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Abstract

Objective—We explore the role of consumer trustees in decision-making as community health
centers (CHCs) work to navigate the tension between pursuing their mission to provide primary
care to all regardless of ability to pay and maintaining their limited finances.

Methods—We interviewed 30 trustees from 16 CHCs in 14 different states, asking extensively
about decision-making processes at their CHC related to services and finances, as well as
perceived advantages and disadvantages of consumer governance.

Results—Respondents described mission-dominant, margin-dominant, and balanced decision-
making philosophies, and different decision-making pathways for service provision and finances.
Consumer trustees were lauded for their role in informing the board of service quality and
community needs, but criticized for being professionally unskilled and exhibiting a lack of
objective decision-making.

Conclusions—While CHC boards do play a role in navigating the tension between mission and
margin, executive directors and staff appear to be more influential.
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In 1965, the Office of Economic Opportunity (OEO)—the lead agency of President Lyndon
Johnson’s War on Poverty—funded the first community health centers (CHCs) to provide
primary care regardless of one’s ability to pay. Hoping to empower disadvantaged
communities directly, the OEQ required the maximum feasible participation of community
members in all new poverty programs, including CHCs.! Office of Economic Opportunity
officials suggested that this would ensure that programs targeted the needs of the poor,
enjoyed support from community residents, and made lasting differences in the lives of
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vulnerable populations. Initially, however, implementing maximum feasible participation led
to confusion, criticism, and racially-charged power struggles across the United States.2™

According to some, maximum feasible participation addressed the political dimension of
poverty by giving the poor a mechanism for expressing their voice.? Others argued that
maximum feasible participation was simply an effort to dupe the poor into believing that
they shared in some of the institutional power exerted over their lives.2:® Still others blamed
maximum feasible participation for installing incompetent and irresponsible program
participants.” As a result, many—if not most—of the OEO programs were defunded, with
CHC:s being a notable exception, thanks to the dedicated work of bureaucratic advocates
within the executive branch.8

By 2010, 1,124 CHC grantees were caring for 19.5 million patients across 8,147 delivery
sites annually. Like the patients served by the first CHCs, the vast majority of today’s CHC
patients are poor. At last count, 72% of CHC patients had incomes below the federal poverty
level and 76% were either uninsured or enrolled in Medicaid.? Additionally, like the first
CHCs, today’s CHCs continue to espouse the concept of maximum feasible participation,
albeit in a much more clearly defined manner.

It took a decade for Congress to implement maximum feasible participation at CHCs by
passing the Special Health Revenue Sharing Act of 1975, requiring CHCs to have a
consumer-majority governing board. This meant that at least 51% of trustees must be CHC
patients, with at least one visit in the last two years.10 For CHCs, the intent of consumer-
majority governance is to ensure strategic influence for those served, and many assert that
consumer trustees make CHCs more responsive to the needs of their communities,11-13
However, governing boards also have important legal and financial responsibilities. For
instance, the board is authorized to select CHC service offerings, set the hours of operation,
approve the CHC’s budget, hire and oversee the executive director, and set general CHC
policies (Section 330, Public Health Service Act).

Like other safety net providers, CHCs provide services to individuals whom the market has
failed, without adequate means to cost-shift onto insured individuals.1* Community health
centers are legally required to provide primary care to all without regard for ability to pay,
but unlike other safety-net providers, they are also required to provide non-clinical enabling
services designed to overcome non-financial barriers to care and increase access for
vulnerable populations. These services, which include things like case management,
transportation, and interpretation, are not typically reimbursed by third-party payers. Thus,
while CHCs receive federal grants and enhanced Medicaid and Medicare payments, they
often struggle to cover the costs of the care they provide, and must navigate the tension
between maintaining the organization’s finances and pursuing its mission.10

The tension between mission and margin is not unique to CHCs; arguably, it is a moral issue
that must be navigated by the governing board.1® For instance, in the face of mergers and
intense competition for patients, non-profit hospitals also confront the need to reorganize the
way in which they operate in order to remain financially viable while continuing to serve the
needs of their communities.1® In fact, non-profits often prioritize margin over mission when
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forced to compete with nearby for-profits.1” In such cases, non-profits may emulate for-
profits by avoiding low-income areas, opting against offering services that the uninsured use,
and denying access to care for those unable to pay for services.18 Hospital trustees have
occasionally defined their role as ensuring “that the hospital does not stray from its mission
because of economics” while realizing that “if you don’t keep your financial situation
strong, you’re not going to be there to do the job.”18 [P- 116] Similarly, when resources are
limited, some CHCs cut back on mission-oriented services.1®-21 What is unknown, however,
is the extent to which including consumer trustees on the CHC board influences these
organizational decisions, particularly considering that CHC boards are self-perpetuating
(i.e., board members are unelected, typically nominated by CHC staff or other board
members, and appointed by board vote.)

