sample who actually completed the survey may be different than 

non-respondents.  

Several steps were taking to address these concerns. First, the survey sample was 

selected from League and non-League members alike, to increase the number and 

diversity of respondents from around the country invited to take the survey, and to 

address potential inherent differences between League and non-League members. 

Second, the survey invitation and follow-up emails during the open period were sent by 

the League, instead of myself as an individual graduate student researcher, in an effort to 

encourage survey participation within this sample. The invitations also included 

background information, a website link for more information, and information about the 

professional endorsements and interest from reputable sources, once again in an effort to 

increase the likelihood that individuals in this sample would agree to take the survey.  

Finally, as described in Chapter 3, a number of subgroup analyses, including data 

from the targeted follow-up effort with non-respondents, were conducted to ascertain if 

respondents within this sample varied on key variables. While the online response rate 

was relatively low, this low response rate is less of a concern, because these analyses 
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showed no statistically significant variation between online survey respondents and those 

participants who were reached through targeted follow-up efforts. The fact that only 25 

individuals were reached after extensive follow-up efforts suggests that these individuals 

may simply be more difficult to reach, instead of statistically different in their response 

patterns to the survey. While the possibility of validity concerns can never be fully 

removed, these issues are less concerning in light of the findings of the subgroup 

analyses. 

 

Statistical conclusion validity 

Several steps were taken to mitigate concerns regarding statistical conclusion 

validity. First, no causative model was attempted, and only descriptive and limited non-

parametric measures appropriate to the data were employed. Second, as noted above, a 

numeric scale was used for Likert-type questions in place of ordered adjectives that may 

lead to measurement problems. Third, the number of respondents answering each 

question was specifically stated, so that readers may draw their own conclusions as to the 

appropriateness of the sample size, even for the descriptive statistics.  

 

Mixed-methods procedures 

This section has attempted to delineate specific concerns related to both the 

qualitative and quantitative portions of this study. While mixed-methods research offers 

several benefits as described in the introduction to this chapter, it also raises some 

concerns. As mixed-methods research is a relatively new approach involving multiple 

data collection procedures, it requires a double effort to assure the appropriateness of 
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both qualitative and quantitative arms of the study. The measures described above were 

one attempt to achieve this “double effort.”  

Additionally, the use of a theoretically driven conceptual model was used to 

ground and guide this research, to reduce the likelihood of inappropriate analysis and 

interpretation of findings (Figure 2.1). Finally, as described in Chapter 3, using the 

specifically defined approach of convergent parallel mixed methods provided additional 

structure. While the findings of this study still cannot be generalized widely, these efforts 

toward methodological rigor and transparency do tend to increase the overall value of the 

study and its potential implications for policy and practice that were outlined above. 

 

Conclusion 

This study focused on two primary research questions concerning health navigator 

training at community colleges. The first question sought to explore the potential for 

developing new health navigator associate degree programs at community colleges by 

examining 1) the current state of practice at community colleges, and 2) the perceived 

barriers and facilitators to health navigator program adoption. The second question 

looked more particularly at the role of community college partnerships with local 

employers, and the factors which can help college leaders to establish and maintain 

effective local partnerships to support health navigator program implementation. 

As discussed above, a minority of community colleges currently offer health 

navigator training options, but the number of programs is growing. According to survey 

results, fully half of all existing health navigator programs were developed within the past 

year. Both the qualitative and quantitative findings suggested a strong interest in the 
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development of associate-level degree options for health navigator training. While the 

majority of existing health navigator training programs are based on a certificate model, 

both interviewees and survey respondents expressed a preference for developing 

associate-level program options. Key facilitators to developing successful programs 

included involving local employers in all stages of program planning and development, 

and hiring program directors that are well connected with the state and local professional 

landscape.  

Based on this study, the main challenges that community colleges leaders may 

face in developing associate-level programs were twofold. The first potential barrier 

relates to local salaries for the health navigator professions. While the qualitative portion 

of the study showed that program leaders can be successful in negotiating appropriate 

salaries for program graduates, and some survey respondents felt that their local job 

markets demanded associated-level training for the health navigator professions, other 

interviewees and survey respondents expressed a concern that local salaries may not 

justify associate-level training.  

The second potential barrier affecting associate-level program development 

relates to state-specific legislation concerning CHW certification. While fewer than one-

third of US states currently have state-mandated certification practices, those states 

stipulate certificate-level training for CHWs working in the community. It will therefore 

be important for community colleges in those states to create certificate- and associate-

level programs that complement existing state requirements. Interviewees in states with 

CHW legislation indicated that they built their programs to include both certificate- and 

associate-level academic options to give students additional options. 
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Regarding the second research question, one strategy for establishing effective 

relationships with local employers, that was suggested by this research, is finding 

opportunities to building on existing college connections with health-related employers in 

the community. For example, colleges with existing nursing, EMT, and human services 

programs may find “win-win” opportunities for expanding existing institutional 

partnerships that provide opportunities for health navigator students, and cost-effective 

workers for employers. Similarly, colleges can hire program directors or key faculty that 

bring their own professional connections. 

Another important strategy for establishing and maintaining employer 

relationships is engaging in both state and local workforce alliances and professional 

networks. A key aspect of successful relationships is active, continued involvement of 

community college program staff with their state and local alliances. Based on this study, 

the main barrier that community college may face, in fact, appears to be a lack of energy 

and commitment to building on existing professional or institutional partnerships, or a 

lack of direct engagement with state and local workforce groups. Community college 

leaders should not underestimate, therefore, the value of hiring program directors who are 

willing, able, and even passionate about their role as health navigator program advocates 

not only at the college, but in the local community.  

