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Abstract

To make them more responsive to their community’s needs, federally qualified health centers 

(FQHCs) are required to have a governing board comprised of at least 51% consumers. However, 

the extent to which consumer board members actually resemble the typical FQHC patient has not 

been assessed, which according to the political science literature on representation may influence 

the board’s ability to represent the community. This mixed-methods study uses four years of data 

from the Health Resources and Services Administration, combined with Uniform Data System, 

Bureau of Labor Statistics, and Area Resource File data to describe and identify factors associated 

with the composition of FQHC governing boards. Board members are classified into one of three 

groups: non-consumers, non-representative consumers (who do not resemble the typical FQHC 

patient), and representative consumers (who resemble the typical FQHC patient). The analysis 

finds that a minority of board members are representative consumers, and telephone interviews 

with a stratified random sample of 30 FQHC board members confirmed the existence of 

significant socioeconomic gaps between consumer board members and FQHC patients. This may 

make FQHCs less responsive to the needs of the predominantly low-income communities they 

serve.

Introduction

Federally qualified health centers (FQHCs) are primary care clinics first established in 1965 

as part of President Lyndon Johnson’s War on Poverty. Located in underserved areas, they 

maintain an “open door” policy, providing care regardless of an individual’s ability to pay. 

Consequently, they serve a disproportionate share of uninsured individuals and Medicaid 

beneficiaries. Despite the challenges inherent in serving such vulnerable populations, 

FQHCs’ success in providing access to high quality, cost-effective health care is well 

documented (Proser 2005). Recognizing this, Congress made a significant investment in 

FQHCs, permanently authorizing the program and dedicating $11 billion in a new FQHC 

Trust Fund as part of the Affordable Care Act (Hall 2011).

A defining characteristic of FQHCs is their consumer governance mandate, which requires 

that at least 51% of the governing board must consist of consumers (i.e., patients) of the 

center. Furthermore, the board as a whole is required to “represent the individuals being 

served by the center” (Section 330 of the Public Health Service Act, 42 U.S.C. §254b). 
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According to the Health Resources and Services Administration (HRSA), which administers 

the FQHC program:

“Since the intent is for consumer board members to give substantive input into the 

health center’s strategic direction and policy, these members should utilize the 

health center as their principal source of primary health care…[Additionally,] the 

board should be comprised of members with a broad range of skills and expertise. 

Finance, legal affairs, business, health, managed care, social services, labor 

relations and government are some examples of the areas of expertise needed by the 

board to fulfill its responsibilities (Bureau of Primary Health Care 1998a: 22).”

The requirement for FQHCs to have consumer-majority governing boards originated from 

the participatory democracy of the Civil Rights Movement, and a strong sentiment of 

“antiprofessionalism” that sought to empower the poor (Boone, 1972). More recently, 

consumer governance has been heralded as a way to make FQHCs more responsive to their 

community’s needs by giving a representative voice to a group of patients who are otherwise 

frequently under-represented (Phillips, 1998). In this view, the extent to which 

representatives share salient characteristics with those whom they represent (descriptive 

representation), is positively associated with the extent to which a representative advocates 

for the interests of those whom they represent (substantive representation) (Pitkin, 1967). 

Indeed, the positive relationship between descriptive and substantive representation has been 

well-established (Scherer and Curry 2010; Preuhs 2007; Wangnerud 2009; Herrick 2009). 

Descriptive representation may especially improve substantive representation of the interests 

of disenfranchised and under-represented groups in cases where disadvantaged groups are 

distrusting of those in power and where the views of the disadvantaged groups are not well 

known to persons outside of the group (Mansbridge, 1999; Dovi, 2003).