In general, the consumer governance literature is not encouraging. Studies of Canadian
regional boards of health,22 lay health boards in the United Kingdom,23 health maintenance
organizations,242> health systems agencies,28 and community mental health centers in the
United States?” have found consumer governance to be fraught with significant
implementation challenges. Such challenges include dominance by social elites,2” low levels
of consumer participation,8 disparities in working knowledge between consumers and non-
consumers,2® and unanswered questions about the effect of consumer governance on
organizational outcomes.30-33 These difficulties are often compounded by unclear or
overlapping rationales for consumer participation. A variety of potential contributions to be
made from /ay, consumer, or citizen perspectives has been identified,34:3% but these are often
conflated in practice. There are also tensions between providing collective voice for a wider
constituency or community, and more individual-level, consumer-provided input, which are
frequently unresolved.36

Consumer governance may make CHCs more responsive to certain patient demands,3” but
given that the typical CHC patient is likely to be low-income, uninsured, and perhaps poorly
educated, the potential technical expertise gap between consumers and non-consumers may
be wide, especially for finances.38:3% While a commitment to the mission of caring for the
underserved is integral to the CHC model, it is equally important for CHCs to remain
solvent. In this study, we use a qualitative approach to understand how CHC board decision-
making functions to work productively with the tension between mission and margin and
what role consumer trustees play in the process.

We conducted semi-structured telephone interviews with a purposively stratified sample of
30 CHC trustees representing 16 CHCs. To ensure a wide variety of viewpoints, we selected
a mixture of small and large CHCs from urban and rural areas, with size determined relative
to the average CHC patient volume of 9,293. Trustees from CHCs in Alaska, California,
Florida, lllinois, Kentucky, Maine, Maryland, Massachusetts, Michigan, New York,
Oklahoma, South Carolina, Virginia, and Wisconsin participated in the interviews, ensuring
that each of the four geographic U.S. Census regions was represented.
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We also used quantitative descriptive statistics from the Uniform Data System (which
contains information on CHC staffing, services, finances, and patient mix), to stratify CHCs
into one of four categories representing high-performing, low-performing, mission-
dominant, and margin-dominant organizations as shown in Table 1.

Participant recruitment

Once all CHCs were stratified into one of the four groups, we randomly selected CHCs
within each group in an attempt to minimize selection bias and maximize organizational
variation. We contacted the executive directors at selected CHCs by email with an invitation
to identify up to two trustees (one consumer and one non-consumer, if possible) to
participate in the study. We continued this process as needed within each stratum until we
had arranged a sufficient number of trustee interviews (two trustees from each of 14 CHCs,
and one trustee from each of two CHCs). To encourage participation, each respondent
received a $10 gift card. While several CHCs within each stratum did not respond or opted
not to participate, we were not attempting to select a statistically representative sample of
CHC trustees, but rather seeking to uncover a wide variety of viewpoints through qualitative
inquiry.

Data collection

Once a CHC was enrolled in the study, we contacted individual trustees to schedule
interviews. We conducted and digitally recorded telephone interviews, which we kept semi-
structured through the use of an interview guide containing a mixture of open-ended and
fixed-response questions. We developed the specific questions based on our review of the
literature and designed them to complement and contextualize prior quantitative inquiries of
CHC governance. We revised early drafts of the interview guide to arrange questions in a
manner that would help the interview flow smoothly.

Interviews began with simple questions used to help respondents feel comfortable (e.g., How
long have you been on the board of the health center? Are you currently a patient at the
health center?). Next, we asked respondents about the degree of influence the board has vis-
a-vis the executive director on decision-making about service provision and center finances
(e.g., Thinking about the services your health center provides, would you say that the board
or the executive director was more influential in determining which services would be
provided?).

Then we inquired about the role of the health center’s mission in decision-making and
organizational responses to budgetary constraints and adverse conditions (e.g., How much of
a role would you say that the health center’s mission plays in the decisions the board makes
regarding which services to provide? Has your FQHC been faced with budget cutbacks
auring your time on the board? If so, what specific actions did the board take in response to
this pressure?). Finally, we asked respondents about the role played by consumers on the
board (e.g., What, if any, do you think are the advantages and disadvantages to the health
center of having consumers on the board?).

