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BACKGROUND: Concerns exist about the ability of safety
net health care organizations to participate in US health
care reform. Primary care practices are key to several
efforts, but little is known about how capabilities of pri-
mary care practices serving a high share of disadvantaged
patients compare to other practices.
OBJECTIVE: To assess capabilities around access to and
quality of care among primary care practices serving a
high share of Medicaid and uninsured patients compared
to practices serving a low share of these patients.
DESIGN: We analyzed data from the National Survey of
Healthcare Organizations and Systems (response rate
46.8%), conducted 2017–2018.
PARTICIPANTS: A total of 2190 medical practices with at
least three adult primary care physicians.
MAIN MEASURES:Our key exposures are payer mix and
federally qualified health center (FQHC) designation. We
classified practices as safety net if they reported a com-
bined total of at least 25% of annual revenue from unin-
sured or Medicaid patients; we then further classified
safety net practices into those that identified as an FQHC
and those that did not.
KEY RESULTS: FQHCs were more likely than other safe-
ty net practices and non-safety net practices to offer early
or late appointments (79%, 55%, 62%; p=0.001) and
weekend appointments (56%, 39%, 42%; p=0.03). FQHCs
more often provided medication-assisted treatment for
opioid use disorders (43%, 27%, 25%; p=0.004) and be-
havioral health services (82%, 50%, 36%; p<0.001).
FQHCs were more likely to screen patients for social and
financial needs. However, FQHCs and other safety net
providers had more limited electronic health record
(EHR) capabilities (61%, 71%, 80%; p<0.001).
CONCLUSION: FQHCs were more likely than other types
of primary care practices (both safety net practices and
other practices) to possess capabilities related to access
and quality. However, safety net practices were less likely
than non-safety net practices to possess health informa-
tion technology capabilities.
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INTRODUCTION

A spate of initiatives over the past decade have emphasized
improving the quality and value of primary care, such as
Medicare’s Merit-based Incentive Payment System, an array
of medical home models, State Innovation Models, and
broader accountable care and population health-based models.
At the same time, major concerns have been raised about how
safety net organizations are incorporated into these programs,
including that these provider organizations may either be
unfairly punished for patient severity1–3 or truly disadvantaged
in terms of resources and capabilities needed for success,4–6

and as a result these organizations may suffer either inability to
participate7–9 or difficulty succeeding1,2,10 under new models.
Work on other health care organizations, such as hospitals,

has shown that safety net hospitals often have difficulty
investing in quality-related capabilities11. Patterns may be
similar for primary care practices. Despite these concerns, little
work has comprehensively examined capabilities associated
with high-quality care, either among primary care practices
generally12 or safety net practices more specifically. Without a
clear understanding of the capabilities of primary care prac-
tices, the success of efforts to improve performance will likely
be dulled by the inability to sufficiently account for safety net
practices’ strengths and weaknesses.13,14

Existing work on safety net primary care has largely fo-
cused on federally qualified health centers (FQHCs). FQHCs
are primary care clinics that qualify for enhanced public reim-
bursements and grants through meeting a variety of require-
ments, including offering a sliding fee scale, having a quality
assurance program, and community governance. Prior re-
search has shown that FQHCs deliver care of comparable or
perhaps higher quality than other primary care practices,15–17

but face challenges in areas such as recruiting staff or
implementing health information technology.18,19 Of course,
federally qualified health centers likely represent a fraction of
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practices caring for disadvantaged patients, and little research
has examined the primary care safety net more broadly.
In this paper, we analyze new, nationally representative

survey data to compare the organizational characteristics and
capabilities of primary care practices serving a high share of
Medicaid and uninsured patients with primary care practices
serving low shares of these patients. We examine an array of
organizational characteristics and capabilities thought to pro-
mote high-quality care,20 including capabilities in care man-
agement, health information technology, quality improve-
ment, and access to care. We further compare safety net
practices with a FQHC designation to practices with a high
share of Medicaid and uninsured patients without that desig-
nation. Our paper provides a foundation for understanding the
strengths and weaknesses of the primary care safety net,
necessary to best develop and target initiatives focused on
improving primary care for socioeconomically vulnerable
populations.

