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Abstract: This study identifies differences in rates of multiple chronic conditions at primary care
and mental health visits to Community Health Centers and private practice providers using 2013
National Ambulatory Medical Care Survey data. Community health center visits had higher rates of
1 or more, 2 or more, and 3 or more chronic conditions for working-age patient visits (ages 18-64).
There were no differences in other age groups. After controlling for age and other covariates using
logistic regression, community health center visits had 35% higher odds of having any chronic
condition and 31% higher odds of having 2 or more chronic conditions. Key words: Community
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A FUNDAMENTAL COMPONENT of mov-
ing the US health care system toward

lower-cost, higher-quality, and more coordi-
nated care is effectively managing clinically
complex individuals, especially those with
concurrent chronic conditions, also called
multiple chronic conditions (MCC). Multiple
chronic conditions is defined as having 2
or more chronic conditions that last more
than 1 year and require ongoing medical
attention or limit activities of daily living (U.S.
Department of Health & Human Services
[DHHS], 2010). Approximately 4 in 10 (42%)
Americans have MCC, and that rate climbs
to 81% for those aged 65 years and older
(Buttorff et al., 2017). Care quality, outcomes,
and quality of life decline as a person expe-
riences more chronic conditions—including
premature death, receipt of conflicting
health advice, chance of hospitalizations, and
poorer day-to-day functioning (Anderson,
2010). Seventy-one percent of health care
spending goes toward treating people with
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MCC (Gerteis et al., 2014) and those with
MCCs account for 93% of total Medicare fee-
for-service spending (Centers for Medicare &
Medicaid Services, 2012).

Having concurrent chronic conditions ex-
pands the level of complexity in managing
patient health care needs (DHHS, 2010), par-
ticularly for populations experiencing socioe-
conomic factors that impede their ability to
access and effectively use high-quality pri-
mary care. Many studies have shown that
these groups have higher rates of MCC, includ-
ing older populations (Buttorff et al., 2017);
low-income populations (National Center for
Health Statistics [NCHS], 2018); publicly in-
sured populations (Ashman & Beresovsky,
2013; Ward et al., 2014), especially dually el-
igible populations (Centers for Medicare &
Medicaid Services, 2012) and nonelderly Med-
icaid beneficiaries (NCHS, 2018); and some
racial or ethnic minority groups (Freid et al.,
2012; NCHS, 2018). These populations are
overwhelmingly served by the nation’s pri-
mary health care safety net, yet little is known
about the role of safety net providers in man-
aging patients with MCC and, by extension,
the role safety net providers may play in trans-
forming the health care system toward greater
value-driven care delivery.

Community Health Centers (CHCs) are
the largest network of safety net primary
care providers, serving more than 28 mil-
lion patients—roughly 1 in 12 residents—
across the United States (Health Resources
and Services Administration, 2019). Commu-
nity Health Centers must provide a compre-
hensive set of services that compliment and
improve access to primary care, serve every-
one no matter their insurance status or abil-
ity to pay, be overseen by patient-majority
governing boards to ensure responsiveness to
community needs, and locate in or serve fed-
erally designated medically underserved ar-
eas or populations. In 2018, 91% of patients
had incomes at or below 200% of the fed-
eral poverty level, nearly half (48%) were en-
rolled in Medicaid, 23% were uninsured, and
63% were members of racial/ethnic minor-
ity groups (Bureau of Primary Health Care
[BPHC], 2019). That same year, CHCs served

a diverse range of special populations, includ-
ing 995 000 agricultural workers, 1.4 million
patients with experiencing homelessness, 4.4
million patients living in or near public hous-
ing, and 6.7 million patients best served in a
language other than English.

Only 1 previous study (Shi et al., 2010) ex-
amined MCC across the CHC population and
compared it with the general population uti-
lizing private practices for ambulatory care,
finding no significant difference in the average
count of chronic conditions between care set-
tings. This study, however, did not control for
differences in patient populations and used
data from 2006. Given the rapid growth in the
Health Center Program following the Afford-
able Care Act of 2010, the patient population
accessing CHCs and experiencing MCCs may
look different today.