We concluded the interviews by asking about demographic information, which participants
could answer easily in the event of fatigue. In practice, we adhered closely to the interview
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guide, although we allowed question order to evolve and did not ask all participants all
questions. Following each interview, we had the digital audio files professionally
transcribed. The interviews, which averaged 45 minutes in length, generated approximately
23 hours of recorded audio and 363 pages of transcribed data.

Data analysis

Results

We reviewed each transcript at least three times. First, we compared transcripts to the
original audio files and edited them for accuracy. Next, we read the transcripts a second time
to increase familiarity with the data. Finally, we applied a set of start codes to the data using
Atlas.ti, and created additional codes as they emerged from the data.%0 As a validity check, a
research assistant independently coded 20% of the transcripts, which were randomly
selected. We resolved all discrepancies by a consensus process in which we created
additional codes, consolidated codes, and recoded sections of transcripts. Following the
consensus process, we applied these changes uniformly to all transcripts as appropriate.
Then, we used an axial coding process to build a conceptual framework by linking codes
together in meaningful ways to craft a storyline memo that explained the qualitative
results.4!

The interview participants were a diverse group, as shown in Table 2. Their average age was
56 (range 28 — 75), and they possessed varying levels of CHC board experience, with an
average tenure of 6.5 years (range three months to 21 years). The 24 respondents who
indicated that they were consumers reported having been a consumer for an average of 9.7
years (range one to 30 years). Comparing individual respondents’ consumer and board
tenures revealed that six of the 24 (25%) were trustees before becoming consumers. As
demonstrated by prior research, with respect to education and income levels, this sample
appears to be representative of the typical CHC board, although the typical CHC board is not
representative of the typical CHC patient population.*2

Mission-dominant, margin-dominant, and balanced philosophies

Respondents spoke about how their CHC responds to a variety of circumstances and
navigates the tension between mission and margin. They espoused three underlying
philosophies as depicted by the representative quotes shown in Table 3. The first is a
mission-dominant philosophy, wherein service provision takes priority over financial
considerations. For example, several trustees reported that their CHC provides services that
lose money because providing the service is consistent with their mission. By contrast,
several respondents expressed a margin-dominant philosophy, wherein finances are integral
in decision-making and are prioritized over pursuit of the mission. Most often, however,
trustees indicated a balanced philosophy in which mission and margin are equally important
in decision-making. These different approaches align well with the mix of high and low
mission and margin scores represented by the CHCs in our sample.

Applied examples of the three philosophies can be seen in the ways in which CHCs pursue
payment. The Bureau of Primary Health Care permits CHCs to utilize billing and collections
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practices for self-pay patients provided they do not conflict with the mission of serving all
without regard for ability to pay. However, the point at which pursuing payment from
individuals who do not or cannot pay conflicts with the mission is unclear.10

When asked about strategies employed by their CHC to maximize revenue collection,
trustees described various practices. For example, when patients fail to pay their bills, the
margin-dominant philosophy motivates the routine use of a collections agency and, in
extreme cases, leads CHCs to “fire” patients by refusing to provide care to individuals who
can pay but simply choose not to. Conversely, the mission-dominant philosophy considers
using a collection agency contrary to the CHC’s mission, and something to be avoided at all
costs. Finally, the balanced philosophy leads CHCs to target collection efforts in ways that
maximize revenues while minimizing patient financial burden. For example, trustees
stressed the importance of identifying and enrolling Medicaid-eligible patients, and pursuing
payment from Medicaid more doggedly than from uninsured patients.

Different decision-making pathways for service provision and finances

In addition to discussing the role of mission and margin in decision-making, we asked
respondents to discuss the role of the board versus the executive director in organizational
decision-making related to service provision and finances. Their responses suggested two
similar, but distinct, decision-making processes as presented in Table 4. Both processes are
contrary to the role of consumer governance often touted by CHC advocates, who claim that
it makes CHCs more responsive to the community’s needs.

According to respondents, ideas for the provision of new services to address unmet patient
needs most often arise from the CHC staff, rather than the board. Specifically, providers,
through frequent patient contact, are uniquely positioned to observe patient needs, identify
trends, and raise concerns to the chief medical officer and/or executive director. These
individuals then bring the issue to the board, which may vote or ask the administration to
look further into the issue (e.g., identify funding sources, project patient demand for
services, etc.)

