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Abstract

Introduction: Community health centers often screen for and address patients’ unmet social 

needs. This study examines the degree to which community health center patients report receiving 

social needs assistance and compares measures of access and quality between patients who 

received assistance versus similar patients who did not.

Methods: A nationally representative sample of 4,699 nonelderly adults receiving care at 

community health centers from the 2014–2015 Health Resources and Services Administration 

Health Center Patient Survey was used, representing 12.6 million patients. The exposure—having 

“received social needs assistance”—was based on whether a patient received any community 

health center assistance accessing social programs (e.g., applying for government benefits) or 

basic needs (e.g., obtaining transportation, housing, food). Using logistic regression models with 

inverse probability of treatment weights, outcomes for patients who received social needs 

assistance with similar patients who did not were compared. Study outcomes, reported as absolute 

adjusted differences, included reporting a community health center as a usual source of care, 

reporting the emergency department as a usual source of care, perceived quality of care, and 

willingness to recommend the community health center to others. Data were analyzed in 2020.

Results: Of the sample, 36% reported receiving social needs assistance, where the most common 

form of assistance was applying for government benefits. Relative to similar patients who did not 

receive social needs assistance, patients receiving assistance were significantly more likely to 

report a community health center as their usual source of care (adjusted difference=7.2 percentage 

points, 95% CI=2.2, 12.1) and to report perceived quality of care as “the best” (adjusted 

difference=11.1, 95% CI=5.4, 16.9). They were significantly less likely to report the emergency 

department as their usual source of care (adjusted difference= −4.2, 95% CI= −7.0, −1.3).
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Conclusions: As community health centers and other providers consider providing social needs 

assistance to patients, these results suggest that doing so may be associated with improved access 

to and quality of care.

INTRODUCTION

Lack of access to basic needs, such as stable housing or nutritious foods, can limit a 

patient’s ability to access care and negatively affect health outcomes.1-4 Patients with unmet 

social needs are twice as likely to use the emergency department (ED), twice as likely to 

have depression, and 1.5 times more likely to have high cholesterol.5 More than 90% of low-

income people report having unmet social needs,6 and evidence suggests quality of care and 

health outcomes are often mediated by social risk factors, which are greater predictors of 

health outcomes than health care itself, accounting for one third of annual deaths.7

Community health centers (CHCs) deliver comprehensive, culturally competent, quality 

primary care services to >28 million low-income patients nationwide, irrespective of 

insurance coverage or ability to pay. CHC patients are often more socially complex and have 

worse health status than the general U.S. population.8-12 To receive federal funding, CHCs 

are required to provide comprehensive case management services, which include helping 

patients gain access to social services provided by federal, state, or local programs.13 CHCs 

are also more likely to assess unmet social needs relative to other sites of primary care.14,15 

To do so, many CHCs integrate systematic processes to screen for unmet social needs16-19 

and use screening results to refer or provide assistance in applying for social services.20

Although there is some evidence about the extent to which CHC patients are referred to 

social services, the types of social services provided, and to whom they are provided, less is 

known about the association between social needs assistance and quality and access to care.
15,21,22 Recent evidence suggests that CHC patients report relatively high levels of social 

risk.22 Moreover, provision of enabling services—which include outreach, transportation, 

linguistic, and care coordination services—for CHC patients is associated with higher 

likelihoods of receiving preventive care, having an annual checkup, and better patient 

satisfaction; this is largely driven by care coordination services specifically.21,22 Other 

evidence suggests that on-site provision of social services at CHCs may also be associated 

with better performance on measures of healthcare quality; however, additional research on 

the association between receipt of social needs assistance and care continuity and perceived 

quality are needed.15

To fill this gap, using a nationally representative sample of CHC patients, this study builds 

on these findings by first examining the degree to which CHC patients report receiving 

social needs assistance and then comparing measures of access and perceived quality 

between patients who received assistance relative and similar patients who did not.
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METHODS

Study Sample

Data from the 2014–2015 Health Center Patient Survey (HCPS), a cross-sectional survey of 

patients receiving care at CHCs funded by Health Resources and Services Administration’s 

Bureau of Primary Health Care, were used. Collected between September 2014 and April 

2015, these are the only patient-level data to be collected post-Affordable Care Act (ACA) 

that are representative of all CHC patients across the U.S. Examples of survey domains 

include access to care, help received to access social programs, and satisfaction with care.