However, no formal process is mandated for the identification and selection of consumer 

board members, and little is known about who actually governs these increasingly important 

health care organizations (Hollister, 1974; Morone, 1998; Peterson, 1970). Prior studies have 

found consumer governance to be fraught with implementation challenges, including 

dominance by social elites (Robins and Blackburn 1974), low levels of consumer 

participation (Windle et al. 1974), and disparities in working knowledge between consumers 

and non-consumers (Paap 1978). More recent evidence suggests that FQHC board chairs 

and executive directors may undermine the intent of the consumer governance requirement 

by identifying potential board members for their expertise and encouraging them to become 

consumers (Bracken 2007).

Despite the challenges inherent in achieving descriptive representation (Chesney, 1982; 

Cross, 2002; Lipsky & Lounds, 1976) and the fact that disadvantaged groups lack the 

resources necessary to participate directly or engage their representatives to act on their 

behalf (Berinsky, 2002; Verba, Schlozman, and Brady, 1995), calls for direct citizen 

participation in health care persist (Morone & Kilbreth, 2003). Further complicating matters 

is the issue that, while consumer governance may make organizations more responsive to 

patient demands, the potential “technical expertise gap” between consumers and non-

consumers may have important implications for organizational performance (LeRoux, 

2009). FQHC governing boards are simultaneously required to have a consumer majority 
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and the technical and professional expertise required for effective governance. Given a 

limited number of board seats, striking this balance may prove a challenge. As Gaventa 

(1998) writes, “Mandates for participation from ‘above’ must be linked with pre-existing 

capacities for participation ‘from below’.” The typical low-income, poorly educated FQHC 

consumer may be best able to identify the community’s needs, but is unlikely to possess the 

technical and/or professional skills required for the complex task of FQHC governance.

In the current study, I use mixed methods to describe the composition of FQHC governing 

boards, assess the extent to which consumer board members are socioeconomically 

representative of the FQHC patient population, and identify factors that predict variation in 

the consumer composition of FQHC governing boards. As FQHCs stand poised to play an 

even larger role in a reformed health care system, answering the decades-old question of 

who truly governs FQHCs is an important first step to better understanding the function of 

these important safety-net providers. This study also speaks to one potential role of 

consumers as “team members” in a modern health care system seeking to provide patient-

centered care (Martin and Finn 2011), improve the cultural competence of health care 

organizations (Blustein et al. 2011), and allay concerns about government control of 

decision-making (Hsiao et al. 2011).

Study Data and Methods

Data on FQHC board members, including consumer status and occupation, are reported in 

Exhibit D of FQHC grant applications, which are filed annually with HRSA. These data for 

years 2003 – 2006 were obtained from HRSA in hard copy after filing a request under the 

Freedom of Information Act (FOIA). A second request was filed to obtain a more complete 

set of records. Using a high-volume scanner, in conjunction with specialized Able2Extract 
data extraction software (Investintech 2011), documents were converted into an electronic 

format and merged with FQHC-level data from HRSA’s Uniform Data System (UDS) and 

community-level data from the Area Resource File (ARF) for subsequent analysis in Stata 
10 (StataCorp 2007).

Using the UDS data, some FQHCs were excluded from this study using a set of criteria 

designed to limit the analysis to fully operational, federally-funded FQHCs. At a minimum, 

such centers should have at least one full-time medical provider, at least one full-time 

administrative staff person, and at least 5,000 annual patient encounters (Wells et al. 2009). 

FQHCs not meeting these criteria were excluded. Additionally, FQHCs consist not only of 

community health centers (CHCs), but also include grantees of the migrant health, health 

care for the homeless, public housing, and school-based health center programs. These 

entities are eligible for a waiver of the consumer governance requirement if, and only if, they 

do not also receive funding from the CHC program (Bureau of Primary Health Care 1998b). 

Therefore, to ensure that all FQHCs in the sample were subject to the consumer governance 

requirement, non-CHC grantees were omitted from the sample. Finally, 164 FQHCs located 

in U.S. commonwealths and territories were excluded, because of the likelihood that these 

centers are substantively different from FQHCs located in the 50 United States or the 

District of Columbia.
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Using these criteria, 615 FQHC-Year observations were excluded from the study. This left a 

starting sample of 3,143 FQHC-Years representing 824 unique FQHCs during the four years 

of the study. However, as shown in Table 1, the sample was limited to the 71.4% of total 

FQHC-Year observations in the UDS data for which corresponding grant application data 

were made available via the FOIA request.