Very rarely do new service ideas originate within the board. Despite our expectations, given
the declared aim of consumer governance to bring a consumer perspective to bear on CHC
strategy, only four respondents indicated that the board was more influential than the
executive director and staff in determining CHC service offerings. When trustees do bring
up community needs at a meeting, it has little to do with whether a trustee is a patient, and is
usually the result of something they have observed or overheard, in cases where their
identity is unknown:

But I do, if you’re out playing cards or out to dinner...or whatever, you do hear
things about the clinic because not everybody knows that I’m on the board...You
do hear some things and I think those are important considerations, not that they all
need to be acted on, but they all do need to be considered.

Or they may be approached directly by patients in cases where their identity is
known:
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[P]eople know in the community that I’m on the board and | get told a lot of things
which | take back to the board. Patients that are on the board are going to bring
real, everyday issues as well as community perceptions to the board.

Finally, respondents discussed how patients and community members who are not trustees
also played a variety of roles—some more proactive than others—in making their needs
known. For example, patients may identify their needs by complaining to trustees or CHC
staff, completing surveys, attending community advisory board meetings, and voting with
their feet (i.e., they stop coming to the CHC until their needs are addressed). One respondent
described how pro-active patients can raise their concerns to the staff:

I think the most important person there to make us aware is always the public,
number one. They will from time to time. You don’t have to be a board member to
walk up to the front desk and say, “Why don’t you do this for me?” or “Why aren’t
you doing anything about this?” That happens all the time. We take those issues
that are brought in by the public, that’s the number one source is the public.

When all else fails, patients can make their needs known by voting with their feet:

[We had a] health care provider that was let go and it created a lot of real outrage in
the community. Many people wrote articles to the newspaper concerning this. They
quit going to the center.

As with service provision, most trustees indicated that the executive director and other staff
were more influential than the board in maintaining the CHC’s finances. However, in the
area of finances, there was a greater sense of shared influence between the board and the
administrative staff than was generally portrayed regarding service provision decisions. This
stemmed largely from most boards having a finance committee that reviews the budget and
resolves concerns before information is brought to the full board for a vote.

Several trustees described the finance committee as where the “real work” happens. By the
time the budget or spending request comes before the full board, very little remains
unaddressed. Furthermore, the executive director and chief financial officer typically
participate in finance committee meetings. Thus, key trustees and executive staff are literally
working together on the CHC’s finances. While other committees exist, none seem
specifically geared to evaluating service provision, and none seem to explicitly involve both
key trustees and executive staff in the way the finance committee does, perhaps because no
other area places such explicit and individualized responsibility on trustees and the executive
as finance.

Overall, respondents’ comments make clear that the executive director often has the most
influence in the decision-making process vis-a-vis the board. Further, this influence arises
predominantly from the executive director’s ability to set the agenda and the limited ability
of trustees to alter it, effectively limiting the board’s options before decision-making occurs.

The “secret shopper” role of consumer trustees

Despite describing a rather limited role for the board compared to the executive director in
navigating the tension between mission and margin, respondents frequently discussed the
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importance of having consumers serve on the board. Specifically, respondents were quick to
say that consumer governance was advantageous not because it influences decisions over
which services the CHC will provide, but because it provides the board with important
feedback about the quality of services. Consumer trustees periodically experience the CHC’s
operations directly and this, according to many respondents, provides a mechanism for
ensuring that the CHC is providing patients with high quality care—or at least addressing
problems. One respondent described it as a firsthand, behind-the-scenes process that helps
the patient population as a whole to have a voice:

As a user, you’re just watching the sausage being made. I think that you are the
person that is just-you can give perfect feedback...You are calling up and using the
phone system, you are getting the treatment, and you are meeting the staff, giving
your urine sample or whatever personal things you’re doing. So | think the fact that
I, as a non-professional, you know, I’m not a lawyer, I’m not a doctor, | think it’s
just to be instant feedback to them. | feel like I’m the voice for the clinic users
who... | wouldn’t say have no voice, but who wouldn’t have the opportunity, or
perhaps the courage, or maybe even the words to ever give that kind of feedback...

Another respondent spoke of consumer governance as an informal, information gathering
mechanism:

...[W]hen | am sitting in the waiting room I listen to other patients’ comments and
most of them don’t know that I’m a board member. But | listen to their comments
about the clinic and about how things are working, about their doctor, about the
nurses and what have you. You’d be surprised that there are many good comments.