This study seeks to provide a comprehen-
sive and more up-to-date analysis of the rate
of MCC within the CHC patient population in
comparison with the general population re-
ceiving primary care at private practices. Be-
cause populations served by the primary care
safety net may experience different mixes and
rates of MCC, documenting the differences
between the health care safety net and non–
safety net providers can help inform policy
makers, payers, and providers about the re-
sources, capacity, infrastructure, and compe-
tencies necessary to effectively identify and
manage these complex patients, improve out-
comes and health equity, and control costs.
This study may also inform risk stratifica-
tion models, thereby assisting providers with
targeting appropriate interventions such as
care coordination for the most at-risk patient
populations. It may also inform risk adjust-
ment methodologies as payers increasingly
turn to alternative payment models that place
providers at some level of financial risk for
population outcomes.

METHODS

Data source

Our analysis combined data from the CHC
and private practice physician (PPPs) samples
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of the 2013 National Ambulatory Medical Care
Survey (NAMCS), which is the most recent
year available for CHC data, although data on
PPPs are available for later years. National Am-
bulatory Medical Care Survey is an annual, na-
tionally representative survey of ambulatory
care visits to nonfederal, office-based physi-
cians (PPPs) and includes a stand-alone na-
tional survey of CHCs using the same survey
instrument and reporting period (December
24, 2012, through December 22, 2013), al-
though the sampling methods for the PPP and
the CHC NAMCS differ.

The PPP NAMCS used a 2-stage probability
sample that first selected physicians within
specified geographies and then patient vis-
its within practices. The PPP sampling frame
drew from all physicians in the master files
maintained by the American Medical Associ-
ation and the American Osteopathic Associ-
ation and sampled up to 30 physician visits
within a randomly assigned week for each pri-
vate practice. Of the 6999 in-scope physicians
sampled, PPP NAMCS collected responses
from 2879 physicians for a response rate of
41% and 54 873 visits.

The CHC NAMCS utilized a 3-stage proba-
bility sample based on (1) selecting service
delivery sites within specified geographies,
(2) selecting providers within a site, and (3)
sampling visits from providers. The sampling
frame drew from a list of delivery sites pro-
vided by Health Resources and Services Ad-
ministration, then sampled up to 3 physicians
and nonphysician clinicians within service de-
livery sites, and finally collecting up to 30 vis-
its within a randomly assigned week for each
provider. The 2013 CHC NAMCS collected re-
sponses from 1340 services delivery sites and
2289 providers for a 2-stage response rate of
62% and 50 814 visits.

Definitions

We limit our analysis to visits drawn from
primary care physicians and psychiatrists be-
cause (a) the CHC NAMCS also sampled non-
physician clinicians and (b) the PPP NAMCS
also includes specialists who are uncommon
in CHCs. Primary care physicians include gen-
eral and family practice, internal medicine,
pediatrics, and OB/GYNs. All results are inter-

preted in patient visits to primary care physi-
cians and psychiatrists, rather than patients
themselves.

Data for chronic conditions were drawn
from checkboxes (Yes/No) embedded in the
NAMCS survey instrument, which captures 14
chronic conditions: arthritis, asthma, cancer,
cerebrovascular disease, congestive heart fail-
ure, chronic obstructive pulmonary disease,
chronic renal failure, depression, diabetes,
hypertension, hyperlipidemia, ischemic heart
disease, obesity, and osteoporosis. These data
were extracted from the patient medical
record, with a checked box indicating that
a patient was diagnosed at some point pre-
viously and not necessarily at the current
visit. We also created binary variables for any
chronic condition (1 or more), 2 or more, and
3 or more chronic conditions.

Analysis

The combined CHC and PPP NAMCS pub-
lic use files contained 105 687 observations
in all (50 814 in CHC NAMCS and 54 873 in
PPP NAMCS). We removed 50 838 sampled
visits (48% of total observations) that were not
seen by a primary care physician or a psychi-
atrist as defined previously (23 440 [46%] for
CHCs and 27 398 [50%] for PPPs). Next, we
removed 1068 observations (2% of sampled
visits to primary care physicians and psychi-
atrists) where checkboxes for chronic condi-
tions were blank or unknown (421 [2%] for
CHCs and 647 [2%] for PPPs). Our final sam-
ple after these exclusions was 53 781 visits
(26 953 for CHCs and 26 828 for PPPs). The
logistic regression models (described later)
further excluded 3503 responses (7% of our
final sample) where the expected source of
payment was blank or unknown (1519 [6%]
for CHCs and 1984 [7%] for PPPs). These ex-
clusions were similarly proportionate across
variables in the PPP and CHC sample of pri-
mary care providers and psychiatrists.