Because FQHCs for which data are available may differ from FQHCs for which data are 

unavailable, a binary variable was created to indicate observations with missing FQHC grant 

data. A logistic regression of this variable on a set of variables available in the UDS for all 

3,143 FQHCs in the sample indicated that FQHCs with and without missing data did not 

differ with respect to location, caseload, patient demographics, acuity, or payer mix.

On the grant applications, board member consumer status was recorded as a dichotomous 

variable, while board member occupation was reported in a free-response format. To 

standardize responses, the occupation data were coded to conform to Standard Occupational 

Classification (SOC) Codes used by the U.S. Bureau of Labor Statistics (BLS) (aU.S. 

Bureau of Labor Statistics 2010a). These codes uniquely identify occupations and allow 

them to be linked to data on average annual income, which are also available from the BLS 

(bU.S. Bureau of Labor Statistics 2010b). A table indicating how SOC codes were applied to 

the board member occupation data is available as an appendix.

After board members were assigned an SOC code, their occupations were dichotomized by 

income. Occupations with a mean annual income greater than 200% of the federal poverty 

level for a family of four in 2009 ($44,100) were considered high status, while occupations 

with incomes below this level were considered low status. This cutoff was selected to 

correspond with the socioeconomic status of the majority (>90%) of FQHC patients. An 

exception was made for social workers, whose average income would assign them to the low 

status category, because their field requires extensive training beyond college. In this way, 

based on their self-reported occupation and BLS data, each board member was assigned to a 

high or low status occupation. Then, because a low status board member is more 

descriptively representative of the typical FQHC patient than is a high status board member, 

the dichotomous consumer variable reported on FQHC grant applications was recoded 

categorically to include non-consumers, representative consumers, and non-representative 

consumers as shown in Figure 1.

There were 293 cases where occupation was missing as well as 27 cases where occupation 

could not be clearly coded using the SOC codes. All of these cases (N = 320) were coded 

using an imputed value of “other” and treated as a low status occupation. This was done to 

code conservatively, making it more likely to assign someone of high socioeconomic status 

to a low status SOC than to assign someone of low socioeconomic status to a high status 

SOC. This is more likely to overestimate rather than underestimate the proportion of 

representative consumers, ensuring that results may be biased towards the null, but not 

overstated.

After examining the descriptive statistics to better understand board composition, a pair of 

ordinary least squares regression models were estimated to predict board composition as a 
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function of various FQHC and community-level factors. The first model predicted the 

proportion of representative consumers on the board, while the second model predicted the 

proportion of non-representative consumers on the board. Both models were estimated using 

FQHC-level clustered standard errors to account for repeated observations of FQHCs over 

time. While a model with FQHC fixed effects would be ideal, these data represent a short 

panel with more variation in board composition between FQHCs than within FQHCs over 

time.

In addition to the quantitative analysis described above, semi-structured telephone 

interviews were conducted with 30 FQHC board members to assess their perception of the 

degree of descriptive representation on the board and provide additional context for 

interpreting the quantitative results. Using UDS data, all FQHCs were stratified into one of 

four cells representing all possible combinations of service provision (high vs. low) and 

financial performance (high vs. low). Using a random number generator, an FQHC was 

selected within each cell, and the CEO was contacted by email and asked to identify two 

board members (one consumer and one non-consumer, if possible) for interviews. If an 

FQHC declined to participate, it was replaced and another FQHC was randomly selected and 

contacted. A balance of census regions, urban and rural locations, and large and small 

FQHCs (cutoff of 9,293 users) was sought over time as respondents agreed to participate. 

Once a quota had been filled, a randomly selected FQHC that would exceed the quota was 

replaced and another FQHC was randomly selected. This process was continued as needed 

within each cell until enough FQHCs willing to participate in the study were identified.