METHODS

We use data from the National Survey of Healthcare Organi-
zations and Systems (NSHOS) primary care practice survey,
conducted June 2017 through August 2018. The NSHOS
practice survey was created as part of a multi-center collabo-
rative of health care researchers. At each practice, the survey
targeted a single respondent, such as a practice manager,
administrator, or chief physician. The survey included ques-
tions addressing domains such as organizational attributes,
practice culture, quality of care, care coordination, and infor-
mation systems, and both cognitive and pilot testing were
employed to ensure high-quality data collection. More details
on survey methodology are available in the Appendix.
To develop the sample frame, IQVIA’s OneKey databasewas

used. The OneKey data are commercially available from IQVIA
and describe relationships among clinicians, practices, hospitals,
and health care systems. IQVIA develops the data using the
American Medical Association’s physician Masterfile, publicly
available sources, and proprietary data collection strategies,
which have been used previously by researchers,21–24 including
as a sample frame for national survey efforts.15,25–27 The
NSHOS sample frame included all medical practices (defined
as a group of clinicians delivering care at a single location) with
at least three primary care specialty physicians, defined as family
medicine, internal medicine, geriatrics, and general practice. A
stratified-cluster sampling design was used to select practices
operating different organizational structures, including indepen-
dent practices and practices, while maintaining a nationally
representative sample through survey weights that account for
sampling probabilities.
The survey response rate was 48.6%, resulting in an ana-

lytic sample of 2190 practice responses. We conducted thor-
ough analysis of non-response across available measures from
the OneKey data, including practices’ size, specialty mix,

geography, ownership, and, for practices within systems, char-
acteristics of the systems they were in. In general, respondents
and non-respondents looked statistically similar across nearly
all of thesemeasures; the only statistically significant predictor
of non-response was region, with those in the Midwest being
slightly more likely to have responded and those in the South
being slightly less likely to have responded.
Our key exposures of interest were payer mix (across

commercial, Medicare, Medicaid, self-pay, and other) of the
practice and the designation of the practice as a FQHC. We
classified practices as “safety net” if they reported a combined
total of at least 25% of their annual revenue came from unin-
sured or Medicaid patients; in sensitivity analysis, we also
examined varying this threshold to 30% or 50%, but substantive
results were unchanged (tables available in the Appendix). We
further classified safety net practices as those with FQHC des-
ignation (as assessed by self-report in our survey) and those
without. We included five practices that identified as FQHC
look-alikes in the FQHC category. We then compared differ-
ences between FQHCs, other safety net practices, and non-safety
net practices across organizational characteristics and capabili-
ties. We used the Pearson chi2 test to examine differences
between groups for categorical variables and Bonferroni-
adjusted Wald tests to evaluate differences in means for each
group for continuous variables. All results were calculated using
survey weights.
We first examined differences in organizational characteris-

tics, including practice size, ownership, payer mix, and partic-
ipation in payment and delivery reforms. Next, we examined
differences across capabilities including enhanced patient ap-
pointment access, care management coordination, health infor-
mation technology (HIT), behavioral health access, and screen-
ing for social needs. Our measures included two composites
related to health information technology capabilities: Advanced
HIT was defined as having at least 4 of the following capabil-
ities: patients can access medical15–18 records, patients can
comment on medical records, physicians/patients communicate
via secure email, physicians know when patients fill prescrip-
tions, system uses advanced analytic systems. HIT communi-
cation tool was defined as having at least 4 of the following
capabilities: notification that a patient was admitted to a local
hospital, notification that a patient visited an ED at a local
hospital, receipt of discharge summaries from local hospitals,
receipt of labs/test results, and information from groups that are
not using the same EHR. Details on specific survey questions
are available in the Appendix.
Our payer mix questions had approximately 21% missing

data, which is relatively high for item non-response. We exam-
ined organizational features associated with item non-response
to the payer mix question. We found that practices who did and
did not respond to this question were similar across the measures
in Table 1, showing similar means and no statistically significant
differences in the number of employed clinicians, specialty mix
of clinicians, and ownership, or most measures of payment
reform participation. The only significant difference was on
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pay-for-performance participation; practices who were missing
on the payer mix question were less likely to have participated in
pay-for-performance (64% among non-response vs 72% among
response, p=− 0.019).