Although findings of this study may not reflect the broader community college 

audience, this research provides promising data on the growing role of community 

colleges in health navigator training. The five recommendations described above provide 

guidance for community college leaders about how to articulate the value of health 

navigator training programs and negotiate local variation in state and local workforce and 
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certification practice. For community college leaders beginning the decision process 

about whether to adopt new health navigator programming, this research provides insight 

into key factors that may help to make new programs successful. As community colleges 

become more fully integrated into the continuum of public health education, it is hoped 

that health navigator training programs can provide opportunities for students to begin 

their academic and professional journey, fill local workforce needs, and help to address 

enduring health disparities through their work as in the community. 
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Appendix A: State-specific Policy Variables 

 
 
State Health insurance 

marketplace type1 

Medicaid expansion 

status1 

Community health worker 

(CHW) legislation status2 

Alabama Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Alaska Federally-facilitated 
Marketplace 

Adoption of the Medicaid 
expansion under 
discussion 

No state-run program, but 
provides grants to 3rd 
parties for training 

Arizona Federally-facilitated 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

Arkansas State-Partnership 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

California State-based Marketplace Adopted the Medicaid 
expansion 

 None 

Colorado State-based Marketplace Adopted the Medicaid 
expansion 

 None 

Connecticut State-based Marketplace Adopted the Medicaid 
expansion 

 None 

Delaware State-Partnership 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

District of 
Columbia 

State-based Marketplace Adopted the Medicaid 
expansion 

 None 

Florida Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Georgia Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Hawaii State-based Marketplace Adopted the Medicaid 
expansion 

 None 

Idaho State-based Marketplace Not adopting the Medicaid 
expansion at this time 

 None 

Illinois State-Partnership 
Marketplace 

Adopted the Medicaid 
expansion 

CHW advisory board or 
workgroup 

Indiana Federally-facilitated 
Marketplace 

Adoption of the Medicaid 
expansion under 
discussion 

No state law, but state 
certification program 

Iowa State-Partnership 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

Kansas Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Kentucky State-based Marketplace Adopted the Medicaid 
expansion 

 None 

Louisiana Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Maine Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Maryland State-based Marketplace Adopted the Medicaid 
expansion 

CHW advisory board or 
workgroup 

Massachusetts State-based Marketplace Adopted the Medicaid 
expansion 

CHW certification or 
training laws/regulations 
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Michigan State-Partnership 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

Minnesota State-based Marketplace Adopted the Medicaid 
expansion 

Medicaid payment for 
CHW services 

Mississippi Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

No state law, but state 
certification program 

Missouri Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Montana Federally-facilitated 
Marketplace 

Adoption of the Medicaid 
expansion under 
discussion 

 None 

Nebraska Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Nevada Federally-supported State-
based Marketplace 

Adopted the Medicaid 
expansion 

No state law, but state 
certification program 

New Hampshire State-Partnership 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

New Jersey Federally-facilitated 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

New Mexico Federally-supported State-
based Marketplace 

Adopted the Medicaid 
expansion 

CHW advisory board or 
workgroup 

New York State-based Marketplace Adopted the Medicaid 
expansion 

No state law, but state 
certification program 

North Carolina Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

North Dakota Federally-facilitated 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

Ohio Federally-facilitated 
Marketplace 

Adopted the Medicaid 
expansion 

CHW certification or 
training laws/regulations 

Oklahoma Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Oregon Federally-supported State-
based Marketplace 

Adopted the Medicaid 
expansion 

CHW certification or 
training laws/regulations 

Pennsylvania Federally-facilitated 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

Rhode Island State-based Marketplace Adopted the Medicaid 
expansion 

CHW advisory board or 
workgroup 

South Carolina Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

South Dakota Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Tennessee Federally-facilitated 
Marketplace 

Adoption of the Medicaid 
expansion under 
discussion 

 None 

Texas Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

CHW certification or 
training laws/regulations 

Utah Federally-facilitated 
Marketplace 

Adoption of the Medicaid 
expansion under 
discussion 

 None 

Vermont State-based Marketplace Adopted the Medicaid  None 
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expansion 

Virginia Federally-facilitated 
Marketplace 

Adoption of the Medicaid 
expansion under 
discussion 

 None 

Washington State-based Marketplace Adopted the Medicaid 
expansion 

No state law, but state 
certification program 

West Virginia State-Partnership 
Marketplace 

Adopted the Medicaid 
expansion 

 None 

Wisconsin Federally-facilitated 
Marketplace 

Not adopting the Medicaid 
expansion at this time 

 None 

Wyoming Federally-facilitated 
Marketplace 

Adoption of the Medicaid 
expansion under 
discussion 

 None 

1State Health Facts, Kaiser Family Foundation, State Decisions of Health Insurance Marketplaces and the 
Medicaid Expansion (Dec. 2014). Retrieved from http://kff.org/health-reform/state-indicator/state-
decisions-for-creating-health-insurance-exchanges-and-expanding-medicaid/ 
2Association of State and Territorial Health Officials, CHW Training/Certification Standards (Dec. 2014). 
Retrieved from http://www.astho.org/Public-Policy/Public-Health-Law/Scope-of-Practice/CHW-
Certification-Standards/ 
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Appendix B: Interview Guide for Community Colleges 

 

 

Background questions: Curricular format and program influences 

1. Can you tell me more about the curricular content of your program? Did you base 
it on any available materials from other community colleges, professional 
associations, or other sources? How did workforce or community partners 
influence its design? Is there an employer-based advisory board that influences 
the curriculum? 

2. What reactions do you have to the curricular framework developed by the 
CC&PH project? What recommendations for improving it, especially regarding 
workforce and community partnerships? How well does it match your own 
program framework? Are there any elements in it that you would consider adding 
to your current program? 

a. Are there different specialties or emphasis areas within your program 
(e.g., community health worker, health insurance navigator, etc.)?  

b. Regarding the types of degree programs (applied, transfer, certificate, etc.) 
your program offers, were they established simultaneously or 
progressively? Who or what influenced those decisions?  

c. Do these different degree types cater to different employment 
opportunities?  

d. How much experiential learning is required for the varying degree types 
and emphasis areas? How did you make these decisions, and who or what 
influenced these processes?  

e. Does your program offer options for online learning, or have your 
considered offering such options? Does your program have access to 
resources for creating and maintaining an online infrastructure? 

3. What is your perspective on the proportion formal training versus experiential or 
on-the-job training? What barriers or facilitators determine these employment and 
training decisions? 

4. How did you select the title of your program? Has it changed over time? What is 
your perspective on the term “health navigator” as a generic title for academic 
programs in this area? (As opposed to other terms such as community health 
worker?) 