Once an FQHC had agreed to participate in the study, the board members were contacted by 

email and/or telephone to schedule a mutually convenient time for the interviews. Telephone 

interviews were conducted and digitally recorded, and were kept semi-structured through the 

use of an interview guide containing a mixture of open-ended and fixed-response questions 

about the extent of consumer governance, its advantages and disadvantages, and the FQHC’s 

decision-making process. In practice, the interview guide was closely followed, although the 

question order was sometimes altered as the interview evolved and not all participants were 

asked all questions. The interviews generated approximately 23 hours of recorded audio and 

363 pages of transcribed data.

All transcripts were reviewed once for accuracy and compared against the original audio file 

if necessary. Transcripts were reviewed a second time for substance, to increase familiarity 

with the interview content and better understand the data. In a third review, start codes were 

applied to the data using Atlas.ti (2009), with additional codes being created as dictated by 

the data. A 20% sample was independently coded by a research assistant as a validity check, 

with discrepancies resolved by consensus. Then, using Atlas.ti, the codes were linked to one 

another in an axial coding process to build a conceptual framework.

Study Results

The mean descriptive statistics for the sample are shown in Table 2, with selected variables 

broken out by year in Table 3. During the study period, the average FQHC board had 

between 12 and 13 members. Using the four years of data to categorize board members 
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revealed that 30.9% of board members were non-consumers, while 69.1% were consumers. 

However, slightly more than 60% of self-reported consumers also self-identified high status 

occupations. As a result, 42.6% of board members are classified as non-representative 

consumers (whose socioeconomic status does not resemble the typical FQHC patient), while 

only 26.5% of board members are classified as representative consumers (whose 

socioeconomic status resembles the typical FQHC patient). By comparison, at least 66% of 

FQHC patients meet the criteria used to identify representative consumers, with income 

level unknown for an additional 27% of patients.

However, there is variation in the composition of governing boards between FQHCs. The 

distribution of FQHCs by the proportion of representative and non-representative consumers 

on the board is shown in Figure 2. While representative consumers are in the minority on 

nearly 92% of FQHC boards, a small number of FQHCs do have representative consumer 

majorities. Similarly, non-representative consumers are in the minority on 68% of FQHC 

boards. Together, it is evident that although some FQHCs meet the consumer governance 

requirement entirely with representative or non-representative consumers, most boards 

employ a mix of the two. The trend data in Table 3 suggest, however, that the consumer 

board member population is slowly becoming less representative over time.

Overall, the regression models explained 10% of the variation in the proportion of 

representative consumers on the board and 25% of the variation in the proportion of non-

representative consumers on the board. While FQHC size (caseload) was not significantly 

associated with board composition, board size itself was an important factor. Each additional 

board member is associated with a decrease of nearly 0.6 percentage points in the 

composition of non-representative consumers on the board, but is not associated with the 

proportion of representative consumers. Staff composition was also important. Each 10 

percentage point increase in the proportion of staff comprised of physicians is associated 

with a decrease of 4.9 percentage points in the proportion of representative consumers and 

an increase of 5.6 percentage points in the proportion of non-representative consumers on 

the board.

Location is one of the most important determinants of FQHC board composition. FQHCs in 

urban locations have nearly 3 percentage points fewer non-representative consumers on the 

board, though urbanicity is not associated with the proportion of representative consumers. 

Additionally, compared to FQHCs in the northeast, FQHCs in the south and west census 

regions have a lower proportion of non-representative consumers and a higher proportion of 

representative consumers on the board. Perhaps also related to location, FQHCs with a 

migrant health center grant have, on average, 8.6 percentage points fewer non-representative 

consumers and 6.4 percentage points more representative consumers on the board.