RESULTS

Organizational Characteristics and Payers

FQHCs, other safety net practices, and non-safety net practices
employed similar numbers of primary care physicians, nurse
practitioners, and physician assistants (Table 1). However, on
average, FQHCs employed significantly fewer specialist phy-
sicians (FQHC=2.1, other safety net=12.8, non-safety
net=16.0; p<0.001). FQHCs were less likely than other safety
net practices and non-safety net practices to be owned by a
hospital (3.9%, 26.2%, 16.9%) or health care system (37.0%,
54.6%, 49.1%). However, they were more likely to be part of
an Independent Practice Association (32.1%, 16.4%, 17.8%;
p<0.001). FQHCs were more likely than other safety net
practices and non-safety net practices to participate in primary
care improvement programs like patient-centered medical
homes (80.9%, 54.6%, 61.1%; p<0.001), and had similar
levels of participation in accountable care organizations.

Access to Care

In terms of access to care (Fig. 1), FQHCs were more likely
than other safety net practices and non-safety net practices to

offer patients early (before 8 am) or late (after 5 pm) appoint-
ments (78.5%, 55.2%, 62.1%; p=0.001) and weekend appoint-

ments (56.1%, 38.9%, 42.3%; p=0.03) (Fig. 1).

Care Management and Coordination

Safety net and other practices were similar in their care man-
agement coordination abilities (Fig. 2). FQHCsweremarginally
more likely to report using care managers for high-risk patients
(64.1%, 50.5%, 51.4%; p=0.08), although this relationship was
marginally significant. After discharging complex patients,
FQHCs were less likely than other safety net practices and
non-safety net practices to communicate with patients within
72 h of discharge (86.0%, 88.1%, 92.7%; p=0.05).
We measured two aspects of health information technology

capabilities (Fig. 2). The first focused on the use of the
electronic health record internal to the clinic. Specifically, if
the practice's EHR had the following capabilities: patients
access medical records, patients comment on medical records,
patients and physicians communicate via email, physicians
knowwhen patients fill prescriptions, the system use advanced
analytics. FQHCs were less likely to possess at least four out
of these five internal EHR capabilities (30.3%, 41.1%, 41.3%;
p=0.18), although this relationship was not significant. The
second measures the ability of the EHR to connect externally.
Specifically, if the EHR did the following: notify that a patient
was admitted to a local hospital, notify that a patient visited an
ED at a local hospital, receive discharge summaries from local

Table 1 Organizational Characteristics of Federally Qualified Health Centers, Other Safety Net Primary Care Practices, and Practices That
Are Not Safety Net