5. How is your program marketed in the community? Does your program have 
marketing funding that is easily available?  

 

Employers 

6. How did you establish partnerships with local employers and organizations? For 
experiential learning opportunities? For potential post-graduate employment 
opportunities? Are these separate entities, or do some organizations provide both 
experiential learning and employment opportunities? Did you approach these 
organizations directly, and if so, how? Did any of them approach you first? Do 
any of your students seek employment at organizations (or types of organizations) 
with which your program has no connection? 
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7. Who are the major employers of your graduates? Do any of them collaborate 
directly with the program (e.g., participation in advisory board, hosting of career 
or interview days on campus, etc.)? 

8. Have you seen any shifts in the types of employers and partners, or have these 
partnerships remained relatively constant over the course of your program’s 
history? 

9. Based on your experience, what would you recommend to other institutions 
seeking to cultivate employer relationships and job opportunities for their 
students? 

10. What feedback have you received from community partners or employers 
regarding the program? How has this affected your program?  

11. What recommendations might you have regarding the establishment of positive, 
enduring relationships with local employers? What remaining challenges do you 
see? 

12. Do you see any community benefits or drawbacks that have arisen as a result of 
these partnerships (e.g., workforce identity, economic, social, health-related, 
community perceptions)? 

 

Students and workforce goals (if not already covered) 

13. Tell me more about your students. Age and stage of life (traditional college age, 
working adults, retirees, etc.)? What can you tell me about their background and 
reasons for joining the program? Are they mostly local students, or do you recruit 
from a wider area? What percent of graduates are enrolled? Retained? Graduate? 

14. Regarding the career goals of your students, how many seek employment upon 
graduation? What percent of students are employed? Tell me about them. 
Employed by whom? 

15. Have you seen any shifts in the types of positions or employment sought by 
students, or has this remained relatively constant? 

16. Do you believe that students from your program are obtaining the jobs they want? 
Are most of these jobs local? Is there any disconnect between the “ideal” jobs and 
the jobs that are available? 

17. Do you track alumni employment? If so, for how long? 
18. What percent of graduates are not seeking employment after completing the 

program? Tell me about them. Are they transferring to four-year degree 
programs? Are the volunteers in the community? Already employed but seeking 
additional training opportunities? 

19. In addition to experiential learning, what other program components (formal or 
informal) support students’ professional growth? 

20. You may be aware of the CHES credential for health educators, which does 
require a four-year degree. Are you aware of this credential? Among students in 
your program who seek transfer to four-year programs, do any pursue this 
credential after completing your program? Have you faced any challenges in 
defining the relationship between the health navigator professions and CHES-
certified health educators? 
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Policy and funding: Potential impact of the ACA and other regulations 

21. What are your thoughts about the potential impact of ACA implementation on 
your program? How do you think ACA will impact your current program, if at 
all? Have you made any changes? Changes in workforce needs? Changes in 
curricular content or community partnerships and employment opportunities?  

22. Have there been other workforce factors at the federal, state, or local level that 
have influenced your program? For example, state legislation or funding 
priorities? Employer-based initiatives? 

a. In establishing your program, did your institution benefit from funding 
streams from state or federal level?  

b. Have there any been any changes in state or federal funding since then, or 
do you anticipate any changes in the near future (if not already answered)? 

23. (If not already covered) Have you seen any impacts due to the recent changes in 
Medicaid regulations and the Medicare 30-day reimbursement rule? 

 

Final questions 

24. Review the interview guide. If anything came up over the course of the interview 
that was unexpected or there are other areas to probe further, do so now. 

25. Do you have any other general advice for other institutions considering the 
development of new health navigator training programs? Do you have any lessons 
learned you would like to share? If you could offer one suggestion or 
recommendation regarding health navigator training programs and graduates’ 
future employment, what would it be? 

 
Thank the respondent. Note that I can share the findings of this study and potential 
resources for supporting their program or connecting with other community colleges 
interested in these issues. 
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Appendix C: Survey Tool 

 

 

Administered in an online format by the League for Innovation in the Community College 

 

Community Colleges and Public Health Survey 

 
 
Please answer each question below to the best of your knowledge. If for any reason you 
cannot answer any question, please mark “don’t know.” Thank you. 
Characteristics of two-year colleges (Part 1) 

Emphasis areas at your institution 

(For all survey respondents) 

(Q1a) Which of the 
following options 
best matches your 
role at your 
institution? Please 
check all that apply. 

*Dean/executive administrator 
*Departmental/programmatic administrator 
*Faculty/instructor 
*None of the above 
*Don’t know 

(Q1b) Are you 
involved with 
programmatic 
decision-making for 
health-related 
programs at your 
institution? 

Y N Don’t know 

(Q2) Does your 
institution offer 
programs in any of 
the following 
emphasis areas? 
Please check all that 
apply. 

*Arts and sciences 
*Business and public administration  
*Education, early childhood education, or teaching 
*Environmental studies 
Health-related professions:  
   *Nursing or nurse’s aid 
   *EMS/EMT 
   *Other allied health, health sciences, or community health fields 
*Information technology and communications 
*Science and engineering 
*Skilled trades and technical services 
*None of the above 
*Don’t know 

(Q3) Using a scale 
of 1 to 5 where 
1=not at all 

involved and 
5=extremely 

involved, to what 
extent were 

employer-related 

advisory boards 
involved in 
decisions related to 
the development of 
the allied health 

Not at all 
involved (1) 

(2) (3) (4) Extremely 
involved (5) 

Don’t know 
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programs at your 
institution?  

(Q4) (If Yes to any 

of the health-

related disciplines 

in Q2) Does your 
institution provide 
training for any of 
the following 
professions? Please 
check all that apply. 

*Nursing (RN) 
*Nurse’s aide 
*Medical assistant 
*Respiratory therapist  
*EMT/paramedic 
*Health information management 
*Community health worker/navigator [also including job titles such as patient 
navigator/health care navigator, lay health advisor, promotora/promotor, health 
insurance navigator/IPA (in-person assister)] 
*None of the above 
*Don’t know 

 
 

Types of health navigator programs 

(If yes to community health worker/navigator option in Q4) 

(Q5) You indicated that 
your institution provides 
training for community 
health 
workers/navigators. Using 
the terminology of your 
institution, for which 
professions in particular 
does this program prepare 
students? Check all that 
apply.  