Case-mix by gender, poverty level, and race were not significant predictors of board 

composition. However, insurance status was an important predictor of the proportion of non-

representative consumers on the board. FQHCs with a greater proportion of uninsured 

and/or Medicaid patients tended to have lower proportions of non-representative consumers, 

while FQHCs with a greater proportion of Medicare patients tended to have higher 

proportions of non-representative consumers. Insurance status did not affect the proportion 
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of descriptive consumers. The year variables indicate that the proportion of non-

representative consumers on the board increased by more than 3 percentage points between 

2003 and 2006. Conversely, while there was a decreasing trend in the proportion of 

representative consumers, it was not statistically significant. None of the community-level 

population demographics were statistically significant in either model, however each 

additional nonprofit per 100,000 population is associated with an 0.21 percentage point 

increase in the proportion of non-representative consumers on the board.

The composition of FQHC governing boards identified in the quantitative analysis was 

generally confirmed by the qualitative interviews. All four U.S. Census regions were 

represented, with board members from FQHCs in Alaska, California, Florida, Illinois, 

Kentucky, Maine, Maryland, Massachusetts, Michigan, New York, Oklahoma, South 

Carolina, Virginia, and Wisconsin participating in the interviews. The respondents consisted 

of 12 men and 18 women ranging in age from 28 to 75, with a mean age of 56 years. The 

majority were white (n=16) or black (n=12). Six of the respondents were board chair, three 

were vice chair, seven were secretary, one was treasurer, and the remaining thirteen did not 

hold office.

The interview respondents themselves were not descriptively representative of the typical 

FQHC patient. Participants were highly educated, with 29 of the 30 completing at least some 

college, and 11 possessing graduate degrees. They were also generally high-income. Nearly 

60% of respondents reported an annual household income greater than $80,000, while only 

five individuals reported an annual household income below $40,000.

Most respondents (80%) identified as FQHC patients. However, two of these patients 

indicated that they did not consider the FQHC to be their usual source of care, and three 

additional patients reported using dental services only. In essence, 19 board members (63%) 

were consumers who considered the FQHC to be their usual source of primary care, while 

11 board members (37%) were either not consumers or consumers who did not meet 

HRSA’s definition of a consumer. A comparison of consumer and board member tenure 

revealed that 25% of the self-identified consumers interviewed had joined the board prior to 

becoming a patient.

When asked to assess the level of representativeness on their board, there was near-universal 

recognition of a socioeconomic gap between the board and the patients. Most common were 

responses like this one from a board member at an FQHC in New York City, expressing that 

the board members are not representative of the patients served in a number of ways:

“Basically, most of our board is full time working professionals who have private 

health insurance and who use various private sources of care. Our patients for the 

most part are low income people of color who live in inner-city 

neighborhoods….On our board, there’s a big class, race, socioeconomic, 

educational gulf between people like myself and most of the patients…I’m not 

really a patient the way the community health center governance requirements were 

set up. Now, not everybody has to be a patient, you want to have some people like 

me, but there should be more patient-patients, patients with a capital P as opposed 

to patients in quotation marks…”
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Similarly representative responses came from a board member at an FQHC in Baltimore and 

a board member at an FQHC in rural Michigan who stressed differences in income and 

education between the board and patients:

“I think that we’re probably not quite as representative because our board is pretty 

well educated even though we’re lower to middle income. We’re probably on a 

little better heel than most of the clients that we see…I suspect that most of our 

client base is from the lower economic strata and I think our trustee-based clients is 

probably middle-income, moderate-income.”

“I think the new breed in particular tends to be a socioeconomic cut or cuts above 

the typical patient…You have to understand a financial statement or a legal 

document. You need to have a little education.”

A few respondents, like this one from an FQHC in rural Alaska, described their boards as 

being at least somewhat representative of the patients served, but still noted a socioeconomic 

divide:

“I think we’re relatively representative. The one thing that perhaps we may not be 

is that…most of those of us on the board are in an upper income bracket for the 

area…Many of the people on the other end of our sliding scale are up here in 

subsistence lifestyles and/or seasonal workers, sometimes unemployed…We’re not 

exactly representative of the lower end of the scale.”

