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Introduction 
 
Children in the Southwest currently face substantial health and healthcare challenges. Texas has the highest 
proportion (19%) and number (1.4 million) of uninsured children in the US,1 and it had the highest number 
of child-abuse fatalities (222) in the nation in 2010.2 California has the highest proportion (20%) of 
individuals ≥ five years old with limited English proficiency (LEP) in the US,3 the second highest number of 
uninsured children (1.1 million),4 the highest number (301,643) and second highest proportion (17%) of 
obese, low–income, preschool-age children,5 and 1.7 million California children (13%) have been diagnosed 
with asthma at some point in their lives.6 Nevada ranks last in the proportion of children receiving care in a 
medical home, at only 45%, which is significantly below the national average of 58%7; it also has the seventh 
lowest vaccination series coverage rate in the US for 19-35 month olds (at 62.6% vs. 70.5% for the nation),8 
and one in seven Nevada children has no health insurance. New Mexico has the highest proportion of 
Latinos (47%) of any state,9 the nation’s highest teen pregnancy rate,10 and the second highest child abuse 
fatality rate.2 Arizona is tied for the worst teen death rate in America, at 98 deaths per 100,000 teens,11 has 
the sixth highest state rate of food hardship for households with children, at 29%,12 and the second highest 
teen pregnancy rate in the US. Colorado ranks 45th in the nation in terms of overall health for children.13 
Utah ranks 47th in the nation for vaccination coverage of 19-35 month olds and 45th for the number of 
primary-care physicians per 100,000 persons.14 Five of the seven states comprising the Southwest region have 
significant lower proportions of children receiving care in a medical home, and the top four states for teen 
pregnancy are Southwestern states. Three of the seven Southwest states (California, New Mexico, and Texas) 
are minority majority states, and for children < 10 years old, five of the seven Southwest states both are 
minority majority and have more Latinos than whites,15 but racial/ethnic disparities in children’s health and 
healthcare continue to be persistent and pervasive.16 
 
Children on the US-Mexico border face major threats to their health and healthcare. US border states account 
for 25% of all deaths among US children 1-4 years old.17 Over 45% of children in border areas live in 
poverty, more than twice the poverty rate for children living in non-border areas.18 Border counties have 
fewer physicians and nurses that serve children and families (per 100,000 people) than non-border counties.19 
 
Nevertheless, innovative, evidence-based, cost-effective interventions are available to address these and other 
health and healthcare issues. In this chapter, we examine how community health workers (CHWs), promotores, 
and Parent Mentors can be used to substantially improve the health and healthcare of children in the 
Southwest. 

 

Definitions 
CHWs, promotores, and parent mentors are all community-based, trained, paid laypersons tasked with 
improving the health and healthcare of fellow community members through education, linkages and/or 
referrals to resources and services, and, on occasion, provision of selected healthcare services. Promotores are a 
specific type of CHW who usually focus on Latino communities and additionally can enhance language access 
to healthcare by acting as interpreters. Parent Mentors are trained parents who bring highly relevant 
experience and skills by virtue of already having at least one child with the targeted condition or need. There 
are, however, at least 63 different terms used for CHWs, including community health aid, health outreach 
worker, lay health advisor, neighborhood worker, paraprofessional, patient navigator, public health aid, and 
resource mother.20 
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Conceptual Framework 
A conceptual framework (Figure) is proposed to provide an understanding of how CHWs, promotores, and 
Parent Mentors are powerful approaches to improving the health and healthcare of children. There are many 
barriers and threats to children’s health healthcare, particularly for those who are underserved or 
disadvantaged, including children who are impoverished, racial/ethnic minority, immigrant, living in border 
areas, or have special healthcare needs or limited English proficiency (LEP). These barriers and threats 
include a multiplicity of access barriers to healthcare, lack of awareness or knowledge about health-insurance 
programs, lack of awareness of and/or access to resources (financial assistance, food pantries, and housing 
assistance, for example) which can mitigate poverty, language barriers to healthcare for LEP patients and 
families, low health literacy and numeracy, low parental self-efficacy, inadequate social support, medical 
jargon, environmental toxins and threats to child safety and well-being, and lack of access to needed 
subspecialists. With no intervention, these barriers and threats place a child at high risk for a variety of 
adverse outcomes, including suboptimal health, lack of a regular healthcare provider and medical home, non-
urgent use of emergency departments (EDs), increased ED visits, preventable hospitalizations, delayed or 
missed immunizations, more acute exacerbations of chronic diseases, inadequate preventive screening, 
increased costs of care, and an increased risk of mortality. 