We used 2 analyses to capture a compre-
hensive description of chronic conditions at
patient visits to primary care physicians and
psychiatrists at CHCs and PPPs. The first anal-
ysis measured overall presence of chronic
conditions at CHCs and PPPs using χ2 tests
for specific chronic conditions (eg, arthritis,
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asthma, etc) as well as for counts of chronic
conditions (categorized as 1 or more, 2 or
more, and 3 or more chronic conditions). In
addition, we tested for differences in preva-
lence among age groups, including those aged
65 years and older, working age (18-64 years),
and children (younger than 18 years).

Second, we compared the odds of having
any chronic condition, 2 or more chronic con-
ditions, or 3 or more chronic conditions at
visits to CHCs and PPPs while controlling for
important covariates using logistic regression.
In total, we ran 3 regression models—1 for
each binary dependent variable (having any
chronic condition, 2 or more, and 3 or more
chronic conditions). Each model assumed a
binomial distribution with a logit link func-
tion and adjusted for survey weights and the
NAMCS complex sampling design. The inde-
pendent variable of interest for each model
was whether the visit occurred at a CHC
or a PPP. We controlled for data collection
methods, expected source of payment, and
a limited number of patient characteristics;
these include (a) the type of provider sam-
pled for the visit (categorical); (b) whether
the visit is from a new or established patient
(categorical), which is important for how the
chronic conditions checkbox data were col-
lected; (c) 4 binary variables for the expected
source of payment (private insurance, Medi-
care, Medicaid, or uninsured); (d) age (contin-
uous), which was truncated at age 87 years for
consistency between CHC and PPP samples;
(e) sex (male/female); and (f) urban/rural ge-
ography, represented as inside or outside a
metropolitan statistical area. The binary vari-
able for no insurance was created by com-
bining responses indicating that the expected
source of payment was either self-pay or no
charge/charity.

The logistic regression models do not con-
trol for race/ethnicity. Given that our study is
interested in describing the rates of chronic
conditions for the CHC patient population,
which represents a confluence of social fac-
tors associated with chronic conditions, we
decided not to adjust for race/ethnicity. In ad-
dition, there is a large and uneven amount
of imputed records for this variable. For PPP
NAMCS, 37.9% of responses were missing

race, ethnicity, or both (NCHS, 2017). This
was the case for 21.2% of responses to the
CHC NAMCS (NCHS, 2019). Similarly, we
did not control for patient income because
NAMCS stopped providing the poverty rate
for patient zip codes in the public use files
in 2012, and this measure was unavailable for
our analyses.

Our analyses were conducted using R,
version 3.5.3, using the “srvyr” package
(Ellis et al., 2019). All estimates and standard
errors account for the complex sampling
design of NAMCS by incorporating visit-level
survey weight, masked clustered stratum,
and primary sampling unit (a masked service
delivery site marker in CHC NAMCS and a
physician marker in PPP NAMCS) variables
provided in the NAMCS public use files.
The NAMCS survey weights account for all
sampling stages and adjust for nonresponse
bias, allowing our weighted estimates to be
nationally representative. Bonferroni correc-
tions for multiple comparisons were applied
to χ2 tests and logistic regression models
based on a significance level of P ≤ .05.

RESULTS

Table 1 shows weighted estimates of the
variables included in our analyses. The age
distribution in patient visits to CHCs and PPPs
is very distinct for the youngest and oldest
age groups after applying survey weights.
Community Health Centers see a large pro-
portion of children younger than 18 years
(32.8%) compared with PPPs (23.6%). Con-
versely, PPPs see more than double the es-
timated proportion of visits from elderly pa-
tients (22.2%) than CHCs (10.3%).

These distinctive age demographics im-
pacted the results from the χ2 analyses of the
prevalence of MCC. There were no significant
differences in the count of chronic conditions
for visits from all patients, children, or the el-
derly. When looking at visits from working
age patients, however, CHC patient visits had
higher rates of any chronic condition (63%),
2 or more chronic conditions (34.6%), and
3 or more chronic conditions (16.9%) com-
pared with PPP visits (56.4%, 27.7%, and
13.2%, respectively), as shown in Table 2.
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Table 2. Prevalence of Any or Multiple Chronic Conditions at Visits to Primary Care Physicians and
Psychiatrists in Community Health Centers Versus Private Practices by Age, United States, 2013