The HCPS is administered through the Health Resources and Services Administration and 

uses a 3-stage sampling design. The first-stage sampling units were CHCs, which were 

stratified by characteristics including demographics of the patient population, CHC size, 

geographic region, and rurality. The second-stage sampling units were sites within each 

CHC, and the third-stage sampling units were patients receiving care at the site. All 

surveyed patients had received face-to-face care at the CHC at least once in the past 12 

months and were selected for in-person, 1-on-1 interviews when they registered with the 

CHC receptionist for a visit.

Measures

The outcomes for this study were as follows: (1) household enrollment in any social 

program (food stamps; Special Supplemental Nutrition Program for Women, Infants, and 

Children; Temporary Assistance for Needy Families; Section 8 Housing; or any other 

government assistance), (2) reporting a CHC as a usual source of care, (3) reporting the ED 

as a usual source of care, (4) having a routine checkup in the last year, (5) reporting 

perceived quality of care to be the “best possible” based on provider rating, and (6) 

willingness to recommend the CHC to family and friends.

The exposure was defined based on whether a patient received any CHC assistance (yes/no) 

with accessing social programs (e.g., applying for government benefits) or basic needs (e.g., 

transportation, housing, employment, obtaining food, and obtaining clothes). This group is 

referred to as having “received social needs assistance.” Survey questions and measure 

definitions are presented in Appendix Tables 1 and 2, available online. Appendix Figure 1, 

available online, shows the construction of the study sample, which included a final sample 

of 4,699 nonelderly adult CHC patients aged 18–64 years, representing 12.6 million CHC 

patients nationwide. About 341 respondents who reported not needing any of the services 

were excluded, and their characteristics were examined in a separate analysis. Although data 

were not available to examine why these respondents reported not needing any social 

services, potential reasons include having no perceived need for assistance or already being 

enrolled in social services and therefore not requiring CHC assistance.

Statistical Analysis

Descriptive statistics were generated to describe the percentage of the study sample who 

received each type of assistance.
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To account for potential differences between patients who did versus did not receive social 

needs assistance, propensity scores were estimated using a logit model, where receipt of 

assistance was a binary outcome. The propensity score can be interpreted as the probability a 

patient received social needs assistance, given their observable sociodemographic, clinical, 

and state-level characteristics. Covariates for the propensity score model were selected if 

they were hypothesized to be a confounder or be associated with the outcome.23 Propensity 

scores were then used to calculate inverse probability of treatment weights (IPTWs), which 

served to balance on observable characteristics between the 2 groups, thus lessening the 

influence of selection bias. Building on previous work,21,24 the scores included 28 patient-

level sociodemographic and clinical characteristics: age, gender, race/ethnicity, household 

income measured as a percentage of the federal poverty level, English proficiency, health 

insurance type (uninsured, public, or private), highest level of education attained, urban 

versus rural location, marital status, being born in the U.S., experiencing homelessness, 

sexual minority status, self-reported fair or poor health status, diagnosis of medical 

conditions (diabetes, hypertension, coronary heart disease, chronic obstructive pulmonary 

disease, angina, stroke, asthma, depression, generalized anxiety, or other mental health 

conditions [panic disorder, schizophrenia, or bipolar disorder]), patient type (e.g., general 