*Community health worker 
*Patient navigator/health care navigator 
*Lay health advisor 
*Promotora/promotor 

*Health insurance navigator/IPA (in-person assister) 
*Other 
*None of the above 
*Don’t know 

(Q6) How many years has 
the program be in 

operation? 

Less than 
one year 

1-2 years 3-4 years 5-10 years More than 
10 years 

Don’t 
know 

(Q7a) Using a scale of 1 
to 5 where 1=not at all 

and 5=to a great extent, 
to what extent have 

decisions regarding the 
creation or development 

of the program been 
influenced by the 

Affordable Care Act? 

Not at all 
(1) 

(2) (3) (4) To a great 
extent (5) 

Don’t 
know 

(Q7b) Using a scale of 1 
to 5 where 1=not at all 

and 5=to a great extent, 
to what extent does the 

program include the 
option of online 

coursework? 

Not at all 
(1) 

(2) (3) (4) To a great 
extent (5) 

Don’t 
know 

(Q8a) Does the program 
offer an option for 

transitioning to an applied 
associate degree? 

Y N Don’t know 

(Q8b) (If Yes to Q8a) 
What department(s) is 
this applied associate 

degree associated with? 

*Human services 
*Community health 
*Maternal and child health 
*Social work 
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Check all that apply  *Other 
*Don’t know 

(Q9) Does the program 
offer an option for an 

associate degree for 
transfer to a four-year 

degree? 

Y N Don’t know 

(Q10) Does the program 
include an academic 

(credit-based) certificate 
option? 

Y N Don’t know 

(Q11) Does the program 
include a non-credit 

certificate option? 

Y N Don’t know 

(Q12) Does the program 
include options for 

experiential learning? 

Y N Don’t know 

(Q13) (If Yes to Q12) 

How many semester 
credit hours of 

experiential learning are 
required in the program? 

*Zero semester credit hours 
*1 semester credit hours 
*2 semester credit hours 
*3 semester credit hours 
*4-6 semester credit hours 
*More than 6 semester credit hours 
*Don’t know 

(Q14) (If yes to Q12) 

Where do these 
opportunities for 

experiential learning take 
place? Check all that 

apply. 

*Hospitals or hospital networks 
*Health insurance companies 
*Local government (e.g., department of health) 
*State government (e.g., department of health) 
*Community health centers (federally qualified health centers) or other 
community-based non-profit organizations 
*Other 
*Don’t know 

(Q15) (If yes to Q12) 
Have any of these 

experiential learning 
partners expressed an 
interest in potentially 
considering program 

graduates… 

   

(Q15a) …for post-
graduate employment 

opportunities? 

Y N Don’t know 

(Q15b) …for continued 
post-graduate volunteer 

opportunities? 

Y N Don’t know 

(Q16) Have other local 
organizations (who don’t 

provide experiential 
learning opportunities) 
expressed an interest in 
potentially considering 

program graduates… 

   

(Q16a) …for post-
graduate employment 

opportunities? 

Y N Don’t know 
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(Q16b) …for post-
graduate volunteer 

opportunities? 

Y N Don’t know 

(Q17) (If yes to Q16a or 

Q16b) Which types of 
employers have expressed 
interest? Please check all 
that apply. 

*Hospitals or hospital networks 
*Health insurance companies 
*Local government (e.g., department of health) 
*State government (e.g., department of health) 
*Community health centers (federally qualified health centers) or other 
community-based non-profit organizations 
*Other 
*Don’t know 

(Q18a) To the best of 
your knowledge, where 
do graduates of your 
program ultimately find 
employment? Please 
check all that apply. 

*Hospitals or hospital networks 
*Health insurance companies 
*Local government (e.g., department of health) 
*State government (e.g., department of health) 
*Community health centers (federally qualified health centers) or other 
community-based non-profit organizations 
*Continuing education with no immediate employment 
*Other 
*Don’t know 

(Q18b) From your 
perspective, which of the 

following factors are most 
important in establishing 

and maintaining effective 
employer relationships for 

your program? Check all 
that apply.  

*Existing faculty relationships with employers/community partners 
*Existing institutional partnerships with employers/community partners 
*Participation in state or local professional networks or working groups 
*Hosting informational meetings for employers/community partners 
*Other 

If “none of the above” or “don’t know” to initial question Q4 

(Q19) Has your 
institution ever provided 
training in the past for 
any of the following 
occupations? Check all 
that apply.  

*Community health worker 
*Patient navigator/health care navigator 
*Lay health advisor 
*Promotora/promotor 

*Health insurance navigator/IPA (in-person assister) 
*None of the above 
*Don’t know 

(Q20) (If yes to Q19) 
Why was the program 
ended? Check all that 

apply. 

*Insufficient student enrollment 
*Insufficient student retention 
*Insufficient student completion 
*Insufficient program funds 
*Insufficient program faculty 
*Insufficient employment opportunities for program graduates 
*Competition from other training programs at other institutions 
*Other 
*Don’t know 

 

 
Reaction to proposed health navigator program 

(For all survey respondents) 

The following generic Health Navigator curricular outline has been proposed by the Community College 
and Public Health project, convened by the Association of Schools and Programs of Public Health, and 
implemented by the League for Innovation in the Community College. The questions which follow ask you 
to consider how your institution would approach decisions about implementing such a program. 
 
The proposed outline is designed to prepare graduates for employment as Community Health Workers, 
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Patient Navigators, Health Insurance Navigators, and similar professions. The intent is to prepare health 
professionals to assist individuals and communities in navigating the U.S. (1) community health, (2) health 
care, and (3) health insurance systems, and to actively engage in their own personal prevention and health 
care. Graduates are expected to take coursework in all three content areas, including culminating 
experiential education that complements, and is built into, their coursework. Process issues are also 
included. 
 
The following outline is designed primarily as an Applied Associate degree. The curriculum is designed to 
be flexible enough to accommodate differing state regulations and differing local job markets. Transfer to a 
bachelor's degree in Health Education is also possible. 