A third respondent considered consumer trustees to be “secret shoppers,” going into the
CHC undercover to experience things from the patients’ perspective and reporting back to
the board:

[W]e can, in fact be secret shoppers, if you will. We’ve employed that technique
where we’ve had board members go to particular sites that have had some type of
issue and we ask them to test it.

While each perspective suggests a role for consumer trustees in providing first-hand, up-to-
date intelligence on the patient experience, each emphasizes different consumer trustee
contributions. The first respondent characterizes her/his role as one of giving voice to other,
disenfranchised patients; the last sees her/his function in terms of individual consumer
experience of services provided.

The disadvantages of consumer trustees

While most respondents considered consumer trustees beneficial for the reasons discussed
above, about one-third of respondents also expressed concerns with consumer governance.
In particular, they worried that consumer trustees might lack the professional expertise
needed to govern effectively. As one respondent put it:

I would rather like to see a little more than 51% or 60% or 70% of professionally
qualified people to be on the board rather than the other way around as it is now.
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That’s my preference for the simple reason, people who are technically capable
should be on the board....

Another respondent agreed that boards should be filled by those who can effectively govern
the CHC, rather than including someone just because they are a patient:

I don’t think that [whether or not someone is a consumer] should be the key factor
in placing a person on the board. | mean, just to meet the 51% I don’t think
someone should be brought on just because they are a patient. | think they should
have other qualities that would contribute to the well-being of the company.

Others discussed the difficulty in balancing the need for patient representation and the need
for professional expertise on the board, given that the typical CHC patient lacks the
background sought by most boards:

The only challenge that I think that requirement presents to you is that...these
health clinics are not simple operations. These health clinics, you need diligent
members on the board, and not to say that low-income people and patients cannot
be diligent...They can be some of the smartest people in the world, but they...they
just happen...not to have a lot of money...[N]Jow you’re really lucky if you can
have a patient base where you can pull from that patient base some other additional
professional and other kind of expertise that the board needs. You’re fortunate if
you can do that....[T]he only challenge with it is that sometimes, you know, if your
patient base doesn’t have the additional skills and expertise that you need on your
board, it presents a challenge and, we struggle with that...

Another occasionally discussed disadvantage was the lack of objectivity in decision-making
that occurs because consumer trustees are sometimes conflicted by having to decide between
what is best for the CHC and what is best for them, personally, as patients. This was
discussed most often in the context of decisions about terminating specific health care
providers or eliminating specific services:

[W]e had a situation where there was a dispute between one of the doctors who had
been with us since forever, since the center was open. It was a feud between that
doctor and the current CEO and...most of the sentiment was that the doctor was the
one that needs to go. Well, one of the board members was a patient of that doctor
and she loved her doctor so her stance was less about what we thought was in the
best interest of the center and more about, “I don’t want you guys to push out my
doctor.”... That was an example of having a user on the board that was, in my mind,
a detriment.

Discussion

The qualitative interview data summarized here indicate that CHCs navigate the tension
between mission and margin using three different philosophical approaches, to guide two
different decision-making pathways, differentially influenced by consumer trustees. Of the
three philosophies, most CHCs appear to be navigating the tension between mission and
margin with some success using a balanced approach that gives roughly equal weight to both
factors. In contrast, the mission-dominant and margin-dominant approaches represent
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opposite extremes, both of which are potentially harmful. While mutual exclusivity of
mission and margin is seldom straightforward, focusing exclusively on mission would
permit CHC finances to deteriorate, while focusing exclusively on finances may lead to key
parts of the CHC mission being ignored and may cost the CHC its grant funding. However,
we were unable to ascertain whether CHCs using a mission-dominant or margin-dominant
approach were more or less successful over the long term than their more balanced peers.

Consumer governance—even where consumers are in the majority—is not synonymous with
consumers having decision-making ability in practice.294344 |t appears that the executive
director and other senior staff—including physicians—are more influential than the board
with regard to identifying community needs and making decisions about CHC service
offerings. Most boards described a reactive rather than a proactive approach to governance.
According to respondents, the community’s needs are most often identified by clinicians and
reported to the executive director. Because the identification of needs originates this way;, it
typically motivates the executive director to push for new services, which are presented to
the board for their approval. Since the board receives most of its information via the
executive director, the executive director can set the agenda and effectively circumvent the
board’s authority. Consequently, it appears that the CHC (v/a the board) may be responsive
to the community’s needs only if the executive director and staff are responsive to the
community’s needs. This type of scenario was less commonly described with regards to
financial decisions, where key staff and members of the board’s finance committee tended to
work together more closely.