FQHC (N=164)* Safety net not
FQHC (N=425)*

Non-safety net
(N=1141)*

p value

Number of employed clinicians, mean (SE) 19.0 (2.9) 27.4 (4.4) 29.3 (4.7) 0.11
Primary care physicians 12.9 (2.8) 13.6 (1.8) 13.3 (1.6) 0.97
Specialist physicians 2.1 (0.3) 12.8 (3.3) 16.0 (3.9) <0.001
Nurse practitioners 3.6 (0.4) 4.3 (0.7) 6.0 (1.4) 0.24
Physician assistants 2.5 (0.4) 3.1 (0.7) 3.5 (0.7) 0.34
Ownership, % (N)
A hospital 3.9 (12) 26.2 (232) 16.8 (356) <0.001
A health care system 37.0 (112) 54.6 (483) 49.1 (1040)
Non-hospital or health care system 59.1 (178) 19.2 (170) 34.1 (722)
Member of Independent Practice Association, % (N) 32.1 (95) 16.4 (145) 17.8 (369) 0.007
Delivery reform participation, % (N)
Primary care improvement program, e.g., PCMH† 80.9 (239) 54.6 (471) 61.1 (1270) <0.001
ACO participation (any payer) 59.9 (181) 60.0 (532) 56.4 (1201) 0.61
Payer mix, mean % (SE)
Private 17.0 (2.0) 29.0 (0.9) 49.5 (0.8) <0.001
Medicare 19.5 (1.5) 27.0 (0.8) 35.7 (0.8) <0.001
Medicaid 49.0 (2.6) 31.7 (1.0) 7.5 (0.3) <0.001
Self-pay 11.2 (1.2) 8.6 (0.7) 3.7 (0.2) <0.001
Region, % (N)
Northeast 25.7 (78) 16.3 (145) 17.9 (604) <0.001
Midwest 20.4 (62) 43.3 (383) 31.5 (1117)
South 12.8 (39) 21.7 (193) 27.5 (817)
West 41.1 (124) 18.7 (166) 23.1 (781)
Rural, % (N) 9.1 (28) 22.6 (200) 7.9 (397) <0.001

*The number of observations in the table rows is greater than the number of respondents listed in the header because we conducted all analyses using
survey weights which approximates the population level estimate
†In the survey, a primary care improvement program was defined to include the comprehensive primary care initiative (CPC), CPC+, and patient-
centered medical homes
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hospitals, receive labs/test results, and receive information
from groups that are not using the same EHR. FQHCs were
less likely to possess at least four out of these five external
EHR capabilities (60.9%, 71.2%, 80.3%; p<0.001)

Access to Mental and Behavioral Health
Services

Regarding access to mental and behavioral health treatments
(Fig. 3), FQHCs were more likely than other safety net prac-
tices and non-safety net practices to provide medication-
assisted treatment for opioid use disorders (42.6%, 26.8%,
25.1%; p=0.004) and behavioral health services (81.6%,
50.1%, 35.8%; p<0.001) (Fig. 3). FQHCs also reported less
difficulty accessing treatment for patients with opioid use
disorders (26.0%, 40.7%, 33.7%; p=0.04).

Screening for Patient Needs

FQHCswere more likely than other safety net practices and non-
safety net practices to screen patients for a variety of social and
financial needs (Fig. 4), including low health literacy (42.2%,

33.1%, 28.2%; p=0.03), food insecurity (44.8%, 29.9%, 23.2%;
p<0.001), housing instability (48.0%, 25.6%, 21.0%; p<0.001),
utility needs (35.7%, 17.6%, 18.9%; p=0.001), transportation
needs (45.2%, 35.1%, 29.1%; p=0.01), need for financial assis-
tance with medical bills (61.5%, 48.4%, 41.7%; p=0.002), and
Medicaid eligibility (82.7%, 53.2%, 35.9%; p<0.001).

DISCUSSION

Using new national data on primary care practices, we find
that practices serving a high share of Medicaid and uninsured
patients differ in key ways. First, primary care safety net
practices include both practices designated as FQHCs and
practices without such designation, and this distinction is quite
important. FQHCs exhibited strengths and weaknesses that
were distinct from safety net practices without the FQHC
designation. FQHCs had more advanced capabilities than
other practices in care management, patient access, and be-
havioral health. FQHCs and other safety net practices, how-
ever, were both less “wired” with other health care provider
organizations.
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Figure 1 Enhanced appointment access strategies by practice type. Significance indicated as *p<0.05, **p<0.01, and ***p<0.001.

80%

41%

93%

51%

71%

41%

88%

51%

61%

30%

86%

64%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

HIT communica�on
tools***

Advanced HIT

Communica�on with
pa�ent within 72 hours

of discharge

Care managers for
high risk pa�ents

FQHC

Safety-Net, not FQHC

Not Safety-Net

Figure 2 Care management and coordination capabilities by practice type. Significance indicated as *p<0.05, **p<0.01, and ***p<0.001.