CHC patients, public housing, migrant and seasonal farm workers, or health care for the 

homeless), if they had visited this particular CHC for ≥5 years, and number of CHC visits in 

the last year. State-level covariates (e.g., Medicaid expansion status as of 2014) were 

included, as well as survey weights and sampling strata in the scores. To account for the 

complex survey design, the IPTWs were then multiplied by survey weights,25 and weights 

were normalized to a mean of 1. Covariate balance was assessed both before and after 

weighting by calculating standardized differences between those who received social needs 

assistance and those who did not. Standardized differences of ≥0.1 for a particular covariate 

suggest a meaningful imbalance between the 2 groups.26

Doubly robust logistic regression models with IPTWs were used to compare outcomes for 

patients who received social needs assistance with similar patients who did not, where the 

models directly adjusted for the covariates included in the propensity score model. SEs were 

clustered at the state level. Absolute adjusted differences were calculated using mean 

marginal effects. All analyses were conducted in 2020 using Stata, version 15.0.

RESULTS

Overall, 36% of the sample reported receiving any social needs assistance (Figure 1). The 

most common form of assistance was applying for government benefits (25.2%). Others 

reported receiving assistance with transportation (12.6%), obtaining food (5.5%), or finding 

employment (5.5%).

In Table 1, the sociodemographic, clinical, and state-level characteristics of those who 

received social needs assistance versus those who did not are compared. Before weighting, 

there were several important differences between the 2 groups: patients from racial/ethnic 

minority groups, with household incomes <100% of the federal poverty level, residing in 

urban locations, with publicly funded health insurance, experiencing homelessness, 

reporting fair or poor health, with mental health conditions, or residing in states that had 
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expanded Medicaid eligibility were more likely to receive social needs assistance 

(standardized differences ≥0.1). After applying the IPTWs, differences were largely 

mitigated; however, there was some remaining imbalance by race, sexual minority status, 

and whether the patient resided in a rural location. Characteristics of patients who reported 

not needing social services are presented in Appendix Table 3, available online. 

Characteristics of the study sample, stratified by type of social needs assistance received 

(e.g., applying for government benefits, accessing basic needs) are presented in Appendix 

Table 4, available online.

As presented in Table 2, relative to similar patients who did not receive social needs 

assistance, those who received social needs assistance were significantly more likely to 

report a CHC as their usual source of care (adjusted difference=7.2 percentage points, 95% 

CI=2.2, 12.1), more likely to report perceived quality of care as the “best possible” (adjusted 

difference=11.1 percentage points, 95% CI=5.4, 16.9), and more likely to definitely 

recommend the CHC to family and friends (adjusted difference=5.9 percentage points, 95% 

CI=1.0, 10.8). They were also significantly less likely to report the ED as their usual source 

of care (adjusted difference= −4.2 percentage points, 95% CI= −7.0, −1.3). There were no 

significant differences in having a checkup in the last year. Unweighted regression model 

estimates are in Appendix Table 5, available online.

DISCUSSION

To the authors’ knowledge, this is the first study to examine the association between 

receiving social needs assistance and access to and perceived quality of care. In a nationally 

representative sample of CHC patients, more than one third reported social needs assistance, 

which was associated with less self-reported use of ED as a usual source of care, increased 

use of a CHC as a usual source of care, higher perceived quality of providers, and higher 

satisfaction. These findings suggest that receiving social needs assistance is associated with 

patient trust and perceptions of quality, which may improve care continuity.

Recent evidence indicates that unmet social needs are associated with missed primary care 

appointments.27 Other work found that provision of enabling services at CHCs is associated 

with increased patient satisfaction, higher use of preventive services, and increased 

likelihood of having an annual checkup.21 This study builds on these findings; patients who 

received social needs assistance were significantly more likely to report that CHC as their 

usual source of care, thereby suggesting they were more likely to return to that CHC. As 

such, increasing the provision of comprehensive case management may assist in improving 

care continuity among CHC patients and potentially reduce unmet needs for primary care 

services. More so, given evidence that patients with unmet social needs, such as housing 

instability or food insecurity, have higher ED use,3,5 this study provides new evidence that 

receiving social needs assistance may potentially help to mitigate this.