While some respondents indicated that their board did a good job of representing the racial, 

gender, and geographic diversity of their patients, none of the respondents indicated that 

their board was very representative of the patients served, primarily citing substantial 

socioeconomic differences between the patients and the board members.

Discussion

Despite the requirement that a majority of board members must be consumers, the results of 

this study suggest that descriptive representation is lacking on most FQHC governing 

boards. While nearly two-thirds of board members are consumers, only about one-fourth are 

representative of typical FQHC patients. What is more, the method used to categorize 

consumer board members is likely to have overestimated the degree of descriptive 

representation. It is reasonable to assume that the true proportion of representative consumer 

board members may be closer to one-in-five. By contrast, the majority of consumer board 

members are not representative. While the board members in this group do report being 

FQHC patients, they also belong to a high status group that includes physicians, lawyers, 

and other professionals.

The predictive modeling suggests that FQHCs in urban areas of the northeast United States 

tend to have lower levels of consumer governance overall, especially as board size increases. 

Among consumers, certain factors seem to be associated with the representative/non-

representative mix on the board. For example, the positive association of both Medicare 

case-mix and physicians as percentage of staff with non-representative consumer board 

members suggests that perhaps older, retired professionals and physicians themselves may 
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be the ones serving on the board. The lack of an association between aggregate patient and 

community demographics and board composition suggests that board member selection is 

highly targeted and is not limited in any way by the pool of potential board members 

available to choose from. And, importantly, the regression models confirm that boards are 

becoming less descriptively representative over time.

Data from qualitative interviews confirm the lack of descriptive representation and suggest 

that it is driven more by socioeconomic gaps than by differences in race, gender, or 

geographic residence. They also indicate that self-reported consumer status may be less than 

ideal in other important ways, as some self-reported consumers did not consider the FQHC 

their usual source of care, did not utilize the FQHC for primary care, or did not become a 

consumer until after first joining the board. All of these characteristics suggest a lack of 

shared experiences between consumer board members and the typical FQHC patient that 

stands to make them less descriptively representative (Dovi 2003; Mansbridge 1999). This 

may have important implications for how well FQHCs are able to relate and respond to the 

needs of the communities they serve.

These findings are consistent with the well documented struggles to achieve descriptive 

representation in the early days of the health center program (Hochbaum 1969; Hollister 

1974; Hollister et al. 1974; Paap 1978; Paap and Hanson 1982; Peterson 1970; Thompson 

1980). However, more recent empirical studies did not identify deficiencies in descriptive 

representation (Bracken 2007; Latting 1983; Samuels and Xirasagar 2005). This can be 

explained by the fact that these more recent studies considered consumers to be a 

homogenous or nearly homogenous group.

The results of this study clearly demonstrate that consumer homogeneity is a strong 

assumption and that there are in fact considerable differences between consumer board 

members, especially with regards to socioeconomic status, which should be taken into 

consideration. The reality is that some consumer board members are more descriptively 

representative of the typical FQHC patient than others.

Yet, just because the level of descriptive representation is much lower than might be 

expected given the requirement of a consumer majority, it is important not to overlook the 

fact that FQHC boards are composed, on average, of 20 to 25% descriptively representative 

consumer board members. Given the obstacles to participation members of this group tend 

to face, this level of descriptive representation is a notable achievement in and of itself. One 

can imagine, for example, how different the United States Congress would look if it were to 

achieve this level of descriptive representation with regards to the electorate. What is more, 

even nominal consumer governance may yield community benefits (Banducci et al. 2004). 

Thus, the descriptive findings presented here should not be used to draw conclusions about 

the effectiveness of consumer governance.

This study has some limitations. While individual board members were coded into SOC 

groups as conservatively as possible, assumptions were made regarding the coding and 

categorization of board members. A cutoff of 200% FPL for a family of four was assumed as 

the indicator of a high status occupation. For single individuals or those in a smaller family, 
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this will lead to a conservative estimate. However, for individuals from a larger family, this 

will tend to overstate income relative to poverty.