Figure: Proposed conceptual framework for how CHWs, Promotores, and 
Parent Mentors improve the health and healthcare of children.
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Intervening with a CHW, promotora, or Parent Mentor, however, can result in the reduction or elimination of 
many of the barriers and threats to children’s health and healthcare, through education, linking children and 
families to resources, providing social support (especially through Parent Mentors), eliminating language 
barriers, and empowering parents. As a result, CHW, promotores, and Parent Mentors thereby produce 
beneficial outcomes for children, including optimal health, a regular healthcare provider and medical home, 
appropriate ED use, prevention of avoidable hospitalizations, being up-to-date on immunizations, fewer 
exacerbations of chronic diseases, adequate preventive screening, cost savings and reduced healthcare costs, 
and a reduced risk of mortality. 

What is the Evidence that CHWs, Promotores, 
and Parent Mentors are Effective? 
 
Evidence for Effectiveness of CHWs 

There is extensive evidence that CHWs positively impact children’s health and healthcare, particularly in 
vulnerable populations. Multiple studies document that CHWs result in improved outcomes for children with 
asthma. A randomized, controlled trial (RCT) in which CHWs provided in-home environmental assessments, 
education, support for behavior change, and resources to reduce asthma triggers for low-income asthmatic 
children revealed that, compared with a low-intensity group (a single home visit and limited resources), the 
high-intensity group (seven home visits and a full set of resources) experienced significantly reduced urgent 
health-services use and improved caregiver quality-of-life scores.21 An RCT of a CHW intervention consisting 
of an asthma self-management curriculum taught in elementary schools to rural asthmatic children showed 
that, compared with controls, intervention-group children experienced significantly greater improvements in 
asthma knowledge, asthma self-management, and metered-dose-inhaler skills.22 An RCT of a community-
based participatory-research CHW intervention consisting of home environmental changes to reduce 
children’s exposure to asthma triggers through home visits was found to significantly improve selected lung-
function measures, reduce the frequency of certain symptoms, decrease the proportion of children requiring 
unscheduled medical visits and reporting inadequate use of asthma controller medication, reduce caregiver 
report of depressive symptoms, lower concentrations of dog allergen in the dust, and increase selected 
behaviors related to reducing indoor environmental triggers.23 Another RCT compared in-home asthma self-
management support provided by CHWs (including education, social support, advocacy, and provision of 
mattress covers, special vacuums, and other resources), along with standard asthma education from clinic-
based nurses, vs. a control group which received only standard asthma education from clinic-based nurses; 
the CHW group experienced significantly more symptom-free days and a modest improvement in caretaker 
quality of life.24 A program evaluation of The Northern Manhattan Community Voices Collaborative, which 
trains and integrates CHWs who target low-income communities in New York City, revealed that 292 CHWs 
provided asthma management education to 3,830 children and families.25 

An RCT examining the effects of home visits from pregnancy through a child age of two years old compared 
CHWs (“paraprofessionals”), nurses, and a control group without any visits.26 Two years after the program 
ended, women visited by CHWs, compared with controls, were less likely to be married and live with the 
child’s biological father, but significantly more likely to work longer, report a greater sense of mastery and 
better mental health, have fewer subsequent miscarriages and low birth-weight newborns, have greater 
mother-child sensitivity and responsiveness toward one another, and had home environments that were more 
supportive of children's early learning among mothers with low psychological resources. An RCT comparing 
intensive case management by CHWs vs. basic case management by nurses and the impact on early-
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intervention service delivery for a diverse low-income population of children <6 year old revealed that CHWs 
resulted in a significantly shorter adjusted interval to assessment and significantly more services 
recommended per child and initiated.27 The Start Right Coalition, a community-based immunization-
promotion program targeting children <5 years old in northern Manhattan, used 998 CHWs to perform 
outreach and immunization education. At baseline, the target population had a mean immunization coverage 
rate of 63%, well below New York City and national mean coverage rates; after one year, an immunization 
rate of 80% was achieved, equivalent to the city and national rates, and exceeding that national rates for 
Latinos and African-Americans, and after five years, an immunization rate of 97% was achieved, surpassing 
the city and national rates overall and for both racial/ethnic minority groups.28 

An RCT documented that CHWs are substantially more effective in obtaining health insurance for uninsured 
Latino children than traditional Medicaid and CHIP outreach and enrollment, at 96% vs. 57% insured, 
respectively, and children in the CHW group obtained their health insurance faster, were significantly more 
likely to be continuously insured, and had parents who were much more satisfied with the process of 
obtaining coverage for their children.29 A program evaluation of the aforementioned Northern Manhattan 
Community Voices Collaborative revealed that the 30 CHWs facilitated health-insurance enrollment for 
almost 30,000 children. 