Despite differences in patients’ self-reported usual sources of care, statistically significant 

differences in having a routine physical or checkup in the last 12 months based on receipt of 

social needs assistance were not observed, which warrants further exploration. Self-reported 

usual source of care reflects where a patient goes when care is needed, which may differ 
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from actual utilization of care (e.g., having a routine checkup). Other possible explanations 

include potential discrepancies between self-reported usual source of care and actual usual 

source of care or the possibility that patients primarily sought care to address acute ailments.

Study findings also suggest that addressing the medical and social challenges that CHC 

patients face may impact their satisfaction with care and perceptions of care quality. Prior 

research suggests that patient satisfaction is largely driven by patient trust, which could be 

cultivated by extending patients’ relationships with the CHC beyond medical care. 

Moreover, satisfaction is closely associated with continuity of primary care, intentions to 

stay with a provider, and willingness to recommend a provider to others.28,29 As such, 

maximizing patient satisfaction and perceived quality may have important implications for 

continuity of care for CHC patients. Although some studies have suggested that there may 

be some reluctance from providers to screen for social needs, others suggest that screening 

for social needs and facilitating access to social services can improve the clinician–patient 

relationship.17,18,30,31 These findings support the latter hypothesis that receiving social 

needs assistance may build patient trust in the CHC and promote greater continuity of care.

Relative to other types of physician practices, CHCs are more likely to screen for unmet 

social needs.14 Many studies have examined the integration of tools (e.g., Protocol for 

Responding to and Assessing Patients’ Assets, Risks, and Experiences [PRAPARE]; Health 

leads; Well Child Care, Evaluation, Community Resources, Advocacy, Referral, Education 

[WE CARE] survey instrument) that assess and document patients’ risks related to the social 

determinants of health into CHC electronic health record systems.32-36 Although this study’s 

findings suggest that there is an association between receiving social needs assistance and 

multiple outcomes, receiving assistance reflects the alignment of at least 3 events: social 

needs assistance was offered, the patient accepted assistance, and the patient remembered 

and reported these services. Although some patients may value receiving social needs 

assistance, there can be a discrepancy between patients screening positive for social risk 

factors and their interest in assistance.31,37 Several factors could prevent patients from 

accepting assistance, including lack of trust, fear of discrimination, perceived stigma related 

to receipt of government benefits or accepting help with basic needs, not perceiving that 

health care is the appropriate setting for social needs intervention, or receiving assistance 

elsewhere.37-39 Another possible interpretation of these findings is that having a consistent, 

high-quality, and trusted source of care may make CHC patients more likely to accept social 

needs assistance. More research is needed to fully understand the effects of social needs 

assistance on care delivery.

These results have several important implications. First, although all CHCs provide some 

level of assistance, CHC staffing and resource capacity may limit the extent to which they 

can do so. This study provides evidence to CHCs and the Health Resources and Services 

Administration about the value of investing in additional eligibility assistance and outreach 

staff. This is particularly important because, facing potential financial instability because of 

delayed extension of the federal Community Health Center Fund, many CHCs are 

considering eliminating or reducing assistance with social services. Although renewed in 

2015 and 2018, these findings suggest the importance of extending (or making permanent) 

Nguyen et al. Page 6

Am J Prev Med. Author manuscript; available in PMC 2021 March 04.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



the Fund; without extended funding from Congress, critical services addressing the unmet 

health and social needs of low-income Americans may be cut.40,41

Second, other research has found that both Medicaid expansion and increased federal 

funding under the ACA increased capacity, expanded services provided, and improved 

quality of care delivered at CHCs.42-44 Many CHCs in both expansion and nonexpansion 

states reported increased improvements in the ability to coordinate care with social service 

providers (e.g., housing or Temporary Assistance for Needy Families).45,46 Given ongoing 

concerns around federal funding levels, any policies that decrease CHC revenue or roll back 

Medicaid eligibility (e.g., Supreme Court decision to repeal the ACA, Medicaid waivers that 

create barriers to enrollment47) may negatively affect CHC ability to connect patients to 

social services, which in turn may erode enrollment in social programs, and compromise 

access to and quality of care.