Furthermore, mean annual income for each occupation was used, although some occupations 

may have more variation in wages than others. For an individual at the lower end of the 

range, a higher mean income for the group may lead a descriptive consumer to be 

categorized as a non-descriptive consumer, while for individuals at the higher end of the 

range, a lower mean income for the group may lead a non-representative consumer to be 

categorized as a representative consumer.

Finally, the use of average annual occupational income only directly accounts for one 

dimension of representativeness. While this measure is likely correlated with other 

dimensions like education, it is not a perfect indicator. Consumer board members can be 

descriptively representative of the patient population in a variety of ways. Thus, a continuous 

index—rather than categorical measure—of descriptive representation would be the ideal 

solution. Unfortunately, no data were available to attempt this approach. The method used 

was conservative enough, however, to be confident that, if anything, the results may be 

understated.

Going forward, future studies of consumer governance should strive to identify relevant 

differences between consumer board members. While the BPHC requires consumer board 

members, as a whole, to “represent the individuals served by the health center in terms of 

race, ethnicity, and gender (Bureau of Primary Health Care 1998a: 22),” other important 

factors like insurance status, income, and education level have not been addressed. Health 

status might also be an important factor, as patients who utilize more services (e.g., those 

with a chronic illness) are more knowledgeable about the care they receive and more 

comfortable voicing their concerns to decision-makers, than are patients who rarely use 

services (Schlesinger et al. 2002).

Future studies might also focus on understanding barriers to descriptive representation and 

designing ways to enhance levels of descriptive representation in practice. Board 

composition is ultimately the result of board member selection. Prior qualitative research 

finds that FQHC staff often identify potential consumer board members without making 

their patient status a primary consideration in their selection, because it is challenging to find 

the expertise needed for governance among the FQHC’s patient population (Bracken 2007). 

While the current study reinforces these findings, a longitudinal case study of select FQHCs 

could provide valuable data on actual board member selection processes. At the very least, 

further inquiry into the role and contributions of descriptively representative consumer board 

members is warranted.

To be able to answer these questions well, there is a need for HRSA to collect and share 

better data on FQHCs. For instance, it would be useful to collect governance data on board 

member age, gender, race, education level and income. It would also be helpful to collect 

data on how long consumer board members have been receiving care at the center and how 

many visits for care they make annually. Finally, HRSA should consider making FQHC 
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governance data publicly available in an electronic format to facilitate continued research 

into an important aspect of one of the nation’s most highly regarded safety net providers.

At the same time as the FQHC program has been permanently authorized and received the 

largest funding increase in its history, there is an ongoing debate about the effectiveness of 

consumer governance and the appropriateness of making certain federal funding contingent 

on having a consumer majority board. Many hospitals, free clinics, and other safety-net 

providers without consumer majority boards are ineligible for the federal grant funds and 

enhanced Medicaid reimbursement rate that FQHCs enjoy.

While this study cannot speak directly to the effectiveness of consumer governance, it 

provides the first empirical evidence regarding the composition of FQHC governing boards 

and, given the limited involvement of descriptively representative consumers on the board, 

raises questions about the potential of consumer governance to affect health center 

outcomes. Answering these questions is essential to informing the policy debate over 

consumer governance in health care.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Categorization of FQHC Board Members
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Figure 2. 
Distribution of FQHC Boards by Proportion of Representative and Non-Representative 

Consumer Members
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Wright Page 16

Table 1

Study Sample and FQHCs in Operation by Year

Year Total Number of FQHC Grantees Number Excluded Total FQHC Sample Total Number of Grant Applications

2003 890 154 736 397 (54%)

2004 914 146 768 297 (39%)

2005 952 155 797 767 (96%)

2006 1,002 160 842 784 (93%)

Total 3,758 615 3,143 2,245 (71.4%)
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Table 2

Summary Statistics (N=2,245)