Framework for a Health Navigator Applied Associate degree program  

A 60 semester credit hour Health Navigator Applied Associate degree program with 30 semester credit 
hours of subject area content including general education courses as follows: 

Foundational  

Human Health/Personal Health and Wellness—3 semester credit hours 

Public Health Core 

Overview of Public Health—3 semester credit hours 
Health Communications—3 semester credit hours 

Required Courses 

Accessing and Analyzing Health Information—3 semester credit hours 
Prevention and Community Health—3 semester credit hours 
Health Care Delivery—3 semester credit hours 
Health Insurance—3 semester credit hours 

Experiential Learning 

Experiential learning in Community Health, Health Care Delivery and/or Health Insurance; supervised 
curriculum with learning outcomes and opportunities for reflection—3 semester hours  

Electives 

Six semester credit hours of electives addressing state and local regulations and job markets, and may 
include specific diseases such as diabetes, cancer, cardiovascular disease, HIV; defined populations such as 
the elderly, maternal and child, etc.; and/or population issues such as health and diversity as well as global 
health.  A public health preparedness course should also be offered. 
 
The courses Introduction to Health Education plus Public Health Advocacy and Leadership in Action 
should be taken by students who intend to transfer to a Health Education bachelor's degree program.  

(Q21) Using a scale of 1 
to 5 where 1=not at all 

and 5=totally, to what 
extent would the 
following factors increase 
your interest in 
developing a health 
navigator program at your 
institution? 

      

(Q21a) The program 
focused only on 

community health 
(traditional community 

health worker core 
competencies). 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21b) The program 
focused only on preparing 
students to work in health 

care delivery settings. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21c) The program 
focused only on preparing 
students to work in health 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 
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insurance settings. 

(Q21d) The program 
included all three of the 

above-mentioned content 
areas (community health, 
health care delivery, and 

health insurance). 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21e) Local employers 
expressed interest in 

potentially hiring 
graduates of the program. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21f) Local needs 
assessment or employer 
survey demonstrated the 

presence of jobs. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21g) Local employers 
or organizations 

expressed interest in 
providing experiential 

learning opportunities for 
students in the program. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21h) National 
employment statistics 

indicated at least 15% job 
growth in the program 

area in the next five years. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21i) There was 
sufficient student interest 

to suggest enrollment 
needs would be met. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21j) Other community 
colleges or educational 

institutions had 
successfully developed 

similar programs. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21k) National 
professional or trade 

associations had 
recommended that 

community colleges 
consider offering such a 

program. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21l) The program 
included an applied 

associate degree. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21m) The program 
included an associate of 
art’s degree (for transfer 

to four-year program). 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21n) The program 
included an academic 

certificate option. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q21o) The program 
included a non-credit 

certificate option. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 



 193

(Q21p) The program 
included opportunities for 

online or distance 
learning. 

Not at all 
(1) 

(2) (3) (4) Totally (5) Don’t 
know 

(Q22) Using a scale of 1 
to 3 where 1=not at all 

recommended and 
3=highly recommended, if 
a health navigator 
program were introduced 
at your institution, to 
what extent would you 
recommend that your 
institution focus on the 
following specific 
academic program 
options? 

    

(Q22a) Applied associate 
degree 

Not at all (1) (2) Highly (3) Don’t know 

(Q22b) Associate degree 
for transfer to a four-year 

program 

Not at all (1) (2) Highly (3) Don’t know 

(Q22c) Academic (credit-
based) certificate 

Not at all (1) (2) Highly (3) Don’t know 

(Q22d) Non-credit 
certificate 

Not at all (1) (2) Highly (3) Don’t know 

(Q23) Using a scale of 1 
to 3 where 1=not at all 

important and 3=highly 

important, for each of the 
following questions, to 
what extent did the 
following factors play a 
role in your 
recommendations in the 
previous question (Q22)? 

    

(Q23a) Expected student 
enrollment, retention, or 

completion 

Not at all (1) (2) Highly (3) Don’t know 

(Q23b) Expected program 
costs 

Not at all (1) (2) Highly (3) Don’t know 

(Q23c) Expected 
availability of program 

faculty 

Not at all (1) (2) Highly (3) Don’t know 

(Q23d) Expected 
employment opportunities 

for program graduates 

Not at all (1) (2) Highly (3) Don’t know 

(Q23e) Expected 
competition from other 

training programs at other 
local institutions 

Not at all (1) (2) Highly (3) Don’t know 

(Q23f) Expected 
collaboration from other 

training programs at other 
local institutions (e.g., 

Not at all (1) (2) Highly (3) Don’t know 
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jointly offering a 
program) 

(Q23g) Expected 
opportunities for 

providing online or 
distance learning formats 

    

(Q23h) Please list any 
other important factors 
not highlighted above 

(Open-ended response box) 

(Q24) Using a scale of 1 
to 3 where 1=not at all 

appropriate and 3=highly 

appropriate…  

    

(Q24a) …to what extent 
do you consider the term 
“health navigator” as an 
appropriate generic title 

for academic programs 
in this area? (As opposed 

to other terms such as 
community health 

worker, which would 
continue to be used as a 

job title?) 

Not at all (1) (2) Highly (3) Don’t know 

(Q24b) … to what extent 
do you consider the term 

“community health 
worker” as an appropriate 
generic title for academic 

programs in this area? 

Not at all (1) (2) Highly (3) Don’t know 

 
 

Characteristics of local environment 

Location and proximity to health care facilities 

(For all survey respondents) 

(Q25) Identify your state 
from the drop down menu. 

Drop down 
list of states 

Choose not 
to answer 

    

(Q26) Your campus is 
within how many miles of 
the nearest…  

      

(Q26a) …community 
hospital?* 

0-5 miles 6-10 miles 11-15 miles 16-30 
miles 

More 
than 30 
miles 

Don’t 
know 

*Community hospitals refer to all non-federal, short-term general hospitals and other hospitals providing 
specialized services (such as OB/GYN or rehab) that are accessible to the general public. 

(Q26b) …community 
health center, or other 

institutions specifically 
aimed at serving low-

income or underserved 
individuals?  