Finally, the coronavirus disease 2019 (COVID-19) pandemic has created new challenges and 

exacerbated financial strain on CHCs.48 Sharp declines in CHC revenue—driven by 

decreases in ambulatory visits and increases in COVID-19—related expenses—have led to 

elimination of services, support staff layoffs or furloughs, and nearly 2,000 temporary CHC 

site closures.49-52 As Americans face unprecedented unemployment rates, health insurance 

losses, food insecurity, and need for financial assistance, CHCs remain crucial in responding 

to COVID-19 and facilitating access to care.48,52,53 With increased demand and reduced 

capacity, many CHCs will likely be limited in their ability to provide social needs assistance. 

Although the Coronavirus Aid, Relief, and Economic Security Act provided $1.3 billion to 

support COVID-19 response efforts (e.g., buying testing materials) and maintaining CHC 

capacity, this amounts to <10% of annual CHC revenues, and there are concerns about the 

long-term viability of CHCs.49-52 Additional emergency funding to assist CHCs with 

revenue losses, payment reform (e.g., allowing Medicaid payments for nonmedical services), 

and stabilizing funding mechanisms for social services will be critical to facilitate CHCs’ 

ability to provide medical care and social needs assistance during the pandemic and to 

sustain their viability after.53

Limitations

First, although models adjusted for many patient-level and state-level characteristics, it was 

not possible to balance on unmeasured characteristics, and thus residual confounding may 

exist. In particular, although health status and burden of comorbid illness could influence 

CHC utilization or social needs assistance, the analysis was limited to the specific conditions 

that were collected in the HCPS. Although covariate balance for most covariates was 

achieved, some small differences between patients who received social needs assistance and 

those who did not remain after applying weights; to address this, the regression models 

directly adjusted for these covariates to minimize any residential confounding. Second, study 

data were limited to 2014–2015, although this remains the most recent HCPS and the only 

one following the ACA. Third, given that the survey was cross-sectional, it was not possible 

to estimate causality or examine temporality (e.g., how recently a patient received social 

needs assistance). Fourth, data are patient-reported and do not assess a patient’s perceived 

need for government benefits or basic needs. However, to examine the association between 
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social needs assistance and the outcomes, patients who reported not needing any assistance 

were excluded. Fifth, the study may not capture the full extent of assistance provided (e.g., 

account for CHC patients who were already receiving services or who did not receive 

assistance from the CHC but were enrolled in social programs). Sixth, HCPS does not 

include visit-specific information (e.g., primary reason for visit), and thus the study could 

not contextualize characteristics of CHC visits where patients received social needs 

assistance. Finally, the results may not generalize outside CHCs.

CONCLUSIONS

Many providers are considering whether to provide social needs assistance to patients. 

Recent evidence suggests that on-site CHC provision of social services is associated with 

better performance on healthcare quality measures,15 and CHC patients receiving enabling 

services report a higher likelihood of receiving preventive services.21 This study builds on 

prior work, suggesting that among a nationally representative sample of nonelderly CHC 

patients, receipt of social needs assistance is associated with improved care continuity, 

higher perceived quality of care, and higher satisfaction with care.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. Proportion of health center patients receiving assistance to access social programs or 
basic needs, 2014–2015.
Notes: Unweighted sample consists of 2,109 patients, representing 4.5 million patients who 

reported receiving social needs assistance. Some patients reported assistance accessing 

multiple social programs or basic needs. Weighted percentages calculated using survey 

weights.
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