Variable Mean Std Dev

Board Size 12.48 3.11

% in Urban Location 46.15 49.86

Average Users per Delivery Site 3609.26 2743.40

Physicians as % of Staff 8.15 3.62

Physicians per 1,000 population 1.76 1.14

Nonprofits per 100,000 population 10.12 13.22

Grantee Type

 % Migrant 13.32 33.99

 % Homeless 11.27 31.63

 % School-Based 7.66 26.60

 % Public Housing 3.07 17.26

 % Community Health 100.0 0.0

Census Region

 % Midwest 20.13 40.11

 % Northeast 17.99 38.42

 % South 36.26 48.09

 % West 25.61 43.66

% of Patients, Male 40.51 5.49

% of Patients, in Poverty 48.59 23.23

% of Patients, Non-white 55.42 32.26

% of Patients, Chronic Disease 49.66 27.63

Insurance Status

 % Uninsured 38.77 17.41

 % Medicaid 31.87 14.33

 % Medicare 9.01 6.01

 % Other Public 1.84 3.97

 % Private 18.51 13.81

% of Population, Male 49.30 1.87

% of Population, in Poverty 15.84 5.94

% of Population, Uninsured 15.45 4.93

% of Population, Unemployed 5.88 2.25

% of Population, Non-white 21.71 18.97

% of Population, in Medicare 15.01 3.96
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Table 4

Results of Linear Regression Models Predicting Board Composition (N=2,245)

Model 1 Model 2

% Representative Consumers % Non-Representative Consumers

Board Size 0.15
(0.16)

−0.59**
(0.17)

Urban Location 0.69
(0.93)

−2.74**
(1.05)

Average Users per Delivery Site (in thousands) −0.14
(0.19)

0.06
(0.22)

Physicians as % of Staff −0.49**
(0.16)

0.56***
(0.16)

Physicians per 1,000 population −0.96
(0.58)

0.23
(0.71)

Nonprofits per 100,000 population −0.01
(0.05)

0.21**
(0.06)

Grantee Type (CHC omitted)

 Migrant 6.43***
(1.67)

−8.56***
(1.79)

 Homeless 1.50
(1.63)

−3.44
(1.83)

 School-Based 0.88
(1.75)

−1.22
(2.01)

 Public Housing 0.65
(2.71)

1.27
(3.36)

Census Region (Northeast omitted)

 Midwest 1.69
(1.45)

−3.50
(1.91)

 South 3.31*
(1.62)

−4.27*
(2.01)

 West 4.90*
(1.94)

−6.25**
(2.27)

% of Patients, Male 0.16
(0.11)

0.24
(0.12)

% of Patients, in Poverty 0.01
(0.03)

0.02
(0.03)

% of Patients, Non-white −0.02
(0.03)

0.001
(0.03)

% of Patients, Chronic Disease 0.04
(0.02)

−0.05*
(0.02)

Insurance Status (Private omitted)

 % Uninsured 0.07
(0.06)

−0.25***
(0.06)

 % Medicaid 0.11
(0.06)

−0.30***
(0.07)

 % Medicare −0.17
(0.15)

0.40*
(0.17)

 % Other Public 0.07
(0.13)

−0.23
(0.14)

% of Population, Male 0.34
(0.36)

−0.32
(0.39)
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Model 1 Model 2

% Representative Consumers % Non-Representative Consumers

% of Population, in Poverty 0.19
(0.16)

−0.15
(0.18)

% of Population, Uninsured −0.15
(0.23)

0.45
(0.26)

% of Population, Unemployed 0.40
(0.30)

0.11
(0.30)

% of Population, Non-white 0.004
(0.04)

0.06
(0.04)

% of Population, in Medicare −0.24
(0.18)

0.08
(0.20)

Year (2003 Omitted)

 2004 −0.25
(1.24)

−0.12
(1.41)

 2005 −1.06
(0.93)

2.28*
(1.07)

 2006 −1.84
(1.04)

3.28**
(1.18)

Constant −1.19
(19.90)

63.15**
(22.28)

R-Squared 0.10 0.25
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