Several studies of CHCs have found support for a negative relationship between mission and
margin,?1:45-47 and the results of this study provide evidence in support of prior findings that
CHCs may occasionally respond to financial pressures and capacity constraints in ways that
seem antithetical to their mission, such as aggressively pursuing payment or even turning
patients away.*8-50 Respondents did not indicate that this was common, but rather suggested
that it was unavoidable when the alternative, absent a course correction, is a long-term
reduction in the capacity to fulfill the mission, or even closure.

With the board seeming less influential and/or beneficial in the CHC decision-making
process for services and finances, most respondents still hold a favorable view of consumer
governance. However, respondents view the role of consumer trustees not as identifying the
community’s needs, but as a valuable way for the board to obtain information on the patient
experience and the quality of care at the CHC. These results strongly reinforce prior findings
that consumer trustees are valued more for their role in providing patient feedback than for
their role as representatives of the community.>!

Yet, the dual role of the CHC board, with its responsibilities for both determining service
provision strategy and effective corporate governance of the organization, meant that some
participants expressed strong doubts over the merit of the current arrangements and
expectations regarding board composition. While some members may both fulfill the
criterion of being a consumer and provide the range of professional skills and personal
competences required to engage in the complex task of overseeing a healthcare organization,
these were seen as the exception. Almost by definition, the CHCs’ consumers are unlikely to
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be professionally qualified in fields that are important to effective governance such as law
and accounting. Furthermore, the complicated personal circumstances of many consumer
trustees mean that they cannot always reliably fulfill their responsibilities to their boards,
creating major problems for effective management. This finding, and the challenges
described by interviewees in seeking to fill the remaining 49% of board seats with
professional occupants, or find consumers with sought-after skill sets, suggests that CHCs
can find it difficult to address their “margin” (and other areas of corporate governance) given
current requirements—though the responses also suggest some of the creative ways in which
they overcome this challenge. These inherent difficulties may well explain why prior work
finds that consumer trustees are often not descriptively representative of the typical CHC
patient.42

Perhaps more surprisingly, however, the findings also suggest considerable challenges in the
role of consumer trustees in ensuring strategic influence for those served by CHCs.
Consumer trustees are seen by many participants as being too particular in their perspectives
and interests, and therefore unable to provide the breadth of insights about the needs and
views of a wider constituency. Indeed, respondents suggest that health care providers are
better able to access, account for, and synthesize the views of the community than consumer
trustees, who may be able to offer specific insights into experiences of care provision, but
cannot speak for the wider patient body. This points to ambiguities in the idea of “consumer
governance,” and in the role of the “consumer trustee.”

In particular, it parallels findings from other contexts on the breadth of expectations that is
placed upon the figure of the “consumer,” whose position in the health care system is seen to
offer a wide variety of insights and perspectives.22:35:52 Martin discusses how participants in
public forums in the United Kingdom (UK) are expected to be both ordinary—i.e., typical
individuals who embody the needs and concerns of the so-called average patient—and
extraordinary in their ability to access, understand and articulate the views of a large,
heterogeneous wider public.52 A similar burden of roles is placed upon the consumer trustee
position, but evident from our findings is that it is very difficult to find individuals who can
play such diverse roles adequately. This appears to occur primarily because most consumer
trustees are not representative of the typical consumer, while those few who are more
representative are not trained adequately to be effective in their role vis-a-vis more
sophisticated trustees. Providing feedback on personal experiences of care, and also voicing
the collective concerns of the wider public served, are not necessarily mutually exclusive
roles, but our data show that they can be antagonistic, and it certainly requires an exceptional
—rather than an ordinary—consumer trustee to reconcile them.

Once the need for professional knowledge is added into the desirable skill set for the
consumer trustee, the difficulties of filling board seats with those who can truly achieve the
manifest aim of majority consumer governance—strategic influence and popular control of
CHCs, per Congress’s mandate—become clear. The result, in most of these CHCs, is a
governance model which is rather different in practice, with consumer trustees prized for
their individual experience but not their representative role, which, ironically, is seen by
some interviewees as better fulfilled by the professional staff on account of their regular
contacts with patients. This assumes—perhaps problematically—that a form of
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“representation by proxy,” built on interpersonal contact rather than shared interests, is an
adequate means of representing consumer interests. The fact that it is seen as less
problematic than representation through consumers, however, is indicative of the way in
which the multiple demands on the consumer trustee may undermine their representative
function.