Age Group
Total Chronic

Conditions CHC (95% CI) PPP (95% CI) P

All ages ≥1 chronic conditions 51.6 (48.4-54.8) 54.1 (51.7-56.5) .227
≥2 chronic conditions 27.8 (25.3-30.4) 30.5 (28.2-32.7) .131
≥3 chronic conditions 13.9 (12.3-15.5) 16.9 (15.2-18.6) .012

Ages 65+ y ≥1 chronic conditions 90.3 (88.2-92.4) 89.4 (87.9-91) .522
≥2 chronic conditions 71.5 (68.4-74.5) 68.2 (65.1-71.4) .144
≥3 chronic conditions 40.8 (36.9-44.7) 43.8 (40.4-47.2) .261

Ages 18-64 y ≥1 chronic conditions 63 (60.1-65.9) 56.4 (53.9-58.9) <.001a

≥2 chronic conditions 34.6 (32.4-36.8) 27.7 (25.5-29.9) <.001a

≥3 chronic conditions 16.9 (15.4-18.5) 13.2 (11.6-14.9) .002a

<18 y ≥1 chronic conditions 19.7 (16.5-22.9) 15.5 (13.2-17.9) .034
≥2 chronic conditions 2.3 (1.4-3.3) 1.4 (1-1.8) .029
≥3 chronic conditions n/ab n/ab n/ab

Abbreviations: CHC, Community Health Centers; CI, confidence interval; n/a, not applicable; PPP, private practice
physicians.
aSignificance under Bonferroni correction at 0.005, m = 11.
bEstimates were considered unreliable because they were based on fewer than 30 observations and had a relative
standard error greater than 30%.

Table 3 shows the estimated rate of spe-
cific chronic conditions by age group. We
also provide a summary of chronic conditions
with higher prevalence in CHCs or PPPs in
Table 4. Among all ages, CHCs had higher
rates of obesity and asthma, while PPPs had
higher rates of arthritis, cancer, cerebrovas-
cular disease, hyperlipidemia, ischemic heart
disease, and osteoporosis. Among elderly pa-
tient visits, CHCs had higher rates of diabetes,
while PPPs had higher rates of cancer. Visits
from working age patients to CHCs had higher
rates of diabetes, hypertension, and obesity;
there were no chronic conditions with signifi-
cantly higher prevalence for these patients vis-
iting PPPs. Children visiting CHCs had higher
rates of obesity at CHCs, and no chronic con-
ditions were more prevalent at PPP visits from
children.

In our multivariable analyses using logistic
regression (Table 5) to control for data collec-
tion methods, expected source of payment,
and a limited number of patient character-
istics, CHCs had higher odds of having any
chronic condition (odds ratio [OR] = 1.35)
and 2 or more chronic conditions (OR =

1.306) but no difference for 3 or more chronic
conditions. Medicaid-covered and uninsured
patient visits were also significant predictors.
Medicaid was associated with increased odds
of having 2 or more chronic conditions (OR =
1.36) and 3 or more chronic conditions (OR =
1.57). Uninsured patient visits were less likely
to have 1 or more (OR = 0.562), 2 or more
(OR = 0.617), and 3 or more (OR = 0.557)
chronic conditions. Age (in years) was also a
significant predictor in all 3 logistic regression
models with ORs ranging from 1.055 to 1.061
in each model.

We conducted sensitivity analyses for
the logistic regression models by adding
race/ethnicity as a control variable and again
using a recoded age variable with 5 distinct
age groups. Most coefficients were similar in
size and direction. Notably, Medicare as the
expected source of payment became a signif-
icant and slightly more powerful predictor in
each model when we used the recoded age
variable as a predictor. We also performed a
quasi-Poisson regression using the total count
of chronic conditions as the outcome variable,
finding again that all coefficients were roughly
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Table 3. Prevalence of Selected Chronic Conditions at Visits to Primary Care Physicians and
Psychiatrists in Community Health Centers Versus Private Practice by Age, United States, 2013

Age Group Chronic Condition CHC (95% CI) PPP (95% CI) P

All ages Arthritis 6.4 (5.6-7.2) 9.7 (8.6-10.7) <.001a

Asthma 8.5 (7.5-9.5) 6.7 (6.1-7.3) .001a

Cancer 1.4 (1.1-1.7) 3.8 (3.1-4.6) <.001a

CEBVD 0.9 (0.7-1.1) 1.5 (1.2-1.8) <.001a

Chronic renal failure 1.1 (0.8-1.4) 1.4 (1-1.9) .225
Congestive heart failure 0.9 (0.7-1.1) 1.4 (1.1-1.7) .002
COPD 3.1 (2.7-3.6) 4.2 (3.7-4.8) .002
Depression 11.5 (9.3-13.8) 13.2 (11.8-14.5) .242
Diabetes 13.5 (11.8-15.1) 11.8 (10.7-12.8) .087
Hyperlipidemia 14.6 (12.7-16.4) 19.9 (18-21.8) <.001a