Evidence for Effectiveness of Promotores 

Compared with research on the effectiveness of CHWs, there are far fewer studies of the effectiveness of 
promotores. The available evidence, however, indicates that promotores can be effective agents for improving the 
health and healthcare of children, particularly for those residing in border areas. For example, a team of four 
promotoras from nearby colonías was able to provide new insights on food choices made by Latina mothers 
living in colonías in the southern Texas-Mexico border area and the importance of their children in making 
these choices.30 Another study consisting of 610 interviews conducted by four promotoras in 44 colonías along 
the South Texas border area documented child food insecurity in 62% of households with children; factors 
associated with child food insecurity included birth in Mexico, larger numbers of individuals in the household, 
parental unemployment, a limited variety of available foods in the community, and a lack of fresh fruits and 
vegetables where the family shops, whereas participation by the child in a school lunch program and the 
family purchasing prepared food from friends and neighbors were protective against child food insecurity.31 

A pilot program on pesticide safety in southern New Mexico trained 16 promotoras on why children are 
vulnerable to pesticide exposure and ways to minimize farm-worker children’s exposure to pesticides.32 The 
promotoras conducted 358 visits with 190 farm-worker families to promote children’s pesticide safety through 
home visits, workshops, and distribution of a 16-page Spanish-language comic book on children’s risks for 
pesticide exposure and how to minimize the risks. The project was associated with proportional pre/post 
increases in knowledge regarding the routes of pesticide exposure, vulnerability of children, signs and 
symptoms of pesticide poisonings, and ways to minimize pesticide exposures, as well as a post-intervention 
increase in self-reported safe storage of pesticides in the home. 
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Evidence for Effectiveness of Parent Mentors 

An RCT of the effectiveness of Parent Mentors documented that for asthmatic minority children and their 
families, Parent Mentors can reduce wheezing, asthma exacerbations, ED visits, and missed parental work 
days, while improving parental self-efficacy in recognizing breathing problems controllable at home.33 These 
outcomes were achieved at a reasonable cost, and with net cost savings. A train-the-trainer manual, summary 
of outcomes, and other resources for this program are available free of charge 
at: http://www4.utsouthwestern.edu/ParentMentor. 

Are CHWs, Promotores, and  
Parent Mentors Cost Effective? 
Although few studies have analyzed the costs and cost effectiveness of CHWs, promotores, or Parent Mentors, 
those that have document substantial cost savings. The aforementioned RCT of CHWs for asthmatic children 
revealed a projected four-year net cost savings per participant in the high- vs. low-intensity group of $189-
$721. The RCT of Parent Mentors for asthmatic minority children described above documented an average 
monthly per-patient cost of only $60.42, but the incremental cost-effectiveness ratio for the intervention was 
-$597.10 per asthma-exacerbation-free day gained, indicating a substantial total cost savings for intervention 
participants. 

What are some Examples of Current CHW, 
Promotor, or Parent Mentor Programs in 
Southwestern States? 
Our research team currently is conducting an RCT, supported by the Eunice Kennedy Shriver National 
Institute of Child Health & Human Development, which is evaluating whether Parent Mentors (PMs) are 
more effective and more cost-effective than traditional Medicaid/CHIP outreach and enrollment in insuring 
eligible, uninsured Latino and African-American children. A secondary aim is to determine whether uninsured 
children who obtain health insurance experience improvements in healthcare access, health status, use of 
services, and other health outcomes.  