There are important implications from this study for exercises in consumer participation in
other contexts. In the UK, for example, a recent innovation is foundation hospital trusts,
which are intended to reduce government control of health care services and foster
ownership by local communities.>3 One of the key means of achieving this is a board of
governors including patient representatives, who are intended to hold directors to account
and ensure local influence on strategy and operations. Our study, however, highlights the
challenges of realizing such an aim by pluralizing the functions of a board, which must also
contend with other concerns—including those, such as margin, that can become dominant.
Indeed, some critics in the UK have suggested that “limited powers, upward accountabilities
and legislative locks on assets and services present serious obstacles to any notion of
community ownership” of foundation hospitals trusts.>* [p.365] Consequently, it is argued, a
better way for them to achieve influence is to disregard their representative function and
instead to draw on their personal motivations to seek to instill “public interest values within
the organizational conscience of [foundation trusts], and of holding managers, executives
and clinicians to account against substantive social values and wider regulatory aims.”>* [p.
366] As with our study of CHCs, this implies a neglect of the manifest function of consumer
governance in favor of a rather different latent role—but as with CHCs, it is one that
consumer trustees may be better placed to serve, and which is still founded in a commitment
to the public good.

We must acknowledge some limitations of this study. First, selection bias is possible, as non-
participants may have answered questions differently than participants did. This may have
occurred at both the CHC level and the trustee level. The first instance would occur if CHCs
where the executive director agreed to participate were significantly different from CHCs
that did not participate. The second instance would occur if the trustees identified for
participation by the executive director differed significantly from the trustees not identified
for participation. A purposively stratified random sample was used to minimize potential
selection bias. However, future research should consider using in-depth case studies to
ensure that the views of all trustees are proportionately represented.

Second, social acceptability bias is possible, as respondents may have given what they
perceived to be the right answer about the advantages of consumer governance, while
minimizing discussion of the disadvantages. This seems especially likely in cases where
participants were unable (or unwilling) to mention any disadvantages of consumer
governance. Fortunately, enough participants shared what they perceived to be the
disadvantages of the requirement to allow some inferences to be made in this regard. Finally,
because interviews were conducted over the telephone, the use of non-verbal cues was
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limited, which might make the data less robust. Future research should consider the use of
in-person interviews to the extent that available resources permit.

While consumer governance is a hallmark of the CHC model and is often touted by
advocates of the program, our results suggest that the executive director typically has more
influence than the board on decision-making, particularly about services and finances that
help the CHC to pursue its mission while maintaining its margin. This does not mean that
CHC boards are unimportant or that consumer trustees do not play a valuable role. It is clear
from this study that there are both significant advantages and significant disadvantages to the
requirement that CHCs be governed by a consumer majority. What is not entirely clear is the
extent to which these advantages and disadvantages are present across all CHCs, or the
extent to which one set outweighs the other within any given CHC. In fact, it is quite
possible that a CHC’s ability to survive, and even thrive, is determined—at least in part—by
how well its board is able to balance the advantages and disadvantages that are an inherent
aspect of consumer governance. To contribute more to our understanding of CHC decision-
making in the context of the tension between mission and margin, future work should seek
to evaluate the characteristics of executive directors at high and low-performing CHCs.
More research is also needed to examine the variety of latent functions served by consumer
trustees in addition to, or instead of, the manifest aim of consumer governance.
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Table 1
Stratification of CHCs for Interview Sampling
Mission
High Low
High . High-Performing CHCs . Margin-Dominant CHCs
a. Above average provision of: a. Below average provision of:
i Enabling services i Enabling services
ii. Uncompensated care ii. Uncompensated care
b. Above average for: b. Above average for:
i Operating margin i Operating margin
ii. % of non-grant ii. % of non-grant
revenue revenue
iii. Cost per medical iii. Cost per medical
encounter encounter
Margin
Low . Mission-Dominant CHCs . Low-Performing CHCs
a. Above average provision of: a. Below average provision of:
i Enabling services i Enabling services
ii. Uncompensated care ii. Uncompensated care
b. Below average for: b. Below average for:
i Operating margin i Operating margin
i % of non-grant ii. % of non-grant
revenue revenue
iii. Cost per medical iii. Cost per medical
encounter encounter
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Summary Statistics of Interview Sample (N = 30)