Hypertension 23.8 (21.4-26.1) 26.8 (24.8-28.8) .054
Ischemic heart disease 1.3 (1.1-1.6) 2.5 (2-2.9) <.001a

Obesity 13.5 (11.7-15.2) 8.1 (7.2-8.9) <.001a

Osteoporosis 1.1 (0.8-1.4) 3 (2.5-3.5) <.001a

Ages 65+ y Arthritis 16.1 (13.9-18.4) 20.5 (18.5-22.5) .005
Asthma 5.1 (3.6-6.6) 5.4 (4.2-6.5) .788
Cancer 5.1 (3.7-6.6) 10.4 (8.4-12.4) <.001a

CEBVD 3.5 (2.6-4.4) 4.4 (3.5-5.2) .174
Chronic renal failure 5.4 (3.3-7.6) 4.8 (3.4-6.3) .648
Congestive heart failure 4.4 (3.2-5.6) 4.9 (3.8-5.9) .581
COPD 9.2 (6.8-11.6) 9.5 (8.2-10.8) .813
Depression 11.6 (9.2-14) 15 (12.8-17.3) .049
Diabetes 37.4 (33.6-41.2) 26.5 (24.3-28.7) <.001a

Hyperlipidemia 39.4 (34.2-44.5) 44.1 (40.6-47.7) .137
Hypertension 67.1 (64.4-69.8) 63.9 (61-66.8) .111
Ischemic heart disease 6.5 (4.5-8.4) 8.1 (6.6-9.6) .216
Obesity 11.1 (8.9-13.2) 9.2 (7.5-10.9) .168
Osteoporosis 6.8 (4.5-9.2) 10.7 (9.1-12.3) .016

Ages 18-64 y Arthritis 8 (7.1-8.9) 9.1 (7.8-10.4) .156
Asthma 7.5 (6.6-8.4) 6.7 (6-7.4) .148
Cancer 1.5 (1.1-2) 2.8 (2.1-3.4) .002
CEBVD 1 (0.7-1.2) 0.9 (0.6-1.2) .868
Chronic renal failure 0.9 (0.6-1.1) 0.7 (0.4-0.9) .293
Congestive heart failure 0.7 (0.5-1) 0.6 (0.4-0.8) .292
COPD 3.4 (2.9-4) 3.3 (2.7-3.8) .662
Depression 17.4 (14.1-20.8) 16.6 (15-18.3) .659
Diabetes 16.8 (15.5-18.1) 10.7 (9.5-11.9) <.001a

Hyperlipidemia 18.3 (16.1-20.4) 18.5 (16.4-20.5) .9
Hypertension 29.5 (27.5-31.5) 23.2 (21.4-25) <.001a

Ischemic heart disease 1.2 (0.9-1.5) 1.3 (1-1.5) .687
Obesity 17.4 (15-19.8) 10.1 (9-11.3) <.001a

Osteoporosis 0.7 (0.4-0.9) 1.1 (0.8-1.4) .026
<18 y Arthritis 0.5 (0.3-0.7) 0.7 (0.4-0.9) .393

Asthma 11.2 (9.4-13.1) 7.9 (6.8-9) .002
Cancer n/ab n/ab n/ab

CEBVD n/ab n/ab n/ab

Chronic renal failure n/ab n/ab n/ab

Congestive heart failure n/ab n/ab n/ab

COPD n/ab n/ab n/ab

Depression n/ab n/ab n/ab

Diabetes n/ab n/ab n/ab

Hyperlipidemia n/ab n/ab n/ab

Hypertension n/ab n/ab n/ab

Ischemic heart disease n/ab n/ab n/ab

Obesity 7.4 (5.3-9.5) 2.3 (1.7-2.9) <.001a

Osteoporosis n/ab n/ab n/ab

Abbreviations: CI, confidence interval; CEBVD, cerebrovascular disease; CHC, Community Health Centers; COPD, chronic obstructive pulmonary
disease; n/a, not applicable.
aSignificance under Bonferroni correction at 0.001, m = 45.
bEstimates for either CHCs or private practice providers were considered unreliable because they were based on fewer than 30 observations or
had a relative standard error greater than 30%.
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Table 4. Chronic Conditions With a Higher Prevalence at Visits to Community Health Centers Versus
Private Practice Physicians, United States, 2013a