0-5 miles 5-10 miles 10-15 miles 15-30 
miles 

More 
than 30 
miles 

Don’t 
know 
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Characteristics of two-year colleges (Part 2) 

Administrative processes at your institution 

(For all survey respondents) 

Using a scale of 1 to 
5 where 1=not at all 

and 5=totally, to 
what extent does… 

      

(Q27) …your 
institution have a 

clearly defined 
process for the 

approval of new 
programs? 

Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t know 

(Q28) …your 
institution have a 

clearly defined 
process for the 

retirement of 
programs? 

Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t know 

(Q29) On average, 
how many new 
programs does your 
institution develop 
per year?  

0-1 2-3 4-5 More 
than 5 

 Don’t know 

(Q30) Does your 
institution offer 
courses in the 
following time slots? 
Please check all that 
apply. 

*Weekdays before 4PM 
*Weekdays after 4PM 
*Weekends 
*Don’t know 

Student characteristics at your institution 

(Q31) To the best of 
your knowledge, 
what percent of 
students at your 
institution are 
enrolled in... 

      

(Q31a) …career and 
technical associate 
degree programs? 

0-20% 21-40% 41-60% 61-
80% 

81-
100% 

Don’t know 

(Q31b) …associate 
degree programs 

with a view to 
transfer to a four-

year degree 
program? 

0-20% 21-40% 41-60% 61-
80% 

81-
100% 

Don’t know 

(Q31c) …certificate 
programs? 

0-20% 21-40% 41-60% 61-
80% 

81-
100% 

Don’t know 

(Q31d) …non-credit 
courses? 

0-20% 21-40% 41-60% 61-
80% 

81-
100% 

Don’t know 

(Q32) What percent 
of students attending 
your institution are 
ethnically diverse 
including: 

0-20% 21-40% 41-60% 61-
80% 

81-
100% 

Don’t know 
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Black/African 
American; American 
Indian/Alaska 
Native; Asian; 
Native 
Hawaiian/Other 
Pacific Islander? 

 

 

Outcomes 

(For all survey respondents) 

(Q33) Using a scale of 1 to 5 where 1=not at all 

and 5=totally, to what extent are the following 
factors important when considering whether to 
sustain or expand a specific program at your 
institution? 

      

(Q33a) Institutional goals met regarding student 

enrollment, retention, and completion 

Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t 
know 

(Q33b) Institutional goals met regarding the 
percentage of program graduates hired 

Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t 
know 

(Q33c) Institutional goals met regarding 
employer/community partnerships working with 

the program 

Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t 
know 

(Q33d) Satisfaction expressed by employer or 
community partnerships working with the 

program 

Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t 
know 

(Q33e) Satisfaction expressed by current or 
former students 

Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t 
know 

(Q33f) Adequate tuition and other revenue to 
sustain the program 

Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t 
know 

(Q33g) Formal program review process Not at all (1) (2) (3) (4) Totally 
(5) 

Don’t 
know 

 

Thank you 

(For all survey respondents) 

Thank you for your participation. If you have 
additional remarks or ideas about health navigator 
training, please share them here.  

(Open-ended response) 
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Appendix D: Raw Quantitative Data Tables 

 
 
Table 5.1 A profile of survey respondents 

 Frequency 

 

 Midwest Northeast South West 

Geographic distribution of respondents by US 
Census Region (n=218) 

50 18 93 57 

 

 Dean/ 

executive 

administrator 

Departmental/ 

programmatic 

administrator 

Faculty/ 

instructor 

Which of the following options best matches your 
role at your institution? Please check all that apply. 
(n=236) 

139 92 25 

 

 Yes No 

Are you involved with programmatic decision-
making for health-related programs at your 
institution? (n=235) 

228 7 

Member of League Alliance (n=236) 95 141 

 
 
Table 5.2 Frequency of academic program offerings reported by respondents 

 Frequency 

All respondents 

(n=236) 

Respondents 

reporting health 

navigator-type 

programs 

(n=30) 

Discipline groups 

Arts and sciences (for transfer to four-year programs) 225 30 

Education, early childhood education, teaching 217 30 

Business and public administration 209 28 

Skilled trades and technical services 197 24 

Information technology and communications 190 25 

Science and engineering 188 27 

Environmental studies 114 18 

Allied health, health sciences, community health 215 30 

Specific health-related professions 

Nursing 215 24 

Nurse’s aide 183 23 

EMT/paramedic 182 22 

Medical assistant 130 19 

Health information management 125 20 

Respiratory therapist 86 14 

Community health worker/navigator 30 30 
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Table 5.3 Respondent estimates of their colleges’ student body  

Student characteristics Less than half 

of all students 

Half of 

students 

More than 

half of all 

students 

Pursuing career and technical (applied) associate 
degree programs (n=196) 

75 66 55 

Pursuing associate degree programs with a view to 
transfer to a four-year degree program (n=191) 

79 75 37 

Pursuing academic (credit-based) certificate 
programs (n=181) 

143 28 10 

Pursuing non-credit options (n=156) 146 7 3  

Ethnically diverse including: Black/African 
American; American Indian/Alaska Native; Asian; 
Native Hawaiian/Other Pacific Islander (n=202) 

127 34 41 

  
 
Table 5.4 Community college proximity to community hospitals and community health centers or other 
institutions serving underserved individuals 

Facility type 0-15 miles 16-30 miles >30 miles 

Proximity to community hospital (n=235) 220 13 2 

Proximity to community health center, or other 
institutions specifically aimed at serving low-income or 
underserved individuals (n=219) 

206 10 3 

 

 
Table 5.5 Professions for which health navigator-type programs train students 

 Frequency 

Yes No 

Job title 

CHW (n=30) 21 9 

Patient navigator/health care navigator (n=30) 15 15 

Promotora (n=30) 6 24 

Health insurance navigator/in-person assister (n=30) 3 27 

Lay health advisor (n=30) 3 27 

Other (n=30) 3 27 

Job title groupings  

CHW* but not patient/health care navigator (n=30) 13 27 

Patient/health care navigator but not CHW* (n=30) 7 23 

CHW* and patient/health care navigator (n=30) 8 22 

*Community health worker 

 
 