Variable n (%)
Gender
Male 12 400
Female 18  60.0
Race
White 16 533
Black 12 400
Other 2 6.7
Education
Doctorate 6 200
Masters 5 167
Bachelors 12 40.0
Some College 6 203
High School 1 3.3
Household Income
> $80,000 17 56.6
$60-80,000 2 6.7
$40-60,000 6 200
$25-40,000 3 100
< $25,000 2 6.7
Consumer Status
Patient 24 80.0
Non-patient 6 200
Position on Board
Chair 6 200
Vice-chair 3 100
Secretary 7 233
Treasurer 1 3.3
Member 13 434
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Mission Dominant

Margin Dominant

Balanced Approach

“There’s a lot of cancer in this particular area. We have
been successful in getting a new digital mammography
machine, and so we’ve been doing outreach and letting
people know that we are going to do mammograms for
a minimal fee. They were $25, which is a loss, but it’s
worth it to get these patients in to take it. The very first
one we did had cancer, so we felt like that was
worthwhile....Flu shots are another thing. This year we
had to take a loss in flu shots, but its better in the long
run to do these things as a service to the public.”

“l don’t believe anything has ever been sent to
collections, ever. That’s not who we are.”

“I don’t think we have ever approved
anything knowing it was going to lose
money to start with. | don’t recall any
incidents like that, that we would ever
approve anything that was going to put
us in the red from the beginning.”

“We typically bill patients. Some of the
bills are sent to collections every month.
We review the total amount of bills every
month that need to be sent to
collections.”

“Oh yeah, | mean we aren’t in the
business to make money so-to-speak,
we’re in the business to provide the
best patient care that we can, but we
have to remain financially stable or we
would be unable to accomplish our
mission. We don’t look to make money
on each and every segment of the
services that we provide.”
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Different Pathways for Community Health Center Decision-Making

Dominant Influence

Service Decisions

Financial Decisions

Governing Board

“I think the board is [more influential] because our
executive director...generally runs any kind of
auxiliary services through us before she
implements them.”

No examples given.

Executive Director

“Actually, the staff initiates that. As the doctors
providing the services here, when they see patients
they realize what we need here to better serve the
patients that they’re seeing....With that in mind,
they began to target this, then that brought
discussion with the CEO. The CEO then brings that
discussion to the board. Then the board, we talk
about it and then we assign committees to get a
report if that is necessary. Then that committee will
come back to us...with their report. Then we make
a conclusion of what we should do...and then we
make that recommendation to the CEO who then
makes the final decision.”

“| think the senior team and the individual clinics
director are more involved in those decisions
because they’re in a much better position to
understand the needs of the different
communities... The clinic directors really know,
you know, do we need Saturday hours, do we need
a late night, do we need childcare at this location...
Obviously, it has significant financial implications
that go through our financial committee and ends
up being considered at that level, but overall |
would say that’s more of an operation decision for
the senior management team...\We aren’t
necessarily the initiators.”

“Definitely the CEO would be a bigger influence on the
finances. Obviously, the board members are all volunteer
members and we meet once a month. We have a full-time CEO
and he hired a CFO. Actually, I’m on the finance committee so
what we’ll do is we also meet once a month, typically the day
before our full board meeting. After the finance meeting the
members of the finance committee will hear reports as to what
the previous month’s revenues and expense were. If there are
any big items we need to talk about or if management has a
suggestion that we move money from one CD to another or
getting through the issues of us doing some expansion. The
question may be, all right, the board has already approved us
doing this expansion and now the CFO has put together a
couple of options, we can borrow all the money, we can put up
some of our money here, we can do this and that, so that’s
pretty much how that’s presented to us. As far as actually
maintaining the finances, that’s certainly something that
management does and really kind of reports back to the board,
this is the current state of things and obviously answer
questions if we raised them or something doesn’t sound right.
That’s pretty much how we’ve operated.”

Shared

No examples given.

“I think it’s pretty equal. | think our finance committee people
are real dedicated and real on top of it. One of the members of
the finance committee is a doctor who has been on the board
from the very beginning and he’s very conscientious... We’re
exceptionally financially healthy now and have been for a few
years. | would say that the major credit for that is due to the
CEO, but I do think our finance committee is very active and
attentive and on top of it.”
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