Age Group Community Health Centers (CHC) Private Practice Physicians (PPP)

All ages Obesity Arthritis
Asthma Cancer
. . . Hyperlipidemia
. . . Ischemic heart disease
. . . Osteoporosis
. . . CEBVD

Ages 65 y and above Diabetes Cancer

Working age (18–65 y) Diabetes . . .
Hypertension . . .
Obesity . . .

Children (<18 y) Obesity . . .

Abbreviation: CEBVD, cerebrovascular disease.
aInclusion of a chronic condition in the center column indicates that prevalence of this condition was higher among
CHC patient visits; inclusion in the right column indicates higher prevalence among PPP patient visits.

similar in direction and significance compared
with the logistic regression models.

DISCUSSION

This is the first study to provide a compre-
hensive description of the rates of MCC at
patient visits to the nation’s largest network
of safety primary care providers. The results
of this study indicate that CHCs provide a high
volume of care for patients with chronic con-
ditions, particularly MCCs, and that visits to
CHCs have a higher rate of MCCs compared
with PPPs. In particular, visits among the bulk
of health center patients—those ages 18 to 64
years—are more likely to be for patients with
1 or more, 2 or more, and 3 or more chronic
conditions compared with the same group
at PPPs. After controlling for data collection
methods, expected source of payment, and a
limited number of patient characteristics, the
average visit to CHCs has a 31% higher odds of
having 2 or more chronic conditions and 35%
higher odds of having any chronic condition
compared with PPP patient visits.

Multiple regression models indicate that
Medicaid coverage, by far the dominant in-
surer across CHC patients nationally, was
strongly associated with having 2 or more and
3 or more chronic conditions. These findings
show that Medicaid is clearly a critical insurer
for those patients experiencing MCC, even

after adjusting for age and other covariates,
and helps make it possible for patients to ac-
cess care. The reverse is true for lack of in-
surance, where we see that visits for those
without coverage are less likely to have been
diagnosed with MCCs, possibly because in-
dividuals seek out coverage (whether from
private insurance, Medicaid, or elsewhere) if
they receive a diagnosis.

Age is also a significant, leading, and pos-
itive predictor of having higher counts of
chronic conditions. Our analysis of preva-
lence for specific chronic conditions between
age groups illustrates this point. When all ages
are included, the prevalence of obesity and
asthma is greater at CHCs, whereas conditions
such as arthritis, cancer, cerebrovascular dis-
ease, hyperlipidemia, ischemic heart disease,
and osteoporosis are greater at PPPs. How-
ever, when looking at patients younger than
65 years, visits to CHCs showed a higher rate
of costly diseases that disproportionately af-
fect low-income and minority communities
such as diabetes, hypertension (Leng et al.,
2015), and obesity (Ogden et al., 2017). Com-
munity Health Centers serve far more chil-
dren, who tend to experience few of the stud-
ied chronic conditions overall, and far fewer
elderly patients, who tend to have far more.
Proportionately, both CHCs and PPPs serve
roughly the same amount of working-age
patients.
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This study demonstrates that CHCs im-
prove access to care for medically under-
served populations and patients with exten-
sive and costly health care needs. Previous
research shows that health centers also ex-
cel in quality standards and controlling the
costs of care. For example, a previous study
(Goldman et al., 2012) compared 18 qual-
ity measures at CHCs and PPPs, finding that,
after controlling for patient characteristics,
CHCs performed better on 6 measures and no
differently than private practices on 12 mea-
sures. Other studies have found cost savings
for children (Bruen & Ku, 2019) and Medicaid
(Nocon et al., 2016) and Medicare (Mukamel
et al., 2016) beneficiaries utilizing CHCs for
primary care compared with other providers.
By serving a generally younger patient pop-
ulation than PPPs, health centers also play
an important role in screening, treating, and
managing common chronic conditions before
they progress into more acute stages—or lead
to new chronic conditions—especially as pa-
tients age into Medicare.