2925Lewis et al.: Safety Net Primary Care CapabilitiesJGIM



Our results have critical implications for policy and practice
and suggest that policymakers should carefully consider the
benefits of expanding the FQHC program. Despite a challeng-
ing payer mix, FQHCs stand out across many features that
may facilitate higher quality, patient-centered care. These
results may be a function of several mechanisms. First, the
grants and higher reimbursement received through the pro-
gram may facilitate practices investing in and developing
greater access and quality capabilities. Second, the FQHC
program requires clinics engage in a number of activities that
may facilitate performance on the variables included in our
study. For example, regulations stipulate that FQHCs must
have a quality assurance program, have scheduled hours of
operation responsive to patient needs, and provide enabling
services (such as interpreters or transportation) to assist pa-
tients in accessing care. Although these requirements leave
autonomy and flexibility to individual health centers (for

example, on their specific operating hours), they may promote
greater capabilities as measured in our study. Additionally, the
FQHC program has other incentives that might contribute to
their quality capabilities. This includes Quality Improvement
Awards that reward health centers for improving access to
care, clinical performance, or use of health information tech-
nology. Finally, because clinics must apply for and be accept-
ed into the FQHC program, the program may select for high-
quality practices likely to invest in access and quality capabil-
ities. Regardless of the mechanism, our data suggest that
expanding the FQHC program could result in improved capa-
bilities among safety net practices. A deeper understanding of
which aspects of the program promote greater capabilities
through additional research would be beneficial to further
explicate our findings.
Second, health information technology may require partic-

ular support for safety net provider organizations. Outpatient
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Figure 3 Behavioral health services access across practice type. Significance indicated as *p<0.05, **p<0.01, and ***p<0.001.
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physicians have long discussed the difficulty of obtaining data
on patients from outside one’s practice. In particular, the
importance of receiving timely notifications of hospital and
emergency department visits and discharges has risen as
models like accountable care organizations have become
prominent. Additionally, this is particularly salient given work
has shown that better communication between primary care
and hospitals is associated with greater care integration be-
tween safety net primary care practices and hospitals (e.g.,
joint quality improvement, clinical guideline alignment).28

Our work has important limitations. Most notably, we have
studied only practice capabilities, without patient outcome
data. While practice capabilities are important, a more in-
depth understanding of how these capabilities influence pa-
tient outcomes, particularly in the safety net, is necessary in
future work. Second, as noted above, because our work is
descriptive and focused on high level differences between
practices, we are unable to distinguish the mechanism through
which FQHC designation is associated with greater practice
capabilities. While our analysis is valuable to understanding
broad differences, further in-depth work is necessary to better
inform policymakers and stakeholders on what aspects of the
FQHC program promote greater capabilities. Finally, our data
do not include practices with only one or two physicians,
which face unique challenges.5,25,26,29

Overall our results suggest that initiatives aimed at improv-
ing the efficiency and quality of the health care system may
require nuanced consideration of the safety net. Evidence
suggests that Americans with primary care have better access
and experience,12 and that primary care practices vary in
capabilities around quality and coordination.30 Our paper
highlights important variation across safety net status as well.
National discourse on improving care has largely overlooked
the safety net, often focusing instead on large, integrated
systems. In contrast, our data suggest that FQHCs have many
strengths commonly accepted as important for improving
health care, such as robust care management, better access to
care, and consideration of the whole patient (including non-
medical issues) when treating medical needs. Health centers as
such may have valuable insights about improving primary
care capabilities that could be valuable to the larger US health
care delivery system. Better calibrating quality, payment, and
delivery initiatives to include or even promote FQHCs may
result in more improvement in US health care.

CONCLUSION

Federally qualified health centers stand out among primary
care practices in having strong capabilities around primary
care access and quality, although all safety net primary care
practices have difficulty in health information exchange with
other provider organizations. Our results underscore the im-
portance of existing initiatives such as the FQHC program for
strengthening US primary care, as well as the need for

continued work to improve data sharing and exchange be-
tween health care providers.
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