Subjects are uninsured Latino and African-American children eligible for but not enrolled in Medicaid/CHIP 
and residing in Dallas County, where 90% of uninsured children are Latino or African-American. 
Recruitment is focused on the five Dallas regions with the highest proportions of minority and uninsured 
children, and occurs in a wide variety of community settings, including supermarkets, department stores, 
public libraries, Goodwill stores, food banks, health fairs, Boys and Girls clubs, churches, schools, 
Laundromats, and housing projects. Subjects are randomized to PMs or a control group receiving traditional 
Medicaid/CHIP outreach. PMs are experienced Latino or African-American parents (from the same 
communities as the subjects) who have at least one child currently covered by Medicaid/CHIP. PMs undergo 
a two-day intensive training session, and are paired with intervention subjects and their families, for whom 
they provide information on program eligibility, help families complete and submit insurance applications, act 
as a Medicaid/CHIP liaison, and assist in maintaining coverage. Controls receive no intervention, other than 
standard Medicaid/CHIP outreach. 

http://www4.utsouthwestern.edu/ParentMentor
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To date, 13,057 potential subjects have been screened for eligibility, yielding 157 participants randomized to 
the intervention or control group. Interim analyses reveal that 95% of the uninsured children have had health 
insurance before; the most common reasons for losing the health insurance include expiration without 
reapplying, being incorrectly told that the family income was too high, the parent does not know why, and 
missing paperwork. Only 58% of parents were aware that their uninsured children were eligible for Medicaid 
or CHIP. Almost 90% of the parents of uninsured children reported that they worried about their child’s 
health more than other caregivers, 55% reported emotional worry or concern about their child’s health, and 
only 41% of children had a regular healthcare provider. 

Interim analyses already reveal that the PM intervention is significantly more effective in insuring uninsured 
minority children than traditional Medicaid/CHIP outreach and enrollment. Health-insurance coverage has 
been obtained by 56% of the children in the PM intervention group, compared with only 23% of the control 
group (P<.01). In addition, regardless of whether or not the child has obtained insurance, parents in the PM 
intervention group are significantly more likely than those in control group to be very satisfied or satisfied 
with the process of obtaining insurance, at 87% vs. 40% (P<.01), and significantly less likely to be very 
dissatisfied or dissatisfied with the process, at 9% vs. 32% (P<.01). 

This ongoing study will recruit 300 participants, and final products will include a train-the-trainer CD-ROM. 

Implications for Policy, Practice, and Research 
Strong, rigorous evidence documents that intervening with CHWs, promotores, or Parent Mentors can reduce 
or eliminate many barriers and threats to children’s health and healthcare, through education, linking children 
and families to resources, providing social support, eliminating language barriers, and empowering parents; 
studies additionally indicate that such interventions are cost effective. CHWs, promotores, and Parent Mentors 
therefore can be a powerful means of ensuring optimal health and healthcare for children in the Southwest, 
while also realizing potentially substantial cost savings for states and health systems. Solid evidence already 
exists that CHWs, promotores, and Parent Mentors are highly effective in managing childhood asthma, reducing 
miscarriages and low birth-weight rates, creating home environments more supportive of children’s early 
learning for mothers with low psychological resources, obtaining early-intervention services for young 
children, achieving high immunization rates, insuring uninsured children, identifying childhood food 
insecurity in border households, and increasing childhood pesticide poisoning knowledge and safe home-
storage practices in farm-worker families. As such, CHWs, promotores, and Parent Mentors would seem to be 
some of the most potent public-health tools available to states and health systems for ensuring optimal 
children’s health and healthcare. 

Exciting and promising areas for further evaluation by states, health systems, and researchers of the 
effectiveness of CHWs, promotores, and Parent Mentors include prevention of child abuse, management of 
chronic diseases, enhancing access to language services, increasing the proportion of children with medical 
homes, improving outcomes for children with special healthcare needs, reducing childhood obesity, 
improving the school readiness of young children, lowering non-urgent uses of EDs, preventing 
hospitalizations, and decreasing teen pregnancy. CHWs, promotores, and Parent Mentors hold great promise for 
effectively implementing components of the Affordable Care Act as they are put into action in the coming 
years, including expanding insurance coverage and ensuring delivery of preventive services for children. And 
the potential for a “triple” economic benefit make CHWs, promotores, and Parent Mentors particularly 
attractive financially: implementing CHW, promotor, and Parent Mentor programs creates jobs, these jobs 
typically particularly benefit the most economically deprived communities with the highest unemployment 
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rates, and these programs result in cost savings, along with enduring health and healthcare benefits for 
children. 
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