As health centers treat more patients with
costly, complex, and concurrent chronic con-
ditions, they will play a larger role in bend-
ing the cost curve and improving health out-
comes for the nation’s medically underserved.
Community Health Centers are rapidly grow-
ing to serve more underserved patients and
communities, and the growth in the num-
ber of health center patients with chronic ill-
nesses such as diabetes, depression, human
immunodeficiency virus, substance use disor-
der, chronic obstructive pulmonary disease,
and obesity has outpaced patient growth over-
all (National Association of Community Health
Centers, 2019), and many of these conditions
often co-occur.

Effectively managing patients with chronic
conditions—especially MCC—requires ongo-
ing care coordination, patient support, and
care integration. In many cases, patients with
1 or more chronic conditions may require ac-
cess to specialty care to manage their condi-
tions. Community health center patients have
greater challenges accessing needed specialty
care, especially those covered by Medicaid
or who are uninsured (Cook et al., 2007;

Ezeonwu, 2018; Holgash & Heberlein, 2019).
Federal statute governing the Health Center
Program requires that CHCs offer a compre-
hensive set of services beyond primary care,
such as behavioral, oral, pharmacy, and “en-
abling” services that facilitate access to and
better use of health care services (examples of
these “enabling” services often include trans-
portation, case management, health educa-
tion, and translation). Recent research demon-
strates that enabling services help patients
navigate the health care system and achieve
greater access to needed care (Yue et al.,
2019) and may even lead to improved health
outcomes, although more research is needed
on specific patient outcomes.

Sustaining CHC financing is necessary to
ensure that CHCs can continue to provide
comprehensive, high-quality, and integrated
primary care to treat patients with or at
risk of chronic conditions. This is particu-
larly important for patients with MCC whose
complex health needs generally require a
higher volume of health care services, in-
cluding nonclinical enabling services that ad-
dress nonclinically derived causes of poor
health and higher costs. Health center financ-
ing is also important for delivering effective
preventive care so that patients can be at
lower risk of developing additional chronic
illnesses.

Nationally, the largest sources of CHC fi-
nancing are Medicaid reimbursement and fed-
eral grants through Section 330 of the Pub-
lic Health Services Act. Although Section 330
federal funding makes up the bulk of grant
revenues, Medicaid makes up CHCs’ largest
source of revenue overall (44%) (BPHC,
2019). Health centers depend on 330 grants
and adequate Medicaid reimbursement to re-
main viable and provide both insured and
uninsured patients the full range of services
necessary to prevent and treat chronic condi-
tions, some of which, like enabling services,
are often not reimbursable by third-party pay-
ers. Moreover, as Medicaid and other payers
increasingly move toward value-based care,
the cost of providing the full range of clinical
and nonclinical services necessary for manag-
ing patients with MCC must be accounted for
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within new payment models, including the
cost of needed face-to-face encounters.

Future research is needed to explore the im-
pact of recent CHC growth, particularly since
implementation of the Affordable Care Act,
which made possible rapid CHC expansion.
Medicare is a growing source of coverage for
CHC patients and CHC revenue, with many
Medicare CHC patients dually enrolled in Med-
icaid, given their low incomes. As patients age
at CHCs, we expect the volume of MCC to
increase, especially as patients age into Medi-
care. Further research is also needed to guide
how risk adjustment models can better ac-
count for the extent to which providers—
particularly safety net providers—are success-
fully managing high-need, high-risk patients.

This study has important limitations. The
checkbox data for 2013 NAMCS are limited
to 14 chronic conditions and exclude some
important conditions, such as substance use
disorder. National Ambulatory Medical Care
Survey also captures only diagnosed chronic
conditions and may undercount the true rate

of MCC, especially among the uninsured. In
addition, the most recent CHC NAMCS data
were collected in 2013, prior to many states
implementing Medicaid expansion, which
increased access to health insurance and pri-
mary care for millions of Americans (Medicaid
and CHIP Payment and Access Commission,
n.d.)—many of which utilized CHCs.

CONCLUSION

This study documents the different rates of
MCC and mixes of chronic conditions at pri-
mary care and mental health visits to CHCs
and PPPs. Well-coordinated, integrated, com-
prehensive, and continuous primary care is
essential for managing MCC as well as the so-
cial determinants that exacerbate them, espe-
cially for vulnerable populations utilizing the
health care safety net. Community Health Cen-
ters are well positioned to serve complex pa-
tients, given their unique model of care and
mission to serve clinically and socially com-
plex populations.
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