Table 5.6 Perceived influence of the Affordable Care Act on program development by program age 

Perceived influence of ACA 

on program development 

Age of program 

<1 year (n=12) 1-4 years (n=9) 5 years or more (n=7) 

Low (1-2) 1 3 5 

High (4-5) 11 6 2 

Total 12 9 7 

Note: No respondents reported a medium influence (3). 
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Table 5.7 Perceived presence of online learning options in health navigator-type programs by program age  

Presence of online 

coursework options 
Age of program 

<1 year (n=5) 1-4 years (n=7) 5 years or more (n=15) 

Not very present (1-2) 3 3 10 

Somewhat present (3) 1 3 1 

Greatly present (4-5) 1 1 4 

Total 5 7 15 

 

 
Table 5.8 Frequency of academic program models used for training the health navigator professions 

Program type Frequency 

Yes No 

Applied associate degree (n=29) 13 16 

Associate degree for transfer (n=28) 11 17 

Academic credit-based certificate (n=29) 19 10 

Non-credit certificate (n=27) 9 18 

 
 
Table 5.9 Associate degree departmental affiliations for health navigator-type programs (n=13) 

Department affiliation Frequency 

Community health 6 

Human services 3 

Health technology-related 2 

Business, design and workforce 1 

Health and patient simulation 1 

Respiratory therapy 1 

Social work 1 
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Table 5.10 The role of community-based partnerships and employers 

 Frequency 

Yes No 

Internship availability 

Experiential learning options available (n=27) 20 7 

Internship sites 

Hospitals (n=20) 12 8 

Insurance companies (n=20) 4 16 

Local government (n=20) 9 11 

State government (n=20) 5 15 

Community health centers, community-based non-profits (n=20) 18 2 

Other (n=20) 1 19 

Employer interest in students and graduates 

Internship sites express interest in hiring graduates (n=17) 16 1 

Internship sites express interest in post-graduate volunteer 
opportunities (n=10) 

7 3 

Non-internship local employers express interest in hiring grads 
(n=18) 

14 4 

Non-internship local employers express interest in post-graduate 
volunteer opportunities (n=17) 

11 6 

Types of employers expressing interest in jobs or volunteer opportunities 

Hospitals (n=15) 7 8 

Insurance companies (n=15) 3 12 

Local government (n=15) 6 9 

State government (n=15) 4 11 

Community health centers, community-based non-profits (n=15) 12 3 

Other (n=14) 2 12 

Where graduates ultimately find employment 

Hospitals (n=21) 12 9 

Insurance companies (n=21) 3 18 

Local government (n=21) 8 13 

State government (n=21) 1 20 

Community health centers, community-based non-profits (n=21) 20 1 

 
 
Table 5.11 Factors that assist health navigator-type training programs in establishing and maintaining 
relationships with local employers 

Factors that assist relationship-building Frequency 

Yes No 

Existing faculty relationships with employers and community 
partners (n=30) 

24 6 

Existing institutional partnerships with employers and community 
partners (n=30) 

24 6 

Hosting informational meetings for employers and community 
partners (n=30) 

12 18 

Participation in state or local professional networks or working 
groups (n=30) 

22 8 
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Table 5.12 Extent to which specific curricular factors would increase interest in offering Framing the 
Future’s Health Navigator program 

Program characteristics affecting interest in the 

framework 

Frequency 

Not at all  Somewhat Greatly 

Program focused only on community health (traditional 
community health worker core competencies) (n=207) 

66 78 63 

Program focused only on preparing students to work in 
health care delivery settings (n=215) 

61 64 90 

Program focused only on preparing students to work in 
health insurance settings (n=206) 

90 68 48 

Program included all three content areas (community 
health, health care delivery, health insurance) (n=216) 

20 33 163 

Program included an applied associate degree option 
(n=214) 

29 39 146 

Program included an associate of arts degree option (for 
transfer to four-year program) (n=211) 

53 46 112 

Program included an academic (credit-based) certificate 
option (n=204) 

40 58 106 

Program included non-credit certificate options (n=205) 121 41 43 

Program included options for online learning (n=211) 30 54 127 

 
 
Table 5.13 Extent to which specific external factors would increase interest in offering Health Navigator 
framework 

External factors affecting interest in framework Frequency 

Not at all  Somewhat Greatly 

Local employers expressed interest in potentially hiring 
program graduates (n=208) 

15 11 182 

Local needs assessment or employer survey demonstrated 
the presence of jobs (n=207) 

13 13 181 

Local employers or organizations expressed interest in 
providing experiential learning opportunities for students 
(n=208) 

13 12 183 

National employment statistics indicated at least 15% job 
growth in the program area in the next five years (n=213) 

13 28 172 

There was sufficient student interest to suggest enrollment 
needs would be met (n=210) 

12 13 185 

Other community colleges or educational institutions had 
successfully developed similar programs (n=204) 

28 57 119 

National professional or trade associations had 
recommended that community colleges consider offering 
such a program (n=206) 

26 43 137 
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Table 5.14 Extent to which respondents recommend academic program models 

Program model Frequency 

Not at all  Somewhat Highly  

Applied associate degree (n=224) 19 60 145 

Associate degree for transfer (n=219) 18 76 125 

Academic (credit-based) certificate 
(n=221) 

22 88 111 

Non-credit certificate (n=209) 115 65 29 

 
 
Table 5.15 Characteristics affecting academic program model recommendations  

Characteristic Frequency 

Not at all Somewhat Highly  

Expected student enrollment, 
retention, or completion (n=224) 

11 34 179 

Expected program costs (n=224) 18 74 132 

Expected availability of program 
faculty (n=229) 

15 58 156 

Expected employment opportunities 
for program graduates (n=224) 

4 26 194 

Expected competition from other 
training programs at other local 
institutions (n=218) 

47 95 76 

Expected collaboration from other 
training programs at other local 
institutions (e.g., jointly offering a 
program) (n=217) 

42 73 102 

Expected opportunities for providing 
online or distance learning formats 
(n=222) 

24 96 102 

 

 
Table 5.16 Perceived appropriateness of proposed program names for the health navigator framework 

Academic program name Frequency 

Not at all Somewhat Highly  

Health navigator (n=207) 40 105 62 

Community health worker (n=216) 51 95 70 

 

 

Table 5.17 Perceived presence of administrative processes at community colleges 

Administrative process Frequency 

Not at all  Somewhat Very 

Clearly defined process for the 
approval of new programs (n=231) 

7 14 210 

Clearly defined process for the 
retirement of programs (n=222) 

29 39 154 

Employer-related advisory boards 
involved in decisions related to the 
development of the allied health 
programs at your institution (n=226) 

8 31 187 
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Table 5.18 Number of new programs at community colleges per year (n=206) 

Number of new programs Frequency 

0-1 104 

2-3  81 

>4 21 

Total 206 

  
 
Table 5.19 Perceived importance of factors influencing institutional decision-making processes concerning 
program development (sustaining or expanding programs) 

Decision-making factors Frequency (%) 

Not at all Somewhat Highly 

Institutional goals met regarding 
student enrollment, retention, and 
completion (n=230) 

6 24 200 

Institutional goals met regarding the 
percentage of program graduates 
hired (n=226) 

5 34 187 

Institutional goals met regarding 
employer/community partnerships 
working with the program (n=226) 

7 31 188 

Satisfaction expressed by employer 
or community partnerships working 
with the program (n=227) 

2 29 196 

Satisfaction expressed by current or 
former students (n=227) 

4 35 188 

Adequate tuition and other revenue to 
sustain the program (n=226) 

4 22 200 

Formal program review process 
(n=226) 

10 30 186 

 
 



Table 5.20 Summary of findings (p-values) from 9 consecutive subgroup comparisons of survey respondents using Kruskal-Wallis one-way analysis of variance 
Dependent variable External state-specific variables Respondent-reported variables 

Medicaid 

expansion 

in state 

(yes/no) 

Type of state 

health 

insurance 

Marketplace   

(4 groups) 

CHW policy 

in state – 

restrictive 

definition* 

(yes/no) 

CHW policy 

in state – 

expanded 

definition* 

(yes/no) 

Health 

navigator 

program 

at college 

(yes/no) 

Dean 

leadership 

position 

(yes/no) 

Health 

program 

decision- 

maker 

(yes/no) 

League 

Alliance 

member 

(yes/no) 

Date of 

survey 

completion  

(5 groups) 

Program focused only on 
community health (traditional 
community health worker core 
competencies) 

.840 .889 .467 .847 .004§ .854 .556 .151 .288 

Program focused only on 
preparing students to work in 
health care delivery settings 

.846 .963 .249 .995 .450 .500 .057 .747 .386 

Program focused only on 
preparing students to work in 
health insurance settings 

.789 .863 .241 .335 .458 .649 .221 .779 .796 

Program included all three content 
areas (community health, health 
care delivery, health insurance) 

.840 .664 .839 .849 .571 .245 .596 .432 .270 

Program included an applied 
associate degree option 

.794 .288 .583 .565 .391 .250 1.000 .535 .279 

Program included an associate of 
arts degree option (for transfer to 
four-year program) 

.301 .439 .805 .422 .618 .029 .490 .441 .382 

Program included an academic 
(credit-based) certificate option 

.165 .828 .605 .061 .0001§ .229 .846 .201 .056 

Program included non-credit 
certificate options 

.484 .828 .130 .293 .013 .480 .909 .279 .225 

“Health navigator” program title .471 .941 .721 .222 .509 .715 .843 .832 .948 

“Community health worker” 
program title 

.803 .706 .837 .345 .024 .788 .775 .126 .101 

CHW: community health worker 
*The restrictive CHW policy definition uses the list maintained by the Association of State and Territorial Health Officials (ASTHO). The expanded definition 
includes additional states that may have developed initiatives for integrating CHWs into health care practice in specific contexts, but don’t meet ASTHO’s 
definition (see discussion in Chapter 1). 
§This finding is statistically significant under the terms of the Bonferroni correction (α/n, or p<.005). 



Table 5.21 Extent to which a community health program focus would increase interest in offering Framing 
the Future’s Health Navigator framework across groups with or without existing health navigator-type 
programs 

Interest in program focus on 

community health only 

Respondents with health 

navigator-type programs 

(n=26) 

Respondents without health 

navigator-type programs 

(n=181) 

Not at all (1-2) 4 62 

Somewhat (3) 7 71 

Greatly (4-5) 15 48 

Total 26 181 

 
 
Table 5.22 Perceived appropriateness of “community health worker” program name across groups with or 
without existing community health worker/navigator-type programs 

Appropriateness of “community 

health worker” program name 

Respondents with health 

navigator-type programs 

(n=30) 

Respondents without health 

navigator-type programs 

(n=186) 

Not at all (1) 17% 25% 

Somewhat (2) 30% 46% 

Highly (3) 53% 29% 

Total 30 100% 

 

 
Table 5.23 Reported interest in academic certificates across groups with or without existing health 
navigator-type programs 

Interest if academic certificate 

option included in health navigator 

framework 

Respondents with health 

navigator-type programs 

(n=25) 

Respondents without health 

navigator-type programs 

(n=179) 

Not at all (1-2) 0 40 

Somewhat (3) 6 52 

Greatly (4-5) 19 87 

Total 25 179 

 
 
Table 5.24 Reported interest in non-credit certificates across groups with or without existing health 
navigator-type programs 

Interest if non-credit option 

included in health navigator 

framework 

Respondents with health 

navigator-type programs 

(n=25) 

Respondents without health 

navigator-type programs 

(n=180) 

Not at all (1-2) 8 113 

Somewhat (3) 9 32 

Greatly (4-5) 8 35 

Total 25 180 
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Table 5.25 Reported interest in associate degrees for transfer to four-year programs as a component of the 
health navigator framework across leadership groups 

Interest if associate degrees for 

transfer option included in health 

navigator framework 

Deans (or similar executive 

administrators) (n=128) 

Not deans (or similar 

executive administrators) 

(n=83) 

Not at all (1-2) 38 15 

Somewhat (3) 32 14 

Greatly (4-5) 58 54 

Total 128 83 

 
 
 


